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ABSTRACT

Introduction

Bangladesh is a developing nation of 124 million people, with 45% under the age of 18 

years. Bangladesh has an infant mortality rate of 53 per thousand live births; an adult 
literacy rate of 54% and 41% for males and females respectively: and a per capital gross 

national income of US$ 444, Natural calamities only adds to this state of poor health 

care, lack of universal education, and a vastly agriculture based economy. The country 

is largely made up of river deltas, with about 75% of the land being less than 3 metres 

(10 feet} above sea level and almost every year experiences devastating flood. In the 

above background, psychiatry is one of the most neglected and least appreciated 

medical disciplines. There are few well trained psychiatrists in Bangladesh and even 

fewer trained in child and adolescent psychiatry, psychology and behavioural science. 

Socio-cuHural, lingual and religious characteristics preclude use of child psychiatric 
assessment tools developed in the western countries. Yet, there has been no clinical 

and public health studies in child and adolescent psychiatry and psychology in 

Bangladesh. In that context, the study applied and validated a standardised child 

psychiatric assessment tool to three contrasting community settings: rural, urban, and 
inner city slum areas.

In the developed world, around 10-20% of children suffer from various psychiatric disorders 

resulting in serious distress or social impairment. Empirical evidence and preliminary data 

from other developing nations suggest that the rate could be higher in developing countries. 
This is not uprising as children in the developing world are exposed to poverty, malnutrition, 

infectious diseases, violence and social disintegration.

There have been no epidemiological studies of the prevalence of child and adolescent 

psychiatric disorders in Bangladesh, and indeed there are no validated psychiatric 

measures in Bangla (Bengali) that could be used for this purpose. This was in part due 

to lack of suitable measurement tools. The purpose of this study was to test three 

hypotheses that (1) the prevalence of psychiatric disorders among children and 

adolescents in Bangladesh is likely to be parallel with other countries, (2) existence of 

emotional disorder is more than behavioural disorder among children, adolescents in
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Bangladesh, and {3) conduct disorder is substantially commoner in poor urban areas 

lhan in rural or middie-income urban areas of Bangladesh,

The specific objectives of these studies were (1) to validate psychiatric assessment tools 

for children and adolescents in Bangla; (2) lo generate approximate prevalence 
estimates as a guide to future research and service planning; (3) to estimate the 

differences in rates and types of child psychiatric disorders in rural, urban, inner city 

slum areas of Bangladesh, (4) to explore differences in types and rates of 

psychopathology between rural, urban and slum areas; and (5) to examine the 

differences of variables between rural, urban and slum areas as a guide to explore the 

correlates of child psychopathology, to provide methodological foundations for future 
larger epidemiological studies in Bangladesh. The focus of this thesis is entirely on 

prevalence. Data on risk factors and service use was collected in parallel with the 

prevalence data, and a planned follow-up will add a longitudinal element to the study. 

Additional elements of the study will be analyzed later to examine various risk factors for 

child and adolescent psychiatric disorders in Bangladesh.

The organization of this study is divided in three parts namely the preliminary study for 
screening measures, the pilot study for the validation of measures of psychopathology, 

reliability of screening measures, and the main study for prevalence estimate.

Preliminary Study (of Suitability of a Standardized Screening Tool)

Introduction: There is no inexpensive and effective method for detecting child 

psychiatric problems in Bangaldesh. Tfie objective of this study was to examine the 

potential suitability of the Strengths and Difficulties Questionnaire (SDQ) in Bangladesh.

Methods: SDQs were administered to the parents and teachers of 261 Bangladeshi 4

16 year olds: 99 drawn from a psychiatric clinic and 162 drawn from the community. 

Self-report SDQs were completed by 11-16 year olds. Children from the clinic sample 

were assigned psychiatric diagnoses blind to their SDQ scores.

Results: SDQ scores distinguished well between community and clinic samples, and 

also between children with different psychiatric diagnoses in the clinic sample. The rate
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of psychiatric disorders for 4 to 16 years children in the stable urban communities was 

just 17.9%. but was 13% by parent SDQ, and 10% by teacher SDQ. This predictive 

prevalence was only 7.5% by sell rated SDQ. The combined (muiti-infonnant SDQ) 
prevalence of 18% was assumed for prevalence for power calculation for the main stage 

study. A simple algorithm based on SDQ scores was used to predict whether children 

had hyperkinesis, conduct disorders, emotional disorders or any psychiatric disorder -  

rates of predicted disorder varied markedly between clinic and community samples.

Conclusions: Predictions based on multi*informant SDQs potentially provide a cheap 

and easy method for detecting children in the developing world with significant mental 

health problems. The reliability of the SDQ was tested in the pilot study described below. 

The potential effectiveness of SDQ needs to be evaluated on a broad range of children, 

using both International and culture-specific assessments.

Pilot Study (of Validation of Standardized Tools)

Introduction: There is no validated screening tool for diagnosing psychiatric disorder in 

children and adolescent in Bangladesh. The purpose of this pilot study was to validate 

diagnostic Interview of child psychopathology, the Development and Well-Being 

Assessment (DAWBA) and to test the reliability of the Strengths and Difficulties 

Questionnaire (SDQ) In Bangladesh.

Methods: Using a cross-sectional design, with a single-phase sampling and 
assessment, data were collected from 100 children and adolescents 5-17 years by 

administering the SDQ, the Household Questionnaire (HHQ). and the Development and 

Well-Being Assessment (DAWBA). The research diagnostic assessment was repeated 

an average of 3 weeks later by a different interviewer on a randomly chosen 25 subjects. 

The instruments were in Bangla.

Results: The validity of the DAWBA diagnoses was assessed by examining their level of 
agreement with the clinic diagnoses that were completely independently of one another, 

being based on separate assessments made by different interviewers and then rated by 

different clinicians. Kappa values of between 0.63 and 0.94 reflect a high level of
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agreement between DAWBA diagnoses and clinic diagnoses. Sensitivities ranged from 

63-94% and specificities ranged from 81-100%. The clinic sample of 100 children 

spanned the 5-16 age range of the DAWBA.

Conclusion: Methodologically, this is the first study to validate the Bangla version of the 

DAWBA. It also validated the Bangla version of the SDQ. The results of the preliminary 

and pilot studies provided the necessary tools for the main study described below.

The Main Study (of Prevalence)

Introduction-. No previous epidemiological studies of child mental health have been 

conducted in Bangladesh, partly due to lack of suitable measures, The primary purpose 

of this study was to determine the prevalence of the common child mental health 

disorders among children, 5-10 years, in Bangladesh. Secondary objectives of the study 

were (1) to confirm the validation of screening measures: (2) to determine if the 
prevalence varied among children in a rural, a moderately prosperous urban, and an 

urban slum settings, (3) to determine possible variables as a guide to search the 

correlates of child psychiatric disorder, and (4) to establish appropriate ascertainment 

techniques and foundations for more extensive and representative epidemiological 

surveys of child mental health in Bangladesh in the future.

Methods: We recruit 922 children, 5-10 years old, through household survey and carried 

out a two-phase assessment using the SDQ in first phase and DAWBA in second 

phaseThe sample was drawn from three contrasting areas: a rural area; a moderately 

prosperous urban area; and an urban inner city stum area. The three areas have clear 

geographical and administrative boundaries, and were chosen after consultation with 

local representatives. The instruments were validated Bangla version of screening 

measure of psychopathology, the Strengths and Difficulties Questionnaire (SDQ) 
validated Bangla version of a standardised child psychiatric interview, and the 

Development and Well-Being Assessment (DAWBA). The refined Household 

Questionnaire (HHQ), a socio-economic questionnaire in Bangla, was used to measure 

socio-demographic factors. Results are presented as prevalence estimates based on 

ICD‘10 psychiatric disorders with 95% confidence intervals. Prevalence data was
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adjusted for the iwo-phase design with weighting. Statistical analyses were perlormed 

using the Slatistics/Oata Analysis Program {STATA 8) survey program, which adjusts 

appropriately for weighting when calculating test statistics and 95% confidence intervals.

Results: The overall participation rate for families with 5-10 year old children was 75%, 

ranging from 66% for the inner city slums to 97% for the rural areas. There were small 

but statistically significant differences in the mean ages of the three comnnunity samples 

(p>.02) but no gender differences were noted. There was substantial agreement 

between the DAWBA and the independent clinic diagnosis (kappas 0.63-0.94). The 

proportion of 5-10 year old children who had at least one ICD-10 psychiatric diagnosis 

according to the DAWBA varied by area: 20% for the slum area, 15% for the rural area, 

and 10% for the urban area. The overall prevalence in all three areas was 15% {95% 

confidence interval, 11 to 21%). The prevalence of obsessive compulsive disorders was 

relatively high. We also noled that hyperkinesis was less common, and depression was 

rare. Children from all three areas had similar rates of oppositional-defiant disorder. By 

contrast, children from the slum were substantially more likely to have more serious 

conduct disorders. Post-traumatic stress disorder was more likely to affect the children 

from the slum, though this was only marginally statistically significant,

Disscussion: This study generated both methodological and substantive findings of 

interest. Substantively, the study suggests that around 10-20% of Bangladeshi 5-10 year 

olds have emotional and behavioural problems that are severe enough to result in 

substantial distress or social impairment, thereby warranting a psychiatric diagnosis, and 

necessary treatment. Children from the slum were substantially more likely than children 
from the other two areas to have serious conduct problems and the same might apply to 

post-traumalic stress disorder. This fairly compares with DAWBA-based prevalence with 
two different recent surveys in developed and developing countries. The pattern of 

psychiatric disorders found in Bangladeshi children 5-10 year old resembles that 

identified in other parts of the world, with a preponderance of behavioural and anxiety 

disorders. As discussed in the next section, an apparently distinctive aspect of the 

pattern of psychiatric disorder in Bangladesh is the high rate of obsessive compulsive 
disorder.
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Three specific lealures of the paitern of area differences and similarities warrant further 

comment. Ftrstly, within the behavioural disorders, the association with area varied 

strikingly according to Ihe type and severity of behavioural problem. Children from all 

three areas had similar rates of oppositional-defiant disorder. By contrast, children from 
the slum were substantially more likely to have more serious conduct disorders. 
Secondly, post-traumalic stress disorder was more likely to affect the children from the 

slum, though this was only marginally statistically significant. Thirdly. Ihe prevalence of 

obsessive compulsive disorder was high across all three areas. Based on the rates of 

child psychiatric disorders determined for the areas in the present study, estimated 

number of 5-10 year*olds with psychiatric disorders for Bangladesh is 2.2 million. The 

differences in types and rates of socioeconomic characteristics among three areas 

revealed following features. Religious practice, as measured by the child's attendance in 

worship, was found significantly lower in slum area in comparison to nearly similar 

religious practice in rural and urban area. Significantly higher level of illiteracy of the both 

mother and father of the slum children. In contrast, higher education of both parents of 

the urban children was found highly significant. Rural parents fall between two extremes. 
The urban area was the most materially advantaged, as judged by the possession of a 

refrigerator and other rate of advantageous parameters of households was found 
significantly higher in urban area. All these parameters were indicative of worse living 

conditions in slum areas that were statistically significant. The position of rural area were 

also far behind from the urban area but not much worse like slum area.

Annual income of urban family was significantly higher than that of slum and urban areas 

Annual family income of the slum area was the lowest. Though annual income of the 
rural families was higher than annual income of slum families, but was significantly lower 

from urban families, the rural area had the highest rating for neighbourhood helpfulness 

as measured three vanables. That for slum area had lowest. The differences were highly 

significant, the slum children had poorest physical health as told by their parents and as 

found in the body mass index calculated by the proportion of weight and height. That 

was also true for the rural children. The urban children had better physical status. The 

differences of these variables are highly significant. Mental health status of the slum 

mothers was significantly poor than that of urban and rural mothers as measured by the 

SRQ scores. The SRQ scores were found almost similar in the mothers of rural and 

urban areas,
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Conclusion: The present study can be considered the first attempt to investigate Ihe 

epidemiology of child and adolescent psychiatric disorders in Bangladesh using the 

current diagnostic criteria and appropriate methodology. These studies have produced 

quality data that can influence policy makers and guide the service planning and also be 

used for cross-cultural comparison. Although there is still much to do, the 

epidemiological studies described in this thesis are a first step towards informing 

clinicians and policy makers in Bangladesh of the scale o1 the problems that need to be 

addressed if all Bangladeshi children with mental health problems are to have access to 

appropriate help. Future studies can refine the estimate of the present study by 

estimating other areas, age ranges, and different risk groups. A conservative 

extrapolation is that around 5 million Bangladeshi children and adolescents have 

psychiatric disorders. In a country with very few child mental health professionals, there 

is a vast gap between need and provision is vast.

Key Words: standardized assessment; epidemiology: child and adolescent; mental 

health problems; psychiatric disorder: Bangladesh,
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CHAPTER 1 

INTRODUCTION

1.1 Setting the scenario

This thesis proposes to investigate the prevalence of psychiatric disorders as it applies to 

service planning in 5 to 16 year-olds, in the Central part of Bangladesh. It will also 
compare the prevalence by three distinct population groups: poor urban, middle-income 

urban, and mixed rural. An overview of the country including information in brief and region 

where this investigation took place will be provided in the next paragraphs, so to put inlo 

context the methods, findings and discussion that will follow in the next chapters.
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Figure 1.1; Location and Border of Bangladesh

Bangladesh emerged as an independent and sovereign country on 16 December 1971 

following a nine-month war of liberation. Official name is People's Republic of Bangladesh. 

Dhaka (previously spelt Dacca) is its capital. Type of Government Parliamentary form of 

government, president is head of the State and prime minister is head of government. 

Geographical location is In South Asia, between 20°34' to 26“38' north latitude and 88^01' 

to 92°4r east longitude. fVlaximum extension is about 440 km in E-W direction and 760 km
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in NNW'SSE direction. Time is calculated as GMT +6.00 hours, Area and 

boundaries Area is 147,570 sq km. Bangladesh lies in the north eastern part of 

South Asia, with a rich fertile area of 147,570 sq.km (56,977 square miles). It is 

mostly surrounded by Indian territory, except for a small strip in the south east 

bordered by Myanmer. Boundaries can be West Bengal (India) on the west; West 

Bengal, Assam and Meghalaya (all the Indian states) on the north; Indian states of 

Assam, Tripura and Mizoram together with Myanmar on the east: and Bay of 

Bengal on the south (Figure 1.1). The total length of the land border is about 4,246 

km, of which 93.9% is shared with India and the rest 6% with Myanmar. Limit of 

territorial water is12 nautical miles (22.22 km) and the area of the high seas 

extending to 200 nautical miles (370.40 km) measured from the baselines 

constitutes the Exclusive Economic Zone (EEZ). Administrative units are Division 6 

(Dhaka, Chittagong,Khufna, Rajshahi, Barisal, Sylhet); zi la (district) 64; upazila and 

thana 507, union 4,533, mouza 59,047 , village 87,928; city corporation 4 {Dhaka, 

Chittagong. Khulna, Rajshahi); municipality 223 {Figure:1.2).
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Figure 1.2: Map of Bangladesh
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Bangladesh is a revering country which is 8,236 sq, km. Total rivers including tributaries 

and distributaries are about 700 under three mighty river systems: ganges-Padma nver 
system,Brahmaputra-Jamuna river system,and Surma-Meghna river system. Rivers of the 
southeastern hilly region are considered as the Chittagong region river system Principal 

rivers are;Ganges, Padma, Brahmaputra, Jamuna, Surma. Kushiara, Meghna, Karnafuli, 

Old Brahmaputra, ArialKhan, Buriganga, Shitalakahya, Tista.Atrai. Gorai. Madhumati, 
Kobadak, Rupsa Pashur, Feni (Figure 1.3)
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Figure 1.3: Map of the main rivers of Bangladesh

Bangladesh is very flood prone area mainly due to excessive rainfall, low land, downward 

fk)w of glacier water of through rivers, decreased navigability, barrier in the river flow, 

unplanned roads, tidal wave Each year vast area are effected by flood that cause great 

suffering of the fiood victim people and loss of huge amount of wealth of the country. Other 

natural calamities like tidal wave, tornado, and drought are also happened almost every 
year (Asiatic Society of Bangladesh 2003).
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Clinnate o( the country is sub-tropical monsoon Average maxtmuni and minimum winter 

temperatures are 29'’C and 1 rC  respectively; average maximum and minimum summer 

temperatures are 34X  and 2 t ‘’C respectively. Annual rainfall is 1,194 mm to 3,454 mm. 

Higtiest humidity 80% to 100% (August-September), lowest 36% (February-Marcti).

Archaeological sites include Paharpur (5 km west of Jamalganj railway station in Joypurhat 

district, actually the site includes the Badalgachi upazila of Naogaon district), 

Mahasthangarah, (about 12 km north of Bogra town, the site includes partly Shibgang and 

partly Bogra sadar upazilas of Bogra district), Bhasu Vihara, (about 4.8-6.4 km northwest 

of Mahasthangarh), Mainamati, (8 km west of Comilla town). Halud Vihara, (about 14.5 km 
west-south-west of Paharpur), Sitakot Vihara, ( Nawabganj upazila of Dinajpur district), 

Wari-Bateshwar (Narsingdi). Recognized tourist spots are Cox's Bazar, Rangamati, 

Chittagong. Syleht, Kuakata (Patuakhali), Sundarbans (Khulna). The 120*km long Cox's 

Bazar sea beach is considered to be the longest in the world. Kuakata is a unique beach 
for viewing sunrise as well as sun-setting (Asiatic Society of Bangladesh 2003).

1.1.1 Demographic Data of Bangladesh
Bangladesh is one of the densely populated countries of the world. In 2001 population 
census, population of Bangladesh is 123.85 million; male 63.89 million, female 59.96; 
male-female ratio 106:100; density 839 persons per sq km, population growth rate 1.53, 
urban population 28.60 million, and rural population 95.25 million. Distribution of 
population according to religion is Muslims 89.7%. Hindus 9.2%, the resi being Buddhists 
(0.7%). Christian (0,3%) and others (0.2%), Population of 18 years and below is 55.77 
million, the population of 16 years and below is 52.2million the population ol 14 years and 
below is 48.72 million and the under 5 population is 18.7million. The population below 18 
years constituted 45.03% of the total and below 14 years - 39.34% of the total.

The increase of total population in the last decade was 16.49%. On the other hand, the 

increase of urban population was 37,04% during the decade comprised to only 11.48% for 

the rural area. The rate of increase of urban population was more than three times than 

that of the rural population. It is observed that from 1901 to 1961 the percentage of urban 

population was very small. The growth of urban population was also steady with some 

variation in some years. A sharp rise of urban population was noticed after the 

independence of the country in 1971.Dhaka emerged as the capital ol the new country 

where influx of people occurred more. The other cities also got importance as 

administrative headquarters of a newly independent country. Thus, the urban population of 

the country increased at through 1981. After 1981 the urban population has also 

experienced higher growth due to rural to urban migration for search of better job
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opportunity for their livelihood, opportunity for education and business etc Rapid 
urbanization of Bangladesh results in an uneven urban growth where a large number of 

urban people live in the urban slums and squatters where the amenities of life are very 

scarce. It is interesting to note that increase of female population in the urban area, was 

higher than that of males The increase of male population in the urban area was 36,555 
compared to 37.62% for the females. It is observed that at the beginning of the century, 

the population growth rate was below 1.0%.This low grovrth rate was due to high birth and 

death rates of the population The growth rate between 1951 through 1991 was above

2 0% and this higher trend because of the comparatively high fertility and low mortality. 

The notable decline in population growth occurred during 1991 through 2001. The growth 

rate during this period is calculated as 1.54%. Life expectancy at birth is 61 years. 

Population is more or less homogeneously distributed across the country. However, there 

are variations of population density in different areas of the country. The distribution of 

density of population per sq km of the country has been shown in Figure 1.4. Historical 

trend of population density of the country is alarming that the population density was only 

196 per sq.km. at the beginning of the current century for the country as a whole and rose 
to 839 in 2001.the increase over century is 328% (Bangladesh Bureau of Statistics 
2003)
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Figure 1.4: Map of the density of population 2001
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Number of households are 25.3 million at the aggregate level of which 19.4 million are 

in rural area and only 5.9 million in are in urban area. Average annual growth rate of 

urban population is 4.6%.The percentage of rural and urban households are 76.9 and

23.1 respectively .In the last 20 years an additional 10.2 million new households are 

added to the households of the country of which 6.5 million are in the rural area and

3,7 million in the urban area. Such increase of households has created pressure on 

housing, water supply, fuel, transportation and other utility services both in urban and 

rural areas. In the rural area, increased numbers of households are settled in the crop 

lands which have negative impact on the total cultivable land of the country. In the 

urban area, due to rapid growth of households, a large number of additional 

households settled in the urban slums and squatters which is one of the major causes 

of deterioration of urban environment.Average household size is 4.9.It need to be 

mentioned that the reduction of the household size throughout the country between 

1991-2001 is nolicable(5.5 to 4.9).The decline in the fertility in the recent years and 

disintigration of joint family households may be responsible for lowering the household 
size,In 2001 census.the urban householdslze was found lower than that of rural 

sizewhich is 4,8 and 4.9 respectively. {Bangladesh Bureau of Statistics 2003)

Sources of drinking water (Dwelling) of the population are Tap (6,0%), Tube-well (79.8%), 

Deep Tube*well (4.9%), Pond (3.4%) and others (5.9%). About 97% of population use 

improved drinking water sources. Toilet facilities (Dwelling) include sanitary (36.9%), 

others 41.5% and none 21.6%. About 48% of population use adequate sanitation facilities 

(urban 41% and rural 71%). It is praiseworthy that sanitary latrine has improved 

tremendously over the last decade. It was only 12.46% in 1991 and it increased to 

36.87%in 2001.The rate of increase stands at 195% over the last 10 years. Households 

having no arrangement for discharge of excreta was 34.20% in 1991 now it declined to 

21.59% which is encouraging, however, still more than one fifth of the households at the 

aggregate level and one fourth households of the rural area has no particular place for 

discharge of human waste in 2001.The percentage of household having no arrangement 
for toifet is 7.36% for the urban area of the country. These households are mainly slum 

and squatter households. Household's access of electricity is 3l.5%.ln 19991 only 14.29% 

households had access of electricity. The rate of increase in the last decade stands 1205 

that is encouraging. The percentage of households having electric connection was only 

4.57% for rural areas and 58,06% for urban areas in 1991 it has been increased to 20.13% 

and 70.94% respectively in 2001 .At the national level, ownership of the agricultural land of 

the dwelling households is 55.25% and 44.8% households do not own any agricultural
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land. It has been seen that such ownership is decreasing through out the two decades. 

Such percentage was 61,30% in 1981 census.

As illustrated in Table 1.1, the cardinal demographic indicators are comparatively better in 
the last decades (Bangladesh Bureau of Statistics 2003).
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Table 1.1 Demographic indicators for Bangladesh

Demographic indicators Rale

Crude birth rate 29%

Crude death rate 8%

Infant mortality rate (under 1) per 1,000 live 
births

53

Under-5 mortality rate per 1,000 live births 77

Total fertility rate 3.5%

Antenatal care coverage of women 40%

f\/laternal mortality rate per 1,000 live births 3.1

Life expectancy at birth 68.3 years

1.12 Sociocultural Context of Bangladesh

At the point of ethnicity Bangladeshi people are amalgamation of Dravidian, Proto- 

Australoaid, (Mongoloid, and Arian, Ethnic distributions of the population are fairly 
homogeneous throughout the country. There is no gross ethnic diversity in the country. 

Tribal people with a population of just over 1.2 million occupy mainly 

Khagrachari,Bandarban. Rangamati, Chittagong,Cox's Bazar,Habigang, Sylhet, 

Sunamganj, Maulavi Bazar, Dinajpur, Joypurhat, Rajshahi, Naogaon, Rangpur, Bogra, 

Nawabganj, Mymensing, Netrokona, Barguna , and Bhola districts. There are some 45 

tribal groups in Bangladesh and among those Chakma, Garo, Hajong, Khasia, Magh, 

Santals, Rakhain, Manipuri, Muraong are notable(Astatic Society of Bangladesh 2003).

In Bangladesh, people share common culture and language. In terms of language. 

National Language is Bangla (99.5% speak Bangla and 0.5% other dialects). English is the 

second most important language. Family structures are usually jointO in nature,

Dhaka University Institutional Repository



particularly in rural areas. On the other hand, a nuclear family structure is more common 

in urban areas. Overall, the trend towards the nuclear family structure is increasing day by 

day. However, Bangladesh has strong family support inherent in the culture, which is 

considered as one of the major strengths regarding treatment of psychiatric disorders. 

Women infrequently work outside the family environment and being a housewife or 

household worker is widely accepted as an occupation. Bangladeshi mothers usually stay 

and home and look after their children, and fathers work. Children and adolescents are 

living as dependants. Parents are conservative, authoritarian and likely to be protective. 

As most of the families of the country are in low income group they usually do not want to 

keep their children at school for long period and older children are usually involved with 

income related activities either working in family agricultural activities or else through paid 

employment.

Staple dtets are rice, wheal, vegetable, pulses, fish and meat. National days are Shaheed 
Dtbas (fvlariyrs’ Day) on 21 February now observed as International (Mother Language 

Day; Swadhinata Dibas (Independence Day) on 26 March; Pahela Baishakh or Bangla 

Nababarsa (Bangla New Year); Bijoy Dibas (Victory Day) on 16 December.Common 

festivals are Navanna, Pahela Baishakh, (Bangla Nababarsha). Religious festivals are: 
Muslim Eid-UI Fitr.Eid-UI Azha, Shab*e-Qadr, Shab-Barat, Eid-e-IVliladunnabi,Muharram: 

Hindu Durga Puja, Kali Puia, Laksmi Puja, Saraswati puja, Doljatra, Holi; Christian 

Christmas: Buddhist Buddha Purnima. Regarding games. Kabadi is the national game; 

football, cricket, hockey, tennis, badminton, volleyball, handball, chess and carom are also 

popular games. However, cricket is the most increasingly popular game of the country 

after achieving full membership of the International Cricket Committee.

1.1.3 Education in Bangladesh

The educational system in Bangladesh consists of primary, secondary, higher secondary 

and higher education. There is also provision of further education (e.g. vocational, 

technical). There are state and private institutions that exist in all of these stages. The 
usual age of going to primary school is 6 years. The pre-primary or kindergarten school 

facilities are mostly confined to urban and semi-urban areas. Five year primary education 
(up to 5th grade) is compulsory and free of charge for the children of both sexes. There is 

provision of further 3 years (up to 8th grade) free education for girls. Educational 

institutions (2001) include Public university 17, private university 24, college (general 

education) 2551, government medical college 13, private medical college 19, dental
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college 3, engineering college 4, polytechnic institute 21. There are some 63,255 primary 

schools, 15,837 secondary schools, 7,279 madrashas (religious schools), 15,000 non

government registered schools and over 30,000 non-formal education centers. In 2001, 
there are 264502 teachers at primary schools and 187707 teachers at secondary schools 
The gross primary enrolment rate has risen from 71.7% in 1990 to 89.0%% in 2002. The 

gross secondary enrolment rate (1986-92) was 25% for males and 12% for females. Now, 

Gross rate of secondary school enrolment is 45% for male and 47% for female. Table 1.2 

shows education status indicators for Bangladesh (Bangladesh Bureau of Statistics 

2003)
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Table 1.2 Education status indicators for Bangladesh

Education status indicators Rate

Literacy rate of the population for all ages for 
both sexes

37.0%

Literacy rate of the population for all ages for 
male

40.35%

Literacy rate of the population for all ages for 
female

33.4%

Literacy rate (7 years and over) 45.3%

Literacy rate (7 years and over) for male 49,65%

Literacy rate (7 years and over) for female 40.8%
School attendance (5 to 24 years) rate for both 
sexes

44.1%

School attendance (5 to 24 years) rate for male 53.8%

School attendance (5 to 24 years) rate for female 46.2%
Net primary school attendance for boys 77%

Net primary school attendance for girls 78%

Rate of primary school entrants reaching grade 5 72%

Gross rate of secondary school enrolment is for 
male

45%

Gross rate of secondary school enrolment is for 
female

47%

Dhaka University Institutional Repository



Page 10

1.1.4 Resources of Bangladesh

Mineral resources are mainly natural gas, coal, peat, limestone, hardrock, beach sand 

heavy mineral (zircon, rutlle, llmenite, Garnet, Magnetite, Monazite, Leucoxene, Kyanite), 

glass sand, white clay, brick clay and metallic minerals. Considering water resources, 

Bangladesh is endowed with plenty of surface water and groundwater resources. Surface 

water inflows of the country vary from a maximum of about 140,000 cumec in August to a 
minimum of about 7,000 cumec in February. The alluvial aquifer systems o( Bangladesh 

are some of the most productive groundwater reservoirs. Groundwater in Bangladesh 

occurs at a very shallow depth where the recent river-borne sediments form prolific 

aquifers in ttie floodplains. In the higher terraces, the Barind and Madhupur tracts, the 

Pleistocene Dupi Tila sands act as aquifers. In the hilly areas, the Pliocene Tipam sands 
serve as aquifers. The groundwater table over most of Bangladesh lies very close to the 

surface and fluctuates with the annual recharge discharge conditions. Energy sources are 

Fuel wood, natural gas, liquid petroleum fuels, coal, hydropower, solar power, biogas etc. 

(Asiatic Society of Bangladesh 2003). Forest is total 21403 sq km. Hill forest land 

13,617 sq km; Inland forest land 1,220 sq km; Littoral forest 6,566 sq km. Flora consists of 
6000 species (5000 flowering plants).Fauna Vertebrates include about 1600 species.

National flower is Shapla or water lily (Nymphaea pubescens).National fruit is Kanthat or 

jackfruit {Artocarpus heterophyllus).UaWor\a[ bird is Doel or Magpie-Robin or Orien tal 

Magpie-Robin {Copsychus sau/ar/s).National fish is Nish Hilsa (Tenualosa ;/(*s/7a).National 

animal is Bagh or Bengal tiger, well known as Royal Bengal Tiger (Pathera ligris).

1.1.5 Economy of Bangladesh

Financial system consists of one central bank (Bangladesh Bank), 45 commercial banks, 5 

state-owned specialized banks, also known as development finance institutions (DFIs), 23 

non-bank financial institutions, 27 merchant bankers, 556 money changers, the Investment 

Corporation of Bangladesh (ICB), 2 stock exchanges (the Dhaka Stock Exchange and 

Chittagong Stock Exchange), 2 state-owned and 39 private sector insurance companies, 

about 10 leasing companies, Post Office Savings Bank and the Postal Life Insurance 

schemes. There are 145,000 co-operatives. Bangladesh Samabaya Bank Ltd is the apex 
institution of the co-operative sector. There are over 1,200 non-governmental and non

profit micro finance institutions. Industries include Jute, tea. textile, garments, paper, 

newsprint, fertiliser, leather and leather goods, cement, sugar, fish processing.
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pharmaceuticals and chemicals. Export Processing Zone (EPZ) Existing includes 

Chittagong EPZ (1983) and Dhaka EPZ. The government has signed an agreement with 
the Republic ol Korea to establish a Korean EPZ in Chittagong. Exports are Ready made 

garments, raw jute, jute manufactures, tea, leather and leather products, frozen shrimps 

and other fish products, newsprint, handicraft. Imports are Wheat, oil seeds, crude 

petroleum, raw cotton, edible oil, petroleum products, fertilizer, cement, yarn. Foreign trade 

is Export: 5 billion US$: Import; 7 billion US$ {1999).Currency is Taka (Tk 58.10 = USS1, 
March 2004) (Asiatic Society of Bangladesh 2003).

Total Civilian Labour Fource( 1999-2000) is 40.7 million(male 32.2 million, female 8.5 

million).Female Labour Force is lower because household work was not included in the 

calculation. Employed population is 1.6 million whereas unemployed population is 1.8 

million. Youth Labour Fource (15-29 years) is 14.5 million (male10.5 million, female 4.1 

million. Child Labour Fource(10-14 years) is 6.8 million (male 4.0 million, female 

2.8million),Working Child Labour Fource(10-14 years) is 6.3 million (male 3.8 million, 

female 2.5 million). Population of abroad employment is 2.2 million and earned remittance 
(in 2000) is Taka 10199.12 Crore (Bangladesh Bureau of Statistics, 2004)

Economic activity rate of the population is 37.6% ( 64.6% for male and 9.3% for female) 

Principal source of household income are agricullure/foreslry/livestock 

(9.2%),fishing/psiciculture (1.7%), agricultural labour (20.6%), non-agreeculture labour 

(0.7%), weaving industry/workshop (1.3%), business (14.7%),hawker (0.4%), transport 

(3.8%), construction (1.6%). religious services (0,2%),salary/wage (10.9%).rent 

(0.3%),remittance (2.0%) and others(8.5%),Table 1.3 shows the basic economic indicators 

of Bangladesh.

Table 1.3 Economic indicators for Bangladesh

Economic indicators Rale

Per Capita Gross Domestic Product (GDP) US $421

Per Capita Gross National Income (GNI) US $ 444

growth rate of GDP for FY2003 5.6%

Average annual rate of inflation 4.38%

Economic activity rate of the population 37.6%

dependency ratio of the population 75.99%
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Sectoral shares of GDP agriculture (21 8%), Industry (26.3%). service (62.0%) and others 

(0,9%). Average annual rate of inflation is 4.38%.Sectoral share of agricultural sector in 

GDP IS gradually decreasing while the sectoral shares of industry and service sectors are 
increasing (Bangladesh Bureau of Statistics 2004).

1 1.6 Divisions of Bangladesh

Bangladesh is also a country of moderate diversity within its homogeniousity in terms of 
geographic and economic characteristics The country is usually divided in 6 administrative 
Divisions (Figure 1.5), each of which includes several Zilas (Districts), Upazila/thana, 
UnionsA/Vards that in turn comprise Bangladesh's local governments.
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D Barisal
■  Chittagong
■ Dhaka
■  Khulna
■ Rajsuahi
■  Sylhet

Figure 1.5; Divisions of Bangladesh
Brief description of the Divisions of the Divisions is given below to compare and contrast in

the different parts of Bangladesh within its overall homogeneous character^Asiatic 
Society of Bangladesh 2003; Bangladesh Bureau of Statistics 2004; Bangladesh 
Bureau of Statistics 2004a; Bangladesh Bureau of Statistics 2003).
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Barisa) Division Is bounded by Dhaka Division on the north, Bay of Bangal on the south, 
Chittagong Division on (he east and Khulna Division on the west. This Division Is lull of 
fivers and canals. Divisional headquarter is Barisal city which consists of 30 wards. It has 
an area of 16.36 sq km. The town has a population of 321460; male 53.28%, female 
46.72%, Literacy rate among the town people Is 65%. Of the population, nnale 50.67%, 
female 49.33%; Muslim 88.06%, Hindu 11.7%, Christian 0.18% and others 0.06%. 
Literaricy rate male 39.67%, female 30.76%. I^ain occupations are agriculture 40.96%, 
fishing 3.4%, agriculiural labourer 18%, wage labourer 4.59yo, commerce 11.92%, 
transport 1.73%, construction 1.34%, service 7.39%, others 10.67%.Main crops are paddy, 
betel leaf, potato, sugarcane, oil seed, onion, garlic, vegetables. Main fruits are Coconut, 
amra. guava, betel nut, and banana.

Chittagong Division, the largest Division by land occupation, Is bounded by Dhaka and 
Sylhet Divisions and Tripura state of India on the north, Bay of Bengal,and Arakan 
(Myanmar) on the south, Mizoram, Tripura states of India and chin state of Myanmar on 
the east and Bay of Bengal, Barisal, and Dhaka Divisions on the west. Main islands are 
Sandwip, Hatya.Kutubdia, Maheshkhali and St, Martins, There are many big hills in 
Rangamati, Khagrachhari, Bandarban and in eastern pan of Chittagong districts. Divisional 
headquarter is Chittagong metropolitan city which consists of six thanas, 68 wards. It has 
an area of 209.66 sq km. The town has a population 3385800; male 54.37% and female 
45.63%: population density per sq km 15272, The main seaport of Bangladesh Is located 
at the estuary of the Karnafuli River. Chittagong is also called Ihe commercial capital of 
Bangladesh.Of the population, male 52.32%, lemale 47.97%; Muslim 79%; Hindu 12.65%; 
Buddhist 7.08%; Christian 0.84% and others 0.43%. Average literacy is male 39.7% and 
female 25.3%. Main occupations are agriculture 35,73%, agricultural labourer 16.82%, 
wage labourer 4.46%, fishing 2.36, industry 2.47%, weaving 0,22%, commerce 11.66%, 
transport 2.83%, forestry 2.3%, service 12.64% and others 8.51%.Main crops are paddy, 
betel leaf, potato, cotton, tea. peanut, mustard, patol (heap), brinjal, ginger, bean and other 
vegetables. Main fruits are mango, jackfrult. pineapple guava, coconut, betel nut, litchi, 
banana, papaya, water melon and lemon.

Dhaka Division, where the preliminary study, pilot study and the main stage study (Dhaka 
study) of this thesis took place, Is the most populated region In Bangladesh. The 
Division is bounded by Meghalaya state ot India on the north, Barisal and Chittagong, 
Divisions on the south, Sylhet and Chittagong Divisions on the east, Rajshahi, and Khulna 
Divisions on the west. Madhupur and Bhawal Garhs are located to the northern parts of 
Dhaka, in Gazipur, southern part of Mymensingh and eastern part of Tangall districts; 
Garo hills are located in Mymensingh district. Divisional headquarter is In Dhaka 
metropolitan city with the population of 10712206. Description of Dhaka city is given in 
chapter 3. Of the population of this Division, male 51.63%, female 48.37%; Muslim 
89.51%: Hindu 9.64%, Christian 0,5%, Buddhist 0.03% and others 0.32%. Literacy rate is 
for 39.8% male and female 26.5%.Main occupations are agriculture 38.63%, agricultural 
labourer 15.93%, wage labourer 2.75%, weaving 3.75%, industrial labourer 1.93%,
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commerce 10.75%, service 7.78%, construction 1,42%, house renting out 2.23%, transport 
0.42%, fishing 11.99% and others 2,42%.Main crops are paddy, jute, wheat, potato, 
ground nut, onion, garlic, chilly, various kinds of pulse, sugarcane and vegetables. Main 
fruits are mango, jacktruit, papaya, pineapple, guava, watermelon, coconut and banana.

Khulna Division is bounded by Rajshahi Division on the north, Bay of Bengal, on the south, 
Dhaka and Barisal Divisions on the east. West Bengal on the west. The Sundarbans is 
located in this Division covering parts of Satkhira, Bagerhat and Khulna districts. Divisional 
headquarter is Khulna metropolitan city which consists of 38 wards. The area of the town 
is 20.60 sq km. It has a population of 1340826; male 53.26%, female 46.74%; density of 
population is 37535 sq km. The literacy rate among the town people is 59.1 %.0f the 
population male is 51.05%, female is 48.95%; Muslim 82.87%, Hindu 16,45% and others 
0.68%, Literacy rate for male Is 40% and that for female is 25.8%.Main occupations are 
agriculture 39.43%, fishing 1,98%, agricultural labourer 21.65%, wage labourer 3.85%, 
weaving 3.58%, commerce 12.66%, transport 2.4%, construction 1.47%, service 7.46%, 
industry 1.35% and others 4.17%,Main crops are paddy, jute, betel leaf, sugarcane, 
potato, turmeric, oil seeds mulberry plant, and vegetable. Main fruits are Mango, jackfruit, 
banana, litchi, black berry, coconut, palm and papaya.

Rajshahi Division is bounded by West Bengal of India on the north, Khulna and Dhaka 
Divisions on the south, Assam and Meghalaya state of India and Dhaka Division on the 
east and West Bengal of India on the west. Parts of Naogaon, Rajshahi, Bogra, Joyprhat. 
Gaibandha, Rangpr and Dinajpur are composed o( Barind tracts. Chalan Beel, largest in 
Bangladesh, is located in this Division. Divisional headquarter is Rajshahi metropolitan city 
which stands on the bank of the river Padma. The area of the Rajshahi town is 96,69 sq 
km. It consists of four thanas, and 39 wards. The city has a population of 700140; male 
52.91%, female 47.09%. Density of population is 3968 per sq km (Population Census 
2001, National Report). Rajshahi was flourished In the seventeenth century. The tomb of 
Hazrat Shah Makhdum (established in 1634) is located at Dargahpara of the town. Many 
European traders were attracted to this town because of its being a centre of silk 
production and location by the side of the river Padma; subsequently the Dutch, the 
French and the English East India Company established business houses in the town in 
phases. Because of flourishing silk industry Rajshahi is also called the City of Stik. Male 
and female distribution of the population is 50.80% and 49.20% respectively. Distributions 
of religions among population are Muslim 86.84%; Hindu 11.09%, Christian 1.17%, 
Buddhist 0.23% and others 0.67%.Main occupations are agriculture 40,99%, agricultural 
labourer 22,9%, wage labourer 3.24%, fishing 1.32%, weaving 2.85%, Industry 1,77%, 
commerce 9.61%, service 4.74%, transport 2.68% and others 9.9%. Main crops Paddy, 
wheat, jute, sugarcane, oil seed, onion, garlic, potato, betel leaf and mulberry plant. Main 
fruits are mango, jackfruit, banana, litchi, black berry, coconut and papaya.

Sylhet Division is located to the north-east of Bangladesh and is bounded by Meghalaya 
State of India on the north, Tripura State on the south, Assam State of India on the east
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and Dhaka and Chittagong Divisions on the west. There are many hills, hillocks, extensive 
marsh, accumulated water in depressed lands, swamp and long pools of water in this 
Division. Divisional headquarter is Sylhel city which consists of 27 wards. The area of the 
city is 10.49 sq km. The city has a population of 3,20.280; male 54.68%, female 45.32%; 
density of population is 27198 per sq km. Literacy rate among the town people is 66,9%.Of 
the population, male 50.47%, female 49.53%; Muslim 81.16%, Hindu 17.80%, Christian 
0.06%, Buddhist 0.02% and others 0.96%. Literacy rate for male is 33.7% and female is 
21.8%.Main occupations are agriculture 36,93%, fishing 3.07%, agricultural labourer 
18.81%, wage labourer 7.49%, commerce 9.24%, transport 1.94%, sen/ice 6.43%, 
industry 1.33%. house renting out 3.1% and others 11.66%.Main crops Paddy, wheal, tea, 
mustard seed, onion, garlic, betel leaf, vegetables. Main fruits are orange, pineapple, 
mango, jacklruit, litchi (Asiatic Society of Bangladesh 2003).

There are some variations in terms of socio-economic characteristics among the Divisions 
which are shown in Figure 1.4

Table 1 4 Socio-economic characteristics per Division (Bangladesh Bureau of Statistics 2003, 2004)
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Characteristics Barisal Chittagon
q

Dhaka Khulna Rajshahi Sylhct

Area (sq km) 13,297 33,771 31,119 22,274 34,513 12,596
Population 8.153,960 24.119,66

0
38,987,140 14,604.900 30,088.740 7,896,720

Population 18 years & below 3,816,HO 11,873,84 
0

16,985.220 6.113,140 13,170.020 3,811.820

Sex ralio 104,9 104.1 109.5 106.5 106.0 104.8
Population density per sq km 613 714 1253 616 872 62?
Urban population 1,160,300 5,724,140 13.386.060 2,920.580 4,437,740 976.380
% ol urban population 14.2 23.7 34.3 20,0 14.7 12.4
Percent change ol 
population, 1901-2001

•2.00 +3.2 +2,7 -1.34 -1.75 -0.64

Zita 6 11 17 10 16 04
Upazila/Thana 39 102 140 64 127 35
Union/Ward 553 1,340 1.985 861 1681 468
Viliaqe 4,193 1,5,037 25,435 9,284 23,639 10,340
Municipaiitv 22 38 64 28 57 14
Population of municipalities 776,960 3,661,840 8.698,600 1,965.120 3,100.560 687,160
Household 1,644,120 4,424,020 8,178,200 3.095,200 6,586.580 1.379,480
Dwelling households 1,614,220 4,314,540 7,962,340 3,060,460 6,544.340 1,354,380
Average size of dwelling 
household

5.0 5 5 4.8 4.7 4.6 5.7

Literacy (%) 53,17 46.88 46,22 48,14 40.90 39.57
Primar/ school 5,908 11,640 16,258 7,666 16,707 5,076
Primary student 1.338,000 3,839,000 4,851,000 1.820.000 4,362,000 1.246,000
Primary teacher 24,970 51,267 69,083 32,862 69.475 16,845
Secondary school 1,404 2,430 3,755 2,189 5,424 635
Secondary student 515.000 1.490,000 2,170,000 919,000 1,876,000 318,000
Secondary teacher 15,761 30,733 53,409 25,414 55.188 7,202
Economically active 
population {%)

9.4 18.2 31.2 12.5 23.3 5.4
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Though the largest Division by area is Chittagong Division, Dhaka is the largest 

populated Division.The Divisional variation in sex-ratio is not well pronounced. The 

sex-ratio of is comparativeiy higher for Dhaka Division. This can be explained by the 

higher proportion of urban population of Dhaka Division. The sex-ratio of Barisal, 

Chittagong and Sylehet Division seems almost similar; however sex-ratio of Khulna 
and Rajshahi are a bit higher than these three Divisions. The urban sex-ratio of Dhaka 

and Chittagong Division is comparatively higher than the urban sex-ratio of the other 

four Divisions which are121.9 and 116.1 respectively. Among the rural population, the 

lowest sex-ratio (100.7) is in Chittagong Division. This nnay be attributed to male 

migration fronn the rural areas of this Division to urban area of this Division and also to 

other urban areas of the country.

Among the Divisions of the country the highest density is in Dhaka Division (1253 per 

sq km).Population distribution by Divisions has been changed over the last decade.The 

percentage change of populationby Divisions from 1991 to 2001 is indicative of this 
change.The Divisions where population proportions reduced are Barisal.Khulna. 

Rajshahi, and Sythet.The Divisions where population proportion increased are Dhaka 

and Chittagong.The increase of population proportion of these two Divisions may be 

explained by rapid urbanization of these two Divisions compared to the other four.The 

maximum increase of population proportion was observed in Chittagong Division whe 

the percentage of population was 16.45% in 1991 and incresed to 19.47% in 2001 .The 

increase is 3,02 percent poinls.The increase of population in Chittagong Division may 

be exolained by two regions namely growth of urban population and migration of 

people from other Divisions of the country to this Division.Among the loosing Divisions 

the highest loss of population proportion occured in Barisal Division (2.0%) followed by 

Rajshahi Division (1.75%). Khulna Division (1,34%) and Sylhet Division ().64%).The 

loss of population in these Divisions may be explained by out migration of population 

from these Divisions to Dhaka and Chittagong Division for better job, education and 

other economic activities. The recession of population of Barisal Division can partly be 

explained by natural disasters like cyclone, tidal surge and river erosion in this Division 

over the last decade.

Average size of the dwelling households varies among the Division of the country, is 

highest in Sylhet Division and lowest in Rajshahi Division. It Is interesting to note that 

average size of households in all census were below 5 for three Divisions namely 

Dhaka.Khulna and Rajshahi.The average size of other Divisions was 5.0 or more.
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Interestingly,literacy rate is highest in Khulna Division and lowest in Sylhet 

Division.Khulna and dhaka Divisions is second and third position respectively. There 

exixits wide variation of zilas of the Divisions in respects of literacy.Number of 
institutions,teachers and students both of primary and secondary level is high in Dhaka 
Division than that of any other Divisions.

In total, dependency ratio of the population is 75.99 %{ urban 58.90%, rural 81.87%). 

Economically active population is highest in Dhaka Division followed by Rajshahi Division. 

That is lower in Khulna Division followed by sylhet Division which is the lowest.

Divisions of Bangladesh are basically made for administrative purpose. Despite of some 
quantitative differences of characteristics are observed that are not so significant. Major 
demographic characteristics among Divisions are more or less similar. Qualitatively, all 
Divisions carries the similar socio-cultural characteristics, in terms of language, believe, 
altitude, behaviour, habits, family system, and social structure. All these make the 
Bangladsh a traditional homogeneous society.

1.1.7 Children in Bangladesh

According to Bangiapaedia, the National Encyclopedia of Bangladesh (Asiatic Society of 

Bangladesh 2003), children are boys and girls under 14. The UN Convention of the 

Rights of Children treats every human being below the age 18 years as a child. The 

convention allows every society to consider its own laws and customs. The ministry ot 

women and children affairs of the government formulated a National Children Policy in 

December 1994 to adopt an appropriate programme of action for welfare of the children in 
the interest of the overall development of the country and that it is desirable that everyone 

should participate in the task of helping every child grow into an able citizen. To promote 

children's welfare the government enacted a law in 1974 and established the Bangladesh 
Shishu Academy in 1976. Bangladesh was an early signatory to the UN Charier of 

Children's Rights and has since been taking steps to Implement its provisions. The 

objectives of the policy are to ensure a child’s right to live, it is necessary to provide him 
security of health, nutrition and person. To ensure his overall mental grov/th, it is 

necessary to educate him. Other objectives outlined in the policy are to help develop a 

child’s sense of moral, cultural and social values; to take necessary steps to help develop 

his family environment: to ensure special support for handicapped children: to adopt 

policies to ensure maximum protection of children's rights at national, social, family and 

personal levels: and to ensure legal rights of children in national, social and family 

activities. To ensure overall welfare of the children, it is necessary to give particular
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attention to management at family, group or social levels; to develop institutional 
managenneni at village level and ensure people’s participation in the activities of the 
government's social welfare institutions; to strengtlien managennent of government 

institutions to ensure proper rehabilitation of homeless and helpless children; and. when 
riecessary, to create new institutions and enlist support of Non-Government Organizations. 

The policy describes the way a national children council is to be formed and its agenda. 

The children policy concludes with the declaration that it was the objective of the policy to 

ensure that all children of the country, irrespective of their caste, colour, gender, language, 

religion or belief, social status, wealth, birth or any other status, enjoy all rights and 
opportunities equally.

The Family system in Bangladesh

The Family system in Bangladesh is mostly patriarchal, except in some ethnic minority 

groups. The father is responsible under law for taking care of the children. But the children 

remain close to their mother, whose role in shaping their character is predominant. 

Generally, boys start getting away from their mothers in their adolescent age, when they 
ais guided by the father or other male guardians. Girls remain close to the mother or 

female relatives. Parents love children and often give top priority to fulfilling their needs but 

traditionally, ignore their opinions, arguing that they understand little. In some cases, 

simple survival demands do not allow poor parents to take much care of their children 

(Asiatic Society of Bangladesh 2003).

Children in Bangladesh, especially in the rural areas and in conservative families, are often 
subject to gender discrimination, l^any parents think that the male child represents 

heredity. A boy enjoys more freedom than does a girl. The boy is allowed to go outside of 

ttie house more frequently than a girl, who is to remain with her mother or aunts to help in 

a household work or is to imply stay inside because of Purda and 'security'. From very 

early age, boys and girls in Bangladesh society wear different dresses. Boys wear pants, 

shirts, lungis, pidjamas, panjabis, etc. and girls wear salwar-kamijes. urnas, saris, etc. The 

girls are to keep long hair from their early age.

Traditionally, only the father or a senior male person in the family is the legal guardian of a 

family. Only the father's name is put in the school register and elsewhere. Recently, 

however, the government has issued an administrative order to put the mother's name 

along with the father’s in the school*register book. Child marriage, although officially
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banned, coniinues to take place in many parts of the country. Arranged marriage is still the 
prevalent feature and tfie opinion of the girl in question is largely ignored.

In Bangladesh, children have little scope for enjoying their childhood. Most village boys 

help their fathers in the fields from an early age. The girls are engaged in household work. 

Slum boys and girls have to earn own livelihood, most of the time, for themselves and 

often, for their families. A large number of children are born with physical and mental 

handicaps. Such children are neglected within the family as well as in society. Although 

some schools and training centers have been established for these children, entry to these 
institutions is restricted to the privileged few.

Rights of the Child (CRC)

Bangladesh was one of the first countries to sign and ratify the UN Convention of the 

Rights of the Child (CRC). In addition, the Constitution of Bangladesh ensures children's 

rights by its various articles. For example. Article 14 of the Constitution prohibits all kinds 
of exploitations. Article 15(d) ensures the right of social security of people of all age 
groups, Article 17 provides for adopting effective measures for the purpose of establishing 

a uniform, mass-oriented and universal system of education for all children. Primary 

education is now free and compulsory. Girls enjoy special facilities and stipend in studies 

up to the secondary level. However, not all rights of children or of girls are ensured in 
practice.

The state of the children in Banglad&sh

Every year about two and a half million children are born in Bangladesh. About three- 

fourths of all children in the country live below the poverty line. Child mortality is very high. 

In the early 1990s, for every thousand children born alive 12 died within several hours of 

birth, 8 due to birth trauma and 4 due to prematurity, A further 23 died within a week, 16 

due to prematurity and 7 as a result of neonatal tetanus. Poverty, inadequate housingm, 

malnutrition, shortage of pure drinking water, sanitation, primary health care, immunisation 

and inadequate knowledge of hygiene, teen-age motherhood, etc are causes of the high 

infant mortality. The infant mortality rate in rural areas is higher than in urban areas.

Child trafficking has become a regular phenomenon. Children are being smuggled to the 

Middle East and other countries for various exploitative and abusive purposes. 

Bangladeshi children are found in large number in brothels at home and abroad. Children 

are also being used as camel jockeys in the Gulf countries.
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Bangladesh officially launched the education tor alt plan (EFA) in March 1992. But a large 

number of children still remain beyond coverage of primary education. 76% boys and 64% 

girls enroll in primary schools. Children of rich families in urban areas altend kindergarten, 

which are divided into two categories, English medium and Bengali medium. Children of 

lower classes of urban areas go to conventional primary schoois. Rural children go to 
primary schools and to ebtedayee madrasahs (Religious school). Solvent families in rural 

and urban areas employ private tutors for their children. In urban areas, coaching classes 

are organised, where children take extra lessons. The children of IVIuslim families learn the 

Holy Quran at home and in mosques. Interested guardians in urban areas send children to 

music schools for lessons in music and dancing. In many towns there are specialised 

libraries for children to read books. In addition, there are organisations, which develop 

children's literary and cultural faculties.

Children In Bangladesh do not have access to facilities in games and sports. Not all 

schools have adequate arrangements. Whatever little provisions are available, are created 
by communities. They consist of some open space in the village or town for boys to play 

cricket, football or traditional games. In rural areas, children also play within the house 

premises. But in urban areas, children do not have the opportunity simply because of the 
lack of space. Indoor games like table tennis, carom and chess and video games are the 

privileges of urban children only, but that too only for those having access to medium and 

large educational establishments. Girls are virtually excluded from the benefit of playing 

outdoor games. In villages they play with dolls and in urban areas, some of them play 
indoor games.

Child Labour

Child Labour means children of the age of 5-14 years, employed to work for pay or profit, 

or without pay, in a family enterprise or organization. Economic hardships of many families 

force most of their children to get involved in income generating activities, some of which 
are hazardous. Most of these children grow and live in absolute poverty and deprivation. 

They do not get opportunities to acquire education and skills to ensure a better life for 
them.

Children aged 5*14 years are found working in households, fields and factories as paid or 

unpaid labour. The rights of children are neglected in Bangladesh. Increasing abuse and 

infringement of children's rights have triggered off a concern over it. A dense population,
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limited resources, and frequent natural calamities complicate the poverty situation in 

Bangladesh and children are the worst victims.

The usual scenario in Bangladesh sees girl children engaged in activities within the inner 

'(emale* spheres, whereas boys work in the outer 'male' spaces, This frequently results in 

high ratios of school dropout amongst girls. The potential labour power of children is a 

significant aspect for families as the survival of households depends on their ability to 

reproduce themselves. The perceived economic value attached to children greatly 

encourages people to raise large families. Expectations of assistance from children arise 

from the deep-rooted concept of sharing the burden amongst the adult members of the 
family. Early participation in income generating activities compels children to experience a 

first transition through different stages of their childhood; this transition is important in 
conceptualizing children's productive life cycles.

While children are occupied in both organized and unorganized sectors, the kind of work 

they do depends largely on where they live. Although children in organized sectors are 

covered by protective legislation, those working in unorganized sectors are not as 
fortunate. Working conditions there are far from congenial.

Labour laws prohibit Child labour in Bangladesh. However, analyses o1 data generated in 

the 2001 census and of the trends In the subsequent years suggest that approximately 

19% of the total child population (5-14 years) of Bangladesh work as child labour. The 

proportion is much higher in case of boys (22%) than in case of girls (16%). About 83% of 
the children employed as child labour work in rural areas and the rest work in urban areas 

and the ratio is almost the same for both boys and girls. About 65% of the child labour 

work in agriculture and 8,5% of them work in manufacturing. There is little variation in 

distribution of child labour by girls and boys in these two sectors. But gender distribution of 

child labour in transport and communication shows that the proportion of boys to total child 

labour In this sector is 3%, while that of girls to the same is only 0,1%. Average weekly 
working hours for child labour in Bangladesh is roughly half of those for adult workers. The 

wages, or monthly income of the working children, however, are about one-third of those 

for the latter. Slightly more than 20% households of Bangladesh have working children of 

age 5*14 years. The corresponding figure for urban households is 17% and for rural 

households, it is 23%. Despite the fact that existing fabour laws prohibit child labour, a 

large number of children are employed in the formaf and informal sectors, eg small 

industries, workshops, restaurants, sweetnneat shops, motor garages, bus and tempos, 

construction, tea plantations, , agriculture domestic work etc. Their employment however.
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is rarely secure. Sometimes they receive only subsistence rations for survival. And these, 

in many cases, are considered as favours. In some cases children are nearer to what can 

t>e called bond labour. Child labourers are olten assigned tasks beyond their physical 
capacity. Many of them work in hazardous conditions among dangerous fumes, gases, 
asbestos, lead, sodium etc. As a result, they have to suffer from skin diseases, heart 

diseases, bronchial problems, etc. In domestic service the child, especially a girl child, has 
every possibility of being abused. A large number of children die from lire, accidents by 

machinery, toxic substances, injury and violence.

The most vulnerable category of children is known as street children or street urchins 

commonly known as tokais. These children survive by picking things from the street, 

dustbins and other places. Street children have no parents. Actually, they are born on the 

street, live on the street and die on it. Some of them have parents but have no contacts 

with them. Factors forcing children to the street are mainly poverty, broken family, running 

away from family, and sexual abuse. Nobody takes care of vagrant children. They live at 

stations, bus terminals, office premises and in parks, street sides etc, or under the open 
sky (Asiatic Society of Bangladesh 2003).

1.1.8 Health Status in Bangladesh

In Bangladesh, healthcare during the past 40 years did not create an equitable distribution 

of health services. Health chapter of the Fourth Five-Year Plan (1990-95) began with the 

theme that access to health is a fundamental right of a person. The Fifth Five-Year Plan 

(1997-2002) stales: 'Providing medical care is the constitutional obligation of the 

government*. In response to the changing health situation of the country, reforms in the 
health sector, particularly in the areas of management structure, sen/ice delivery 

mechanisms and utilization of both public and private sector resources are called for 
urgently

The Government Health Service is the main health service and in general, people do not 
have to pay for medical treatment. At the primary level, there are health centres in local 

areas and district hospitals constitute the secondary level. Teaching and specialised 

hospitals and institutes are the tertiary level. Usually people treated by primary health care 

physicians at the primary level under primary health care package programmes, can be 

referred to the next level. But, due to the shortage of money allocation, people have to 

buy many drugs that the doctors prescribe and the Government health service is 

inadequate according to the need.
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It is also possible to have treatment done privately, for which one has to pay. This sector 

is mainly urban based and gradually expanding. In addition, there is private health 

insurance to help the people pay for treatment. There are many voluntary health care 

agencies throughout the country that treat ill people with only a small charge and 

sometimes tree of cost.

UNICEF in Bangladesh provides water and sanitation goals for children. These have 
already been achieved and universal salt iodination, baby-friendly hospital initiative, oral 

rehydration therapy, vitamin A supplementation and immunisation related goals are nearly 

achieved. Only the malnutrition goal will not be reached, but concentrated efforts have 

now been launched to make up for lost lime will collaboration between the WHO and the 

Government. Vitamin a supplementation coverage rate (6-59 months) 90%.Households 

covering iodized salt is 70%. Universal child immunisation achieved the 93% target in 

1990 and expanded programme of immunisation coverage is 97%. In addition, other non

government organisations have a significant achievement in heaith care. Although this 

sector is increasing but the coverage is still inadequate. Overall, 45% of the population 

has access to health services. These are enormous traditional healers services particularly 

in the rural areas and the majority of the rural people still attend mainly due to easy 
availability and low cost.

The spectrum of health situation has also been changing in Bangladesh with the global 

scenario changes in health over time. The major contributors to these changes are rapid 

population growth, increasing urbanisation and major shifts in disease patterns prevailing 

in the country. Resurgence of malaria, kala-zar and other emerging and reemerging 

diseases such as dengue, filariasis, tuberculosis, are a few example of these changes, 

whilst the risks of Sexually Transmitted Diseases (STDs), Human Immunodeficiency Virus 
(HIV)/Acquired Immunodeficiency Syndrome (AIDS), and other infectious diseases 
menacing public health are increasing. Increase in the incidence of cardiovascular 
disease, renal disorders, mental illness, cancer, and conditions related to substance 

abuse, smoking, and alcoholism has been noted. Increased arsenic in sub-soil water in 

many areas also poses a potential danger to public health. It is likely that Bangladesh will 

continue to experience epidemiological transition and witness the phenomenon of 

coexistence of both age-old infectious and emerging new diseases. Diseases related to 
metabolic disorders, malnutrition, tuberculosis, reproductive health, diarrhea, respiratory 

tract etc continue to influence the health status of the population. Over the 25 years of 

independence, the health situation of the population has improved quite remarkably. 

Smallpox, cholera, and malaria have been eradicated or are no longer major killers. Life
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expectancy rose from 45 in 1970 to 60.8 in 2000. Total fertility rate was reduced from 6.3 

in 1975 to 3.4 in 1995. The crude deatli rale dropped from 12.0 in 1990 to 9.0 in 1995 and 
is declining further. Extended Programrme of Immunization (EPI) coverage had been over 

66 percent in 1995 and infant mortality rate declined to around 78 per thousand live births 

in 1995. Similarly the under 5 mortality dropped from over 210 in the mid 1970s to 133 per 

thousand live births in 1995.

The key challenge in health and family planning is to expand access to basic services and 

improving the quality of services both in the public and private sectors. An immediate 

recent major achievement has been the preparation of a Health and Population Sector 

Strategy (HPSS) by the government (under implementation since 1998). The government, 

after approving it, has started implementing the Health and Population Sector Programme 

(HPSP 1998-2003) under the Health and Population Sector Strategy (HPSS) from July 

1998, There has been another remarkable achievement in the health sector between 1998 

and 2000. For the first time in Bangladesh, the country has formulated and approved a 
national health policy. It is understood that though the HPSP pre-empted the national 

health policy, the HPSP has been cut according to the new national health policy. It was 

possible as the formulation of the HPSP and the National Health Policy (NHP) began 

almost simultaneously.

A recently conducted Health and Demographic Survey indicated that 41 percent of rural 

people who were sick lost an average of 10 days of work per person. Annual per capita 

treatment costs were relatively high, at about Tk 900 in urban areas and Tk 600 in rural 
areas. In both urban and rural areas, this amount is equal to or higher than the regional 

monthly poverty lines. Fertility has decreased: child immunization has reached more than 

70%. From 1981 to 1992 the population to doctor ratio fell by half i.e. 1;5242 and at the 

end of year 2000 it stands at 1:4719. The population to nurse ratio stands at 1 nurse for 

8226 persons. The number of registered doctors in 2000 stands at 27,546 for a population 

of about 130 millions and the number of registered nurses is 15804. In 2000, the numbers 
of hospital beds were 40,793 of which 29,402 are in the government hospitals. The 

number of medical colleges in private sectors is 13 and in the public sector it is also 13. 
The World Bank report entitled In Search of Healthy Bangladesh: Expectation in the 

Twenty-first Century says that Bangladesh is at the top of the list with regard to 

malnutrition, and child mortality. Reasons for these, as identified are poverty, illiteracy and 

largely inadequate health care. In Bangladesh 70% mothers and children suffer from 

malnutrition. Everyday about 600 children die due to malnutrition and every year about
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28.000 mothers die due to pregnancy related diseases and conn plications. More than 3 
million children are born annually out of which about one third are born with lesser than 

normal birih weight. During childbirth, 5 expecting mothers die out of 1000 births. One out 

of nine children dies before the age of five. Among the most poor, this rate is one out of 

six. Pneumonia, diarrhoeal diseases, malnutrition, measles, and Tetanus, at the time of 

birth, are the main causes of child mortality. Number of below live children is 20 million in 
the country. Out of this 20 million, 3,80,000 die every year; 1,20,000 die due to 

pneumonia, 95.000 due to diarrhoea, 19,000 due to tetanus and 15,000 due to measles. 

Low birth weight of the child is one of the major causes of child mortality in Bangladesh 

(Asiatic Society of Bangladesh 2003).

Despite sound infrastructure the health care services remain out of reach of the majority 

people. The primary reason, experts believe, is that governmenl commitment for allocation 

for the health service sector never got a priority. According to a recent study conducted by 

the health economic unit of the fwlinistry of Health and Family Welfare, only 34 percent 

expenditure in health was financed by the public sector, 64 percent by the household and 

a mere two percent by NGOs. In 1997*98 governmenl allocation was Tk 1480 crore which 

was equivalent to 1.3 percent of GDP or Tk 117 per person per year. It is noted that the 
highest number of problems (22%) in health sector are related to inadequate number of 

physicians, wrong treatment, negligence towards patients, non-attentiveness, 

irresponsibility, absence from duty, and unwillingness of doctors to stay at rural areas and 

small towns. The other problems are related to supplies, equipment, beds etc (21%), 

Some other major problems often discussed also include lack of ambulance services as 

well as proper referral services, which are almost non-existent. The problems related to 

health bureaucrats, employees and nurses are also very significant. These are the state of 

affairs at the government hospitals.

The district hospitals are generally overcrowded with capacity unequal to demand. But 

facilities at the lower level are characterized by underutilization and this is mainly due to 

lack of people’s confidence. The new five-year health and population sector programme 

(HPSP) based on tfie Health and Population Sector Strategy (HPSS) already under 

implementation since July 1998 calls for providing an essential service package (ESP) or a 

community based healthcare scheme to the entire population at four different levels of 

delivery. The levels are; community out-reaches, health and family welfare centres/rural 

dispensaries, upazila health complexes as first referral system and district hospital as 

second referral system. The public-private partnership in health (PPPH) programme is one
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of the components of the HPSP which aims to improve the access to the poor of good 

quality essential services especially to women and children by engaging the private sector. 
ESP includes child health, reproductive health, adolescent health, family planning, 

infectious diseases and curative services. These are the priority primary healthcare 

services for Bangladesh, The purpose of this is to develop a delivery system for primary 

care services for people of rural Bangladesh who have less access to healthcare services.

The non-government sector has successful stories in implementation of health and 

population programmes In accessing the poor to good quality essential services, especially 
the women and children. Today there are about 20,000 NGOs operating in the country, 

lytost of these are, however, small with focused sphere of activity, but there are a few very 

large and internationally reputed. These have a broad spectrum of activities including 

some healthcare programmes. By far the most prominent NGO working exclusively in the 

health sector is an international NGO which was created by the Parliament of Bangladesh 

in 1979 under the name International Centre for Diarrhoeal Disease Research, 

Bangladesh. Although it had its early focus on diarrhoeal diseases, the centre has 

broadened its scope in recent years to include health research in general. Since the very 
large numbers of NGOs that operate in the country at the present time have their units 

active in all parts of the country, the NGOs have served an important ancillary function. 

They have been of value in supplementing government efforts in healthcare areas such as 

childhood immunisation, and nutritional education and intervention at the community level. 

Currently the traditional healers {about 80%) are the major healthcare providers in the 

country. They are the first source of care for rural people with acute as well as chronic 

illness. These traditional healers need improved knowledge of medical science (Asiatic 
Society of Bangladesh 2003).

Child Health

According to the State of the World's Children 2004 published recently by UNICEF out of 

189 reported countries, Bangladesh stands 59th from the bottom up in terms of child 
mortality rates (UNICEF, 2004). Regionally, Bangladesh is reported to be doing belter than 

other countries such as India and Pakistan, which come out 53rd and 44th respectively. 

Parameters such as immunization coverage access to 'safe' drinking water, sanitation, rate 

of school enrollment especially of girls and completion of primary education are slowly but 

definitely showing an upward and positive trend. If the validity of these statistics holds, 

these are something that Bangladesh has achieved in the last three decades, 2001. A 

child is highly vulnerable to two categories of acquired ailments; one is a heavy load of
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infectious diseases and the other, those diseases that are caused by inadequate nutrition. 

The profiles of childhood diseases in Bangladesh are generally similar to those of other 

developing countries in the tropics such as Asia, Africa and South America. There are six 

childhood diseases lor which effective vaccines are now available, These are diphtheria, 

pertussis (whooping cough), tetanus, polio, measles, and tuberculosis. As a result of use 

of these vaccines through the WHO sponsored Expanded Programme of Immunization 

(EPI) throughout countries of the developing world, incidence of these diseases is rapidly 

declining. fv)ajor childhood diseases for which no effective vaccines are available include: 

diarrhoea caused by bacteria and some viruses, enteric fever such as typhoid, respiratory 

infections such as viral influenza and bacterial pneumonia and parasitic illnesses such as 

intestinal helminth diseases and malaria. Among the infectious diseases, diarrhoeal 

diseases are perhaps the most common illness in children in Bangladesh due largely to 

unsafe drinking water and poor health and sanitation practices. The next major category of 

illness involves the respiratory system, the most severe being acute respiratory infection 

(ARI) of vifhich pneumonia is the prototype. Intestinal parasitic are also common 
particularly in rural children and children living in urban slums, f\/lany children become 

victims of nutritional deficiency diseases early in life due largely to poverty-related 

inadequate food intake and also partly due to lack of knowledge about common and 

inexpensive food items (vegetables and fruits) that could prevent important vitamin and 

mineral deficiencies. Vitamin A deficiency that causes night blindness is very common in 

Bangladeshi children. This deficiency can be easily prevented by dietary manipulation, for 

instance, eating adequate quantities of coloured vegetables and fruits. Iron deficiency 

commonly measured as low blood haemoglobin is very common in children which is partly 

due to inadequate diet and partly due to intestinal parasites, Sporadic cases of zinc 

deficiency are seen in children with diarrhoea at the International Centre for Diarrhoeal 

Disease Research, Bangladesh, but its overall incidence is not high. Incidence of malaria 

and tuberculosis is increasing. For malaria, there is as yet no vaccine available, but for 
tuberculosis a vaccine is used through the EPI programme. f\/lore worrying is the fact that 

the pathogens causing malaria and tuberculosis are increasingly becoming drug-resistant 

which makes treatment options limited, a major impediment to both saving lives and to 

control these diseases. Common genetic diseases or congenital abnormalities occurring 

among Bangladeshi children include albinism, spino bifida, colour blindness, Down's 

syndrome, etc.
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Health Manpower

Health manpower includes trained personnel that include doctors, nnedical technologists, 

nurses and paramedics. In Bangladesh and in many other developing countries, another 

category of workers is closely associated with delivery ol health services to the villages. 

These comprise field-level health workers who are trained in specific areas, generally non

technical, and are dedicated to offer specific services related to community health, 

reproductive health and family planning, including awareness creation activities. In 

addition, there are homeopathic doctors and doctors practicing Ayurvedic (Alternative) 

medicine. Bangladesh has a population of about 130 million. At present, most doctors are 

based in cities and towns serving a meager 20% of the population. The bulk of the 

population of Bangladesh lives in rural areas and is thus away from easy access to the 

service of these trained doctors. The reason for this is poor economic condition of people 
living in rural areas. The bulk of the nation's health manpower is under government control 

because provision of health care is government's responsibility. Only in cities and (owns 

there are doctors available in private practice and in recent years, diagnostic services and 

hospital care have witnessed good growth in the private sector particularly in the capital 

city of Dhaka and a lew other major cities. The bulk of the population living in rural 

Bangladesh and too poor to afford private nnedical facilities have to be cared for by 

government facilities which admittedly are victims of chronic funding and manpower 

shortage. Most rural hospitals operated by government lack adequate number of doctors 

and technicians; moreover, the doctors are permitted to engage in private practice which 

often takes away their time, time that they could otherwise devote to hospital work and 
medical research (Asiatic Society of Bangladesh 2003).

The lone medical university of the country is the Bangabandhu Shiekh Mujib Medical 

University (BSMMU) established in April T998 by converting the IPGf\/IR into this full- 
fledged university. The IPGMR was established during the Pakistan time in 1965 and had 

served as the sole institute offering post-graduate degrees in medicine under the 

administrative control of the University of Dhaka, the premier general university of the 

country. The BSMMU offers post-graduate degrees. It also offers diplomas in many 

subjects to produce trained medical technologists. The institution responsible for specialist 

practice of doctors in the country is the Bangladesh College of Physicians and Surgeons 

(BCPS). The BCPS has in its mandate the promotion of specialist practice in various
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branches of medicine through Fellowship (FCPS) and Membership (MCPS) examinations 
conducted every year,

1.1.9 Mental Health Services In Bangladesh

Existing Mental Health Services in Bangladesh are extremely poor and are provided brielly 

by the government, though the general health care system. Psychiatry department of the 

medical university hospital (BSMMU) has the provision of 24 beds. A National Institute of 

Mental health in the capital. Dhaka, has 50 beds. There is only one mental hospital of 500 

beds, and there are psychiatric units in only 13 Government medical college hospitals with 

a total of 120 beds and also some beds in non-government medical college hospitals, and 

4 Drug Addiction Treatment and Rehabilitation Centres with 40 beds each. These centres 

represent the main inpatient service strength. District hospitals have a provision of 5 beds 

for mental patients. All of these hospitals have outpatient services.
At the private level there are specialised clinics (number not known) for psychiatric patients 
which provide roughly 500 beds. There are only 77 qualified psychiatrists. Of them, 2 are 

child psychiatrists, and psychiatrist- population ration is 1:2 million. Primary health care 

physicians trained in psychiatry are currently 2,270.The number of psychiatric nurses is 

72, nurses trained in psychiatry are20. We have 42 Clinical Psychologists, 1 Occupational 

therapist and no psychiatric social worker. There are 4,950 health workers trained in 

mental health at grass root level (National Institute of Mental Health 2004).

Cultural attitudes regarding psychiatric disorders are not particularly medically oriented. 

The concept of 'spirit possession' is highly prevalent in all strata of the Bangladeshi culture 

and is integrated in the social belief system. This allows mismanagement of specific 

psychiatric syndromes. Often patients undergo painful hurdles while suffering from 

treatable psychiatric conditions and frequently the cases become chronic. However, this 
trend is changing due to direct benefit from existing mental health sen/ices, social 

awareness programmes, health education and increasing health consciousness among 

the people, which is reflected in the increasing number of patients attending psychiatric 

units and referral pattern (Mullick et aL 1994).

1.1.10 Child and Adolescent Mental Health Services in Bangladesh

First specified child psychiatric service in Bangladesh is established in the only one 

postgraduate medical university in 1999.Now the child and adolescent wing of this 

university has the provision of teaching, training, research and services in this field. The
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department of child adolescent and family psychiatry of the National Institute of Mental 

Health provides child mental health service science 2001,Eventually, child psychiatric 

ser^ îce is a pari of general psychiatric service of the medical colleges and children with 

psychiatric disorders are seen by the adult psychiatrists. Only one qualified child 

psychiatrist is working in this set-up. A Child Guidance Clinic is providing a service in the 

Children's Hospital of the capital. At national level, a NGO named Child Development 
Network for the disabled children and they also established few child development centers 

in different hospitals and institutions.

Welfare Services available for child care are chiefly provided by the government Agencies 

The Ministry of Social Welfare has some children's homes for abandoned children in 

different parts of the country. There is only one school for special education for disabled 

children at Dhaka city and a National Institute for Correctional Services at Dhaka district, 

only one Borstal school for juvenile offenders and four specialized schools for children with 

learning difficulties run by the social welfare department of the Government. At non

government level, Foundation for the developmentally disabled and Bangladesh 

Association for Intellectually Disabled work for childhood disability and they run special 

education and training centers in the main cities of the country. Some schools lor the 

autistic children are working in Dhaka city which are poorly organized. However, these 
services are extremely inadequate to the actual need.

1.2 Epidemiology, an over view of concepts and methodology:

Epidemiology can be defined as "the study of the distribution and determinants of disease 

frequency" in human populations {Macfiflahon B et al. 1970), and one of the most used 

measures of disease frequency is prevalence. Point Prevalence (P) quantifies the 

proportion of individuals in a population who have the disease at a specific instant and 

provides an estimate of the probability (risk) that an individual will be ill at a point in time 

(Hennekens et al. 1987). Period prevalence is similar except covers a specified period 

rather than one point in time. The diagnostic criteria in child psychiatry, such as DSM-IV or 

ICD 10, often include the presence of symptoms for a minimum length of time (e,g, 3 

months), therefore sometimes it can be difficult to differentiate between point and period 

prevalence and most studies refer to it just as prevalence.

P= number of existing cases of a disease at a given point or period in time
total population
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Epidemiological studies in Child and Adolescent Psychiatry provide information about the 

prevalence of psychiatric disorders and associated factors such as risk and protective 

factors. Findings from these studies highlight the need for child and adolescent mental 

health services. In addiction, these studies can indicate services priorities and distribution 

in a given region or country. Epidemiological information will indicate which are the main 
disorders to be covered in a given locality, what the main risk factors are, and what mix of 
professional background is likely to be needed by services.

The appropriate planning for mental health services will not just have immediate 

consequences such as prevention of new cases and avoidance of more severe cases but 

also long term effect on crime, drug abuse, adult mental illness and inappropriate 

parenting skills that will impact on future generations. The overall benefits are economic as 

well as human given that epidemiological information will help to maximise human and 

financial resources and avoid future expenses on the consequences of non treated 

psychiatric disorders in children,

A psychiatric disorder is conceptualised as a clinically significant behavioural or 

psychological syndrome or pattern that occurs in an individual and is associated with 
present distress or disability (American Psychiatric Association, DSM-IV 1994), In ICD 

10 (World Health Organisation, ICD 10 1994) the term disorder is used to imply the 

existence of a clinically recognisable set of symptoms or behaviour associated in most 

cases with distress and with interference with personal functions. In epidemiological 

studies there are methodological issues to be considered when measuring psychiatric 

disorders. The first issue is that the instrument should measure not only signs and 
symptoms but also their impact, r. e. check whether they are causing distress or disability. 

The presence of impact is crucial to determine whether there is a psychiatric disorder, 

given that most of children have at least one symptom and in some studies up to 50 % of 

children have enough symptoms to fulfil diagnostic criteria {Bird et at. 1988). However, in 

developed countries, only 5 to 15% of children have child psychiatric symptoms that have 

significant impact on their lives causing distress and interfering with their functioning 
(Meltzer et al. 2000; Simonoff et al. 1997; Shaffer et al. 1996; Rutter et a), 1970). The 

second issue is related to whether the questions are well understood by the informant and 

if they are answered accurately. In psychiatry, often a question aims to identifying feelings 

or emotions that may have particularities in a given cultural and socio-economic context. A 

third issue is related to the need in Child Psychiatry not to have only the child, particularly
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under 11 years old, as the only informant (in contrast to studies with adult subjects) 

(Goodman et al. 2000a). which raises the difficulty of combining information about one 

subject, coming from different sources.

These methodological points, (1) the need for a measure of impact, (2) the uncertainty 

about the level of understanding of informants and (3) the need for multi-informants can 

alter prevalence. Prevalence can also vary according to sample characteristics which 

highlight the importance of a representative sample as regards size, sources of subjects, 

recruitment of subjects and response rale.

The way in which information is obtained, reported or interpreted and the manner in which 

subjects are selected into the study can lead to two main types ol bias: information bias 

and selection bias. Bias may be defined as any systematic error in an epidemiological 

study that results in an incorrect estimate of prevalence and also of the association 

between risk factors and prevalence,

A one phase study versus a multi phase study design is another point to be mentioned. 
For economic and strategic reasons, most studies will be designed either as a single 

phase or as two phases, that will comprise the use of screening (questionnaire) and 

diagnostic (interview) measures. A complete diagnostic interview may not be needed for 

all subjects in a large survey, when a good screening questionnaire can select cases and 

reduce the amount of work and therefore money involved in the second phase 

(diagnostic). On the other hand, in certain geographic and social conditions, it may be 

difficult to relocate subjects for the second phase, requiring human resources and time, 

therefore increasing the budget. The methodological considerations introduced in this 

chapter will be dealt with in more detail and related to this thesis's methodology in the 

respective chapters (Chapters 3,4 and 5).

The practice of modern psychiatry in Bangladesh began 50 years ago and child psychiatry 

is a very recent addition. The prevalence of psychiatric disorders among children in 

Bangladesh remains uncertain, since there have been no previous community based 

epidemiological surveys in Bangladesh.

Like in other less developed countries, Bangladeshi children are subject to a large diversity 

ol conditions which may negatively affect their physical and psychological well-being.
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These conditions include malnutrition and illiteracy. Conversely. Bangladesh has strong 

family support and a high degree of cohesiveness within the family, inherent in the culture. 

These factors can be considered as major protective factors.
Epidemiological surveys will provide information about the distribution of psychiatric 

disorders in children and the factors that influence this distribution in Bangladesh, Such 

studies will provide a scientific basis for appropriate planning of child mental health 
services in Bangladesh.

This research proposal is concerned with an epidemiological study of child and adolescent 

psychiatric disorders in three distinct communities in Bangladesh. Details of the study will 

be given in the following chapters.
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1.3 Assumption in the preliminary study:

As described earlier, Bangladesh is a least developed country of economic inequality, as 

in like of the developing world, with the demarcation between the poor and the affluent. 

This thesis looked at the overall prevalence but also at the prevalence in three distinct 

populations reflecting the fact that for most of the country, and particularly for the 

Bangladesh where the population divides into 3 main groups: one group consisting of the 
population living in stable urban areas, called 'stable urban’, the second group consisting 

of the population living in rural areas, called 'rural' and the third group consisting of the 

population living in urban slum areas called 'poor urban'. The Division between three 

groups may be of good enough approximation to be useful for planning purposes.

In Bangladesh, the relative proportion of the 3 groups varies. Planners can apply their 

knowledge of the relative proportion to estimate overall prevalence. These 3 groups can 

be defined in terms ot affluence, and location.

The prevalence of disorders is potentially important evidence for governments, stressing 

the importance of allocating funds to services for the respective disorders. In general, 

epidemiological studies in the field of child psychiatry show that: (1) child mental health 

problems in children and adolescents are common and alter school achievement and 

social interaction: {2) mental health problems tend to persist throughout life; (3) the 

majority of children with mental health problems do not receive proper treatment; (4) if not 

treated these disorders can lead to severe problems in adult life, such as psychiatric
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disorders, involvement with crime, aicoiiol and drug abuse, unemployment and impaired 

parenting skills.

Epidemiological studies of child and adolescent psychiatric disorders in the developing 
world have generated prevalence estimates ranging from 1% to 49% (Hackett and 
Hackett 1999). However, most o1 these studies lack one or more of the methodological 

fealures required for generating believable prevalence estimates, namely; an adequate 

sample size: a representative sampling frame; standardized assessment measures that 

are suitable for generating exact diagnoses (as opposed to use of screening 

questionnaires alone): explicit and internationally accepted diagnostic criteria: and 

assessment not just of symptoms but also of resultant distress and social impairment 
(Fleitlich-Bllyk and Goodman 2004). The studies that do meet these crucial 

methodological requirements report a range of prevalence ranging from 5 to18% (Bird et 

a), 1988, 1990; Canino et al. 2004; Fleitlich-Bllyk and Goodman 2004; Hackett et al.

1999).

In Bangladesh, the current scarcity of child mental health services mirrors the scarcity of 

epidemiological studies. The current lack of services and lack of prevalence studies to 

inform this planning must improve. Fortunately the health policymakers are increasingly 
interested in child mental health, making it urgent to provide prevalence rates which can 

form a basis for service planning.

There have been no epidemiological studies of the prevalence of child and adolescent 

psychiatric disorders in Bangladesh, and indeed there are no validated psychiatric 

measures in Bangla (Bengali) that could be used for this purpose which has made it 

substantially harder to plan and develop child mental health services in Bangladesh. From 

the substantial reports of hospital-based analyses, clinical studies, residential and school- 

based surveys among the child and adolescent population, it is evident that considerable 

number of children and adolescents are suffering from psychiatric problems. Analyses of 

these reports revealed that overall, emotional disorder was more than the behavioural 

disorder and conduct problems are proportionally more in urban slum area. The 

researcher’s experiences of working in the Child Mental Health Clinic of Bangabandhu 

Sheikh Mujib Medical University since early 1998 is roughly simitar with these analyses 

which stimulates the researcher's to explore this aspect. The present study translated and 

validated a standardised child psychiatric assessment and applied it to three contrasting 

community samples: a rural area, a moderately prosperous urban area, and an urban 

slum.
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1.4 Hypotheses

Through carefut evaluation and critical analyses of the above mentioned assumption of the 
preliminary reports considering the knowledge from Ihe literature as background the 

following hypotheses were set.

1. Psychiatric disorder among children and adolescents in Bangladesh is likely to be 

parallel with other countries.

2. Existence ol emotional disorder is more than behavioural disorder among children 

and adolescents in Bangladesh,

3. Conduct disorder is substantially commoner in poor urban area than in rural or 

middle-income urban areas of Bangladesh.
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1.5 Objectives

Page 36

This thesis is about one attempt to provide epidemiological data relevant to planning child 

mental health services in Bangladesh. Service planners are interested in all disorders, all 

ages and the whole of Bangladesh. The thesis is more restricted, covering only the 
common psychiatric disorders in children in rural, urban and slum areas in three 

contrasting areas in Bangladesh, These restrictions were made for the following reasons:

a) Common disorders are currently of greatest interest to service planners. The best 

strategy for measuring their prevalence is a general population survey. This strategy is not 

a good way to estimate the need for services for rare but severe disorders such as 
anorexia, psychosis, autism. Estimating their prevalence would have required a different 

strategy, e.g. identifying possible cases not from a general population survey but via 

paedtiacians, special schools, and psychiatrists, etc.

b) Children between 5 and 10 are legally obliged to attend school in Bangladesh, and the 
great majority do. Focusing on this age range makes ascertainment easier, and provides 

an opportunity to supplement parent with teacher information (which is particularly relevant 

for the diagnosis of conduct and hyperkinetic disorders). Learning more about the 

prevalence of disorder in under-5s and over*10s is an important task for the future.

c) The study was conducted in the central part of Bangladesh. The methods developed in 
the course of the study could be applied in other regions of Bangladesh to see how far the 

conclusions from this study apply elsewhere. At some future date, this may permit a joint 

analysis of data from multiple sites to generate a truly national picture of Bangladeshi child 

mental health
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Allowing for these restrictions in scope, the objectives of the study were as follows:

1.5.1 General objective

To generate approximate prevalence estimates as a guide to future research and 

service planning

1.5.2 Specific objectives

i. To validate psychiatric measures for children and adolescents in Bangla

ii. To estimate the differences in rates and types of child psychiatric disorders in rural, 

urban and slum areas of Bangladesh,

iti. To examine the differences of variables between rural, urban and slum areas as a 

guide to explore the correlates of child psychopathology

iv. To provide methodological foundations for more extensive and representative 

epidemiological studies in Bangladesh in the future.

To generate an overall prevalence estimate for child psychiatric disorders is needed to be 
sufficiently precise to be of use to service planners. The prior assumption is that the overall 

prevalence would be in and around ^Q%. Predicting the planning in Bangladesh, an 

estimate with a confidence interval of plus or minus 2 to 3% would be adequate.

To generate separate prevalence estimates for the three or four commonest diagnostic 

groups of child mental health problems, namely anxiety, hyperkinetic and behavioural 

disorders, has important consequences in terms of the needs for different types of 
treatment {parent management training, medication, cognitive-behavioural therapy etc.)

To generate separate estimates of prevalence for each of the three contrasting areas, 

namely rural, urban and poor slum. This has two benefits. Firstly, it will then be possible for 

planners to adjust for area differences in population mix. Secondly, it will then be possible 

to plan the location of services more rationally, e.g. deciding to concentrate services in the 

areas likely to have the highest prevalence.
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To validate psychiatric measures for children and adolescents in Bangla is major issues to 

perform methodologically sound research in this field in Bangladesh, Another benefit is 

that the screening measures will be useful to predict possible ‘caseness’ in clinical, 
educational and other relevant field related to children and adolescent,

To provide methodological foundations, like feasible and appropriate sampling frame, 
ascertainment technique, sampling strategy is basic need for area research as w/ell as 

more extensive and representative research in Bangladesh in the future.

The focus of this thesis is entirely on prevalence on sound methodological foundation. 

Data on the variables indicative of risk factors was collected in parallel with the prevalence 

data, and a planned follow-up will add a longitudinal element to the study - but these 

additional elements ol the study will be analysed subsequently. It would not have been 

possible to include all these elements in a single thesis without making the thesis 

unreasonably long, or treating each theme relatively superficially.
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1.6 Rationale

The prevalence of psychiatric disorders among children and adolescents in Bangladesh 

remain uncertain, since there have been no previous community based epidemiological 

survey in Bangladesh, These needed to be sufficiently precise to be of use to service 

planners. Given the a priori assumption that the overall prevalence would be between 10% 

and 20%, and an estimate with a confidence interval of plus or minus 2 to 3 or minus 2 to 

3% would be adequate.

The present study generates separate prevalence estimates lor the three or four 

commonest groups of child mental health problems, namely conduct, hyperkinetic and 

emotional disorders, potentially splitting emotional disorders into anxiety and depressive 

disorders. This distinction by diagnostic group has Important consequences in terms of Ihe 
needs for different types of treatment (parent management training, medication, cognitive- 

behavioural therapy etc.)

This study generates separate estimates ol prevalence for each of the three main 

populations, namely rural, moderately prosperous and urban slum. This has two benefits. 

Firstly, it will then be possible for planners to adjust for local differences in population mix, 

i.e. for regions that are more or less rural, or more or less affluent. Secondly, it will then be 

possible to plan the location of services more rationally, e.g. deciding to concentrate 

services in the areas likely to have the highest prevalence.

The proposed study will give a basic picture about characteristics of childhood and 

adolescence psychiatric disorders in Bangladesh. The study will also highlight the 
variables, indicative of the aetiology and the risk factors in positive direction that will act as 

a guide to future search of the correlates of disorders. The study will provide a scientific 

basis for appropriate planning and development of child psychiatric services in Bangladesh 

by giving relevant information. The findings of the study will provide information for health 

administrators, clinicians and other health providers in the design of preventive 

interventions and treatment programmes. The study will develop reliable and valid 

measures of child psychopathology in a Bangladeshi context which does not exist at 

present.
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The focus of ttiis thesis is entirely on prevalence. Data on risk factors and service use was 

collected in parallel with the prevalence data, and a planned (ollow-up will add a 

longitudinal element to the study - but these additional elements of the study partly 

analyzed as an indicative of possible risk factors and will be analysed subsequently. It 

would not have been possible to include all these elements in a single thesis without 
making the thesis unreasonably long, or treating each theme relatively superficially.

The following chapters review the literature relevant to this study (Chapter 2), describe the 

preliminary study of measures (Chapter 3), validation of measures in pilot study (Chapter 

4) and then describe the design of the main study, as well as its findings, implications and 

limitations {Chapters 5-7),
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CHAPTER 2 

REVIEW OF LITERATURES

Page 41

2.1 Introduction

Child psychiatric epidemiology is a relatively new field o1 research that has increased in 

the last three decades. However, major melhodological issues remain unresolved, 

particularly in developing countries. The first issue regards appropriate sampling methods 

such as the identification of accurate sampling frames for a given country or area. This is 

particularly relevant for developing countries where health or social benefits registers are 

often not representative of a total population and census information is not always 

available or updated. The second issue regards measures, such as the need to use 

multiple informants (who often disagree) and the applicability in developing countries of 

questionnaires and structured interviews developed in the first world. This chapter reviews 

the literature of child psychiatric epidemiology focussing on how the different studies have 

dealt with these methodological issues. It will also review the substantive findings in 

prevalence rates and their clinical and policy implications. The review in this chapter is 
based on a computerised literature search in 'Medline' and Psych Info and will not try to be 

comprehensive but will include well-known epidemiological studies in child and adolescent 

psychiatry and also studies with a particular methodological interest.

2.2 Methodological issues

2.2.1 Sample selection

Descriptive epidemiological studies are concerned with the general characteristics of the 

distribution of a disorder. In relation to socio-demographic factors, such as age, gender, 

race, as well as life-style and economic variables. Particularly in child psychiatry, these 

factors might be risk or protective factors and therefore influence rates of disorders. When 

a sample is Identified, it is expected to represent and reproduce, as closely as possible, 

the total population and its socio-economic characteristics. The ideal sampling frame aims 

to identify individuals from a population to become subjects in a sample, which should be 

as similar as possible to the total population in focus.
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In developed countries, epidemiologica! studies adopt different sampling frames such as 

household ("door to door") search, birth registers, social benefits records, postcode 

address files, school records, and health care clinic and hospital records. The identification 
of subjects through household searches {Verhulst et al. 1997; Shaffer el al.1996) is 
considered an accurate but expensive and time consuming method (Costello et al. 1996). 

In some countries such as the UK and Canada, social benefits records convey a good 
source of information about children living in a given area (fVleltzer et at, 2000; Breton et 

al. 1999) and are less expensive as a source of ascertainment, since this method does not 

require initial home visits to identify the sample. School records are also used for 

ascertaining children (Simonoff et al. 1997; Costello et al. 1996; Fombonne et al. 1994; 

Kashani et al, 1989; Rutter et al. 1975; Rutter et al. 1970), but has limitations when 

substantial numbers of children do not attend school, particularly among minorities and low 

income populations. Birth registers are also used as a sampling frame (Fergusson et at, 

1993; f^cGee et al. 1990; Esser et al. 1990; Anderson et al. 1987) and are particularly 

useful in cohort studies in developed countries, where birth registers are considered 

representative. Children can also be sampled from primary health care clinics (Costello 

1989), but these studies only sample children who are in contact with such clinics, whether 

for medical treatment or routine surveillance or immunisation. Children not known to such 

clinics may be unusually healthy or, more probably, from disadvantaged families with less 

access to health care. In either case, sampling from health clinics may introduce a referral 

bias.

In developing countries, the most appropriate sampling frame for ascertainment of 

subjects is still not clear. There are often no social benefits records and birth records 

(including the registration of births) might not be accurate, particularly in more deprived 

areas. Household searches may provide the most reliable source of subjects, since this 

method allows the researcher to map the whole area to be studied (Hackett et al. 1999a; 

Kasmini et al. 1993; Bird et al. 1988). However, it can be a dangerous method in favelas 

(shanty towns) where the inhabitants might be suspicious of such a procedure. It is a time

consuming and expensive method and can be even more so in favelas, where a family 
often have to rebuild their house in a different location after a storm has destroyed it. The 

school registers are often the method adopted (Shenoy et al. 1996; Sarkar et al. 1995; 

Wang et al. 1989; Minde 1975) but such studies incur in the risk of missing children who 

are working or living in the streets -  likely to be high risk populations. Primary care clinics 

have also been used as sampling frames in developing countries (Gureje et al. 1994; Giel
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et al. 1981a). However, they may be particularly likely to generate unrepresentative 

samples because children are often taken to the clinics not for preventative assessments 

but for treatment of established physical disorders that may put them at higher risk for 
mental disorders. In Brazil, one study located children via household search (Almelda- 

Filho 1984) and did not describe whether there were street children included in the study. 

Street children are a mixed group which include children actually living in the streets 

(“children oMhe streets") and also those who spend their time in the streets but continue to 

live at home (“children on the streets"). Both are probably at greater risk for psychiatric 

disorders, but the risk is likely to be higher (or the former group, and they are also much 
harder to sample and study. One option for sampling children of the streets is use of the 

"snow ball technique". This identifies core individuals that will be used as the starting 

points of the snow ball to identify other individuals living in the streets in a given area 

(Lopes et al. 1996). In the Southeast of Brazil, in one area where the majority of street 

children were children on the streets, a study compared sampling frames. The results 

showed no significant difference comparing child mental health problems in two groups, 

either ascertained via household searches or via school registers (Fleitlich et al. 
2001).Another study in the Southeast Braiill, the subjects were ascertained via school. It 

was a two phase study, one-phase, cross school survey with stratification by type of 

school. The two stages were random sampling of pupils from school and that was proved 

as effective strategy (Fleitlich et al. 2004).In Bangladesh, school based ascertained 

technique was proved to be effective in two school- based studies (Jahan 1998; Rabbani 

etal.1999).

2,2.2 Measures: questionnaires, structured interviews, semi-structured interviews and their 

suitability in the developing world

Making a diagnosis in child psychiatric epidemiology shares many of the difficulties of 

diagnosis in clinical child psychiatry, including disagreement among informants, and the 

difficulty defining the boundaries between normal and abnormal behaviours and between 

different disorders. Indeed, these problems are often more marked in epidemiological 
samples and the difficulties are even more pronounced in community surveys in 

developing countries. Respondent's lack of formal education and cultural background 

sometimes lead to misunderstanding and misinterpretation of the questions on which the 

clinical psychiatrist or researcher will base their diagnosis.
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Surveys often use translated versions o( Western questionnaires but it is uncertain how far 

linguistic equivalence can be achieved just by the process of translation and back 

translation. Bird (1996) proposes two alternative ways of dealing with cultural issues in 

cross-cultural research. One involves applying similar methods across two cultural settings 

but making the research culturally sensitive by fine-tuning research methods and taking 
social and cultural factors into account in interpreting the results. The alternative approach 

goes beyond these methodological refinements and proposes to define the same 

diagnosis differently for each of the cultural groups under investigation in ways that are 

'culturally valid' for each group. The extent to which research methods can be just adapted 

or need to be reconstructed under a different paradigm to be applied in different countries 

remain a open question; and will probably have different answers according to each 

country in focus.

Some studies have explored the extent to which culture and ethnicity may need to be 

considered in relation to assessment and diagnosis. Particularly in the developing world, 

studies have found differences in perception of problems, for example mental retardation 

is a common reason for approaching primary health services in India but not in the Sudan 

(Giet et al. 1981b). Other studies have used differences in parents’ patterns of response 

to child behaviour checklists as evidence that cultural values affect how parents judge 
child behaviour. Weisz et al. 1987 found that Thai parents rated their children as having 

significantly more emotional symptoms (shyness, anxiety, and depression) then American 

children. Another study looked at prevalence of conduct disorder and found significantly 

less problems rated in the Indian subcontinent (fWalhotra et al. 1984), which may reflect 

not a true reduction in prevalence but rather family and community attitudes that view 

conduct problems as disciplinary issues to be handled by the family. Having highlighted 

the importance of cultural aspects for constructing adequate measures in child psychiatry, 

it is also important to note that there have been clear demonstrations of patterns of child 

psychopathology in non Western cultures similar to those reported elsewhere (fVlinde et 

at. 1993).

In a cross-cultural context, more recently, a study aiming to identify mental health profiles 
in different age bands in an Arab sample, adopted the Strengths and Difficulties 

Questionnaire, a measure originally developed in a western country (Thabet et al. 2000). 

According to factor analysis and reliability analysis, the SDQ was considered very 

promising as a screening and rating scale in a non-westernised population. However,
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there were dilferences lor instance in parents' perceptions of emolional problems in pre* 

scliool children, indicating that not all western diagnostic categories were directly 
applicable to the Arab population. Although it is clearly necessary to be culturally sensitive, 

the barriers to translating measures and diagnostic constructs may have been 
exaggerated at times. Even between very different cultures, such as Britain and India, 

measures can be remarkably robust (Bhul et al. 2000). The Strengths and Difficulties 

Questionnaire was also applied to patients attending two culturally distinct populations 

(mental health clinics in Britain and Bangladesh) and found thal the level of agreement 

between SDQ prediction and an independent clinical diagnosis was substantial and highly 

significant in both samples (Goodman et al. 2000c). The 'strong' universalist position lhat 

ihe same measure can be used in all cultures may be closer to the truth than the 'strong' 

relativist position that each culture needs its own distinct measures and diagnoses. And if 

the truth lies closer to the universalist than the relativist pole for cultures as different as the 

West and the Middle*East or South Asia, the truth may lie even closer to the universalist 

position when thinking about Bangladesh. It is worth noting here that the applicability of 

the universalist and relativist positions probably varies not just with cultural distance but 

with the nature of the disorder under consideration. It is plausible, for example, that autism 
shows less inter-cultural variation than disruptive behavioural disorders.

The issues that apply to other non-westernised developing countries are also relevant in 

Bangladesh. Studies adopting questionnaires and interviews in Bangladeshi samples 

should consider particularly the high rates of illiteracy and the low levels of formal 

education in some sectors of the population. These factors will interfere with the 
understanding and interpretation of questions and therefore could potentially alter the rates 

and risks ol disorders. Besides thal, Bangladesh may be considered as a research naive 

country, which can also alter the response to interviews. In Kerala, South India, also 
considered a research naive society, a study looking at the prevalence and associations of 

psychiatric disorders, described that parents initially denied having any concerns about 

their children. As the interview went through, mothers endorsed progressively more 
symptoms (Hackett et al. 1999a).

Few measures for child psychiatry have been applied to the Bangladeshi population. The 

translated Rutter B2 Scale for completion by teachers to screen the children in a school 

based study in Dhaka city to estimate the prevalence of different types of psychiatric 

disorder. The original English scale was translated into Bangla using the back-translation
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procedure. The findings suggest that screening for mental health conditions by informant- 

report questionnaires might be of value for identifying groups of children at risk. However, 

the measures adopted need further validation and application to larger samples from 

different types of Bangladeshi populations. The Strengths and Difficulties Questionnaire, a 
self-complelion questionnaire (Goodman 2001, Goodman 1997) was translated and 
adapted to an interviewed questionnaire to be applied in Bangladeshi samples (Goodman 

el al. 2000c). The measures above were adapted from developed countries, and in all 

cases they were shown to be applicable, keeping similar properties and providing plausible 
data in the Bangladeshi population.

2.2.3 Use of multiple informants

Particularly in child psychiatry, but also in some areas of adult psychiatry where self report 

is considered to be of doubtful validity, it is important to collect information from a number 

of informants, such as parents and teachers, in addition to self-report. There are two main 

reasons why a comprehensive assessment of child psychopathology depends on 
information about the child's behaviour both at home and at school. First, certain diagnosis 

such as hyperkinesis (Word Health Organisation, 1994) and attention deficit hyperactivity 

disorder (ADHD, American Psychiatric Association, 1994) need the presence of 

symptoms in two or more settings, usually home and school. Second, in other behavioural 

disorders, the symptoms may be situational; e. g. severe conduct problems may be 

present at school but not at home, or vice versa. Parents can report whether teachers 

have complained about the child, but information collected directly is preferable.

Children’s reliability as informants is questionable because it is dependent on their level of 

cognition, on their ability to reflect and verbalise their own behaviour and feeling states. 

Children also find it hard to provide a description of the emotions or behaviours averaged 

over relatively lengthy periods of time, whether the last month or the last year -  their 

response is strongly influenced by very recent events or feelings. This is probably another 

reason why test-retest reliabilities are so poor for interviews administered to under-11s. 
The teenager self-report can provide further information about their behaviours and 

emotions that parents or teachers had not noticed or that had been hidden from them. This 

is illustrated in the Ontario Child Health Study (OCHS), where the prevalence of parent- 

identified conduct disorder in adolescent boys is 4%, whilst the prevalence of youth- 

identified conduct disorder in the same group is 7.2% (Offord et aL 1989). Also supporting
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this position, a study looking al child and parent agreement on symptoms showed that 

children reported symptoms significantly more frequently then their mothers including 

worries, anxious or depressed feelings. These finding suggest that there are some areas 
in which children may be the best and, in some cases, the only source of information about 
a problem (Herjanic et al. 1982), However, this is assuming that when children report 

more behavioural or emotional problems than their parents, the children are correct. It is 

also possible that parents are providing a more accurate report and that the children’s 

positive answers are based on misunderstanding the questions or lack of perspective.

Disagreement among Informants
A uniform finding in ttie literature is the low agreement among informants about children's 
behaviours. For example, in the OCHS, the prevalence of ADHD in boys between 4 an 11 
years of age was 2.15% according to parents account and the rates increased to 7.2% 
according to teachers. Furthermore, the two respondents, whether parent and teacher for 
4 to 11 years-old or parents and the youth themselves for 12-16 years-old, identified the 
same children as having a particular disorder only in a small minority of cases (Offord et 
al. 1989). Similarly, in the Netherlands, a prevalence study using the Diagnostic Interview 
Schedule for Children (DISC) found that, among the cases identified either via parents or 
child interviews only 4% met criteria for any disorders in both (Verhulst et al. 1997). Case 
ascertainment depends heavily on who provides information for assessment. Prevalence 
rates of disorders and the patterns of associated features can vary depending on who 
identifies the child as having disorder. Therefore, the identification of childhood disorders is 
much influenced by the perception of informants and the contexts in which assessments 
are done. Traditionally, psychiatric assessment of children has considered data from 
multiple information, each whom may provide information about different aspects of the 
child's functioning (Bird 1996). I Îany experienced clinicians and researchers in child 
psychiatry believe that information from multiple informants facilitates the best estimate of 
diagnosis in the individual case (Young et al 1987). This strategy has been adapted in 
the screen procedure of this study to obtain a comprehensive picture of the children's 
behaviour.

There is also variability in the way that rates of disorders change longitudinally, according 

to the type of informant, Esser at al. (1990) found that when prevalence estimates were 

based on parent reports, there was no increase in prevalence observed from 

preadolescence to puberty: however, when prevalence estimation was based on the 

youth’s reports, rates increased significantly between the two periods.
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Given the desirability of multiple sources of information, and given the frequent 

disagreement between these sources, the clinician or researcher is faced with a difficult 

problem: how, if at all, to attempt to synthesise the discrepant accounts. Some 
researchers have chosen not to combine information from different sources, simply 

reporting prevalence and associations for each class of informant separately, e.g. 

prevalence of depression according to parents, according to teachers and according to 

young people themselves. This can result in striking differences in prevalence, e.g. 

Breton et al (1999) reported that the six*month prevalence of ADHD was 3.3% as judged 

from child informants, 5.0% as judged from parents, and 8.9% as judged from teachers. 

This same study showed equally striking differences in the associations of disorders 

judged from different informants, with the patterns of association of demographic variables 

with anxiety and depressive disorders varying across informants. This lack of 

convergence between informants is disconcerting and makes it hard to use the resultant 

epidemiological information for service planning. For example, what is the ‘true’ rate of 

ADHD that needs to be catered for by clinics -  3.3% as derived from the child account or 

8.9% as derived from the teacher account? In ordinary clinical practice, clinicians need to 

'come off the fence' and decide who is right. It is not likely to be an acceptable formulation 

to say that a given child does and does not have a diagnosis of ADHD, in part because 

that does not help with the decision as to whether to suggest a trial of medication or 

whether to alert the teachers to the need to educate the child differently.

So although some researchers are happy describing prevalence rates for each informant 

separately, there are good reasons for wanting to find a method that generates a ‘best 

estimate' of prevalence by combining the information from all informants. Unfortunately, 

there is no clear consensus on how to do this. Bird et al. (1992) discusses two ways in 

which discrepant information from multiple informants can be combined. The first way is to 

use the 'OR' rule and accept a symptom or a criterion as present when it is acknowledge 

by one or more of the informants. Such an approach implies that all sources provide 

similarly useful diagnostic information, and has the disadvantage that false positives will 
always be given priority over true negatives. An alternative method is to place greater 

weight on symptom or criterion information provided by a preferred informant according to 

the nature of the symptoms. For example, the researcher or clinician could decide that 

when adolescents and parents disagree about emotional symptoms, the adolescents own 

views should always be given priority since they should know best about their own 

feelings. This ‘preferred informant’ approach also has disadvantages. In some instances.
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for example, adolescents may deny depression out of shyness or bravado when their 

parents can give a clear account of low mood, loss of interest and suicidal talk.

A third alternative to the 'OR' rule or the prioritisation of a preferred informant is allowing 

experienced clinical raters to judge from detailed transcripts which informant to prioritise 

on a symptom-by-symptom basis. This Is closer to ordinary clinical practice, and such 

ratings can be made with acceptable reliability and validity (Goodman el al. 1996). This 

same approach was incorporated into the Development and Well-being Assessment 
{Goodman et al. 2000a).

2.2.4 Case definition

The benefits of operationalized diagnosis

The benefits of operationalized diagnosis apply to both clinical and research areas in 

Psychiatry. The mental health classifications (e.g., DSM IV and ICD 10) facilitate 

communication among clinicians and researchers and are also helpful for educational 

purposes. Their greatest importance however, is in the collection of statistical information. 

An official nomenclature is applicable in a wide diversity of contexts and can be used by 

professionals of different orientations (e.g., biological, psychodynamic, cognitive, 

behavioural, as well as researchers). It can be used across settings -inpatient, outpatient, 
primary care and community populations and it is also a necessary tool for collecting and 

communicating accurate public health statistics.

A review of research psychiatric diagnostic interviews for children and adolescents points 

out the controversial view about models (categorical, dimensional or mixed) that best 

describe psychiatric disorders. For some disorders like schizophrenia, a categorical mode! 
could be more appropriate whereas for others like conduct disorders, a dimensional model 

could fit better. The authors argue that although this is still debatable, there are 

advantages in the current categorical model, compared to previous practice. It allows both 

clinicians and researchers to communicate broadly about diagnostic entities with some 

expectation that the disorders are the same, or at least similar, across settings (McClellan 
et al. 2000),

Adopting a mixed categorical and dimensional model, a study of a representative sample 

of London children with a clinical diagnosis of hemiplegia looked at the validity and
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reliability of rating diagnosis from case histories, using an novel operationalized criteria. 

The results showed that the operationalized criteria adopted provided a reliable method for 

using detailed case histories in order to dichotomize children into ‘cases' who had a level 
of symptomatology comparable to psychiatric clinic attenders, and ‘non*cases’ who had a 

level of psychiatric symptomatology comparable to community controls (Goodman et a l 

1996). In accordance with this study, a review of methodology for clinical epidemiological 

studies in psychiatry stated that psychiatric disorders are likely to behave both 

dimensionally and categorically, depending upon what property one is examining: and that 
most major psychiatric epidemiological studies now use both systems {Pickles 1998).

In clinical settings such as paediatrics and primary care clinics, operationalized diagnostic 

systems can contribute to greater consistency of data, thereby allowing more meaningful 

comparisons to be made across sites. A review of the prevalence of psychiatric disorders 

in clinical paediatric populations pointed out that only a few studies have systematically 

examined child psychiatry consultations to paediatric centres and that the examination of 

psychiatric diagnoses was complicated by the wide range of diagnostic classifications that 

have been used. In this review, the general adoption of a given diagnostic system would 
improve the comparability between studies. (Shugart 1991).

Operationalized diagnostic systems not only facilitate communication between 

professionals within and across settings but also the development of structured interviews. 

Operationalized criteria reduce one source of variability in diagnosis while structured 

inten/iews address variability in the wording of questions or the interpretation of answers. 

Appropriate structured measures can reduce such variability and therefore improve the 

reliability of the information collected.

The need for impact as well as diagnosis

According to Goodman (1999) the need to measure impact as well as symptoms is 

indicated by unrealistically high caseness rates in epidemiological studies, based solely on 
symptoms. Definition of a case involves more than just application of diagnostic criteria to 

ascertain the presence of specific symptoms. It also involves the severity of the disorder, 

in terms of either functional impairment or perceived need for mental health services. A 

review about prevalence of psychopathology among children and adolescents highlighted 

the concern about severity of symptoms, and whether community or epidemiologic 'cases' 

are cases in the same sense as cases of children brought to clinical settings (Roberts et
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al. 1998). For example. Bird et al. (1988) estimated that 49.5% of Puerto Rican children 

aged between 4 an 16 years met criteria for al least one DSM III diagnosis. Later, Bird et 

al. (1990) found that many of these children weren’t significantly socially impaired and did 

not correspond to what clinicians would normally recognise as ‘cases'. These findings 

underline the importance of defining psychiatric disorders not only in terms of symptoms 

constellations, but also in terms of significant impact. The current classifications DSM IV 

(American Psychiatric Assoctation, 1994) and ICD 10 (World Health Organisation, 

1994) both require impact in terms of significant distress or social incapacity.

In the studies summarised in Tables 2.1 and 2.2 (developed countries) Impairment criteria 

is not always adopted and also varies in terms of which criteria is considered. The Isle of 

Wight study defined impairment when the disability impeded the child in his daily life or 

distressed the family or community. Esser at al. 1990 adopted a similar criteria that satd 

that symptoms were impairing to the child or disruptive to the environment. Other studies 

(Fombonne 1994, Verhusit et al, 1997) adopted the Children's Global Assessment Scale 

(CGAS) (Shafer et al. 1983) as impairment criteria. The Virginia Twin Study adopted a 

psychosocial impairment scale, and the prevalence of DSM-III-R disorders fell from 41.3% 

to 11.4% when the impairment criteria was applied (Simonoff et al. 1997). When 

comparing the studies in Tables 2.3 and 2.4 (developing countries) with and without 

impairment criteria described prevalence rates were on average higher in the latter 

studies.

Attention should be drawn to the fact that prevalence studies in child psychiatry vary not 

only in terms of impairment criteria, but also in other methodological aspects such as 

diagnostic systems and measures. In Canada, a study evaluated the implications of 

choosing different thresholds to classify conduct disorder and attention-deficit hyperactivity 

disorder for estimating prevalence. The results showed that estimates varied widely 

depending on the rationale used to set the thresholds, with prevalence rates ranging from 

0.1 to 39.2 {Boyle et al. 1985). Even when some impairment criteria was adopted such as 

in Boyle et al. 1985, prevalence rates were still uncertain because checklist items and 

structured impact questions may not be accurate.

This marked between-study variation in prevalence rates can also be attributed to the 

variability in demarcating the frontier between the normal and the pathological based on 

the number and intensity of symptoms as illustrated in a study in Ontario, Canada (Ontario
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Child Health Study -  OCHS). The study examined the effect of adopting different severity 

criteria for major depression. The prevalence rates for severe symptoms were 0.6% and 
1.8% for pre-adolescents and adolescents respectively. On the other hand, for mild 

symptomatology, the rates were 17.5% and 43.9% respectively (Fleming et al 1989)

Different methods for classifying disorder can have a strong impact on prevalence rates as 

illustrated in the Tables 2.2 and 2.4. When the impact of symptoms becomes part of the 

diagnostic criteria, the variability produced by checklists items and arbitrary thresholds can 

be reduced. However, even when impact of symptoms is considered, structured interview 

questions may not reflect the exact symptom content and severity implied in the diagnostic 

system adopted. Structured questions cannot incorporate clinical judgement about the 

nature and implications of symptoms.

The need for ‘not othen/\/ise specified' diagnosis to catch those children who slip through 

the ‘operationalized net' (needing clinical raters)

Epidemiological studies designed to facilitate service planning should identify children with 

psychiatric diagnose that require treatment. However, there are children where 

operationalized diagnostic criteria are not fulfilled but where some sort of professional help 

Is needed. How could those individuals be classified? If it were possible to apply the 

clinical judgement in such cases, the “not othenwise specified" diagnosis could be selected 

(e.g. anxiety disorder not otherwise specified), thereby avoiding these cases slipping 

through the operationalized net,

Combining the results of structured interviews, based on operationalized diagnostic 

criteria, with clinical judgement is also useful when information needs to be combined 

across infornnanls for one particular individual. In general, structured interviews provide 

diagnosis in the basis of each informant, therefore one individual might get different 

diagnosis according to each informant. A clinical rater (trained child psychiatrist) can 

gather all information collected from different informants for each individual and provide a 

final diagnosis. Besides that, a clinical rater can also include descriptive answers obtained 

from open-ended questions in their judgement.

Most of the measures for child and adolescent psychiatric disorders available generate a 

diagnosis on the basis of structured questions and can be applied by non-clinlcal child 

psychiatrists. A major advantage of this method is that it minimises the costs of data
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collection, which would be prohibitive il child psychiatrists had to collect alt information 
from community surveys, particularly in developing countries. By contrast, semi-structured 

measures require the interviewers to have intensive clinical training, to apply their clinical 

judgement about the quality, intensity and implications of symptoms. The advantage of the 

semi-structured measures requiring clinical judgement is that, in a survey, children 
considered 'cases' according to these

measures will have higher chances of being real ‘cases' (children in need ot service care) 
in a clinical setting.

A psychiatric interview combining the main advantages of both structured and semi

structured measures could be cheap enough to be adopted in developing countries and 

yet accurate enough to provide information for service planning. A nation-wide survey 
carried out in Great Britain in 1999 (Meltzer et al. 2000) adopted a novel package of 

questionnaires, interviews and rating techniques, The Development and Well-Being 

Assessment {DAWBA). It was designed to generate ICD-10 and DSM-IV psychiatric 

diagnosis on 5-16 year-olds, and incorporated some of the best features of structured and 

semi-structured measures. When definite symptoms are identified by the structured 

questions, interviewers use open-ended questions and prompt to obtain descriptions of the 

problems (Goodman et al. 2000a). The advantage Is that the field data can be collected 

by ‘lay-interviewers' and only afterwards, are experienced clinical raters needed to make 

diagnosis In the light of a review of all data, including transcripts.

2.2,5 Cross Cultural Issues

Cultural factors are very important to considers in designing epidemiological studies, 
particularly in the field of child psychiatry, where there are wide variations of measures, 
cultural differences in judgments of behaviour and unresolved issues on cross-cultural 
application of standardized assessment procedures (especially validity). There is evidence 
of Trans-cultural variation in the pattern of child psychiatric disorders and their 
prevalences, the risk and protective factors and the degree of vulnerabilities 
(Bird 1996; Yu-Feng et al.1989;Roglar 1989). Research can be made culturally sensitive 
through a continuing repeated and open-ended series of questions and insertion of 
adaptations designed to mesh the process of inquiry with the cultural characteristic of the 
group being studied. Examples include pre-testing and planning of research, collection of 
data and translation instruments, instrumentations of measures and analysis and 
interpretation of data {Rogler 1989). Moreover, cross-cultural epidemiological
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studies are essential for establishing a common methodology that is needed to test the 
generalibility of findings (Verhurst and Koot 1992).

Page 54

2.3 Substantive findings

Early epidemiological studies indicated that, during the course of one year, 5% to 15% of 

children belween 9 and 10 years of age presented behavioural or emotional disorders with 
functional impairment (Rutter et al. 1970, Costello 1989). Illustrating 

the difficulty of obtaining accurate epidemiological rates In child psychiatry, a recent review 

including studies from the last 4 decades, showed a large variation in prevalence 

estimates (1% to 51%). It also illustrated the diversity in diagnostic criteria adopted, whicfi 

initially were the Rutter criteria and lately the ICD and DSM criteria (Roberts et al. 1998). 

The Tables 2,1, 2.2, 2.3 and 2.4 summarise prevalence rates of child and adolescent 
epidemiological studies that include school-age children and generates overall prevalence.

2.3.1 Developed countries

Tables 2.1 and 2.2 include some of the best known epidemiological studies of child 

psychiatric disorders in general in community samples of school-age children in the 

developed world. It is not a comprehensive list -  which would be beyond the scope of this 

theses -  but it aims to include the most influential and respected studies, as well as 

providing an indication of the range of methods and findings. Overall prevalence estimates 

range from 3% to 41%. In the UK, Rutter et al. 1970, found 7% of psychiatric disorders in

10 to 11 year-olds, one of the lowest rates, accompanied by Shaffer et al. (1996) study in 

the USA, with a 3% rate (when a very strict impairment criteria was applied a CGAS score 

below 50). Nearly all the other studies included in this table found prevalence rates of child 

and adolescent psychiatric disorders higher than 10%, ranging up to 41%, when no 

impairment criteria was adopted (Simonoff et al. 1997). The most recent study in Tables

2.1 and 2.2 was conducted in Great Britain evaluating 10,500 families, and found 9,5% 

prevalence rate of child and adolescent psychiatric disorders. This study adopted 

measures based on ICD-10 and DSIVI'IV criteria which included impairment criteria in four 

domains of child’s life (daily activities, friendsfiip. school performance and leisure) as well 

as impact on family life (Meltzer et al. 2000).
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2.3.2 PevelopinQ countries

Tables 2.3 and 2.4 include all the studies in the developing world that I have been able to 

locate that meet the same criteria used in tables 2.1 and 2.2. lor the developed world, 

namely epidemiological studies looking at psychiatric disorders in general (and not just 

one type of disorder) in school-age children in the community. This list of studies was 

assembled from previous reviews {Hackett et al. 1999b; Roberts el al. 1998), from a 

hand screen of relevant journals and from a computerised search of Medline and Psych 

Info using the following key-words ‘epidemiology’, 'child psychiatry'. The overall prevalence 

estimates in developing countries ranges from 5% in India (Hackett et al. 1999a) using 

impairment criteria, to 49% in Puerto Rico (Bird et al, 1988) and 35.6% in India (Lai et at. 

1977), without impairment criteria.ln Brazil, only one study of school-age children has 

generated an overall prevalence for child psychiatric disorders (Almeida-Filho 1984). The 

estimated rate was 23% for psychiatric disorders for children from 5 to 14 years old. This 

study can be considered a pioneering work in child psychiatric epidemiology in Brazil, 
providing the first data in this area, and developing a Brazilian screening measure. There 

were other more recent epidemiological studies in India {Sarkar et al. 1995, Shenoy et al. 

1996) that provided rates of psychological symptoms or disturbances rather then 

diagnosis, and which were not included in the table which focus only on studies that 
present diagnostic rates.

Another study in southern India investigated the prevalence of mental disorders in school* 

age children attending a general paediatric department (Chandra et al. 1993). This study 

was also not included in the Tables 2.3 and 2,4 since it did not provide prevalence rates 

representative of the general populations. The main problems identified were conversion 

disorder, conduct disorder, nocturnal enuresis and somatoform pain. These findings 
illustrate the diversity of diagnostic criteria adopted in different epidemiological studies, 

since nocturnal enuresis is not included as a child psychiatric disorder in most studies, and 

somatoform and conversion disorders are commonly omitted due to methodological 

difficulties in ascertainment. Two other studies in developing countries (Minde 1975, 

Wang et al. 1989), investigating mental health problems in school children, were not 

included in the table since the only measure they both adopted was the Rutter teacher's 

scale, therefore they could only provide scores above and below threshold, but not rates of 

disorders, fwlinde (1975) found 18% above threshold among 577 children assessed in 

three deliberately chosen schools in Uganda. Wang et al. (1989) assessed a larger and
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more representative sample of 2432 children and found a lower percentage of 8% above 

threshold according to Rutter’s teacher scale.

Although not providing overall prevalence rates, interesting cross-cultural finds came out 
from a study comparing rates of behavioural and emotional problems between North- 

American and Thai children using the Child Behaviour Checklist (CBCL, Achenbach 

1983). Although some cross-national differences were identified when North-American and 

Thai children were compared, more than half the 118 problems showed no significant 
difference in prevalence. Moreover, only six of the Thai-U.S. differences were significant 

qualified as 'medium' or 'large' according to variance criteria (Weisz et al. 1987),

2.3.3 Comparison between epidemiological studies in developed and developing countries

Not surprisingly, there were significantly fewer studies in developing countries that could 

be included in the table, i. e. that provided rates of disorders from a representative sample 
of children, reflecting the shortage of epidemiological information in the field of child 

psychiatry in these countries. Among the reduced number of studies in tables 2.3 and 2.4, 

most were held in non-westernised countries (e. g. India, China, Malaysia) which though 

interesting for cross-cultural comparison, leave Latin America with very little in terms of 

culturally appropriate data. In Brazil, only one epidemiological study providing overall 

prevalence rates was found. The methodology adopted in epidemiological studies in 

developing countries is often dissimilar as detailed below, and often not fully appropriate 

for comparison with studies in developed countries.

The commonest sampling frame in developing countries was 'household', whereas in 

developed countries 'birth register' and 'school' were frequently used. The samples were 

considerably larger in developed countries, several studies included more than 2000 

subjects, and the largest study reached almost 10,500 children in the UK. In the 

developing countries the average sample size was around 400 subjects with two larger 

samples, one reaching 2,400 and the other 1,403 subjects In the screening stage of the 

study. Rutter's scales were still the most used in developing countries, whereas in 

developed countries, particularly in the more recent studies, CBCL and DISC were 

commonly used. Most of the studies in developed countries adopted the DSM 111-R or DSM 

IV criteria, generally with some impairment criteria associated, whereas most of the 

developing countries, even the more recent ones, adopted Rutter’s criteria, often
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appearing to drop the impairment criteria adopted in the Rutter’s studies. Participants rates 
are higher in developing countries despite (or perhaps because of) the fact that the 

population in these countries is not used take part into surveys, so questionnaires cannot 

be posted. Prevalence rates varied in both tables with the highest rates mostly in studies 

that did not include impairment criteria. Overall, although fewer, there are some good 

epidemiological studies in developing countries, indicating that these are feasible and 
potentially worthwhile. However future studies In developing countries should try to 
investigate larger and more representative samples, and when possible, use 

internationally accepted measures so as to enable further cross-cultural comparisons.

2.3.4 Urban-Rural differences

Both in developed and developing countries, urbanism has been considered as a relevant 

factor that may influence the prevalence rates of child and adolescent psychiatric 
problems. A review in this field (Quinton 1988) highlights studies with samples from 

Nonway (Lavtk 1977) and England (Rutter et al. 1975) that compared urban and rural 

areas, showing that inner city rates were markedly higher than rates in rural areas. This 

difference applied as much to emotional as to conduct problems. In another study in 

Norway at rural versus small town rates also showed higher prevalence in the urban areas 

(Vikan 1985). Examining the effect of residing in urban areas in Brazil on mental health 

status of adults, a study compared three areas of residence. Among the three areas 

examined, the area with the highest proportion of migrants, lowest level of education and 

lowest family income had the highest prevalence rate (22%) compared to 11% in the area 

with the lowest proportion of migrants, highest level of education and highest family 

income. The effect was still significant after controlling for key individual socio-economic 

variables (Blue 2000). A study in Sudan looked at the effects of urbanisation, after 15 

years, on child behaviour and health. The urbanisation brought a significant occupational 

shift away from agriculture toward manufacture and services, resulting in positive changes 

in quality of life including better housing, nutrition, sanitation, medical care, education and 

transport. Despite this improvements, significantly more symptoms were reported in 1980 

then there had been in 1965. This rise was largely accounted for by hyperactivity, 
psychosomatic headache and behavioural symptoms. Although the methods and research 

instruments were the same, mothers might have experienced and reported symptoms 

differently at the time of the two studies. Depending on social context and expectations, 

behavioural problems might have different meanings. Hyperactivity, for example, might
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have become more of a problem when children were expected to sit still in school, while it 

might have been less conspicuous in the traditional rural life. On the other hand, 

psychosomatic headache and stuttering wouid be considered discomforting in alt social 

settings. Therefore both cultural factors and real changes of behaviour in children seem to 

have caused the results (Rahim et al. 1984). Although it is possible to find evidence in (he 

opposite direction, such as a study in China, where lowest rates were found in urban areas 

(Shen et al. 1905), Quinton (1988) concludes that although the urban environment is not 

necessarily ‘toxic’, it is often the case that families with multiple psychological problems 

are concentrated in inner cities rather then suburbs or rural areas. Quinton (1988) also 

urged that further studies should look at the combinations of poor environments, low 

resources and personal vulnerabilities generating pathogenic family environments.

The large variation in prevalence estimates observed between countries and even within 

countries can partly be attributed to socio-cultural differences (social norms, urban/rural 

environments, behavioural responses, expressions of distress). For example, what 

behaviours are considered to be abnormal by parents and society is very variable, altering 

prevalence rates of externalising disorders. In this case, one should always interpret and 

understand rates in the light of the socio-cultural background (which, in any case, should 

be a constant exercise in clinical practice as well). Nevertheless, this variation can also be 

related to all the methodological issues discussed earlier in this chapter: sampling 

strategy, choice of measures, the use of single or multiple informants, and case definition. 

These methodological issues apply to child psychiatric epidemiological studies in any 

socio-cultural background. It is only when this methodological ‘noise' is taken out of the 
picture -  by applying comparable methods to different cultures -  that it is possible to look 

for substantive differences in prevalence between countries and cultures. Such direct 

comparisons may not be possible when the cultural 'distance' is too great, but in the case 

of a westernised developing country such as Brazil, the relativist position that each culture 

needs its own distinct measures and diagnoses may be supplanted by the need for sound 

methodological studies with comparable methods to other westernised countries, going 
along with the universalist position discussed earlier.
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2.3-5 Findinos of psychiatric disorders among children and adolescent in Bangladesh

The communtty based prevalence study of psychiatric disorder among children of 
Bangladesh has not yet been studied. According to the analytical predictions, prevalence 
would be roughly 10-20% among children and adolescents as like as the prevalence 
findings of the reports of the developing countries. Tables 2.5 and 2.5 include some of the 
best known studies of child psychiatric disorders in hospital and clinic patients, samples of 
special population and school-based samples in Bangladesh. All the studies are carried 
out in urban area and had several methodological limitations. These studies are mostly 
clinical and institutional in nature and certainly do not reflect the actual situations of child 
psychiatric disorder of Bangladesh. However, these studies at least give some indications 
of pattern and extent of psychiatric disorders among Bangladeshi children and adolescent 
population.

Hospital based survey reveled significant psychiatric morbitidy among children and 
adolescents v»/ho were brought to the tertiary refferal hospitals for treatment. A study of 
psychiatric outpatient attendance at the Institute of Mental Health and Research in Dhaka, 
revealed that 8.6% of cases were children or adolescents (Islam et al. 1993). In a different 
analysis of psychiatric morbidity among the Institute outpatients, emotional disorder was 
found to be the largest group with 32.5%, followed by conduct disorder 18.8%; mental 
retardation comprised 16.2%, psychoses and allied conditions 11.2%, epilepsy with 
behavioural problems 12.5% and the rest 8.5% comprised of other groups of disorders, 
according to ICD-9 criteria {Mullick et al. 1995). In a survey among the children in a child 
guidance clinic at the Bangladesh Institute of Child Health and Dhaka Childrens' Hospital, 
Rabbani and Quamaruzzaman (1996), assessed psychiatric morbidity by using the 
Rutter Multiaxial diagnostic system. Their findings revealed that conduct disorder was 
8.9%, somatoform disorders 7.1%, attention deficit hyperactivity disorder 6.8%, autism 
6%,and other emotional disorder 15,28% of the cases. Specific delays in development was 
found to be 10% and mental retardation was 17,8% of the cases. Another analysis of the 
97 children patients attended In the psychiatric outpatients department of Sir Salimullah 
Medical College and Mitford Hospital, Dhaka,reported that dissociative disorder was 
21,65% followed by mental retardation 15.46%, parvasive developmental disorder 
12.37%.conduct disorder 10.31% and hyperkinetic disorder 9.28% according ICD-10 
diagnostic criteria (Rahim et al. 1997).These findings are very much indicative of the need 
for establishment of Child and Adolescent Mental Health Services at least at tertiary level.
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Turning to the point of special group of children population,a primary study was conducted 
among 200 Juvinile delimquents of 10-18 year olds at National Institute for Correctional 
Services,Gazipur,Dhaka.The psychiatric disorder was reported 90.5% of the studied 
population. Of these, conduct disorder was found 74.1%,substance use disorder was 
44.1%, emotional disorder was 26.6% and hyperkinetic disorder was 8.1%.These findings 
suggest overwhelming psychiatric morbidity among juvinile offenders and warrant 
recognition of their special need for assessment and integrated treatment approaches both 
for prevention of delinquency and treatment of psychiaric disorder (Hoque 1999). The first 
study on psychiatric morbidity among orphan children and adolescents in residential care 
in Dhaka. Standardized structured interview {DAWA8A) was used to assign 1CD-10 
diagnoses.and 25.2% orphan children were reported of having psychiatric disorder in 
contrast to that of 11.7% of controls collected from schools.Emotional disorder was highly 
prevalent (14.3%) followed coduct disorder and hyperkinetic disorder with 4.8% for the 
each.Both emotional and behavioural disorder was 1.9%. Coduct disorder and 
hyperkinetic disorder were found significantly higher in the orphans in residential care than 
that of the control school children in their home (Shaheed 2001), The findings of this study 
warrant special attention for these children and adolescents,

The findings of clinical studies on common child psychiatric problems exist among the 
children who were brought to the tertiary hospital and consultation centers for seeking help 
are impressive. A study among 56 autistic children attended in the Child Mental Health 
clinic of the Bangabandhu Sheikh Mujib Medical University a tartiary referal center in 
Dhaka, explored that autistic disorder was one of the common cause of referral to child 
mental health services. Hyperkinesis was the the main associated feature {64%} followed 
by mental retardation {48%).tepertantrums (20%),self-injurious behaviour (18%) and 
phobia (48%).Seizure was found in 20% cases. Any grade of impaired psychosocial 
functioning was found in all cases,Ofthese,severe and pervassive social disability was 
common (45%) and 25% autistic children were unable to function in most areas (Mullick
2000). The findings are sugestive of multidiscipliniary team in child psychiatric sen/ice and 
provision for adequate organized special education in the community level to help the 
autistic children and their families. The first study on somatoform disorder in children and 
adolescents attended in a Child and Adolescent Psychiatric Consultation Center at Dhaka 
reported that 20.5% of total 546 clinic population fulfilled the ICD-10 clinical diagnostic 
criteria of any form of somatoform disorders. Pain was the most prevalent symptom. 
Children showed significantly higher rates of abdominal complaints and adolescents 
showed higher rates of headaches. All cases reported an average of 14,21 somatic 
symptoms. Boys and girls reported an average of 13.75 and 14.61 somatic symptoms 
respectively and this difference between two groups was not significant. Whereas children
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reported an average ot 12.66 sonnatic symptoms and adolescents reported an average of 
15.94 somatic symptoms. Girls reported higher rates of somatization disorder and 
persistent somatoform pain disorder than that of boys.Children reported higher rates of 
undifferentiated somatoform disorder and somatoform autonomic dysfunction. In contrast, 
adolescents reported higher rates of somatization disorder. Remarkable social 
impairments particularly, in the domains of academic and peer relationship were found 
among the cases (fWlutlick 2002) Another survey on 450 children and adolescents 
attended in the children outpatients department of a tertiary referral hospital, Dhaka, 
reported that 11.78% of them had ICD-10 diagnosis of somatoform disorders (Das 2004). 
Findings of these two studies suggest that somatoform disorders in children and 
adolescents are frequent in clinical practice. Belter understanding of these disorders can 
promote early diagnoses and timely treatments and improve the quality of tile by 
preventing negative consequences, A pioneer study on school refusal reported that the 
cases of school refusal were 6% of the total cases of childhood and adolescence disorders 
attended in a child and adolescent psychiatric consultation center at Dhaka. The cases 
were assigned ICD-10 clinical diagnoses of multiaxial classification of childhood and 
adolescent psychiatric disorder. The commonest diagnoses in the decreasing order were 
found to be separation anxiety disorder{19.61%), specific phobia (17.65%),depressive 
disorder (15,69%). and somatoform disorder(11,76%). Remarkable social impairments 
particularly, in the domains of academic and peer relationship were found among the 
cases (tVlullick 2003).The findings of this study support the existing views of school refusal 
and suggest need for detailed studies on nosology, description, trends, pathogenesis, 
management, and outcome of this problem in Bangladesh.

Some representative school-based surveys are very much indicative of the pattern and 
extent of child and adolescence psychiatric disorder in Bangladesh. A school based study 
reported 22.9% DSI^-IV diagnoses among 210 slum children and adolescents of 10-16 
year olds in Dhaka city. Of these, emotional disorder and behaviuoral disorder were found 
13.3% and 10.5% respectively (Jahan 1998). This study clearly indicates high rates of 
psychiatric morbidity among slum children that caused adverse effects on overall urban 
environmental health. Another school based study on 1128 urban primary schoof children 
(up to grade IV) screened with Rutter Teacher Scale and reported 13.4% of them had 
psychiatric disorders.Emotional,conduct,and undifferentiated disoprders were detected in 
3.2%, 8.9%.and 1.2% respectively (Rabbani and Hossain 1999). These studies indicate 
that psychiatric morbidity among children in Bangladesh is likely to be comparable with 
other countries.
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2.4 Correlates of disorders

Various child psychiatric epidemiological research studies have reported many variables 
that can be said to be aetiologically linked to the child psychiatric disorders either in a 
(avourable or unfavourable direction. Here, some specific correlates have been evaluated 
along with its proposed possible mediating mechanism on the basis of empirical findings.

2.4.1 Risk factors

Individual Characteristics 

Age and Sex
In community surveys, the prevalence of one or more disorders tends to be less in the 
younger age group than in the older age group, and overall to be more common in boys 
than girls, tn the Isle of Wight survey, psychiatric disorder was, in general, tw/ice as 
prevalent in boys, although within the category of emotional disorder there was a slight 
excess of girls (Rutter et al. 1970). In the Ontario Child Health Study (Offord et al. 1987) 
for children 4 to 11 years old, prevalence was higher among boys (19.5%) than girls 
(13.5%). while the reverse was true among children 12 to 16 years of (18.8% for boys 
versus 21.8% for girls).

Racial and Ethnic Minorities
There is evidence from several community studies that the rate of emotional and 
behavioural problems varies by race and ethnic minority. For instance, in a total 
population survey of 10-year old children in an inner London borough, more behavioural 
problems were reported among children from West Indian immigrant families compared 
with children from non-immigrant families (Rutter et al. 1975; Rutter et al. 1981). 
Conversely, children of Asian origin in Britain appear to have comparable rates or slightly 
reduced frequencies of psychiatric disorders compared to White children (Cochrane 
1979), Difficulty performing satisfactorily In school and growing up in conditions of family 
adversity appear to be two major factors that place children in certain racial and ethnic 
groups at increased risk for emotional and behavioural problems (Offord 1987).

Chronic Health Problems
A consistent finding in general population surveys of children is the increased rate of 
psychiatric problems with chronic health problems, as compared to healthy children 
(Rutter et al,1970; Breslau 1985). Possible aetiological variables include low self-esteem, 
poor peer relationships and poor school performance (Cadman et al. 1987).
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Brain Damage

Children with brain damage are at increased risk for psychiatric disorder. In the Isle of 
Wight study, the rate of psychiatric disorder was increased five tinnes in youngsters with 
cerebral palsy, epilepsy or some other disorders above the brain stem (Rutter et al. 1970), 
Several studies Indicate that brain damage puts children at risk for psychiatric disorder in 
general rather than a specific type of disturbance (Brown et al, 1991; Rutter 1977,1981,). 
Possible mediating variables include psychosocial disadvantages (Brown et al. 1991; 
Rutter 1977) intellectual and cognitive disability leading to poor school performance 
(Rutter et al. 1970,Brown et al. 1991) and abnormal temperament (Brown et al. 1991).

Temperament
Individual children differ from one another in certain behavioural patterns such as activity 
level, behavioural inhibition and sociability (Rutter 1987), It has been found that among a 
general population sample of children at age 7, those who were judged to be 
temperamentally difficult, compared to those with an easy temperament, had more 
psychiatric disorders at age 12 (fVlaztade et al. 1985).

IQ, Learning Disorders
Children who do poorly in school, whether because of low IQ or a specific learning 
disorder are at increased risk for psychiatric disorders (Rutter et al. 1970; Costello et al, 
1988). This is particularly true for conduct disorder (Rutter et al. 1970) and hyperactivity 
(Minde et at. 1971).

Psvchosocial Factors

Parental Psychopathology
Parental psychiatric disorder is associated with increased rates of emotional or 
behavioural problems in offspring (Rutter et al. 1970; Rutter and Quintan 1984). 
Weisman and Colleagues (1987) found that offspring, aged 6 to 23. of depressed parents 
had significantly higher rates of major depression, substance abuse, mean number of 
psychiatric diagnoses, psychiatric treatment, poor social functioning and school problems, 
compared to the offspring of normal parents.

Family Factors

Poor parenting, marital discord and family dysfunction have all been associated with an 
increased rate of psychiatric disorder. For example, the prevalence of discordant family 
relationships (Rutter et al. 1970), lack of emotional warmth displayed towards the child
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(Rutter et al. 1970) and marital discord (Rutter 1981) are all associated with antisocial 
behaviours in children. Child-identified but not parent-identified anxiety disorders have 
been reported to be significantly associated with family difficulties (Costello et at, 1988). 
Large family size (usually four or more children) has been associated with increased rates 
of conduct disorder and delinquency in boys (Rutter et al. 1970).

Social Class
Rutter et al. (1970) found no significant relationship between social class and psychiatric 
disorder as determined by parental occupation based on occupational prestige. In 
contrast, when social class is measured in terms of economic disadvantage, there is a 
strong and consistent relationship with child psychiatric disorders (Offord et at. 1987)

Urban-Rural Dwelling

A number of studies have reported increased rates of child psychiatric disorder in urban as 
compared to rural settings (Rutter et al. 1975, Offord, Boy!e and Szatmari et aM987). 
These elevated rates are especially marked in pre-adolescents rather than adolescents 
(Rutter et al. 1981) and are related particularly to chronic disorders ot early onset (Rutter 
et al. 1987), In a comparison of the rate of child psychiatric disorder in the Isle of Wight (a 
predominantly rural setting) and inner London borough (an inner city area), it was found 
that a two-fold increase in the prevalence of psychiatric disorder in the urban setting was 
accounted for entirely by the increased rates of psychosocial adversity and disadvantaged 
schools in the inner city area (Rutter and Quinton 1977). Other characteristics of the 
urban environment, such as the physical design and layout of large housing complexes, 
which make it difficult to supervise children adequately, and the lack of social support for 
parents in this setting, may also contribute to Ihe elevated rates of child disturbance 
(Quinton 1988).

2.4.2 Protective factors

Within the child, several types of protective factors have been identified (Rutter et al 1970, 
Rutter 1987, Offord 1989). These are female sex, above average IQ, easy temperament 
and considerable self-understanding. Family protective factors include a high degree of 
cohesiveness within the family and a good relationship with one parent. The reported 
protective factors in the wider community include excellent schools and social 
development and recreational programmes, fylediating mechanisms for protective factors 
include reducing the impact of risk factors on the individual, lessening a chain of negative 
events and increasing the self-esteem and self-efficacy of the individual (Rutter 1987),
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2.4.3 Correlates of disorders in Bangladesh

Like in otlier less developed counlries, Bangladeshi children are subject to a large 
deversity of conditions, whicii may negatively aflecl their physical and psychological well
being. These conditions include malnutrition and illiteracy. Conversely, Bangladesh has 
strong family support and a high degree of cohesiveness within the family inherent in the 
culture. These factors con be considered as major protective factors.

In Bangladesh, analysis of hospital surveys among children with psychiatric disorders 
revealed some correlates of psychiatric morbidity. For instance, poor socio-economic 
condition, physical illness, malnutrilion and inadequate social amenities were identified as 
suspected aetiological factors for the developmenl of psychiatric disorders among children 
(Mullick et al. 1995). Association of conduct disorder with marital discord in parents, 
parental mental and physical illness, were reported {Rabbani and Quamaruzzaman 
1996), Family discord was identified as the nnost frequent stressor, significantly related with 
deliberate self-harm among teenagers {Mullick et al. 1992).Significantly higher rate of 
psychiatric disorder among juvinile offenders was found to be associated with poor 
physical health, low economic condition,disorganized urban background,and unfavourable 
family which included single parent family, multiple marriage of father,parental 
discord.prolong abscence of fatherirom the family and away of both parents from their 
children for most of the time of the day (Hoque 1999). Psychiatric disorder among orphan 
children and adolescents was reported to be associated with loss of parents before four 
years of age, physical illness.substance misuse,long stay in residential care.inadequeate 
care in the orphanage and living under unfavourable environment {Shaheed 2004). Family 
genetic study of childhood autism reveled that significantly higher of social and 
communicative impaifement, and restrictive and repititive activities and interests were 
found in the first degree relatives of autistic probands (fVlultlck 2001). As the samples of 
these studies are biased, conclusions based on these must be viewed with caution. 
Abnormal psychosocial situations were found to be associated with predisposition, onset, 
and course of the somatoform disorders in majority of the cases and most common was 
parental overprotection. Significant association was reported beteween school refusal and 
abnormal psychosocial situations and most common was parental overprotection and 
abnormal qualities of upbringing,abnormal intrafamilial relationship and chronic 
interpersonal stress associated with school and acute life events were associated with 
school refusal having psychiatric diagnoses (Mullick 2003; Das 2004 ). Higher rates of 
psychiatric disorders among slum children were found to be associated with poor school 
performence.low economic status,family history of psychiatric diSDrder,overcrowed living
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condition, and poor dwelling condition (Jahan 1998). In a suvey on Dhaka city primary 
school children,it was reported that all form of psychiatric disorder were more prevalent in 
boys than in girls (Rabbani and Hossain 1999),The community based epidemiological 
research will more reliably identify the factors influencing the development of child 
psychopathology in a favourable or unfavourable direction in Bangladesh.
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2.5 Measurements of other variables

Reliable and valid measures of correlates and associate features are just as important as 
psychometrically sound measures of disorder if the aim is to describe accurately the 
strength of the relationship between disorder and correlates. Though there is a good 
number of reliable and valid measures in this aspect, unresolved issues remain, Whal is 
needed are reliable and useful measures of impairment that are independent of the usual 
informants.

2.6 Policy and clinical implications

Epidemiological data increases the knowledge about the characteristics, the aetiology and 

risk factors lor psychopathology and provide a scientific basis for appropriate menial 
health planning. Findings from epidemiological studies are necessary for health 

administrators and also inform clinicians and other health providers in the design of 

preventive interventions and treatment programmes (Bird 1996).

2.6.1 Policy implications

The need for services

Particularly in developing countries, epidemiological evidence that child mental health 

problems are common and impairing is vital if child psychiatric services are to receive 

funding in competition with services for life-threatening physical and social problems. In 

some developing countries like Bangladesh, the physical and social needs are so 

prominent that they steal ihe attention of politicians and medical authorities from emotional 
and behavioural problems, Health authorities would probably not argue against the idea 

that emotional and behavioural problems in children and adolescents are potentially linked 

to drug abuse, crime, unemployment in adult life and other expensive social and health 

problems. But no formal attention has yet been drawn to developing a national plan for
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child and adolescent mental health sen^ices. Some developing countries don't see 

behavioural disturbance in children as within the medical domain, either for cultural 

reasons or for lack of information, which also delays the economic resources allocation.

Prevalence rates will not only help in terms of justifying the need for services but will also 

provide qualitative information in terms of where and which kind of services should be 
implemented. General population studies can provide adequate information on the 

distribution of both mental disorders and patterns of service use across specific population 

subgroups {e.g. gender, ethinicily, age, socio-economic status, and region). Such 
information is crucial to mental health care planners and policy makers for the appropriate 

distribution of service resources (Lahey at al. 1996). For example, studies that compare 

prevalence rates of child psychiatric problems in urban and rural areas generally indicate 

that public policy should give more emphasis to the urban areas. As well as area of living, 

other risk factors can guide the allocation of resources to the most needy children, and to 

the most prevalent disorders. Attention should be drawn to the fact that prevalence rates 

must be based not only in a list of symptoms but also consider the impairment in family 

and child's life in order to reflect more accurately the actual need for services in a 
population.

Prevalence rates of child mental health problems, particularly in developing countries, also 

indicate the need of offering treatment and preventive interventions in general health 

settings since specialist clinics are not always available. A recent study systematically 

reviewed the evidence concerning the effectiveness of interventions for child and 

adolescent mental health problems in primary care and interventions designed to improve 
the skills of primary care staff. Most studies concerned specialist treatment in primary care 

or treatment by community nurses and the interventions tested included behavioural 

therapy, cognitive-behavioural therapy, non-directive counselling, dynamic therapy, 

psychiatric evaluation and guidance, parent education and counselling, group work and 

child education (Bower et al. 2001). This review concluded that there is some evidence 

that these interventions are effective but further investigation is needed.
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The need (or training health and education professionals and educating the population 

In paediatric primary care, epidemiological studies indicate that most emotional and 

behavioural problems in children are nol recognised by paediatricians. An example of that 

is Illustrated in a study carried out in a large health centre in the United States, where 

paediatricians identified only 5.7% of psychiatric problenns in a sample of children that 

were identified of having 22% of psychiatric problems according to DISC inter^/iews 

{Costello 1989). These findings suggest that there might be a large pool of untreated 

mental health problems and that these are largely unrecognised even by physicians who 
see the children regularly.

Bownfian et al. (1993) also illustrates that general practitioner recognition of child 

psychiatric disorders is low when contrasted with research interview caseness. Among 48 

cases with psychiatric disorder according to K-SADS (Schedule for Affective Disorders and 

Schizophrenia in School-Age Children) and DSM-III-R criteria (APA 1987), only 10 cases 

were recognised by general practitioners as having a disorder.

A review on epidemiological studies in child psychiatry across cultures in developing 

countries stresses the importance of educating paediatricians and primary care doctors in 

recognising psychiatric disorders, arguing that even if psychological treatments will not be 

fully available, a psychologically-informed interpretation to parents may help them respond 
to their child’s emotional needs more effectively (Hackett et al. 1999b).

2.6-2 Clinical implications

Child psychiatric epidemiology can help to explain the aetiology of mental disorders. 

Prospective, longitudinal studies assessing the roles of multiple risk factors drawn from 

both psychosocial and biological domains can contribute to improving the knowledge of 
each psychiatric disorder. Fuller knowledge of the aetiology of such disorders requires 

more emphasis on biological and genetic variables In the conceptual models. 

Epidemiological studies can also improve the understanding of factors affecting duration 

and recurrence of child disorders (Roberts et al. 1998).

An important clinical implication of epidemiological studies regards preventive treatment. 

Only population-based samples can provide valid Information on the relationship of risk
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and protective factors to the onset, maintenance and remission of mental disorders. Such 
information can be used to develop further studies that target malleable risk factors, with 

the goal of preventing the onset, altering the course, and improving the outcome of mental 

disorders in children and adolescents (Lahey et al. 1996).

Another clinical implication of epidemiological studies arise from the findings about the 

variation of rates according to the informant, reinforcing the knowledge that clinically, 

information should be gathered not only from parents or children but also from other 

informants such as teachers (Goodman et al. 2000a). Epidemiological studies also clarify 
issues about clinical course and comorbidity. Learning about the taxonomy of mental 

disorders and how they vary in different settings (according to different informants) is 

useful to Improve the quality of diagnosis and also treatment. Clinicians will be more 

accurate when counselling parents and youths and in developing treatment plans.
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2.7 Important unanswered questions in Bangladesh

Thinking about child mental health in Bangladesh today, not only is there a lack of 

adequate services to meet the needs of different sectors of the population, but also there 

is an even more basic lack of adequate information the needs that should be met. Whal 

are the main behavioural and emotional problems to be treated? How do they vary 

according to socio-economic factors? Where is it best to concentrate services? What 
should be the composition and qualifications of team members in primary mental health 

clinics?

To answer these questions it is certainly possible to import some information from other 

developing countries, but most of what is available comes from developed cultures. 
Another option would be to try to estimate our needs based on studies from developed 

countries. However, it is already known that the population in developing countries such as 

Bangladesh are probably more exposed to potential risk factors, as well as effective 

protective factors what would be differ the actual needs of Bangladeshi children as 

compared to children from developed countries. Furthermore, cultural differences could 

lead some behaviours to be considered less problematic then in developed countries, 

decreasing cur needs when compared to developed countries. With so much to find out, 

and with so many methodological and practical limitations, it would be easy to loose heart
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and conclude that a single handed researcher in the developing world would never be able 

to overcome these problems and generate suitably sophisticated models and hypotheses. 
But this would be unnecessarily defeatist. There is no reason why taking a relatively 

straightforward approach to epidemiological research in child psychiatry in Bangladesh 

should not generate useful and interesting findings. Similar approaches have been very 

productive in various developed and developing countries, and there Is no reason why 

Bangladesh should be an exception, provided methods are adapted lo local 

circumstances.
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CHAPTER 3

PRELIMINARY STUDY

This chapter comprises the preliminary study and is divided into six parts: (1) Introduction 

and objectives; (2) Setting; (3) Method; (4) Analytic strategy; (5) Results; (6) Discussion 
and interim conclusions. The preliminary study was needed to inform the design to be 

adopted in the main stage study that will be presented In the following chapters.

3.1 Introduction and objectives

In the absence of sound epidemiological studies in child and adolescent psychiatry in 

Bangladesh, some core methodological issues remained unclear at the time this study 

began. As mentioned before (Chapter 2) there is no reported epidemiological studies 

performed in Bangladesh, and in school and institution based studies, the ascertainment 

methods were not tested to demonstrate whether the identified subjects were 

representative of the population they aimed to investigate and the measures adopted were 

neither previously tested nor validated.

Therefore, one issue to be clarified regarded appropriate ascertainment methods for 

identifying children that should be included in a representative community survey. In 

developed countries such as the UK, there are health or social benefits registers that, in 
general, contain almost all children living in a certain area. In Bangladesh, a similar 

register could be the vaccination file in each local government clinic. However, there is no 

guarantee that all children are indeed taken to the clinic, particularly in more deprived 

areas. An alternative could be the official register of births, but there is no regular 

governmental procedure to check whether all parents are registering their children and in 

any case, many families will have moved into and out from any given area since the time 

their children were born. A third possibility would be the school registers, but no sound 

information was available about how many children are not attending, and who they are.

Another methodological issue that remained open regarded survey measures to be 

adopted in the developing world. Given the cultural and social-economic characteristics 

such as higher rates of illiteracy, lower levels of understanding and local idiomatic
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expressions, epidemiological studies in developing countries should not adopt instruments 

and measures from developed countries straightaway, without looking at their suitability for 

the developing world.

The Strengths and Difficulties Questionnaire (SDQ) is a behavioural screening 

questionnaire for the common forms of child and adolescent psychopathology. Originally 

published in English (Goodman 1997), and subsequently translated into over 40 

languages, the SDQ is brief and available without charge for non-commercial purposes. In 

a large British study, muHi-informani SDQs detected psychiatric disorders in Ihe 
community with a specificity of 95% and a sensitivity of 63% {Goodman et at, 2000a). 

Using British norms and a computerized algorithm, the SDQ predicted clinical diagnosis as 
accurately in child menial health clinics In Bangladesh as in Britain (Goodman et al. 

2000b), supporting the cross-cultural relevance of the SDQ and raising the possibility that 

the SDQ might be useful as a screen for psychiatric disorders in community or paediatric 

clinics in Bangladesh. The preliminary study looks further into this possibility by examining 

how well the Bangla versions of the SDQ distinguish between community and psychiatric 

samples. While the complex diagnostic algorithms in use in the developed countries 

depend on computers, simpler algorithms that do not rely on computers would currently be 
more useful in Bangladesh

The purpose of doing a preliminary study was to clarify the methodological issues 

presented in the previous paragraphs with the following objectives:

• To validate the Strengths and Difficulties Questionnaire (SDQ) as screening measures 

of child psychopathology suitable to the cultural and socio-demographic characteristics 

of Bangladesh.

• To establish locally derived SDQ cut-offs and simple analytic methods that could 
potentially identify children in the community with a high likelihood of mental health 

problems

• To check that ascertainment via school lists with random sampling in Bangladesh as a 

feasible method for obtaining child and adolescent samples from the community for 

epidemiological surveys of child mental health in Bangladesh.

• To generate approximate prevalence estimates for power calculation
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3.2 Settings

For the investigation ol ascertainment methods and approximate prevalence a community 

sample was necessary, whereas to determine appropriate measures, a combination of 

community and clinical samples was needed.

3.2.1 Clinical sample: Banaabandhu Sheikh Muiib Medical University Hospital, Dhaka

The clinical sample for the preliminary was obtained from the Child Mental Health Clinic ol 

the Department of Psychiatry, Bangabandhu Sheikh Mujib Medical University (BSMMU) 

hospital, a tertiary hospital located in the heart of Dhaka city, the largest city in 

Bangladesh. The Department of Psychiatry of the University has Child and Adolescent 

Psychiatry Wing, a specialist service in Child and Adolescent Psychiatry which offers both 

outpatient and inpatient treatments. The Child Mental Health Clinic is a multidiscplinery 

outpatient clinic of the department of Psychiatry of the University hospital headed by the 

researcher {a child and adolescent psychiatrist). The hospital is part of the BSMMU, the 

only postgraduate medical university of Bangladesh and receives referrals from Dhaka as 

well as from other parts of Bangladesh when of scientific interest. This clinic is the first 

formal child and adolescent mental health service of Bangladesh, Moreover, there is a 

provision that any problematic children can be brought in this clinic directly without any 
formal referral- Therefore, increasing number of child and adolescent are brought to this 

clinic to receive comprehensive and high quality of service. On an average, 7-10 new 

cases attended every day during the period of the study. Therefore, a fairly representative 

sample of the children population of Bangladesh is possible to be obtained from the clinic. 

A wide range of patients with different child and adolescent mental disorders attend in the 

clinic. They are developmental disorder like autism and other pervasive developmental 
disorders, mental retardation, wide varieties of emotional disorder including somatoform 

disorder, and behavioural disorder mainly hyperkinetic disorder and oppositional defiant 

disorder and conduct disorder. The cases included in the clinical sample were randomly 

selected and had a previous clinical assessment and diagnosis by the child psychiatrist at 

the hospital.
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3.2.2 Community sample: Mohammadpur Thana

The community sample was collected from Mohammadpur. Mohammadphur is one thana 

of the western part ol Dhaka city a largely residential area within Dhaka (well described in 

the setting section of the Main Study, Chapter 5). The area was chosen because the 

families who lived there were very similar in socio-economic background to the families 

who made up the clinic sample, i.e. the great majority of families were of medium socio

economic status. Most parents and children were literate and almost all 4-16 year olds 

attended school.

3.2.3 Ascertainment: determining the approDriate sampling frame

As mentioned in the introduction of this chapter, school registers was tested as a reliable 

sources of subjects sampling frame to identify children living in a given area in Bangladesh 

samples. However, the main reason for school based ascertainment was to test the 

hypothesis that sampling children in Bangladesh via school registers could be missing a 

substantial number of children who were out of school and at high risk for psychiatric 
disorders.

3.3 Methods

3-3.1 Design

The preliminary study was an epidemiological cross-sectional study, using two-stage 

sampling and a one-phase assessment. Parent and teacher SDQs were administered on 

at! subjects (age range 4-16 years) whereas self-report SDQs were only administered to 

11-16 year olds.

3.3.2 Sampling strategy 

Clinic Sample

The clinic administered the SDQ to parents, teachers and young people at the time of the 

first assessment. The children referred to this specialist clinic came predominantly from 

families of medium socio-economic status, being neither affluent nor extremely poor. The 

questionnaire was read out when the respondents’ literacy skills were insufficient for them 

to complete the questionnaire directly.
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Questionnaires were administered to a consecutive series of 146 new patients aged 4-16 

years when first seen in the clinic between June and December 1998; 44 were excluded 

from further analyses because either the parent or the teacher had not filled in a 

questionnaire: a further 3 were excluded because missing answers to some questions 

made it impossible to generate all scores. The present sample consists of the remaining 

99 new referrals. While parent and teacher SDQs were completed on all these subjects, a 
complete self-report SDQ was only available on 35 (53%) of the 66 subjects aged between

11 and 16. The mean age of the sample was 12.5 years (SD 3.5 years) and 55% (54/99) 

were male.

Community Sample

To obtain the community sample children between the ages of 4 and 16 were obtained 

through a two-stage ascertainment program. In the first stage, a stratified random sample 

of schools was selected from the list of schools held by Ihe education authority, stratifying 

for age band (kindergarten, school), source of funding (state or private), and type (boys, 
girls, coeducational). The chosen schools were two kindergartens (coeducational, 

private), two boys schools (one state, one private), two girls schools (both private) and one 

coeducational school (private) -  there were no state kindergartens, girls schools or 

coeducational schools in the area. All the randomly chosen schools agreed to participate. 

In the second stage, children were randomly selected from class registers. Parents were 

visited at home and all agreed to take part in the study, Parents, teachers and young 
people completed SDQs, with the questionnaire being read out when the respondent did 

not have adequate literacy skills. The children sampled in this way are likely to be a fairly 

representative sample of this neighbourhood, with the exception that the area contained 

some small pockets of slum housing where many children did not attend school -  children 

from these very poor families will have been systematically under-sampled by our school- 

based ascertainment strategy.

Two hundred 4-16 year old subjects were assessed between f^arch and July 1999; 38 of 

these subjects were excluded from the analyses reported here either because it was not 

possible to get teacher as well as parent SDQs, or because missing answers to some 

questions made it impossible to generate all scores. The community sample consists of 

the remaining 162 subjects (81% participation rate). While parent and teacher SDQs were 

completed on all of these 162 subjects, a complete self-report SDQ was only available on 

94 (89%) of the 106 subjects aged between 11 and 16. The mean age of the sample was

12.0 years (SD 2.9 years), and 52% (85/162) were male. The community and clinic
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samples were well matched for gender (continuity-adjusted chi-square=0.04, Idf. NS) and 

forage (t= l.l, 179df, NS).

3.3.3 Questionnaires

The Strengths and Difficulties Questionnaire (SDQ)

The SDQ asks about 25 attributes, some positive and some negative. The items, which 

were selected on the basis of contemporary diagnostic criteria as vwell as factor analyses, 

are divided between five scales of five Hems each, generating scores for Emotional 

Symptoms. Conduct Problems. Hyperactivity. Peer Problems, and Prosocial Behaviours. 

All items contributing to the first (our subscales are summed to generate a Total Difficulties 

Score. The same questionnaire can be completed in about five minutes by parents or 
teachers of children aged 4 to 16. There is also a self-report version (Goodman et at. 

1998) for those aged 11 and above. An extended version assesses the impact of any 

psychiatric symptoms in lerms of resultant distress, social impairment or burden for others 

(Goodman. 1999). The SDQ has been shown to be of acceplabie reliability and validity, 

performing at least as well as the lengthier and longer-established Rutter questionnaires 

and Child Behavior Checklist (Goodman 1997; Goodman & Scott 1999). The web site 
at www.sdqmfo.com provides more information on the SDQ plus downloadable versions of 

the questionnaires in many languages.

Translation of SDO

The various versions of the SDQ were translated into Bangla by the researcher, after 

clarifying possible ambiguities in the English with the original author (Robert Goodman), 

who wrote the original version. Three psychiatrists, a psychologist, a general practitioner, a 

journalist and a teacher made independent back-translations. There were few differences 

between the original and the seven back-translations -  discrepancies were resolved by 

panel discussion. Great care was taken to ensure that the translation was culturally 

sensitive, using only those words and idioms that would readily be understood by all 

Bangla-speakers irrespective of their social or educational backgrounds. The versions of 

the SDQ used in the study were the informant and self-report versions including impact 

supplements, all being scored in the standard manner (Goodman 1997; Goodman et al, 

1998, Goodman 1999
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3.3.4 Clinical diaonosis

Children Irom ihe psychiatric clinic were assigned clinical diagnoses based on the 
operationalised criteria of ICD-10 (World Health Organization 1994). These clinical 

diagnoses were made at the lime of the initial assessment by the researcher, who was the 

child and adolescent psychiatrirst involved in the assessment. All diagnoses were 

phenomenologically based, drawing on the extensive information on symptoms and resultant 

impairments gathered from multiple informants. These diagnoses were made blind to the 

children's SDQ scores. Diagnoses were collapsed into three broad categories to provide cell 

sizes that would be sufficient for meaningful analysis. These categories were hyperkinesis, 
conduct disorder (including oppositional disorder) and emotional disorder (including anxiety, 

depressive and obsessive compulsive disorders). Overall, 47 patients had an emotional 

disorder, 18 had a conduct disorder, and 11 had a hyperkinetic disorder (with 5 patients 

met criteria for more than one of these three broad categories). The remaining 28 patients 

without an emotional, conduct or hyperkinetic disorder all had some other psychiatric 

diagnosis, e.g, psychosis or autism.

3.4 Analytic strategy

The ability of different SDQ scales to distinguish between community and clinic subjects 

was examined using Receiver Operating Characteristic (ROC) curves, employing the area 

under the curve (AUC) as the index of discriminant ability. As a guide to interpretation, the 

area under a ROC curve is 1.0 for a measure that discriminates perfectly, and 0.5 for a 

measure that discriminated with no better than chance accuracy, With the number of 

subjects in this study, the difference between an AUC of around 0.6 and 0.5 is statistically 

significant, i.e. an AUC of 0.6 is statistically reliable in the sense that that the level of 

prediction is significantly better than chance. Clinically, however, this level of prediction 

seems unlikely to be useful. A substantially higher benchmark of 0.8 was adopted to highlight 

measures might generate clinically useful predictions.

To generate ROC curves for each SDQ scale, the community sample was compared with 

the most relevant clinical group. For four of the SDQ scales - the total difficulties scale, the 

total impact scale, the peer problems scale and the prosoclal behaviour scale -  the 

comparison was between all community subjects and all clinic cases. The remaining three 

scales -  covering emotional, conduct and hyperactivity symptoms -  were judged by 

comparing the entire community sample with those clinic cases who had the
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corresponding disorder. For example, the discriminant power of the SDQ emotional scale 

was judged by comparing all community subjects with those clinic cases who had been 

diagnosed as having an emo/zona/disorder.
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3.5 Results

Table 3.1 summarizes the ability of different SDQ scales and informants to distinguish 

between community and clinic.subjects, as gauged by the area under a receiver operating 

characteristic curve (AUC). Using an AUC of 0.8 or more to identily scales that might 

generate clinically useful predictions, four SDQ scales seem potentially useful for predictive 

purposes; total impact, emotional symploms, conduct problems and hyperactivity. In each 

case, the AUC was significantly greater than 0.5 (p<0.001). By contrast, total difficulties, peer 

relationship problems and prosocial behaviour did not distinguish well between the clinic and 

community samples.

Table 3.1 Ability of different SDQ scores to distinguish between community and clinic 
samples

SDQ score Area under cun/e <SEi comoarina communitv and clinic'
samples

Parent rated Teacher rated Self rated

Total impact^^ 0.87 (0.02) 0.89 (0.02) 0.89 (0.03)

Total difficulties^'^ 0.64 (0.03) 0.65 (0.03) 0.54 (0.06)

Emotional
symptoms^*'

0.78 (0.03) 0.88 (0.03) 0.87 (0.04)

Conduct problems^ ̂ 0.93 (0.03) 0.83 (0.05) 0.72 (0.08)

Hyperactivil/® 0.92 (0.03) 0.95 (0.02) 0.92 (0.03)

Peer oroblems^^ 0.49 (0.04) 0.45 (0.04) 0.46 (0.06)

Prosocial behaviour '̂^ 0.67 (0.03) 0.64 (0.04) 0.39 (0.06)

' The clinic sample includes all clinic cases for total impact and difficulties, peer problems and 
prosocial behaviour. For the remaining scores, only clinic cases with the corresponding diagnosis 
are included, e.g. the AUC for emotional symptoms is for alt community subjects compared with just 
those clinic cases who have an emotional disorder.
 ̂For the community sample, N=162 for parent and teacher ratings. N=94 for self-ratings.

^For the clinic sample, N=99 for parent and teacher ratings, N=35 for self-ratings.
 ̂For the clinic sample, N=47 for parent and teacher ratings, N=21 for self-ratings.

® For the clinic sample, N=16 for parent and teacher ratings. N=6 for self-ratings,
® For the clinic sample, N= 11 for parent and teacher ratings, N=2 for self-ratings.
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Did the emotional, conduct and hyperactivity scores discriminate within the clinic sample 

between patients with different sorts o( disorders? This was also examined using the area 
under ROC curves (Table 3.2). For example, the SDQ emotional score discriminated welt 

between patients with emotional disorders and psychiatric controls, i.e. clinic patients 

without an emotional disorder but with other diagnoses instead. Similarly, conduct and 

hyperactivity scores all discriminated satisfactorily between clinic cases with and without 

the corresponding type ol disorders. All AUCs represented a level of prediction 

substantially better than chance (p<0.001).
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Table 3.2 Ability of different SDQ scores to distinguish between disorders within the clinic 
sample

SDQ score
Comparing clinic 

cases 
with and without:

Area under curve fSE)

Parent
rated

Teacher
rated

Self
rated

Emotional symptoms’ Emotional Disorder 084
{0.04)

0,86
(0.04)

0.89
{0.05)

Conduct problems^ Conduct Disorder 0.94
{0.03)

0,84
(0.05)

0.81
(0.07)

Hyperactivity^ Hyperactivity
Disorder

0.87
{0.05)

0,91
(0.03)

0.89
{0.05)

' For parent and teacher ratings, N=52 for clinic subjects without an en^otional disorder and 
N=47 (or clinic subjects with an emotional disorder: the corresponding totals for self ratings 
were N=14 and N=21.

 ̂For parent and teacher ratings, N=81 for clinic subjects without a conduct disorder and 
N=18 for clinic subjects with a conduct disorder; the corresponding totals for self ratings 
were N=29 and N=6,

 ̂For parent and teacher ratings. N=88 for clinic subjects wittiout a hyperactivity disorder 

and N~11 for clinic subjects with a hyperactivity disorder: the corresponding totals for self 

ratings were N=33 and N=2.

Since the results reported so far showed that the most discriminating SDQ scores in a 

Bangladeshi sample were those covering impact, emotional symptoms, conduct problems 

and hyperactivity, these were the only SDQ scores included in the Bangladeshi predictive 

algorithm. Current diagnostic criteria (World Health Organization 1994) and previous 

experience with the SDQ (Goodman 1999; Goodman et al. 2000b) suggest that child
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psychiatric disorders are best diagnosed from the combination of symptom and impact 

scores. Consequently, families of ROC curves generated by combining SDQ impact and 

symptom scores were reviewed in order to establish which symptom-impact combinations 
provided a suitable basis for 'suspecting' psychiatric disorder. iVluiti-informant predictions 

were devised to combine SDQ information from all available informants. A hyperkinetic 

disorder was only 'suspected' when criteria were met according to at least two informants 

-  reflecting the emphasis on pervasiveness in contemporary diagnostic criteria for 

hyperkinesis (World Health Organization 1994). By contrast, emotional and conduct 

disorders were suspected when the criteria were met for any one informant. The SDQ 

criteria for suspecting psychiatric disorders in a Bangladeshi sample are summarized in Table 

3.3.
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Table 3.3 Criteria for suspecting psychiatric disorder on the basis of individual SDQ 
scores

Predicting from: Predicting to:
Emotional
Disorder

Conduct
Disorder

Hyperkinesis Any Psychiatric 
Disorder

Parent SDQ only PI > 2 & PE >7 PI >2 & PC 
26

PI > 2 & PH > 
8

fVleets any of the 
criteria to the left

Teacher SDQ only Tl > 2 & TE >6 Tl > 2 & TC > 
6

T I > 2 & T H >
8

Meets any of the 
criteria to the left

Self-rated SDQ 
only

SI >2 & SE >8 SI > 2 & SC S 
6

S I 2 2 & S H >
7

Meets any of the 
criteria to the left

Multi-informant
SDQ

>1 of the 
above

>1 of the 
above

2 2 of the 
above

Meets any of the 
criteria to the left

Designation of SDQ scores:
First letter: P = parent, T = teacher. S= self-report:
Second letter; I = Impact score, E = emotional symptoms score, C = conduct problems 
score, H = hyperactivity score.

The summarized SDQ criteria for suspecting psychiatric disorders in a Bangladeshi sample 

form the basis for the simple paper-and-pencil algorithm that is presented in Figure 3.1.
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Figure 3.1 Algorithm for converting mulli-infonmant Strengths and Difficulties Questionnaire 

(SDQ) into diagnostic predictions
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For each category ol rater, and also tor the combined multi*informant prediction, it was 

possible to examine how many community and clinic subjects met the relevant 'suspicion' 

criteria. As shown in Tables 3.4a to 4d, the proportion of subjects meeting these criteria 

was substantially higher lor clinic cases with the relevant diagnosis than for community or 

psychiatric controls (all differences significant on chi-square testing, with the exception of 

non-significant differences in the rates of conduct disorder judged solely from self-reporl 
SDQs). Predicting hyperkinesis by combining SDQ information from all informants, the 

proportion meeting ‘suspicion* criteria was 3% for the community sample and 82% for the 

clinic cases -  representing an odds ratio of 141 (relative risl<=27). The corresponding 

odds rations (relative risks) were 60 (14) for conduct disorders, 29 (8) for emotional 

disorders and 16 (4) for any disorder.

Dhaka University Institutional Repository



Page 88

Table 3.4 Predicling disorder from cut-offs on SOQ scores

a) Predicting 
hyperkirtesis from:

Proportion meeting SDQ “suspicion" criteria

Community
sample

Clinic cases 
without 

hyperkinesis

Clinic cases with 
hyperktnesis

Parent SDQ only 6.2% (10/162) 23.9% (21/88) 72.7% (8/11)
Teacher SDQ onfy 3.7% (6/162) 18,2% (16/88) 90.9% (10/11)
Self-rated SDQ only 4.3% (4/94) 12.1% (4/33) 100% (2/2)
Multi-informant SDQ 3.1% (5/162) 13.6% (12/88) 81.8% (9/11)

b) Predicling conduct 
disorder from:

Proportion meeting SDQ “suspicion" criteria

Community
sample

Clinic cases 
without a conduct 

disorder

Clinic cases with 
a conduct 
disorder

Parent SDQ only 3,1% (5/162) 6.2% (5/81) 77.8% (14/18)
Teacher SDQ only 2.5% (4/162) 7.4% (6/81) 38.9% (7/18)
Self-rated SDQ only 1.0% (1/94) 3.5% (1/29) 16.7% (1/6)
Multi-informant SDQ 5.6% (9/162) 12.4% (10/61) 77.8% (14/18)

c) Predicting 
emotional disorder 
from:

Proportion meeting SDQ "suspicion" criteria

Community
sample

Clinic cases 
without an 
emotional 
disorder

Clinic cases with 
an emotional 

disorder

Parent SDQ only 8.6% (14/162) 13.5% (7/52) 51.1% (24/47)
Teacher SDQ only 6.2% (10162) 15,4% (8/52) 74.5% (35/47)
Self-rated SDQ only 4.3% (4/94) 14.3% (2/14) 57.1% (12/21)
Multi-informant SDQ 10.5% (17/162) 19.2% (10/52) 83.0% (39/47)

d) Predicting any 
psychiatric disorder
from:

Proportion meeting SDQ "suspicion" 
criteria

Community
sample

All clinic cases

Parent SDQ only 13.0% (21/162) 59.6% (59/99)
Teacher SDQ only 9.9% (16/162) 67.7% (67/99)
Self-rated SDQ only 7.5% (7/94) 48.6% (17/35)
Multi-informant SDQ 17.9% (29/162) 77.8% (77/99)

3-5.1 Prevalence for power calculation

As judged by the predictive algorithm based on multi-informant SDQs, the rate of 

psychiatric disorders for 4 to 16 years children in the stable urban communities was just 

17.9%, but was 13% by parent SDQ, and 10% by teacher SDQ. This predictive prevalence 

rate was only 7.5% by self rated SDQ (Table 3.5). The combined (multi-informant SDQ) 

prevalence of 18% was assumed for power calculation for the main stage study.
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Table 3.5: Prevalence by the basis of prediction on
Basis of prediction prevalence

N=162 (%)
Multi-informant SDQ predicts ’caseness' 17.9
Parent SDQ predicts ‘caseness' 13.0
Teacher SDQ predicts ‘caseness’ 9.9
Self SDQ predicts ’caseness' 7.5

3.6 Discussion

The principal purpose of this preliminary study was to establish whether a main stage 

study was feasible and how best that could be carried out. For that, four main aims were 

investigated: (1} Strengths and Difficulties Questionnaire (SDQ) as a valid screening 

measure for mental health problems In Bangladeshi children; (2) establish locally derived 

SDQ cut-offs and simple analytic methods; and (3) prevalence for power calculations; (4) 

ascertainment methods

3.6.1 Strengths and Difficulties Questionnaire fSDQ) as a valid screening measure for 

mental health problems in Bangladeshi children

a) It was possible to discriminate between community subjects and clinic patients on the 

basis of the SDQ scales covering total impact, emotional symptoms, conduct problems 

and hyperactivity. By contrast, peer problems, prosocial behaviour and total difficulties 
did not discriminate well between community and clinic samples. The impact score was 

generally high for all clinic patients, whatever type of psychiatric disorder they had. By 

contrast, the emotional, conduct and hyperactivity scores were more specific to the type of 

psychiatric disorder. This specificity could potentially be useful if SDQs are obtained prior 

to the initial clinical assessment. For example, children whose parent and teacher SDQ 

scores suggest that they are at a particularly high risk of a hyperkinetic disorder could be 

allocated to a hyperkinesis clinic or to a professional with particular expertise in this 

domain.

b) Particularly in a developing country with very limited access to child mental health 

professionals, there is a pressing need to develop simple screening mechanisms to help 

ensure that referrals to child mental health services are appropriate. It would be unrealistic 

to develop screening mechanisms that depended on complex or expensive measures that 

have to be administered by highly trained staff. A brief questionnaire such as the SDQ
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represents a relatively cheap and easy screening mechanism, though two provisos 

deserve mention. The lirst proviso is that the questionnaire needs to be read out to 

respondents who are not literate. The second proviso is that predictions based on multi

informant SDQs -  particularly the combination of parent and teacher SDQs -  miss fewer 

disorders than do SDQs obtained from just one category of rater. Both these provisos 

increase the amount of work required to screen with adequate sensitivity and specificity.

3.6.2 Establish locally derived SDQ cut-offs and simple analytic methods

In the developed world, the results of SDQ questionnaires can be turned into diagnostic 

predictions by complex scoring algorithms that required computers {Goodman et al., 

2000b). This need for computer-assisted scoring is acceptable in countries where primary 

health care teams and child mental health teams routinely have access to computers. In 

less economically developed countries, by contrast, dependence on computer-assisted 

scoring would seriously limit the value of a screening programme. Like the measure itself, 

the system for generating scores and predictions needs to be cheap, simple and portable. 

The diagnostic algorithms presented in this paper were developed with this need in mind. 

Simple transparent overlays are available to facilitate the scoring of individual SDQs. 

There is also a simple paper-and-pencil scheme for converting these scores into 

diagnostic predictions.

3.6.3 Power Calculations

Extrapolating from SDQ results obtained in this preliminary study, the likely rate of 

psychiatric disorders was around 18%. This rate was applied to the power calculations for 

the main stage study. Consultation with expert service planners established that a 

confidence interval (01) of ± 2.5% around an estimated prevalence of 18% would be 

precise enough for service planning. The required sample size was then calculated as 

follows:
Cl of ± 2.5% -  SE of 2.5%/1.96 = 1.27%

SE of a population = V p{1 *p)/n 

0.0127=>/ 0,18x0.82/n 

0.000161=0.18 x0.82/n 

n=917

The researcher chose, on this basis, to aim for a sample of 917 children In the main study.
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3,6,4 Ascertainmenl methods

From this preliminary study it was evident that School based ascertainment was good 

enough for the gathering community sample of children population for the epidemiological 

study. It was important to note that this was true for children living in a middle income 

urban area, because of school attendance. This will certainly be true in high Income urban 
area. However, in the poor urban stum area, many children who could not be approached 

via school lists because of school non-attendance and thus were out of this preliminary 

study. It can be assumed that this noninclusion will also be happened in rural area. 

Therefore, the household search in the community was needed for proper recruitment from 

different contrasting areas. So recruitment via house hold is turned out to be the only way 
to identify a sample in Bangladesh and therefore, is a comprehensive method for 

obtaining child and adolescent samples from three contrasting areas {urban, rural, slum) 

for epidemiological surveys of child mental health. Overall, household based 

ascertainment is the proved trusted method and was the method adopted in the main 

stage study of this research.

3.6.5 Limitations

Several limitations of the current study deserve mention. Firstly, the children from both the 

clinic and community sample were predominantly drawn from families of medium socio

economic status -  poor by the standards of the developed world, but not generally subject 

lo the extreme poverty, illiteracy and marginalization experienced by many severely 

disadvantaged families in Bangladesh. It is lo need lo be mentioned here, this point was 

successfully examined in the main study that how well the SDQ worked when applied to 

children at the greatest social and economic disadvantage. A second limitation is that the 

children from the community sample were not subsequently assessed in more detail, using 

standardised interviews and "blind" raters to generate psychiatric diagnoses. This point 

was addressed in the pilot study. Here, it it should be pointed out that SDQ predictions 

have been shown to agree well with independent psychiatric diagnoses in a large British 

community sample (Goodman et al 2000a), but it remains to be seen if the same is true 

for Bangladeshi community samples. A final limitation is that using a translated English 

questionnaire to screen for problems in Bangladesh can only be valid to the extent that the 

chosen indicators of psychopathology transcend differences in language and culture
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(Patel & Winston 1994). The fact that the SDQ is as prediclive of psychiatric diagnosis in 

Dhaka as in London supports the cross-cultural robustness of the SDQ (Goodman et al. 

2000b). It is also encouraging that conceptually similar screening questionnaires for adult 

mental health problems are culturally robust (Beusenberg & Orley 1994; Furukawa & 

Goldberg 1999; Bhui et al, 2000). Nevertheless pilot study and main study of this thesis 

examined the accuracy of predictions based on the SDQ and identified those Bangladeshi 

children who were considered to have emotional or behavioural problems.

3.6.6 Conclusion

The preliminary study provides evidence that the Bangla version of the SDQ predicts 

psychiatric diagnosis accurately enough to be of value in screening and assessment. 

Based on the preliminary study, the pilol study w/as deigned to generate a valid measure 

on structured diagnostic interview. The potential effectiveness of the translated Strengths 

and Difficulties Questionnaire (SDQ) in screening phase was further evaluated with the 

internationally accepted structured assessment to carry out a two-phase assessment in 

the main study. The pilot sludy also aimed to test and modtfy measures of risk factors for 

child psychiatric disorders that they could be used in Bangladesh. The details of the pilot 
study have been described in the next chapter.

Page 92

Dhaka University Institutional Repository



CHAPTER 4 

PILOT STUDY

This chapter comprises the pilot study and is divided into six parts: (1) Introduction and 
objectives: (2) Setting; (3) Method; (4) Analytic strategy; (5) Results; (6) Discussion and 

interim conclusions. The preliminary study was needed to inform the design to be adopted 

in the main stage study that will be presented in the following chapters.
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4.1 introduction and objectives

In the absence of sound epidemiological studies in child and adolescent psychiatry in 

Bangladesh, some core methodological issues remained unclear at the time this study 

began. As mentioned before (Chapter 2) there is no reported epidemiological studies 

performed in Bangladesh and the measures adopted were neither previously tested nor 

validated.
4 0 4 i i r

Another methodological issue that remained open regarded survey measures to be 

adopted in the developing world. Given the cultural and social-economic characteristics 

such as higher rates of illiteracy, lower levels of understanding and local idiomatic 

expressions, epidemiological studies in developing countries should not adopt instruments 

and measures from developed countries straightaway, without looking at their suitability for 

the developing world.

The purpose of doing a pilot study was to clarify the methodological issues presented in 

the previous paragraphs with the following objectives:

• To develop measures of child psychopathology suitable to the cultural and socio

demographic characteristics of Bangladesh,

• To generate preliminary validity data on diagnostic interview

• To test and modify measures of risk factors for child psychiatric disorders that they 

could be used in Bangladesh.

fvrr^-lwU»TTl
i t

Dhaka University Institutional Repository



4.2 Settings

For the invesligation of ascertainment methods and approximate prevalence a community 

sample was necessary, whereas to determine appropriate measures, a combination of 

community and clinical samples was needed.

4.2,1 Clinical sample: Banaabandhu Sheikh f^uiib Medical University Hospital.Dhaka

The clinical sample for the piloting was obtained from the Child Mental Health Clinic of the 

Department of Psychiatry, Bangabandhu Sheikh Mujib Medical University (BSMMU) 

hospital, a tertiary hospital located in the heart of Dhaka city. The Department of 

Psychiatry of the University has Child and Adolescent Psychiatry Wing, a specialist 

sen/ice in Child and Adolescent Psychiatry which offers both outpatient and inpatient 

treatments. The Child Mental Health Clinic is a multidiscplinery outpatient clinic of the 

department of Psychiatry of the University hospital headed by the researcher (a child and 

adolescent psychiatrist). The hospital is part of the BSMMU, the only postgraduate medical 

university of Bangladesh and receives referrals from Dhaka as well as from other parts of 

Bangladesh when of scientific interest. This clinic is the first formal child and adolescent 
mental health service of Bangladesh. Moreover, there is a provision that any problematic 

children can be brought in this clinic directly without any formal referral. Therefore, 
increasing number of child and adolescent are brought to this clinic to receive 

comprehensive and high quality of service. On an average, 7-10 new cases attended 

every day during the period of the study. Therefore, a fairly representative sample of the 

children population of Bangladesh is possible to be obtained from the clinic. A wide range 

of patients with different child and adolescent mental disorders attend in the clinic. They 

are developmental disorder like autism and other pervasive developmental disorders, 

mental retardation, wide varieties of emotional disorder including somatoform disorder, 

and behavioural disorder mainly hyperkinetic disorder and oppositional defiant disorder 

and conduct disorder
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4,3 Methods

4.3.1 Design

This was a cross-sectional study using a one-phase sampling and one-phase assessment.

4.3.2 Ethical approval and consent procedures

The study was approved by the ethical committees at the Bangabandhu Sheikh Mujib 

Medical University, Dhaka. A consent form (Appendix 5 and 10) was used for this study.

4.3.3 Ascertainment: sampling frame

Patients register of the Child fvlental health Clinic was the sampling frame.

4.3.4 Sampling strategv

A clinical sample of one hundred 5-17 year olds was obtained by approaching the families 

of consecutive new referrals to the clinic, A total of 116 families were approached in order 

to obtain a total of 100 participating families. The research team administered both 

screening and detailed measures of psychopathology for all 100 subjects, who were also 

independently assigned a diagnosis by the clinic blind to the research assessment. 

Parents and teachers provided information on all 100 children. Of the 49 children who 
were aged 11 or more, 45 (92%) provided information about themselves. The research 
diagnostic assessment was repeated an average of 3 weeks later by a different interviewer 

on a randomly chosen 25 subjects.

4.3-5 Measures

The two main measures of psychopathology were the Strengths and Difficulties 

Questionnaire (SDQ) (Goodman 2001; Goodman et al. 2000b; Goodman 1997) and a 

suite of psychiatric interview, the Development and Well-Being Assessment for Children 

and Adolescents (DAWBA) (Goodman et al. 2000a). These were translated, back- 

translated and adapted over the course of preliminary study and piloting and were then 

used in the main stage study in three contrasting areas. The battery of measures also
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included a socio-economic questionnaire -  Household Questionnaire, which is not the 
focus of this thesis. The measures are available in full in the Appendix of this thesis In both 
languages English and Bangla.

Strengths and Difficulties Questionnaire fSDQl

As described in Chapter 3. the screening measure of psychopathology was the Bangla 

translation of the Strengths and Difficulties Questionnaire (Appendix 1 and 6). The 

Strengths and Difficulties Questionnaire (SDQ) asks about 25 attributes, some positive 

and some negative. The items cover emotional symptoms, conduct problems, 

hyperactivity, peer problems, and prosocial behaviours. A brief impact supplement asks 

whether the respondent thinks that the child has a problem, and if so, inquires further 

about overall distress, social impairment, burden and chronlcity (Goodman 1999), The 

informant version of the SDQ can be completed in about five minutes by parents or 
teachers of children aged 4 to 16 (Goodman 1997). The SDQ has been shown to be of 

acceptable reliability and validity, performing at least as well as lengthier and longer* 

established alternatives (Goodman 2001). The web site at www.sdqinfo.com provides 

more information on the SDQ plus downloadable versions of the questionnaires in many 
languages. The versions of the SDQ used in this study were the informant versions 

including impact supplements (Goodman 1997; Goodman 1999), The Bangla 

translation of the SDQ has been validated for Bangladeshi children in the preliminary 
study.

Development and Well-Being Assessment (DAW8A)

The research assessment of psychiatric disorder was carried out using the Bangla 

translation of Development and Well-Being Assessment (DAWBA; Goodman et al., 

2000a) (Appendix 2 and 7). The DAWBA is a 34-page structured psychiatric interview 

with additional open-ended questions (Goodman et al. 2000a). It was designed to 

combine some of the best features of structured and semi-structured measures for a 

British nation-wide epidemiological survey of common emotional and behavioural 

disorders in children and adolescents (Meltzer et al. 2000), The semi-structured measures 

are often too expensive for epidemiological surveys, requiring a great number of clinically 

trained interviewers. On the other hand, the fully structured interviews can provide less 

convincing results with rare symptoms over-reported because the respondents may have
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not understood the questions. The DAWBA overcomes this problem adopting a structured 

interview with open*ended questions when parents can describe the problems with their 

own words. Further more, open-ended questions in survey instruments give parents an 

opportunity to mention worries not covered by a structured measure. This will help to 

identity the culture-specific concerns of parents that lie outside the measures initially 
developed in developed countries (Hackett 1999b).

DAWBA uses a mixture of closed and open questions about child psychiatric symptoms 

and their impact (i.e. resultant distress and social impairment). It is administered as an 

interview to parents and as an abbreviated questionnaire to teachers. The interviews are 
administered by lay interviewers wtio also record verbatim accounts of any reported 

problems, but do not rate them. Experienced clinicians subsequently review both the 

verbatim accounts and the answers to structured questions before assigning Axis 1 

diagnoses according to ICD-10 criteria {World Health Organization 1993). Previous 

studies have provided evidence for the validity of the DAWBA in English (Goodman et al. 

2000a, Ford et al. 2003) and Bangla (Fleitlicb-Bilyk and Goodman 2004).

Translation of DAWBA

The various versions of DAWBA were translated into Bangla by the researcher of the 

study. The back-translation was carried out by a panel of seven expert persons with 

excellent proficiency in English and Bangla having Bangladeshi cultural and linguistic 

background who made independent back translations. The results of these back 

translations were compared. All the back translations were similar or very close to the 

original. There were few discrepancies between the original and back translations. These 

discrepancies were resolved by panel discussion. Few problematic words and items were 

identified and minimized by replacing words with more suitable and culturally accessible 

alternatives and restructuring such items with widely accessible meanings that would 

readily be understood by all Bangla-speakers irrespective of their social or educational 

backgrounds. A series of analyses and evaluations were made to reach the final form of 

translation. Then all the versions of DAWBA was experimentally administered to the 15 

families of the Child Mental health Clinic of the Bangabandhu Sheikh Mujib lyiedical 

University (BSMMU) hospital, Dhaka, carefully selecting those cases with mixed 

socoidemographic and cultural backgrounds to evaluate the applicability of DAWBA and 

level of understanding of DAWBA among the respondents, considering tfiat similar type of 

people would be the possible respondents (or DAWBA in Bangladeshi population. The
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comments of the respondents about the DAWBA and interviewers experience and 

comments were recorded by the interviewer. These were evaluated and a series o1 

analyses were made to reach the final form ol translation. It was found that the 

respondents could able to understand what was being asked irrespective of the level of 

literacy and other socio-economic and cultural background. In this experimental 

application, again some words were identified to be hard to understand equally by the 

respondents which permitted the final adjustments to the wording of the questions so as to 

ensure the understanding of Bangladesfii people in general. Feedback from the 

respondents and interviewers guided the final adjustments in wording to maximise 

comprehensibility and cultural appropriateness. The ultimate culturally sensitive translation 

of DAWBA in Bangta was obtained for each version through this translation exercise.

The Household Questionnaire fHHQ)

The Household Questionnaire (HHQ), a socio-economic questionnaire was developed in 

Bangla and administered, covering sociodennographic factors including social class, social 

capital, and a range of other risk factors included parents' attitude and behaviour towards 
their children, parents' believe about punishment, supervision and reward, measures of 

physical health and mental age of the child. The measure was applied to all subjects, 

tested and finalized. The HHQ are available in full text in the Appendix of this thesis 
(Appendix 3 and 8).

4.3.6 Procedure

Sampling

The aim was to recruit 100 subjects. For this purpose, a consecutive series of 110 new 

referred patients aged 5-16 years were required to select during the period between July 

and December, 2002. The nature of the study and the entirely voluntary nature of 

participation were explained orally and through clearly written information and fully 

informed consent were obtained for all cases to participate themselves, children and 

teachers. Great emphasis was placed on the fact that their assessment and treatment will 

not be affected in anyway if they choose to participate or not to participate in the study. All 

these families were agreed to take part in the study and gave their consent. The 

information was collected from all these cases. Of these, 16 cases were excluded because 

of failure to get teacher and parent SDQ or considerably incomplete filled up SDOs, or
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nonavilability of the cases for DAWBA interview. The recruitment process was continued 

until a total 100 families with an indexed cfiild had been recruited tor the study. Therefore, 

present sample consists of 100 cases. Participation rates were assessed along with 
reasons for nonparticipation when found was recorded.

The screening measures (SDQ) and HHQ were administered to all the cases by the one 

set of members of the research team when they seen first. The questionnaires were read 

out when the respondents’ literacy skills were insufficient for them to complete the 

questionnaires directly, The teacher’s questionnaires were distributed to the parents with 
an approach of participating latter addressing the teacher and were collected from them 

after completion.

Then a detailed measure of psychopathology (DAWBA) assessment was carried out for all 

the 100 cases by another set of members of the research team. The assessment of SDQs 

and DAWBAs were made independently (blindly) by the members of the research team. 

Participating parents were interviewed for DAWBA in a separate room of the department of 

psychiatry of the University (BSMMU).The 11 to 16 years olds were interviewed in an 

interview room of the department separately.

The clinical assessment and psychiatric diagnoses were made for al) cases from the time 

of the initial assessment in the child mental health outpatient services of the department of 
psychiatry of the University hospital by the researcher who was the senior child 
psychiatrist and in charge of that child mental health outpatient clinic. Psychiatric 

diagnoses were assigned clinical diagnoses based on both the operational criteria of ICD- 

10 (World Health Organization 1993) and DSr^'IV (American Psychiatric Association 

1994) independently and recorded in the separate sheet. The clinical diagnosis was rated 

at the time of the initial assessment and subsequent series of assessment whenever 

required on the basis of the Clinic’s standard diagnostic protocol which consisted of 

semistructured case assessment sheet for detailed clinical case history, mental status 
examination, and diagnostic formulation. All diagnoses were phenomenologically based, 

drawing on the extensive information on symptoms and resultant impairments gathered 

from multiple informants. Clinic diagnoses were made according to the operational criteria 

of ICD-10 and were allocated blind to the DAWBA assessment and diagnosis, These 

diagnoses were made blind to the children’s SDQ scores or DAWBA assessment.
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Subsequenliy, 25 subjects were readministered the SDQs and DAWBAs after an interval 

of 3 weeks lor lest-retest reliability by different members of the team.

All data were coded and entered onto a connputer, cross-checked followed by double 

checked by separate set of data entry personnes. HHQ (including SRQ score) data 

entered Into a created Microsoft Excel spreadsheet and were imported for statistical 

analysis. SDQ and DAWBA data entered into a specially prepared data entry program with 

Ihe facilities of analysis and diagnostic coding and clinical rating, The data on clinical 

diagnosis of the subjects were entered separately into a 'diagnostic profile’ Excel spread 

sheet.

Rating

All open-ended comments were translated from Bangla inlo English, and DAWBA 

diagnoses were assigned by Professor Robert Goodman, who is an experienced child 

psychiatrist who has previously carried out or supervised over 20,000 clinical ratings using 
the DAWBA. The research diagnoses made by the Professor Robert Goodman were 

assigned blind to the diagnoses assigned by the clinic (and were not discussed with the 
researcher since he had generated Ihe clinic diagnoses). To avoid small cell sizes for 

subsequent analyses, diagnoses were grouped into emotional disorders (including anxiety, 

depressive and obsessive compulsive disorders), hyperkinesis, and behavioural disorders 
(including oppositional-defiant and other conduct disorders).

4.3.7 Data Collection team

The data collection was performed by a team composed by 3 non clinical, trained 

interviewer, and 3 medical graduates. The researcher recruited, trained and supervised 

the team, including interviewers and data processors. The researcher himself continuously 

supervised by two supervisors.

4.4 Analytic Strategy

4.4,1 Participation rates

To examine participation rates based on subjects ascertained via patients register.
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4.4.2 Sample charactefislics

To examine the sociodemographic characteristics of the sample.

4.4.3 Validity ol Bangla DAWBA

Though the DAWBA has been validated in English (Goodman et al. 2000a), it was not 

necessary to carry out an extensive validation exercise as if the measure were entirely 

novel The validity of the translated version was primarily tested by examining the 

correspondence between research and clinical diagnosis in the clinic sample {external 
validity).

4.4.4 Reliability of Banala DAWBA

The reliability was evaluated through a small number of interviews (25) that were 

performed twice for each subject (parent, teacher and self version when applicable) within 

an interval ct 3 weeks on an average,

4.4.5 Reliability of Bangla SDQ

To investigate inter-rater reliability, comparing means of SDQ total scores subscale 

score for the three different informants (parent, Teacher, Self) obtained fronn a 

small sannple of 25 subjects, in two occasions (Timel and Time 2) with an aimed 

interval of three weeks, performing a kappa chance correlations .

4.5 Results

4.5-1 Participation rate

A total of 116 families were approached in order to obtain a total of 100 participating 

families. The participation rate 86 % (100 of 1160).
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4.5.2 Sample characteristics

0( the total 100 cases. 71 cases were between 5 to 10 year of age and the rest 29 cases 

were 11 to 16 year of age. The mean age of the clinic sample was 11.3 years (SD 3.3 

years). Of the total cases. 59 were male (Table 4.1 and Table 4,2)

Table 4,1: Distribution by age group

Age group N um ber

5- 10 71

11-16 29

Total 100

Table 4.2: Gender distribution

Num ber

Male 59

Fem ale 41

Total too

4.5.3 Validity of Banqla DAWBA

Of the 100 clinic patients, 93 were assigned a DSM-IV diagnosis by the clinic. Emotional, 

hyperkinetic and behavioural disorders were diagnosed by the clinic in 55. 32 and 21 

children respectively, with some children being assigned diagnoses from more than one 

group. The validity of the DAWBA diagnoses was assessed by examining their level of 

agreement with the clinic diagnoses -  the DAWBA and clinic diagnoses were completely 

independently of one another, being based on separate assessments made by different 

interviewers and then rated by different clinicians. The results are shown in Table 4,3, For 

example, the second row of data shows the level of agreement for getting an ICD-10 

emotional disorder; 55 children had an emotional disorder according to the clinic, of whom 

53 were also diagnosed as having an emotional disorder by the DAWBA (sensitivity 96%); 

conversely, 45 children did not have an emotional disorder according to the clinic, of whom 

only 1 child had an emotional disorder according to the DAWBA (specificity 98%). Kappa
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values of between 0.63 and 0.94 (fourth column of table) reflect a high level of agreement 

between DAW BA diagnoses and clinic diagnoses. Sensitivities ranged from 63-94% {third 

column of table) and specificities ranged from 81-100% (100% minus second column o( 

table). The DAW BA was more likely to diagnose behavioural disorders than the clinic, 

whereas the reverse was true for hyperkinesis.

Table 4.3 Comparison between DAWBA diagnosis and clinic-assigned diagnosis for ihe 

clinic sample (N=100)
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ICD-10
Diagnosis

Proportion assigned that diagnosis 
by DAWBA

For those not 
given that 

diagnosis by clinic

For those 
given that 

diagnosis by 
clinic

Kappa
(SE)

Significance
(continuity-
corrected)

Any 0% (0/7) 97% (90/93) .81 (.11) X^=57.4. Idf, 
p<.001
X^=84.6, Idf, 
p<,001

Emotional 2% (1/45) 96% (53/55) .94 (.03)

Hyperkinesis 4% (3/68) 63% (20/32) .63 (.09) X^=38.2, Idf, 
p<.001_____

Behavioural 19% (15/79) 100% (21/21) .64 (.08) X'^=43.8, Idf, 
p<.001 ____

4.5.4 Test -retest Reliability of Banqia DAWBA

Table 4.4 presents test-retest agreement for DAWBA diagnoses when the assessment 

was repeated an average of 3 weeks later by different interviewers. Kappa values of 

between 0.50 and 0.91 reflect a moderately higti level of agreement, though it is important 

to note that the standard errors are large because the repeated assessments were carried 

out on a random sample of only 25 children. With only 12 children aged 5-10 in the test- 

retest sample, it was not appropriate to generate kappa values for this age range 

separately.
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Table 4.4 Test*retest agreement on diagnosis for clinical sample(N=25) administered the 
DAWBA iniltally and 3 weeks later

ICD-10
Diagnosis

Proportion assigned that DAWBA 
______diagnosis on retest______

For those not 
given that 
DAWBA 

diagnosis initially

For those given 
that DAWBA 

diagnosis 
initially

Kappa
(SE)

Signilicance 
(Fisher exact. 
2-sided)

Any 50% (1/2) 100% (23/23) .65 (.32) .08

Emotional 0% (0/8) 94% (16/17) .91 (.09) <.001

Hyperkinesis 15% (3/20) 100% (5/5) .69 (.16) .001

Behavioural 10% (2/20) 80% (3/5) .50 (.22) .04

4.5,5 Test -retest Reliability of Banda SDQ

From the total 100 clinic cases, the repealed assessments were carried out on a random 

sample of only 25 children with only 12 children aged 10-16 in the lest-retest sample. 

Table 4.5 presents test-retest agreement for SDQ diagnoses when the assessment was 

repeated an average of 3 weeks later by different interviewers. Kappa values of between 

0.52 and 0.90 reflect a moderately high level of agreement.

Table 4.5 Test-Retest agreement of SDQ scales for clinical sample (N=25) administered 
the SDQ initially and 3 weeks later

SDQ scale Time1*Tlme2 correlations
Parent Teacher Youth
(N=25) (N=25) (N=13)

Total difficulties .78 .72 .73

Emotional symptoms .70 .67 .76

Conduct problems .77 .64 .70

Hyperactivity-inattention .78 .71 .69

Peer problems .59 .59 .52

Prosociaf behaviour .66 .57 .67

Impact .90 .88 .74

All correlations significant, p<0.01
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4.5.6 SDQ prediction

As presented in Table 4.6, overall prediction (N=100) of SDQ for the psychiatric disorder 
were found from the repeated assessment indicate good test-retest correlations and kappa 

values.

Table 4.6 SDQ prediction from Test-Retest agreement of SDQ scales for clinical sannple 

(N=25) administered the SDQ initially and 3 weeks later

SDQ scale Time1*Tlme2 correlations

Kappa SE P

Any disorder 0.53 0.07 0.000
(unlikely, possible, probable)

Emotional disorder .70 .67 .76
(unlikely, possible, probable)

Conduct disorder .77 .64 .70
(unlikely, possible, probable)

ADHD disorder .78 .71 .69
(unlikely, possible, probable)

4.5,7 Finalizing the variables of HHQ

The variables of the HHQ were clustered and analysed. These were sociodemographic 

factors including social ctass(affluent score), social capital, and a range of other risk 

(actors included parents' attitude and behaviour towards their children, parents' believe 

about punishment, supervision and reward, measures of physical health, and mental age. 

The result of analysis caused several changes in the questions. The HHQ had minor 

adaptations and some entirely new items that emerged from the field work and findings in 
the pilot study. The finalized version of HHQ obtained after the pilot study w/as used in the 

main study. The analysts of these factors will not be the focus of this thesis.
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4.6 Discussion

4.6.1 Measures

The pilot study generated both methodological and substantive findings of interest. 

Methodologically, the study provided the first evidence for the validity of the Bangla version 

of the Development and Well-Being Assessment (DAWBA)

Psychometric properties of the Bangla translation of the DA W8A

Within the clinic sample, there was substantial agreement between the DAWBA diagnosis 

and the independent diagnosis made by clinicians. The DAWBA generated more 

diagnoses of behavioural disorders while the clinicians generated more diagnoses of 

hyperkinesis -  in the absence of a true ‘gold standard', we currently have no way of telling 

whether the DAWBA or the clinic was more accurate in this respect. It was not possible to 

compare the DAWBA diagnoses with diagnoses generated with previously validated 

measures since no such measures exist in Bangla. In the longer term, il will be important 

to establish how well DAWBA diagnoses predict prognosis and response to treatment 

since this sort of predictive validity is of great practical relevance to clinicians, Test-retest 
reliability was satisfactory. On the basis of the available evidence from this study and from 

previous studies of the DAWBA in developed and developing countries (Goodman el al. 

2000a; Fleitlich'Bilyk and Goodman 2004), the DAWBA would appear to be a suitable 

assessment tool for both clinical and research purposes in Bangladesh.

Psychometric properties of the Bangla translation of the SDO

The first validation study of the SDQ in Bangla demonstrated in a clinic sample that there 
was substantial agreement between the SDQ 'caseness' predictions and an independent 

psychiatric diagnosis (Goodman et al. 2000b). The preliminary study was the second 

validation study of the SDQ that established demonstrated in a clinic sample that there 

was substantial agreement between the SDQ ‘caseness’ predictions and an independent 

psychiatric diagnosis. The pilot study confirms that the screening properties of SDQ in a 

sample are good enough to warrant use of the SDQ as the first phase of a two-phase 

design. The main stage study confirmed these validation studies by demonstrating that 

SDQ 'caseness' prediction in diverse community samples by independent psychiatric 

assessment that was presented in the next chapter.
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For all ol these reasons the researcher decided that a classical two-phase study, starling 

with a questionnaire screening phase would be most appropriate in Bangladesh. A two- 

phase sludy (Newman et al. 1990) is only more economical then a one-phase study that 

administers the definitive measure to everyone, if the screening measure is quick, cheap 
and discriminating, or if the disorder in question is rare. All of these apply to a study in 

Bangladesh of common child mental health problems using the SDQ in Bangla.

4.6.2 Conclusion

Based on the pilot study, the main study was designed to carrying out a two-phase 

assessment using the validated Bangla version of SDQ and DAWBA,
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CHAPTER 5 

MAIN STUDY: METHODOLOGY

This chapter describes the methodology of the main study which was based on the 

(tndings from the preliminary study and pilot study. Alter obtaining the valid measures of 
child psychopathology including final version of Household Questionnaire from piloting with 

necessary modifications of the measures, the main study was conducted in the same 

community areas where pilot study had been carried out. The data were collected during 

the period between January and April, 2004. Ethical procedure was similar to that of pilot 
study.

5.1 Introduction and obiectives

In chapters 2 and 3 the current absence of sound epidemiological studies in child and 

adolescenl menial health in Bangladesh was discussed. The preliminary study and pilot 

study presented in chapter 3 was designed to establish sampling strategy, measures and 

prevalence for power calculations.

As regards sampling strategy, the preliminary study showed that school-based search was 

good enough to get a fairly representative community sample of children identified by 

school lists. However, this method failed to include those children who did not attend 

school though they were relatively smaller in size. To avoid under- sample of children from 

very poor families who do not attend school the best way of ascertained technique should 

be household search which vi/as adopted in the main study. As regards measures, the 
screening questionnaire (SDQ) was less discriminating and more time consuming than it is 

in developed countries. Extrapolating from SDQ results obtained in Mohammadpur, 

Dhaka, and the likely rate of psychiatric disorders was around 18%. Predictions based on 

multi-informant SDQs potentially provide a cheap and easy method for detecting children 

in the developing world witti significant mental health problems. The potential 

effectiveness of any such screening program was further evaluated in the pilot study. It 

was also detected that the structured interview (DAWBA) worked well as judged by its 

agreement with independent clinical diagnosis.
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The Main study aimed:

• To confirm the validation of screening measures

• To generate prevalence estimates of the common child mental health disorders among 

5-10 year old in Bangladesh

• To determine how prevalence varies with population group {e.g. rural, moderately 

prosperous urban, urban slum)

• To identify possible variables as a guide to search the correlates of child psychiatric 

disorder in future

• To establish appropriate ascertainment technique for epidemiological surveys of child 

mental health in Bangladesh

Based on the preliminary and pilot study findings, the main study was designed to recruit 

917 children through household survey and carrying out a two-phase assessment using 

the SDQ in first phase and DAW BA in second phase.

5.2 Settings

The main stage study was set in three contrasting areas located in the Dhaka district and 
Dhaka City.

5,2.1 Dhaka District

Dhaka District is one of the main district of Dhaka division with an area of 1463.60 sq km, 

is bounded by Gazipur and Tangail districts on the north. Munshiganj and Rajbai districts 

on the south, Narayanganj district on the east, manikganj district on the west {Figure 5.1). 

Annual average temperature maximum 34.5“C, minimum 11.5 X : total rainfall 1931mm. 

Dhaka district was established in 1772. The district consists of 5 upazilas. 21 thanas, 3 

municipalities. 77 unions, and 863 villages. The upazilas are Dhamrai, Dohar, Keraniganj, 

Nawabganj and Savar.
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Figure 5.1; Map of the Dhaka District

Total households are 1,788,520.Average size of household is 4.82 (rural 4,92, urban 

4.92).Type of households are 92,71 % dwelling units (30.55% owned, 57.80% rented,
4 97% rent free), 1.45% institutions and 5.85% others. Population is 8,618,700; male 

4,795,300(55.15%), female 3. 823,400(44.85%); sex ratio is 125.4. Among the zilas of the 
country, the highest density is in Dhaka zila. Population density per sq. km is 5887; Muslim 

92.72%; Hindu 6.50% and others 0 78%.Pouplation 18 years or below is 3,193,660.Urban 
population is 7901700 (91.7% of the total population. Literacy rate of 7+ years is 64,26%; 

male 69.27%, female 57.86%.Urban literacy rate is 65 98%(male 70.80%),female 59.56%) 
and rural literacy rate is 44.56%( male 47.905, female 41.40%) (Bangladesh Bureau of 
Statistics 2003).
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5.2.2 Dhaka Citv

Dhaka, the megacity and the capital of Bangladesh is within the administrative area of 

Dhaka district stands on the bank of the river Buriganga It consists of seven principal 
electoral and administrative areas known as thanas and 14 auxiliary.Each Thana is again 
divided into smaller electoral units called Wards (Bangladesh Bureau of Statistics 

2003) Dhaka city has 130 wards It has an area of 304 sq km. The size of population of 

Dhaka megacity is 10,712,206: male 56.62%, female 43.38% Population density of Dhaka 
per sq km is 17691.

Figure 5,2; l^aps of the Dhaka City

The population growth of Dhaka stands at 56.5% in the last decade which is very high 

During the last decade an additional population of 3,868,077 was added to the city. This 

additional people has created pressure on the utility services such as water, sewerage,
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etectricity, gas, housing, transport, education and other amenities of life. This resulted in 

an adverse effect on the urban environment where a large number of people settled in 

slums and squatters. Scarcity situation of water, gas electricity, housing etc. has further 
deteriorated over the last decade (Bangladesh Bureau of Statistics 2003).

Dhaka municipality was established in 1864 and was turned into a Town Committee in 

1960. The name of the Town Committee was changed to Dhaka l^unicipality in 1972. 11 

was turned into a fvtunicipal Corporation in 1983. Finally it was elevated to City Corporation 

in 1991. Dhaka is the capital city of Bangladesh. Average literacy is 65.98%; mate 70.87% 

and female 59.56 %.(Bangladesh Bureau of Statistics, 2003). fulain occupations are 

service 31.49%, commerce 23.08%, transport 8.53%, agriculture 7.62%, agricultural 

labourer 4.41%, wage labourer 2.71%, industrial labourer 1.87%, , construction 2.76%, 

house renting out 2,23%, and others 15.3%(Asiatic Society of Bangladesh, 2003).

Historical events: Once upon a time Dhaka was ruled by the Hindu Kings. The Pala and 

the Sena dynasties ruled Dhaka for many years. It was not until early fourteenth century 

when the f^uslim rulers began to come to Bengal. This city was built in the seventeenth 

century and bears a long tradition through Pathan, f\/lughal and British period. Dhaka was 

made the capital of Bengal in 1608 and Islam Khan renamed Dhaka as Jahangirnagar 

after the name of Emperor Jahangir. In the eighteenth century Dhaka lost political 

importance when IVIurshid Quii Khan transferred the capital of Bengal from Dhaka to 

f^urshidabad. But Dhaka never lost its commercial importance. It became capita) of East 

Bengal & Assam Province during period o( divided Bengal from 1905 to 1912 during British 

rule. II was a provincial city during Pakistani control. After the independence in 1971 it 
became increasingly important, rapidly modernised with constant increase of its area and 

population and became the largest metropolitan city of Bangladesh.

Dhaka is very closely related with the politics of the post 1947 political history. IVIentions 

may be made of language movement of 1952, six-point programme of 1966, mass 

upsurge in 1969, historic speech of Bangabandhu Sheikh IVIuiibur Rahman on 7 March 
1971, signing the document of surrender of Pakistan army on 16 December 1971, etc.
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5.3 Study area

The main study was carried out in three contrasting areas of Bangiadesh: a representative 

rurai area (Boxnagar Union of Nawabganj Upazilla of Dhaka District), a mixed but stable 

middle-income urban area (Mohammadpur Thana of Dhaka city) and a very deprived 

urban area (slums of l\/lohammadppur Thana of Dhaka city).The photos of the study area 

is viewed in the the anneure (Annexure 11).

The site for the main study needed to include all three of the groups that make up 

Bangladesh; Urban poorer, Urban mixed but middle-income and Rural mixed but poor. As 

mentioned in chapter 1, this is because in most of the country, the population divides into 

these 3 main groups. At this point a representative and deliberate contrasting sample is 

needed to encompass all three populations. The reasercher wanted to make sure that the 

measures and ascertainment methods worked for all 3 groups. The site also needed to be 

small enough to facilitate contact with local authorities. Overall, the areas were chosen 

after informal local consultation as representative exemplars of that sort of area (rural, 

urban, slum),

5.3.1 Rural study area

Nawabgan] Upazila (Figure 5.3) where the rural sample was obtained from Boxnagar 

Union. Nawabganj Upazilla is one of the Upazilla of Dhaka District, with an area of 244.81 

sq km. II is bounded by Singair upazila on the north, Dohar upazila on the south, 

Keraniganj, Sirajdikhan and Sreenagar upazilas on the east, Harirampur and f^anikganj 

Sadar upazilas on the west. Main rivers are Dhaleshwari, Ichamati and Kaliganga (Asiatic 

Society of Bangladesh 2003).

•Nawabganj town, the administrative centre of the Upazilla is located 30 km from Dhaka 

city. The communication between Dhaka city and Nawabganj Upazila by road is not 

straight forward. There is ferry to cross the river between two places. The availability of 

ferry causes variation of time to reach Nawabganj from Dhaka or to come Dhaka from 

Nawabganj. On an average, it takes 3-4 hours for one way journey by public transport and 

2-3 hours by car.

Nawabganj upazila was established in 1974, The upazila consists of 14 unions, 327 

villages and 57,760 households, According to the population census 2001 .population of
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the Upazilla is 2,93,740; male142940 (49 31%), female 1,50,800 {50.69%); Muslim 

77.19%, Hindu 20.74%, Christian 2.04%. Buddhist 0.01% and others 0.02% The 

population of 18 years or below is 124,680(42.45%) and the population between 5-10 
years is 32,312 (11%) (Bangladesh Bureau of Statistics 2003).
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Figure 5.3: Rural Study Area- Nawabganj Thana

Average literacy rate is 34.5%; male 38,5% and female 30,6%. Literacy rate 7+ years is 

54.08% Educational institutions include college 7, high school 24, junior high school 6, 
madrasa 9, government primary school 90, non-government primary school 19. Main 

occupations are agriculture 22.1%, agricultural labourer 13.27%, wage labourer 4.5%, 
fishing 2.9%, weaving 4.37%, industry 1.3%, commerce 12.2%, service 18.54%, 

construction 2.98%, house renting out 3.45%, and others 14.39%.Total cultivable land

18208,01 hectares, fallow land 627276 hectares; single crop 47.5%, double crop 37.8% 

and treble crop land 14 7%. Among the peasants 29% are landless, 30% small, 32% 
intermediate and 9% rich peasants; cultivable land per head is 0.07 hectare.

Reasons for selection

Boxnagar Union of Nawabganj Upazilla was selected for this study because of its relatively 

more rural character than other Unions of Nawabganj. This union is 3.4 km from 

Nawabganj town and 35 km from Dhaka city, with an area of 8.43 sq km. Boxnagar Union 

consists of 16 villages with 2743 households. Population of the Union is 14,797; male 

7123, female 7674,Population of 5-10 year children is 1,628 (11%).Its inhabitants are 

mainly farmers and therefore relatively impoverished In contrast some were businessmen

Dhaka University Institutional Repository



and comparatively rich. Most of the families in this area have already been there for some 

generations. This union was purposively selected for the sample because villages of this 

union are more representative of rural population in terms of mixed economic, 

sociodemographic cultural, geographic nature and degree of urban influence of rural areas 

of Bagladesh in general. Moreover, manageable sample size could be ensured from this 

area with the help of the support of the local peoples

5.3.2 Urban study area

Mohammadpur Thana (Figure 5.4), where the stable urban sample was obtained 

t^ohammadphur is one thana of the western part of Dhaka city bounded by f^irpur and 

Kafrul lhanas on the north, Hzaribagh thana on the south, Tejgaon and Dhanmondi thanas 

on the east, Savar upazila on the wesl It has an area of 12.14 sq. Km. According to the 

Population Census 2001 .population of Mohammadpur Thana is 456,300; male 

244.800(53.65%), female211,5C0 (46.35%); Muslim 92.87%, Hindu 6.73%, others 0 4%; 

population density per sq km is 27346.The population of 18 years or below is 165,540 

(36.28%).The population of 5-10 year old is 16,554 (10 %). The total number of 

households is 97240. The area is divided into 11 Wards, of almost equal area and 
population (Bangladesh Bureau of Statistics, 2003). Area authorities have good records 

of households and population chiefly for the purpose of elections.

Average literacy is 52.7%; male 56.1% and female 48.7%. Literacy of the 7+years is 

63.54%. Educational institutions are college 7, medical college 2, government high school 

3, non-government high school 10, government primary school 4, non-government primary 

school 10, English medium school 10. Main occupations are service 32.91 %,commerce 

22.11%, transport 16.29%, wage labourer 2.95%, industry 1.95%, construction 3.67%, 
renting out 2.85% and others 17.27%,Manufactories include Garments industry, glass 

factory, oil mill, brick factory, ice factory, shoe factory, etc. Cottage industries are 

approximately 100 including goldsmith, tailoring, and handicrafts. Main exports are Ready 

made garments and handicrafts, Health centres include Government hospital 6, private 

hospital and clinic 7, considerable number of NGO operated hospitals (Asiatic Society of 

Bangladesh 2003).

Mohammadphur is rather a modern prosperous area compared to the older part of Ohaka 

city, and was formed about fifty years ago. The area is residential in nature. Inhabitants of 

this Thana are considered as national gathering, having people from all over the country. 

They are mainly service holders, small businessmen, professionals of middle economic
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class. Houses of the main residential area were mostly of 300 sq. metres on an average, 

with one or two-storied structure. However, the trend for multi-storied building is rapidly 

increasing. All of these houses have electricity, gas and water supplies. The area is 

under the coverage of Government health Service and the people have access to the wide 

range of health care facilities of the capital. Education facilities are fairly adequate and 

children’s school enrolment is almost hundred percent. Almost all children are under cover 
of immunisation.

Reasons for selection

Moammadphur is chosen for this study because is a residential area by nature. This area 

represents the place of residence of the permanent inhabitants. People from almost all 

parts of the country live in this area. Therefore the population is fairly representative of the 

distribution of general population though the area is not representative of Bangladesh in 

general because of its urban nature. The urban characteristics of this area in terms of 

socio-economic status, type of economic activities, housing pattern, living conditions and 

educational facilities compare well with the urban areas throughout the country and 

therefore are fairly representative of urban areas for the purpose o( this study.
The majority of the population in this area are literate and almost alt school-age children 

attend schools. Therefore, it would be easier to apply the measures of the survey. The 

distribution of households is more homogenous compared to other parts of the city. The 

area has comprehensive and updated electoral list of population records which was 

proved to be helpful in identifying households for the selection of sample.

After the critical analysis of the experience of several field visits along with gathered 
information from reliable sources, we selected a mixed but stable middle income urban 
area (Ward 41) for the urban sample of this study. The population of this Ward is 38,124. 
The population of 5-10 year old is 3,812 (considering 10 % of the population).
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MOHAMMADPUR THANA
U 0 ^

Figure 5.4: Mohammadpur Thana-The Urban Study Area

5 3.3 Slum study area

Ring Road- Beribandh Stum of Mohammadpur (Figure 5.5), where the poorer urban 

slum sample was obtained, is a relatively recent but stable urban slum area. This slum is 

located in the administrative area of Mohammadpur thana. It Is situated in the outskirt of 

the main residential area of Mohammadpur. The slum is largely populated. Its population is 
36,048 (7.90% of the total population of Mohammadpur Thana); male 58.30%, female 

4270 %( Asiatic Society of Bangladesh 2003).There is no reliable data on other 

information on this slum. From the source of data of Mohammadpur, the calculated 

population of 18 years or below is 13,078 (considering 36.28%) The population of 5-10 
year old is 3,605 (considering 10 %).The children population of slum will certainly be 

higher as calculated. The density of the population is more and population of 18 years and 

below are assumed to be much higher proportion than that of the main residential area of 
Mohammadpur and the literacy rate is certainly lower. Its population is composed mostly 

by working class families, therefore poor, very poor. They are mainly floating population 

came from different areas of the country who were landless, lost their houses by flood, tost 

their work and came to the Capital with the hope of changing their fortunes. Like many 

slum areas, Ring Road-Beribandh slum is built on illegally occupied land both side and in
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between Ring Road (Road surrounded the nnain Mohamnnadpur Residential Area) and 

Beribandh (City flood protection Dam), Its houses are built of precarious materials, usually, 
bamboo, wood, tin, cement (ibre. partial break wall or, in poorest areas, jute stalk, sack, 

straw, cardboard, plastic, bamboo and hay. Some houses may have some sort of 

improvised flooring. Whole fannilies will typically occupy one or two rooms inside the 

house. Most of them have to give money for their dwelling either in form of rent to the legal 

owner of the land or in form forceful subscription to the local gang leaders. Sewage run in 

hand cut open gutters on the land, Electricity and water are illegally drawn from the public 
networks. Regarding occupation, males are mainly rickshaw puller, day labour, worker ol 

the small industry, petty shop keeper, mechanics, vender and self employed. Some are 

low paid service holder. Besides housewives, considerable numbers of women of the slum 

are also working. Their main occupations are made servant, garment worker, petty 

business, and cottage industry worker. Like other slums, the stum of Mohammadpur are 

also the heaven of business of drugs of abuse and crimes and slum people are used in 

drug trafficking and related purpose. They are also prey of local gang leaders and live in 

very insecure and uncertain life. The area is deprived of the urban facilities in all aspect. 

The numbers of Children of the slum go to school are not reliably recorded. It has been 

observed that trend of school attendance are increasing. The schools of the slum are 

mainly run by Non-government organisations working in this area for the purpose of their 

socio-economic activities. Some schools are well organized. However, other schools are 

partially organized with inadequate teachers, lack of school building, irregular learning 

program. Children of the slum are also working as house servant, day labour, garment 

worker, and worker of small industry. They are supposed to be used for criminal purpose.

Reasons for selection

Ring Road-Bari Bandh slum of r/tohammadpur are selected because it is relatively stable 

slum area ol Dhaka city having typical characteristics of slum. In Bangladeshi context it is 

difficult to get secured access in the slum to conduct research activities. This slum was 

accessible for the research team due to availability of adequate local support. As a very 
recognized slum, majority of the adult population are included in the electoral list. They are 

enlisted in the updated electoral register because of the political interest.

All the areas of the slum are basically under the administrative area of the Wards of the 

f^ohammadpur Thana and divided accordingly. We selected those areas of the slum fall 

into the ward 42,44,46, 47 because these parts of the slum are very much representative
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of slum character and adult population are included in the updated electoral register that 

was necessary to find the householdes to select the sample of the very deprived urban 

area
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Mohammadpur Thana Slam Area
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Figure 5.5; Ring Road-Beribandh Slum of Mohammadpur
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5.4 The research team

The interviewers who took part in the preliminary study remained in the team (three 
medical graduates and three non-clinical trained interviewers),Further thirteen non-clinlcal 

interviewer and five part-time medical graduates joined the team. The medical graduates 

and non-clinical interviewers were designated as research assistant’ and 'field assistant' 
respectively. The data entry was done twice by two different members of the team. It was 

possible to keep up with the data collection schedule, but it demanded a great deal of 
continuous prompting and motivational strategies. The researcher was intensively 

supervised by two experienced senior professors of psychiatry .The researcher himself 

trained and closely supervised the team, including weekly meetings, case-discussions and 

management of data entry. As illustrated in Figure 5.2, the organogram of the research 
team functioned with two-way communication and network system
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Figure 5 6; Organization of the Research team

The team was assisted by senior teachers of the department of psychiatry having 

experience in child psychiatry. Other staffs of the department also involved the 

management and implementation of the research and gave logistic supports

The team was extended by taking support of the author of the DAWBA (Professor 
Goodman). The researcher was also received intensive training on clinical rating of
computer based DAWBA diagnoses by the concerned trainer headed by the author of

DAWBA, at the Institute of Psychiatry, London He also performed clinical rating of

computer based DAWBA diagnosis, discussing with the researcher. Consultation with

experience researcher at home and abroad was taken when felt. Experienced statisticians 

ware also involved for data analyses

The organized activates of the research team is reflected in the photos (Annexure 11),

5.5 Design and sampling strategy

5.5 1 Design

A quantitative cross-sectional design was applied in this study, with two-stage sampling 

and two-phase assessment
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5 5 2 Methodological steps

As shown in Ftgure 5.7 the key methodological steps were based on the study design.

Step 1: Sampling
Phase I; Recruitment of households through electoral register

Phase II: Recruitment of children from selected households

Step 2: Assessment

Phase I; Application of screening questlonnalre-SDQ and 
household questionnaire — computer algorithm applied to 

select screen +ve and screen -ve cases

Phase II: Structured interview carried out using DAWBA of mixture of all 
screen +ve and proportionate screen -ve -> computer diagnosis 

program applied for ICD-10 diagnosis

Step 3: Rating
Clinical rating performed using computer based ICD diagnosis and evaluating

open-ended questions

Step 4: Prevalence estimate

Final diagnosis was made for prevalence estimate
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5.5.3 Total sample size

Likely prevalence was judged from multi-informant SDQs, using a predictive algorithm that 

has previously proved relatively accurate in the developed and developing world 
(Goodman et al 2000b and c).

The sample consists of 922 children aged between 5 and 10 years old. The sample size 

was based on power calculations that assumed that the overall prevalence of psychiatric 

disorder would be around 18% (as judged from the preliminary study, Chapter 3) and that 
a 95% confidence interval (Cl) of ± 2.5% would be precise enough for service planning 

expectation from health authorities. This implies a standard error (SE) of 1.27%. The 

sample size was calculated as follows (Altman 1991).

Cl of ± 2.5% — SE of (2.6% /1.96) = 1.33%
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SE=Vp(1-p)/n
0.0133=V0,18x0.82/n
0.000177=:0.18x0.82/n
n=834

Defining sub-sample sizes:

In the study areas. 5-10 old children population is around 11% of the total population in 

rural area, and around 10% in urban area. The percentage of 5-10 year old children 
population is assumed to be much higher in slum area. Therefore, it was decided to 

oversample from all the areas and more oversampled in slum area in order to have 

enough statistical power to compare areas.

The preliminary study in Mohammadpur found that the prevalence rate was around 18%. 

The researcher wanted to ensure that enough children were included in each area to have 

sufficient power to detect a difference in prevalence in areas, i.e. rural, urban, and slum. 

Power calculations in STATA version 6.0 (StatCorp. 1997) were run to estimate the 

sample sizes for three-sample comparison of proportions. For 82% power, the estimated 

sample size was 223 subjects in each of the three groups. According to these estimates, 

the researcher decided to aim for a sample size of 250 for rural and urban area and 

remaining 350 for the slum area (Table 5.1).
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Table 5.1 Sub-sample sizes
Area OS hm a tad 

total 5-10 yr. 
old population

Pianried 
sample stze

Planned
sampling
percenlagG

Aciuai 
sample stzo

Actja!
sampling
percefiiaoe

Rural 1,628 250 15.36 293 18.00
Urban 3,812 250 6.56 280 7.34
Slum 3,605 350 9.71 349 9.68
Total 9,045 850 9.40 922 10.20

5.5.4 Sampling Strategy

The sampling strategy inclutJed random selection of households in first stage followed by 

random selection of one child from each household. The updated final electoral register 

was used for the selection of the households. This register is a unified and reliable record 

that includes the households of the study areas— urban, rural and slum area. Household 

based sampling was adopted. This ascertainment technique was taken to obtain a 

representative sample of children and minimizing the possibilities of missing of children 

who were not attending school. Further, door to door family visit strategy was taken to 

ensure the desired data collection in Bangladeshi context as postal or any other 

correspondence is not workable because reply from the respondents by post is less likely 
expected for this type of study. f\/loreover, there were incomplete postal addresses 

recorded in the register of the many households in slum area and also in rural area. 

Families were randomly selected from the electoral list. The families were visited to see if 

they included any children aged between 5 and 16 years. Written letter and oral 

information about the study to participate in the study were provided to the parents by the 

members of the research team through home visit before being asked whether they were 

willing to participate in the research and whether they gave their permission for their child 

and child's teacher to take part in the research procedure. The request letter to participate 
in the study along with information about the study was also provided to the teachers. The 

nature of the study were explained to all the families and the children's teachers and oral 

information were well clarified, particularly for families who could not read or could not read 

well. The voluntary nature of participation was also explained. Participation rates were 

assessed along with reasons for nonparticipation when given were recorded. Every third 

family was taken. If for any reason, the third family was not available, the next was taken 

then again the third was taken. The families who agreed to participate in the study and 

gave their consent, one child of either sex within the age range of 5-16 years was 

randomly (lottery method) selected from each households. To minimize the possibilities of

Dhaka University Institutional Repository



Page 124

undersampled children from large families, a 50% probability of inclusion of the child from 

small families, with just one child in the age range was ensured by deciding randomly,

5.5.5 Two Phase assessment

The assessment was carried out in a two-phase. In the preliminary study it was proved 

that the parent and teacher versions of the screening measure (SDQ) did discriminate well 

between clinical and community samples, which also contributed lor the decision of adopt 

a two-phase design for this study. Adopting a two-phase design, this study was likely to 

achieve a proved representative ness and less exhaustive, less time consuming and 
importantly cost effective rate and fewer cases with missing data.

5.6 Ethical approval and consent procedures

The study was approved by the ethical committees at the Bangabandhu Sheikh Mujib 

Medical University, Dhaka. A consent form was designed which was accompanied of a 
letter of introduction that contained motivational and mentioning ethical matters (Appendix

5 and 10); both were read and explained to the parent when they were illiterate.

5.7 Inclusion / exclusion criteria

All children of households recognized through the electoral register aged 5 to 10 years old 

and who were living in study areas were eligible for inclusion in the study. Active parental 

consent was required before a child could be considered for inclusion in the study. Even 

after giving their consent, there were a few parents who could not subsequently be 

interviewed -  since the parent interview is a crucial part of the diagnostic assessment, and 

since parents provided practically all the information about relevant risk factors, we only 

included children in the sample when parents not only consented but also completed their 
interviews.

There were no exclusion criteria.
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5.8 Sampling

Two-stage sampling was carried out in (he main study. In the first stage households were 
sampled randomly in each area and in ihe second stage, when a participating family 

included more than one 5-10 year old, just one of these children was chosen at random. 

Although we were generally aiming for about one child in three, we approached slightly 

more families to balance the proportion of children whose families could not be located 

and did not consent. This ascertainment technique was taken to obtain a representative 

sample ol children and minimizing the possibilities of missing of children who were not 

attending school. Further, door to door family visit strategy was taken to ensure the 

desired data collection in Bangladeshi context as postal or any other correspondence is 

not workable because reply from Ihe respondents by post is less likely expected for this 

type of study. Moreover, there were incomplete postal addresses recorded in the register 

of the many households in slum area and also in rural area.

5.8.1 The samplino frame

The sampling frame elected for this study was electoral register. This decision was based 

on the finding from the preliminary study that considerable children did not attend school 

and the household search in the community was needed for representative recruitment 

from different contrasting areas in Bangladesh. In developed countries such as the UK. 

there are health or social benefits registers that, in general, contain almost all children 

living in a certain area. In Bangladesh, a similar register could be the vaccination file in 

each local government clinic. However, there is no guarantee that all children are indeed 

taken to the clinic, particularly in more deprived areas. An alternative could be the official 

register of births, but there is no regular governmental procedure to check whether all 

parents are registering their children and in any case, many families will have moved into 
and out from any given area since the time their children were born. Another possibility 

would be the electoral register. As mentioned in chapter 1, Government system of 

Bangladesh is parliamentary democracy. National election happens in every five years. 

Election for local governments and municipal authorities happen round the year. 

Bangladeshi people are very concern about election and to exercise their voting rights. 

They usually keen to include their name in the electoral register. Election commission 

maintains good record of voters. Therefore, the best ascertainment method for identifying
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children that should be included in a representative community survey is selecting families 

from electoral register. For this study, the updated final electoral register was used for the 

selection of the households. This register is a unified and reliable record that includes the 

households of the study areas— urban, rural and slums area. Household based sampling 
was adopted.

5.8.2 Recruitment of the subjects and procedure

The selected families were visited to see if they included any children aged between 5 and 

16 years. Written letter and oral information about the study to participate in the siudy were 

provided to the parents by the members of the research team through home visit before 

being asked whether they were willing to participate in the research and whether they gave 

their permission for their child and child’s teacher to take part in the research procedure. 

The request letter to participate in the study along with information about the study was 

also provided to the teachers. The nature of the study were explained to all the families 
and the children's teachers and oral information were well clarified, particularly for families 

who could not read or could not read well. The voluntary nature of participation was also 

explained. Participation rates were assessed along with reasons (or nonparticipation when 

given were recorded (This will be described in Chapter 6). Every third family was taken. If 

for any reason, the third family was not available, the next was taken then again the third 

was taken. The families who agreed to participate in the study and gave their consent, one 

child of either sex within the age range of 5-16 years was randomly (lottery method) 

selected from each households. To minimize the possibilities of undersampled children 

from large families, a 50% probability of inclusion of the child from small families, with just 

one child in the age range was ensured by deciding randomly.

In stage one, all the 950 children selected randomly screened by parent and teacher 

version of SDQ. Parents completed the questionnaire at home and teacher completed the 

questionnaire at school. Where it appeared that school teacher was not in a position of 

giving adequate information (new teacher, new school, new class session, irregular or 

infrequent school attendance, poorly organized school with very few teachers and irregular 

school days and little learning activities, where home teacher knew the child best as there 

is exiting trained of engaging the child with home tutor), home teacher filled up the 

questionnaire at there own places. The HHQ (along with SRQ) was also completed for 

each subject by the parents at this stage. All data were entered onto a computer were
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verified initially by cross checking and double checking. The HHQ data were entered into a 

Microsoft Excel spreadsheet. The SDQ data entered into an entry program for SDO with 

the facilities of analyses of the possible cases, using the multi-informant SDQ computer 
algorithm. Thus the positive cases and a random sample of the negative cases were 
selected lor further study. This selection of cases was done by an expert independently 

(who was not involved with clinical diagnoses) to avoid any possibility of biasness.

In the first phase of the study, screening questionnaires and sociodemographic measures 

were obtained on all subjects. Parents provided SDQs and sociodemographic information 

on all subjects, but teacher SDQs were only obtained on 88% of rural children, 98% of 

urban children, and 65% of slum children (chi-square= 132.4, 2df, p<0.00l), partly 

reflecting differences in school attendance.

In the second stage, detailed psychiatric assessment for the cases selected by computer 

based predictive algorithm by using DAWBA was carried out between March and April, 

2004.For this purpose, two groups of children were included on the basis of mixture of 

positive cases and randomly children population for rest of the sample. In total, DAWBA 

assessments were carried out for 208 subjects {70 subjects from rural area, 60 subjects 
from urban area, and 78 subjects from slum area) by well trained different group of 

members of the leam from the stage one who were blind to the SDQ scores. Parents were 

interviewed at home. Teacher version of DAWBA were distributed to the teachers and 

collected from them by the interviewers. Parents of the children with suspected psychiatric 

problems were informed about the problem and those children were referred to the 

appropriate child mental health services for clinical help and support. That was done for 
the interest of those children and their families as part of the ethical components.

It should be mentioned here that we had limited resources. This meant that it was only 

possible to carry out DAWBA assessments on one in five subjects; the families invited to 

take part in the second phase were all those whose children were screen positive in the 

first phase, plus a random sample of those who were screen negative (adjusting the 

sampling fraction for the screen negative so as to achieve an overall sampling fraction of 

around 20% in each of the three areas). All families invited to take part in the second 

phase agreed to do so. Table 1 shows how many screen-positive and screen-negative 

subjects from each area were assessed in the second phase. The DAWBA assessment 

involved a parent interview in all cases, but teacher DAWBAs were only obtained on 94%
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of rural children, 97% of urban children, and 69% of slum children {chi-sqLiare=27.2, 2df, 

p<.001).

All the DAWBA data were entered onto a computer with crossed and double checking and 

further verified independently. Special data entry programs were used for computer based 
diagnostic coding and clinical rating.

Subjects

The data were collected between January and April, 2004, A total of 1575 families were 

selected from the electoral register of the community areas; 550 families from urban area, 

425 families from rural area, and 600 families from slum area. In total, 233 families (81 

urban, 5 rural, and 147 slum) were not found as they moved to different places. Therefore, 

1342 families (469 urban, 420 rural, and 453 stum) could be located. The families were 

visited to see if the households included any children aged between 5 and 10 years. 01 

these, 338 families (143 urban, 123 rural, 72 slum) had not at least one child of 5-10 year 

old. Therefore. 1004 families (326 urban, 297 rural, 381 slum) found to have at least one 

child between 5 and 10 year old. Of these families, 57 families (33 urban, 0 rural and 24 

slum) did not agree to participate in the study. From the remaining 947 families, 

947children (293 urban, 297 rural, and 357 slum) from 5-10 years age of either sex were 

included by random selection of one child for each family. The method of selection was 

similar to that of community sampling of the pilot study. Information for these children was 

collected. Further. 25 subjects, (13 urban, 4 rural, and 8 slum) were excluded because it 

was not possible to get sufficient information on the questionnaires (either due to failure to 

get SDQs or incomplete filled up HHQ and/or SDQ that were insufficient for 

analyses).Finally, 922 children (280 urban, 293 rural, and 349 slum) were included for 

analyses, The main reason for nonparticipation was because a considerable number of 
families were not found in their addresses as recorded in the electoral register due to 

relocation mainly from rented houses. The participatory rate of the slum area was largely 

influenced by their higher relocation rate. Further, some addresses of the family were 

difficult to locate according to the record of the electoral register. The main reason of 

nonagreement to take part in the study were fear of any possible bad occurrences 

(rubbery, claim for money by terrorists or outlaws) that caused avoidance (told by the not 

agreed urban families), inability to give time (told by both not agreed urban and slum 

families). Other reasons were that such type of study is useless expressed by the not

Page 128

Dhaka University Institutional Repository



agreed urban families; leelings of being neglected by the society and finding no benefit, 

and fear of any possible botheralion expressed by the not agreed slum families.
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5.9 Measures

The principal measures of psychopathology were again the Strengths and Difficulties 

Questionnaire (SDQ) (Appendix 1 and 6) and the Development and Well-Being 

Assessment (DAWBA) (Appendix 2 and 7) which were tested and validated in the 

preliminary study and pilot study. The battery of measures also included a Household 

Questionnaire (HHQ) (Appendix 3 and 8) which consisted of socio-economic variables 

and the Self Reporting Questionnaire (SRQ) (Appendix 4 and 9) as a measure of mental 

health of the adult with primary responsibility for looking after the child. The measures are 

available in full in the Appendix of this thesis in both languages English and Bangla.

Strengths and Difficulties Questionnaire (SDQ)

As described in Chapter 3, the SDQ is brief behavioural screening questionnaire. There 

are three versions for different respondents: parent (or main carer), teacher and a self

completion version for youth over 11 years old. It covers four groups of symptoms: 

emotional, hyperactivity, social and conduct: and a fifth group of pro-social behaviours. It 

also enquires whether the informant thinks that there is a problem in any of theses areas 

and if so, what distress and social impairment is caused. The SDQ was originally 

published in English, but it is currently available in over 40 languages, which will allow the 

results of this thesis to be compared with studies in other developing and developed 

countries. The web site at www.sdqinfo.com provides more information on the SDQ plus 

downloadable versions of the questionnaires in Bangla.

Development and Well-Being Assessment for Children and Adolescents (DAWBA)

The DAWBA is a 34-page structured psychiatric interview with additional open-ended 

questions (Goodman et al. 2000a), also described in Chapter 3. It was designed to 

combine some of the best features of structured and semi-structured measures for a 

British nation-wide epidemiological survey of common emotional and behavioural 

disorders in children and adolescents {Meltzer et al. 2000). The semi-structured measures 

are often too expensive for epidemiological surveys, requiring a great number of clinically 

trained interviewers. On the other hand, the fully structured interviews can provide less
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convincing results with rare symptoms over-reported because the respondents may have 

not understood the questions. The DAWBA overcomes this problem adopting a structured 

interview with open-ended questions when parents can describe the problems with their 

own words. Further more, open-ended questions in survey instruments give parents an 

opportunity to mention worries not covered by a structured measure. This will help to 

identify the culture-specific concerns of parents that lie outside the measures initially 

developed in developed countries (Hackett 1999b).Improvements that emerged from the 

pilot study were tncorporated into the DAWBA. It had only minor changes in the separation 
anxiety section, social phobia section, and generalized anxiety section to facilitate to 

proceed on other questions on this section. Two questions on religious obsession was 

incorporated in the obsession and compulsion section.

The DAWBA {which starts with the SDQ) and the QSE were applied to all subjects 

included in the sample and generated computer diagnoses for each subject. After the 

computer diagnosis, the programme allows a clinical rating that may or may not confirm 

the computer diagnosis. In order to perform this rating,, the researcher underwent through 

a specific training on the DAWBA rating procedures. The researcher studied the DAWBA 

Rating Manual, and accompanied the ratings for the British 99 Survey {Meltzer et al. 

2000). Also, the researcher's ratings were supervised by Professor Robert Goodman, the 

author of the DAWBA interview. The rating consisted on reviewing information from the 

structured and open-end questions and re-evaluating the computer diagnoses to provide 
final clinical diagnoses based on DSI^ IV and ICO 10 diagnostic criteria for each subject. 

Further information on the DAWBA is available from wwwdawba.com -  including 

downloadable versions of the measures in English and Bangla as well as on-line 

demonstrations of the clinical rating process.

The design of the DAWBA was influenced by several related considerations already 

discussed in chapter 4: (1) the need to measure impact as well as symptoms: (2) the need 

for multiple informants; (3) the simplicity and economy of respondent*based measures and 

(4) the desirability of clinical review to reduce false positives and make "not otherwise 
specified" diagnosis.
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The Household Questionnaire (HHQ)

As described in chapter 5, the Household Questionnaire (HHQ),is a socio-demographic 
questionnaire developed for this study in Bangla. The HHQ covers sociodemographic 

factors including social ctass(affluent score), social capital, and a range of other risk 

factors included parents’ attitude and behaviour towards their children, parents' believe 

about punishment, supervision and reward, measures of physical health, and mental age. 

The affluence measure was obtained from a standardised Brazilian questionnaire Criterio 
de Classificacao Economica Brasil (Associacao Nacional de Empresas de Pesquisa - 

ANEP 2000), The HHQ had minor adaptations and some entirely new items that emerged 

from the field work and findings in the pilot study. The finalized version of HHQ obtained 

after the pilot study was used in the main study.

The Self Reporting Questionnaire (SRQ)

The Self Reporting Questionnaire (SRQ) has been developed by World Health 

Organization (WHO) as an instrument designed to screen for psychiatric disturbance, 
especially in the developing countries. The SRQ consists of 20 questions related to 

neurotic symptoms with simple yes/no responses. It may be used as a self administered or 

as an interviewer administered questionnaire. Additional 4 questions have been used with 

SRQ-20, to screen psychotic disorder (Harding et at. 1980).The SRQ is an instrument 

with proven reliability and validity. In addition to English, it has been translated and 

validated in many languages and has been used in research studies throughout the globe. 

The SRQ has also been translated and validated in Bangla (Islam et at. 2000).The 

validated Bangla version of SRQ-24 was used in the main study as a measure of mental 

health ot the adult with primary responsibility for looking after the child (normally the 

mother).
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5.10 Definition of Vartables

The concepts and definitions of tollowing variables except income group, are adopted from 
the concepts and definition used in the Bangladesh population census 1991 (Bangladesh 
Bureau of Statistics 1994).

Household: Persons having relations or not, living together and taking food from the same 

kitchen is considered as a household. Households are divided into three categories 

namely, dwelling, intuitional and other.

Dwelling household: Households which are mainly used lor residential purposes.

Institutional household: Hostels, hospitals, clinics, jails, barrack or orphanages where a 

person or group o( persons spent.

Other Household: Household other ihan dwelling and institulional household. Mess or 
people livening in offices fall into this category.

Literate: A person who is able to write a letter in any language has been considered as 

literate.

Employed: Persons who are either (a) working one or more hours for pay and profit, or 

working 20 hours or more without pay in a family farm or enterprise: (b) not working but 
who have a job or business from which he is absent temporarily.

Unemployed: Persons who are involuntarily out of gainful employment.

Inactive: Persons who are unable to work and are out of gainful employment, such as 

disabled, retired, too old, students, remittance recipients, beggars etc.,

Self-Employed: A person who operates an enterprise on business on his own account or 

operates it jointly with others in the form of partnership. A self-employed person may or 

may not hire workers to assist him in his enterprises.
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Geographical Area and Commur^ity tevel Area

Division: Largest administrative unit of Bangladesh. Divisions are made according to the 

geographical areas of Bangladesh.

Zila (District): Largest administration unit of Division which is comprised of Upazilas and 
thanas.

Upazila; administrative unit of Zila which is comprised of unions.

Thana: Administrative unit of urban area which Is comprised of wards. The urban areas 

include magacity. statistical metropolitan area. Paurashava{municipality),district town.

Union: Smallest electoral unit of rural area which is comprised of villages,

Village: Smallest geographic area in rural areas which is known to the people as village. A 

village is always populated.

Ward; Smallest electoral unit of paurashavas (municipalities) and other urban areas which 

is known to the inhabitants as Ward.

Urban Area: Developed areas around (i) an identifiable central place where (ii) amenities 

like metalled roads, communication facilities, electricity, gas. water supply, sewerage, 

sanitation etc.. usually exist, (iii) which are densely populated and a majority of the 

population are non-agricultural and ( iv) where community sense is well-developed.
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5.11 Analyses

In the main study, all open-ended comments were translated from Bangla into English, and 

DAWBA diagnoses were assigned by Professor Robert Goodman, who is an experienced 

child psychiatrist who has previously carried out or supervised over 20,000 clinical ratings 
using the DAWBA. The research diagnoses made by Robert Goodman(author of the 

DAWABA) were subsequently discussed with the researcher to ensure lhai cultural 

context had been adequately allowed for, and that diagnoses were not being assigned to 

culturally sanctioned variations within the normal range -  a process particularly relevant lo 

obsessive compulsive disorder, post-traumatic stress disorder and behavioural disorders.

5-11.1 Analytic Strategy

Validity of the Bangla SDO

Within the community sample, to investigate whether a division into low and high risk on 

the basis of SDQ scores lead to different rates of psychiatric disorders as determined by 

the DAWBA.

Prevalence rates and associate risk factors

To avoid small cell sizes for subsequent analyses, diagnoses were grouped into emotional 

disorders (including anxiety, depressive and obsessive compulsive disorders), 

hyperkinesis, and behavioural disorders (including oppositional-defiant and other conduct 

disorders). Although children in developing countries may be referred lo psychiatric clinics 

because they have learning difficulties or physical disorders such as epilepsy, the DAWBA 

diagnoses only extend to Axis 1 psychiatric disorders. Parents' open-ended comments 

made it clear that some of the children included in the study did have physical or learning 

disabilities (their presence was not an exclusion criterion), but in the absence of any 

standardised measure of these additional disabilities, their rate cannot usefully be 
reported.

Having defined the relevant areas and respective weights, the prevalence of child and 

adolescent psychiatric disorders were calculated. They were grouped by the main types of 

disorders (emotional, hyperkinetic disorders, behavioural, autism spectrum) and by 

individual diagnoses.
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5.11.2 Statistical Analysis

Whereas the first phase was a simple random sample and did not require weighting, the 
second phase did require weighting to adjust for the disproportionate sampling of screen 
positive children. Statistical analyses were performed using the Statistics/Data Analysis 

Program {STATA 8) survey program, which adjusts appropriately for weighting when 

calculating test statistics and 95% confidence intervals.

5.12 Summary

This Is a two-stage, random sample study design of 922 children and adolescents, from 

the general population of a three contrasting areas: a rural,a moderately prosperous urban 

area, and an urban slum, The sampling frame was electoral register. The family randomly 

selected from electoral register. The children of 5 to 10 year-olds, obtained from randomly 

selected families those included a 5-10 year- old from rural, urban and slum areas. The 

measures, a package containing questionnaire and interview, that provides computerised 
and clinically review psychiatric diagnosis, were translated, back-translated and adopted 

lor the use in Bangladesh. Besides area of residence, other risk factors were investigated 

as part of a broader epidemiological study, but are not the focus of this thesis.
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CHAPTER 6 
MAIN STUDY: RESULTS

The results presented in this chapter focus on the main objectives of the present study 

which were estimating prevalence of the common child mental health disorders in 

Bangladesh with sufficient precision to be useful for service planning and establishing how 

prevalence varied with areas in order to help policy makers decide where to site or 

concentrate services. The area model adopted in this study is comprised of 3 contrasting 

areas. These three areas are -'R ural': children in rural area, 'Urban': children in 

moderately prosperous urban areas and ‘Slum’: children in urban areas

6.1 Participation in the main study

6.1.1 Overall participation

Having adopted electoral list as the sampling frame, a total of 1575 families were selected 

to be approached. Of these, 233 (14.8%) families did not located and 338 (21.5%) did not 

have a 5-10 year olds children. From the rest, 57 (3.6%) did not give consent and 947 

(60.1%) subjects were initially included in the sample. However, the final sample included 

922(58.5%) subjects, with 25 (1.6%) subjects being excluded due to incomplete data. 

Thus, for the analysis reported here, only 922 (58%) subjects with full data are considered 

as participants (Figure 6.1)
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6.1.2 Characteristics of the noivinduded

The decision to approach 25% more than (he target number of subjects (917) was based 

on participation rates obtained from the preliminary study. As shown in Figure 6.2, 25% of 

the subjects initially approached could not be included in the initial (922), but tn fact, only 

5.7% did not consent.

Figure 6.2 shows that subjects included with complete data were 922 (59.5%).Amongst 

the non-included, 233 (14.8%) corresponded to families were not located (from where the 

sampling frame was obtained), 338 (21.5%) families did not have 5-10 year olds, 57 

(3,6%) families did not give consent, and 25 cases (2.6%) were excluded due to 
incomplete data

Figure 6.2 Inclusion and reasons for non-inclusion

15%

58% 21%

B Not contacted
■  No consent
□  No 5-10 yr child
□  Incomplete data
■  Completed subjects

6.1.3 Participation in both phases of the main study

The overall participation rate for families with 5-10 year old children was 75%, ranging 

from 66% for the slum to 97% for the rural area (Table 6.1). Parents provided SDQs and 

sociodemographic information on all subjects, but teacher SOQs were only obtained on 

88% of rural children, 98% of urban children, and 65% of stum children (ohi-square= 132.4, 

2df, p<0.001), partly reflecting differences in school attendance.
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Limiled resources meant that it was only possible to carry out DAWBA assessments on 

one in five subjects; the families invited to take part in the second phase were all those 
whose children were screen positive in the first phase, plus a random sample of those who 

were screen negative (adjusting the sampling fraction for the screen negative so as to 

achieve an overall sampling fraction of around 20% in each of the three areas). All 

families invited to take part in the second phase agreed to do so. Table 6.1 shows how 

many screen-positive and screen-negative subjects from each area were assessed in the 

second phase. The DAWBA assessment involved a parent interview in all cases, but 

teacher DAWBAs were only obtained on 94% of rural children, 97% of urban children, and 
69% of slum children (chi-square=27.2, 2df, p<.001)

Table 6,1 Recruitment into the first and second phase of the main survey
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Rural Urban Slum Total
a Family randomly selected from electoral 

reqister 425 550 600 1575
b Family located by interviewers 420 469 453 1342
c Family includes a 5-10 year old 297 326 381 1004
d Family does not include a 5-10 year old 

=b-c 123 143 72 338
e Family with a 5-10 year old agrees to 

participate 297 293 357 947
f Full information obtained in first stage

293 280 349 922
g Participation rate for first stage* 

=f/(a-d) 97% 69% 66% 75%
h Screen positive (all to second staqe) 12 12 35 59
i Proportion screen positive 

=h/f
4.1% 4.3% 10.0%" 6.4%

j Screen negative randomly selected for 
second staqe 58 48 43 149

k Total participants in second stage 70 60 78 208
1 Proportion of first stage participants 

who were assessed in second phase 
=(j+k)/f

24% 21% 22% 23%

* The participation rate in the first stage was defined as the proportion of families with 5-10 
year olds where full information was obtained. Families who definitely did not have a 5-10 
year old were excluded from this calculation. The participation rate was calculated on the 
'worst case' assumption that the families who could not be located all had at least one 5
10 year old child.

'* Comparison of the three areas, chi-square=12.4, 2df, p=0.002
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6.1.4 Participation rate per area

The participation rate was very similar in urban and slum area but varied in rural area. 

(Table 5.4).Higher rate of relocation was the common reason of low participation both in 

urban and slum areas though it was more in slum. Nonavailability of parents at home, 

failure to locate the house were the additional cause in slum area. Other causes of lower 

participation in urban area were mainly due to suspiciousness about the interviewers as 

strangers and fear of possible bad occurrence (rubbery, claim for money by terrorists or 

outlaws), and botheration. That for slum area was due to. inability to give time as mothers 

were working. A small proportion of not agreed slum families expressed their feelings of 

being neglected by the society and finds no benefit to participate.

Table 6.2; Participation rate
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Area
type

Total number 
of 5-10 year 
old pupils

Planned
sample

Number
approached

Achieved
sample

Participation
rate

Rural 1,628 250 297 293 97%
Urban 3,812 250 326 280 69%
Slum 3,605 350 381 349 66%
Total 9,045 850 1,004 922 75%

6.2 Characteristics of the three community samples

6.2.1 Age distribution

The 922 subjects were obtained from a random sampling procedure. As illustrated in Table 

6.3, the sample mean age was 8 years old. However, looking at each area separately, 

there were small but statistically significant differences in the mean ages of the three 

community samples. In the urban sample the mean age (7.8 years-old) was slightly but 

significantly lower than in the rural (8.1 years-old) and slum sample (10.6 years-old).The 

gender distribution of the total sample was 53% and 57% for male and female, but no 

differences in the gender balance of the sample in each area.
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Table 6.3 Sample age distributions as a whole and for each area separately

Characteristics Total
N=922

Rural
N=293

Urban
N=280

Slum
N=349

P*

l^ean age (SD) 80(1.7) 8.1 (1.8) 7.8 (1.6) 8,2 (1.7) .02

• Significance of area differences, calculated using one-way ANOVA for age

6.2.2 Gender distribution

In the total sample, 53% were male, which is not significantly different from the proportion 

of males (49%) and females in the total population of Bangladesh, in this age band (Table 
6.5).

Table 6.4 : Observed/Expected community sample

Number of 5 to 10 years- 
old

(^ales Females Total

Observed 481 441 922
Expected 470 452 922

Continuity-corrected chi-square = X fobserved -  expected -
expected

chi-square = 0.531; 1 df — p>0.2

6.2.3 Gender distribulion across area

Comparing the proportion of males and females across area (Table 6.5 and Figure 6.3), 

the proportion of males did no! vary between areas. The proportion of males was highest 

in the rural area. The difference was not significant (chi-square=0.09, Idf, p=0.956).

Table 6.5: Gender distribution by area

Gender Rural Urban Slum Total P*

f^ale 152 (52%) 148 (53%) 181 (52%) 481 (52%) NS
Female 141 (48%) 132 (47%) 168 (48%) 441 (48%) NS
Total 293 280 349 922

’ Significance of area differences, calculated using chi-square for dichotomous variables.
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Figure 6 3 Gender distributions by area

6,2.4 Distribution of religion across area

The expected distributions of the Muslim as a religion are 77%, 93%, and 93% in the rural, 

urban and slum area Observed distribution of religion is similar to the expected 
distribution of religion in these areas.

In comparing the religion in three areas, Muslim is the largest religious group in all areas 

This rate is highest in the slum children and lowest in rural children. That difference was 
statically significant {Table 6.6).

Table 6,6: Distribution of religion by area

Religion Rural Urban Slum Total P*
Muslim 199 (68%) 269 (96%) 345 (99%) 481 (52%) <.001
Others 94 (M%) 11 (04%) 04(01%) 441 (48%)
Total 293 280 922

■ Significance of area differences, calculated using chi-square for dichotomous variables.

6.3 Predictive validity of screening in the community samples

All 922 children in the community samples were assessed with the SDQ in the first phase 

of the study, but practical constraints only permitted about 20% of these to be assessed 

using the DAWBA in the second phase. All 59 children who were screen positive in the 

first phase were assessed with the DAWBA, of whom 90% (53) were assigned at least one 

ICD-10 diagnosis; 149 randomly selected children who were screen negative were also
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assessed with the DAWBA. of whom 10% (15) were assigned at least one ICD-10 

diagnosis (chi-square= 122.2, 1d1, p<.001). II the SDQ screen-negative children were 

subdivided into those predicted to be possible' and ‘unlikely' cases by the predictive 

algorithm (Goodman et al., 2000b), then at least one ICD-10 diagnosis was made for 16% 

(12/76) of the possible cases and 4% (3/73) ol the unlikely cases. Examining all three 

community samples separately, there were highly significant differences between the rates 

of psychiatric diagnoses for screen positive and negative children in each area; 92% v 

12% for rural children (chi-square=33.0, Idf, p<.001): 92% v 6% for urban children (chi- 

square=39,2, Idf, p<.001); 89% v 12% for slum children (chi'Square=46,0, Idf, p<.001).
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6.4 Prevalence of child psychiatric disorders according to ICO 10 criteria

Adequate weight was applied to each area, in order to adjust the results for the 

oversampling procedure to obtain statistical power (Chapter 5). Weighted prevalence rales 

were then applied to reconstruct the prevalence of child psychiatric disorders in three 

areas. All data presented in this chapter refers to weighted rates, These estimates 
probably applicable to the whole of Bangladesh, but are applicable to the Dhaka district, 

and in and around Dhaka city, which resembles these three study areas in terms of socio

economic and geographic characteristics. Estimates for the Dhaka, and for the whole of 

Bangladesh will also be presented later in this chapter.

6.4.1 Overall prevalence rate

Of the 922 subjects in the study, overall prevalence of 5 to 10 years-old children was 

15.2% (95% Cl 10,9 -  20,80) with confidence intervals and test statistics adjusted for the 

two-phase design with weighting (Table 6.7)

Table 6.7: Overall prevalence rate

Overall prevalence rate (95% Cl)
Weighted 15.2% (10.9-20.8)
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6.4.2 Prevalence rates per area

Comparison of prevalence of psychiatric disorder in the three areas was made after 

adjusting for weighting with 95% confidence inten/al. As illustrated in Table 6.9, the highest 

prevalence rate of 19.5 (95% Cl 11,7 -  30,3) was identified among slum children, serving 

children (rom families with low and very low income (Slum area): followed by 15.4% (95% 

Cl 8,7- 25,7) in rural sample, also serving middle and poor families (Rural area) and a 

lower rate of 10.0% (95% Cl 4,8-19,4) among children from middle class families living in 

stable urban areas (Urban area). Chi-square showed no significant differences in 

prevalence rates across the three population groups (chi-square 2,99; 2df; p=0.22). 

Partitioning with protected significance levels (Brunden 1972) indicated that the significant 

chi-squared value was based on the difference between 'Slum' sample and the other two 
(Table 6.8). Although there was lower prevalence in the urban rather than the rural sample 

but the difference was not significant.

Table 6.8; Prevalence of any psychiatric disorder (ICD-10)

Area Prevalence% (95% Cl) 
any psychiatric disorder

Overall rate (weighted) 15.2(10.9-20.80)
Rural 15.4(8.7-25.7)
Urban 10.0 (4.8-19.4)
Slum 19.5(10.9-20.8)

6.4.3 Prevalence rates for groups of disorders

The groups analysed were ‘anxiety' including separation anxiety, specific phobia, social 

phobia, PTSD, OCD, generalized anxiety and other anxiety disorder, which were also 

examined separately: 'hyperkinesis’ including all hyperkinetic disorders; ‘behavoural’, 
including oppositional defiant disorder and conduct disorders and 'pervasive 

developmental disorder' including childhood autism and other pervasive developmental 

disorder(PDD), In Table 6,9 prevalence rates for groups are illustrated. The rates were 

highest for behavioural disorders (8.9%), closely followed by anxiety disorders (8.1%). The 

group of hyperkinetic disorders was present in 2.0%.Pervasive developmental disorder 
was found only 0.2%.
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Table 6.9: Weighted prevalence for groups of ICD 10 diagnosis

Groups of disorders Weighted 
Prevalence %

(95% Cl)

Overall rate 15.2 (10,9-20.8)

Any anxiety 8.1 (5,1-12.7)

Any hyperkinesis 2.0 (1.0-4.1)

Any behavioural 8.9 (5.6-13.6)

Pervasive developmental 0.2 (0.0-0.9)

6.4.4 Prevalence rales for each ICD 10 diagnosis

Prevalence rate of individual disorder is illustrated in Table 6.10. Conduct disorder 

includes socialised, unsocialised and other conduct disorder, but excludes oppositional 

defiant disorder. Oppositional defiant disorder were the commonest followed by conduct 

disorder. Among the anxiety disorder, other anxiety disorder was most prevalent. Next 

common two disorders were and obsessive compulsive disorder and hyperkinetic disorder. 

There were no cases of depression, panic attacks or agoraphobia.

Table 6.10: Weighted prevalence for ICD 10 diagnosis

ICD 10 Diagnosis Weighted Prevalence % (95% Cl)

Separation Anxiety disorder 1.5 (0.6-3.6)
Specific Phobia 1.0 (0.3-3.1)
Social Phobia 0.1 (0. 0 -0 .8 )
Panic Disorder No cases detected
Agoraphobia No cases detected
Post traumatic stress disorder 1.3 (0.4-4.5)
Obsessive compulsive disorder 2.0(0.7 -  5.9)
Generalised anxiety disorder 0.8 (0.4-1.6)
Other anxiety disorder 2.5 (1.0-5.9)
Depressive disorder No cases detected
Hyperkinetic disorder 2-0 (1.0-4.1)
Oppositional defiant disorder 5.9 (3.4-10.0)
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Conduct disorder 2.9 (1 .3 -6 4 )
Pervasive developmental disorder 0.2 {0.0-0.9)

6.4.5 Prevalence of psychiatric disorder in the three community samples

Table 6.11 summarises the prevalence estimates for (CD-10 psychiatric disorders in the 

three areas, with confidence intervals and test statistics adjusted for the two-phase design 

with weighting.

Differences are most striking between stum area and the other two areas, with higher rates of 

almost alt types of disorders and highly significant rate of prevalence of conduct disorder in 

the slum area. Among rural children the commonest group was anxiety disorders, whereas 

for urban children, oppositional defiant disorder was the commonest.

Table 6.11: Psychiatric disorder by area

ICD-10
Diagnosis

Weiq hted prevalence {95% confidence interval)
Rural Urban Slum Total

Any disorder 15.4%
(8.7-25,7%)

10,0%
(4.8-19.4%)

19.5%
(11.7-30.3%)

15.2% 
f 10.9-20.8%)

Any anxiety 9.3%
{4.5-18.3%)

3.8%
(1.2-11.1%)

10.6%
(5.2-20.3%)

8.1%
(5.1*12.7%)

Separation
anxiety

0,7%
(0,2-2.8%)

2.7%
(0.6-11.4%)

1.1% 
(0.4-3.1%)

1.5% 
(0.6-3.6%)

Specific phobia 2.0%
(0.4-10.0%)

0% 0.9%
(0.3-2.7%)

1.0%
(0.3%-3.1%)

Social phobia 0% 0% 0.3%
(0-2.1%)

0.1%
(0-0.8%)

PTSD 0.3%
(0-2.5%)

0% 3.2%J.
(0.9-11.5%)

1.3%
(0.4-4.5%)

OCD 1.7%
(0.2-11.0%)

2,0%
(0.3-13.0%)

2.4%
(0.4-12.6%)

2.0%
(0.7-5.9%)

Generalised
anxiety

1.0% 
(0.3*3.2%)

0,4%
{0-2.6%)

0.9%
(0.3-2.7%)

0.8% 
(0.4-1.6%)

Other anxiety 4.0%
{1.2-12.2%)

0,7%
(0.2-2.9%)

2.7%
(0.8-12.0)

2.5%
(1.0-5.9%)

Hyperkinesis 1.0%
fO.3-3.2%)

3.1%
(0.8-11.1%)

2.0%
(0.9-4.4%)

2.0%
(1.0-4.1%)

Any
behavioural

6.7%
(2.8-15.2%)

7.1%
(2.7-17-4%)

12.0%
(6.4-21.6%)

8,9%
(5.6-13.6%)

Oppositional
defiant

6.0%
(2.3-14.8%)

6.7%
{2.4-17.3%)

5.2%
(2.2-12.1%)

5.9%
(3.4-10.0%)

Conduct
disorder

0,7%
(0.2-2.8%)

0.4%
(0-2.6%)

6.8% "'
(2.7-15.7%)

2.9%
(1.3-6.4%)

Pervasive
developmental

0.3%
(0-2.5%)

0.4%
(0-2.6%)

0% 0.2%
(0-0.9%)
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OCD=Obsesstve compulsive disorder. PTSD=Post-traumatic stress disorder. 
Comparison of the three areas after adjusting for weighting; L  p=0,1, ” * p<0.001

Three specific features of the pattern of area differences and similarities warrant further 
comment.

Firstly, within the behavioural disorders, the association with area varied strikingly 

according to the type and severity ol behavioural problem. Children from all three areas 

had similar rates of oppositional-defiant disorder, involving behaviours such as temper 

outbursts, arguing with adults, refusing lo follow rules, annoying others on purpose, and 
irritability. By contrast, children from the slum were substantially more likely lo have more 

serious conduct disorders, involving behaviours such as stealing, use of weapons, 

deliberate cruelty to people or animals, and repeatedly staying out late without permission.

Secondly, post-traumatic stress disorder was more likely to affect the children from the 

slum, though this was only marginally statistically significant. The relevant traumatic 

events for the six affected children (five from the slum, one from the rural area) were 

witnessing and/or victim of gang violence, fall in road traffic accident, witnessing group 

violence to family, victim deliberate fire setting of family home while all was asleep, 
physically abused.

Thirdly, the prevalence of obsessive compulsive disorder was high across all three areas. 

The obsessions and compulsions ol the Irve effected children can be summarised as 

engagement in excessive cleaning and washing, repetitive walking and counting, 

repeatedly checking of school bag and school work, In other cases, repetitive obscene 

thoughts, associated with fear of punishment by God; repetitive praying a lot for 

forgiveness. Other features were constantly intrusive worries that siblings and mother 

would die that linked with fear of God caused repeatedly crossed herself to avoid 

punishment. Overconcern about dirt and washing hands, body and clothes was found to 

be linked with fear of improperly clean for prayers and that God might be angry and 
begging pardon repetitively.
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6.5 Estimates for the study area as a whole, Ohaka District, for the Dhaka Division 
and for the whole of Bangladesh

Estimates for the Dhaka District, for the Dhaka Division, and for Bangladesh a whole were 

based on the rates of child psychiatric disorders determined for whole study area in the 

present study which are presented in Table 6.12. These rates were multiplies by the 

relevant numbers of 5-10 year olds population; based on data obtained from Bangladesh 
Bureau of Statistics (2003).

Table 6.12: Estimated number and percentage of 5-10 year-olds with psychiatric disorders

Whole study 
areas

Dhaka District Dhaka Division Bangladesh

Total
population 9,045 37.343 5,458,190 17,339,156

N % N % N % N %

Any disorder 1,131 12.5 4,668 12.5 682,274 12,5 2,167,394 12.5
Any Anxiety 
disorders 732.6 8.1 3,025 8-1 442,113 8.1 1,404472 8.1
Hyperkinetic
disorders 181 2,0 747 2.0 109,164 2.0 346,783 2,0
Any
behavioural
disorder

805 8,9 3,323 8.9 485,779 8.9 1,543,185 8,9

Pervasive 
development 
al disorder

18 0.2 75 0.2 1,092 0,2 34,678 0.2

6,6 Differences of characteristics of the community samples

Differences of characterislics of the community samples as a whole and for each area are 

presented below, The differences in types and rates of these characteristics could be a 

guide to explore psychopathology of child psychiatric disorder between rural, urban and 
slum areas in future studies.

6.6.1 Religious practice
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Religious practice was measured by the child’s attendance in worship. As shown in Table 

6,13, religious practice was found signilicantly lower in slum area in comparison to nearly 
similar religious practice in rural and urban area,

Table 6.13 Religious practice ol the subjects
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Characteristics Total
N=922

Rural
N=293

Urban
N=280

Slum
N=349

P’

Child attend worship weekly 
or more3

286(31%) 295(32%) 111 (38%) 67(24%) <.001

* Significance of area differences, calculated using chi*square for dichotomous variables.

6.6,2 Parental literacy

Table 6.14 shows significantly higher level of illiteracy of the both mother and father of the 

slum children. In contrast, higher education of both parents of the urban children was 

found highly significant. Rural parents fall between two extremes.

Table 6.14 Literacy of the parents of the subjects

Characteristics Total
N=922

Rural
N=293

Urban
N=2S0

Slum
N=349

P*

Mother is illiterate 30% 23% 4% 58% <.001

Mother completed higher 
education

8% 0% 28% 0% <•001

Father is illiterate 23% 22% 0% 43% <•001

Father completed higher 
education

18% 2% 58% 0% <.001

* Significance of area differences, calculated using chi-square for dichotomous variables.

6.6.3 Living and economic conditions

As shown in Table 6.15, the urban area was the most materially advantaged, as judged by 

the possession of a refrigerator. Other rate of advantageous parameters of households 

was found significantly higher in urban area. All these parameters were indicative of worse
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living conditions in slum areas that were statistically significant. The position ol rural area 

were also far behind from ihe urban area but not much worse like slum area.
Annual income of urban family was significantly higher than that of slum and urban areas 

Annual family income of the slum area was the lowest. Though annual income of the rural 

families was higher than annual income of slum families, but was significantly lower from 

urban families.

Table 6.15 living and economic conditions of the subjects
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Characteristics Total
N=922

Rural
N=293

Urban
N=20O

Slum
N=349

P*

House built of bricks 45% 37% 100% 10% <.001

Household employs servants 27% 23% 66% 1% <.001

Household has television 59% 52% 97% 35% <.001

Household has phone 23% 6% 66% 1% <.001

Household has refrigerator 32% 15% 86% 2% <.001

Annual family income 
(thousands)

101 (128) 74 (69) 208 (177) 39 (31) <.001

* Significance of area differences, calculated using one-way ANOVA for continuous 
variables and using chi-square for dichotomous variables.

6.6.4 Social capital

Table 6.16 shows that the rural area had the highest rating for neighbourhood helpfulness 

as measured three variables. That for slum area had lowest. The differences were highly 

significant.

Table 6.16 Social capital of the family of the subjects

Characteristics Total
N=922

Rural
N=293

Urban
N=280

Slum
N=349

P*

Mother says area is very 
dangerous to live in

12% 1% 11% 23% <■001

Mother says people in the 
area help one another a lot

46% 71% 33% 35% <.001
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Mother says she can count a 33% 42% 30% 27% <-001
lot on family and friends for
childcare help

* Significance of area differences, calculated using chi-square for dichotomous variables, 

6.6-5 Physical health status

As illustrated in Table 6.17, the slum children had poorest physical health as told by their 

parents and as found in the body mass index calculated by the proportion of weight and 

height. That was also true lor the rural children. The urban children had better physical 

status, The differences of these variables are highly significant.

Table 6.17 Physical health status of the subjects

Characteristics Total
N=922

Rural
N=293

Urban
N=280

Slum
N=349

P*

Physical health good 29% 25% 42% 22% <-001

Body mass index 15.9 (3.8) 15.2 (3.3) 16.8 (4.3) 15.7 (3.5) <.001

• Significance of area differences, calculated using one-way ANOVA for continuous 
variables and using chi-square for dichotomous variables.

6.6,6 f^enlal health status of the mothers

As illustrated in Table 6,18, mental health status of the slum mothers was significantly poor 

than that of urban and rural mothers as measured by the SRQ scores. The SRQ scores 

were found almost simitar in the mothers of rural and urban areas.

Table 6.18 Mental health status of the mothers of the subjects

Characteristics Total
N=922

Rural
N=293

Urban
N=280

Slum
N=349

P*

fvlaternal SRQ total 7.5 (4.4) 7.2 (4.6) 6.3 (3,8) 8,8 (4.4) <.001

SRQ=Self-reporting questionnaire, a measure of psychological distress
• Significance of area differences, calculated using one-way ANOVA
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CHAPTER 7 

MAIN STUDY; DISCUSSION

The present study generated both methodological and substantive findings of interest. 

Methodologically, the study provided the first evidence for the validity of the Bangla version 

of the Development and Well-Being Assessment (DAWBA), as well as confirming and 

extending previous validation studies of the Bangla version of the Strengths and Difficulties 

Questionnaire (SDQ; Goodman et al,, 2000b; Mullick and Goodman, 2001). Substantively, 

the study suggests that around 10-20% of Bangladeshi 5-10 year olds have emotional and 

behavioural problems that are severe enough to result in substantial distress or social 

impairment, thereby warranting a psychiatric diagnosis, and probably warranting treatment 

too. Children from the slum were substantially more likely than children from the other two 

areas to have serious conduct problems and the same might apply to post-traumatic stress 
disorder.

The epidemiological study in three contrasting area in Bangladesh was able to accomplish 

its main objectives. It established that the overall prevalence of child psychiatric disorders 
was 15,2%. The prevalence for the three main population groups was: 15.4% for children 

from rural families, 10.0% for children from urban families and 19.5% for children from 

slum families. The preliminary study and pilot study parts of the present study also 

validated the methodology adopted in the main study part, including ascertainment 

methods and measures.

Prevalence rates per type of disorder were also obtained. The group of behavioural 

disorders (according to the ICD 10 ) was the most prevalent with estimates around 8.9%, 

followed by emotional disorders (mainly anxiety disorders) with estimates around 8.1%. In 

Bangladesh, based on these rates, 2.2 million 5 - 1 0  year olds have one or more 

psychiatric disorders, including 1.5 million with behavioural disorders and 1.4 million with 

anxiety disorders.
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Epidemiological data increases the knowledge about the characteristics, the aetiology and 

risk factors of psychopathology and provide scientific basis for appropriate mental health 

planning. Findings such as those from the present study are necessary for health 

administrators and also to inform clinicians and other health providers when they are 

designing preventive interventions and treatment programs. Without epidemiological 

studies it would be difficult to justify the need to establish child psychiatric services in 

developing countries like Bangladesh, given the long list of life-threatening physical and 

social conditions that are also competing for scarce funds. The implications for service 

planning and socio-economic impact ol the present findings are discussed in this chapter. 

Before considering the implication of these findings, however, it is important to review the 

methodological constraints.

7.1 Methodological constraints

The sampling frame chosen was based on electoral register. A considerable number of 

families could not be located through the electoral list due to families who had recently 

migrated &/or relocated and that was not excluded in the list of that area. This was highly 

evident for slum children followed by urban children. The sample obtained in present 

study could then be biased towards under-representing particular sub-samples of children 

that were possibly at higher risk for psychiatric disorders. Further, exhaustive ‘door to door’ 

visits were made to attain the targeted sample size. On the other hand it was not possible 

to include many families who were found in the study areas but not listed in the electoral 

register. Thus, a selection bias could exist in both directions since some children at higher 

risk (low socio-economic status) may have been excluded as well as some children at 

lower risk (affluent families). This is one crucial issue of the sampling frame that wilt need 

to be addressed to use this frame in future studies.
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Another selection bias could be related to families that refused to take part or were 

excluded because of incomplete data. In some cases, parents of children with psychiatric 

disorders may be uninterested or unwilling to respond. However it is also possible that 

such parents may be especially interested in a study related to their child’s condition, 

Thus, good explanations exist for potential biases in opposite directions in the estimation 

of population prevalence of disorders. Based on the findings from the present study, one
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could argue that the majority of parents who refused to participate came from middle-class 

families and the selection of compliant middie-class parents may have contributed to the 
low rate of disorder in middle class children. It is important to note that the preceding 

considerations relate more to studies with low to moderate non-response rates, which is 
not the case in the present study. Furthermore, the participation rates in present study 
were high across all groups.

Observer bias was reduced by the use of structured interviews and by training the 

interviewers. The fact that information was collected from two different sources of 

informants was a further strength. However, the possibility of recall bias can not be 

excluded since the informants' apprehension of a child's emotions and behaviours may 

vary according to their own emotional slates.

Although structured interviews can be overtnclusive, this effect was reduced by the format 

of the interview (DAW8A) adopted in the present study. The fact that the OAWBA contains 

open-ended questions and allows a trained child psychiatrist to perform the final diagnosis 

for each subject reduces the overlnclustveness of fully-structured interviews.

Cross-sectional studies are not appropriate for estimating the prevalence of less common 

disorders. For instance Turret's disorder, anorexia nervosa were not diagnosed in our 

sample. Only an extremely large general population sample (10,000 or more) could begin 

to generate prevalence rates for these rare disorders, and this would be prohibitively 

expensive for Bangladesh. Furthermore, the measure chosen for the study was designed 
for common child psychiatric disorders and was therefore not very appropriate for rarer 
disorders such as anorexia nervosa or autism though the measures broadly provided 

diagnosis of autistic spectrum disorders. To study rarer disorders there are alternative 

designs, for example locating possible cases of autism through clinics or special schools, 

but these designs would not have been appropriate for the main objective of the study, 

namely establish prevalence rates of common disorders for service planning.

The interview (DAWBA) did not include somatoform disorders. According to the anecdotal 

experience of paediatricians and psychiatrists in hospital/clinics in Bangladesh, conversion 

disorders seem to be as common as in other developing countries such as India, 

Therefore, in the current study, somatoform disorders were not diagnosed and therefore 

not estimated. In particular, somatoform disorder is needed to be diagnosed not just on the
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basis of physical symptoms or pain, but on the basis that these are not medically 

explainable or are out of proportion to any medical cause. It is hard to establish this even 
in physically healthy and highly doctored societies, and even harder in an epidemiological 

study in a tropical country where there are many paediatric disorders, and where many of 
these are never adequately investigated,

7.2 Psychometric properties of the Bangla translation of the SDQ

The first validation study of the SDQ In Bangla demonstrated in a c//n/c sample that there 

was substantial agreement between the SDQ ‘caseness’ predictions and an independent 

psychiatric diagnosis {Goodman et al. 2000b). The preliminary study was second 

validation study demonstrated that mean SDQ scores differed markedly between clinic and 

community samples. This main stage study extends the previous validation studies by 

demonstrating that SDQ ‘caseness' predictions in diverse community samples are 

substantially confirmed by independent psychiatric assessments.

This study demonstrated that mean SDQ scores differed markedly between clinic and 

community samples. This study extends the previous validation studies by demonstrating 

that SDQ 'caseness' predictions in diverse community samples are substantially confirmed 

by independent psychiatric assessments. Overall, the likelihood of being assigned a 

psychiatric diagnosis was 90% for children predicted to be ‘probable’ cases by the SDQ, 

as compared to 16% for children predicted to be 'possible' cases, and 4% for children 

predicted to be 'unlikely cases. The caseness predictions worked well in all three 

communities studied. These findings suggest that the multi-informant SDQ might have a 
useful role in community screening. In particular, since 90% of ctiildren with 'probable' 

caseness have a psychiatric disorder, referring these children for specialist evaluation 

would not waste a substantial amount of scarce clinical resources on the evaluation of 

false positives. In a society where child mental health resources are very scarce, it is 
appropriate to use a screening test with a high threshold. The fact that a high threshold 

will also increase the proportion of false negatives is probably a cost worth paying since 

the children missed by the screening process would almost certainty never have been 
referred to services in any case,

Rates of disorders were highest in slum area and lowest in moderately prosperous urban 

areas. Conduct disorders were the most prevalent among children from slum area. These
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finding and other prevalence rates will be lurlher discussed in comparison with findings 

from other developing countries and with findings from the British 99 Survey (Meltzer el al. 

2000).

7.3 Common mental health problems in children In three contrasting areas

7.3.1 Substantive findings

Participation rates were higher than the researcher expected in all three areas. In the stum 

area (low socio-economic status) the researcher suspected that their lack of experience in 

participating In surveys would Inhibit them and make them reluctant to agree to answer 

questions which they would fear were too difficult for them. Considering this possibility, 

larger number o( children was targeted in the slum area. In fact, the participation rate in 

this slum area was almost equal that In urban area {middle socio-economic status) which 

69% and 66% respectively. The participation rate of urban families was less than the 

researcher's expectation. The researcher assumed that higher educational and awareness 

level of these middle class families will encourage them to participate more in the study. 

The urban families were found suspicious of interviewers who visited at home and 

apprehensive of any possible bad occurrences. This was an important reason of 
nonparticipation in urban areas. In ihe rural area, the rate achieved (97%) was as the 

expectation, This rale was significantly higher then other two areas. Highest participation 

rate in the rural area reflects that people of Bangladesh is cooperative, interested to 

participate in studies if they feel secured,

7.3.2 Characteristics of the three community samples

The urban area was the most educationally and materially advantaged, as judged by 

literacy levels and the possession of a refrigerator. By contrast, the rural area had the 

highest rating for neighbourhood helpfulness and the lowest rating for neighbourhood 

danger. The slum did worst in all respects.

7.3.3 Overall prevalence of psychiatric disorder

The proportion of 5-10 year old children who had at least one ICD-10 psychiatric diagnosis 

according to the DAWBA was 15% for the rural area. 10% for the relatively prosperous
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urban area and 20% lor the slum. Combining all three samples, the 95% confidence 

interval for prevalence was 11-21%. This compares with DAWBA-based prevalences of 

8% for British 5-10 year olds (Meltzer et a) 2000); 7% and 13% for two different surveys 

of Brazilian 7-14 year olds (Fleitfich-BMyk and Goodman 2004; Goodman et al. 

2005a): and 15% for Russian 7-14 year olds (Goodman et al. 2005b).

7.3.4 Comparison with other developing countries

Prevalence o( child psychiatric disorders in developing countries (according to the studies 

reviewed in Chapter 2) ranged Irom 5% to 49%. Countries with the closest rates to the 

Bangladesh rates (15.2%) were the Philippines (15%), Brazil (12.5%), Sudan (10%), 

Malaysia (6%) and India (5%). However, the study in Sudan and the Philippines did not 

adopt impairment criteria -  had it done so, the rate would probably have been lower. The 

Present study went, assessing a representative sample, 922 children, with a full set of 

validated measures and appropriate statistical methods, generating psychiatric diagnoses 

according to ICD 10 including impairment criteria. Most other studies of overall prevalence 

had smaller samples and adopted old diagnostic criteria without impairment criteria. All 

studies which adopted the ICD 8 and ICD 9 diagnostic criteria included mental retardation. 

For example, among the 35.6% prevalence rate found in the Lai et al. (1977) study, 60% 

had mental retardation as one of the psychiatric diagnosis. In Giel et al. (1981) 

multicentric study, only 5 of the 10 symptoms listed in their screening measure are part of 

the current classifications for child mental health disorders, comprising 2 symptoms of 

conduct disorders, 2 symptoms of emotional disorders and 1 symptom of peer relationship 
problems. The other half of the symptoms was related to mental retardation. The current 

classifications (ICD 10 and DSM IV) do not consider mental retardation as an axis 1 

psychiatric disorder, so from this perspective the prevalence rates from older studies are 

overinclusive.

The rates of most prevalence studies in the developing world are likely to have been 

overestimates until impairment criteria started to de adopted. In developing countries, the 

first study to adopt impairment criteria was held in Puerto Rico (Bird el al. 1988), followed 

by the Hackett et al. (1999a) study in India and this study in Bangladesh. Looking at 

prevalence per type of disorder, studies adopting ICD 8 and ICD 9 and no impairment 

criteria did not have conduct disorders as one of the most prevalent, but this changed once 

studies were based on ICD10 and included Impairment criteria. For example, in the Giel et
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ai. (1981) study, conduct symptoms were the least prevalent and in the Lai et al. (1977) 

study only 9% o( 35.6% children with a psychiatric diagnosis had conduct disorders 

symptoms, as opposed to the present study findings that identified conduct disorders as 

the most prevalent in poorer areas.

Findings from the Lai et al. (1977) and Glel et al. (1981) study in relation to Behavioural 

Disorder go in opposite directions as compared to findings in this study and other more 
recent studies in Puerto Rico and India. The Bird et al. (1988) study in Puerto Rico 

adopted DSM III criteria and CGAS as the impairment criteria and found a very similar rate 

of conduct type of disorders (5%).The Fleitlich-Bllyk and Goodman ( 2004) adapted 

DSM IV criteria and DAWABA and found 7% of oppositional-conduct disorder to what was 

found in the present study in Bangladesh (9%). Hackett et al. (1999) in India found a 

slightly lower rate of conduct type of disorders, though they still corresponded to 57% of all 

diagnoses.

Thus recent findings from studies that adopted similar diagnostic criteria and impairment 

criteria go along with the finding of this study in Bangladesh that behavioural disorders 

should be one of the major concerns in developing countries. This could be a real change 

in the pattern of child mental health disorders over the years or could simply reflect the 

way that epidemiological studies in child psychiatry have been improving their 

methodology. Thus, further investigation is needed in order to be able to compare findings 

across countries adopting comparable measures and methods and taking into account 

important risk factors such as socio-economic status.

7.3.5 Applicability of the prevalence estimate

Since a variety of rural, urban and slum areas were not sampled in the present study, let 

alone obtain a representative sample of the country as a whole, using figures of the 

present study as the basis for a precise estimate for Bangladesh as a whole need to be 

considered provisional. Nevertheless, allowing for the relative proportion of Bangladeshis 

living in rural, urban and slum areas, it seems unlikely that the prevalence of psychiatric 

disorders among Bangladeshi children is lower than 10%, and it is probably closer to 15%. 

The prevalence is probably higher still in adolescents (Ford el at. 2003). On the 

conservative assumption that 10% of Bangladeshi children and adolescents have a 

psychiatric diagnosis, this represents over 5 million individuals who are experiencing
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substan{iai distress and social impairment: Iheir disorders will also be affecting family 

members, classmates and teachers. Ttiese childhood problems will have substantial long

term costs, including higher rales of adult psychiatric disorders, criminality, substance 

abuse and under-employment. Tfiere are currently only a handful of child mental health 

professionals with specialist training in Bangladesh. Bridging tfie vast gap between need 

and provision will probably need to involve three strands: increasing the number of child 

mental health professionals; disseminating assessment and treatment techniques to other 

professionals, including teachers, family doctors and paediatricians; and preventing 

disorders where possible by tackling identifiable risk factors. Approaches to meeting 

mental health needs in developing countries are discussed by Rahman et al, (2000) and 
Patel (2003)

7-3.6 The pattern of psychiatric disorders

The pattern of psychiatric disorders found in Bangladeshi 5-10 year olds resembles that 

identified in other parts of the world, wilh a preponderance of behavioural and anxiety 

disorders (e.g. Ford et al. 2003; Fleitlich-Bllyk and Goodman 2004); hyperkinesis is 

less common, and depression in this age range is rare. As discussed in the next section, 

an apparently distinctive aspect of the pattern of psychiatric disorder in Bangladesh is the 

high rate of obsessive compulsive disorder.

Obsessive compulsive disorder

The prevalence of obsessive compulsive disorder (OCD) among this sample of 

Bangladeshi 5-10 year olds was 2.0% (95% confidence interval 0.7% to 5.9%). This 

compares with prevalence rates of 0.1% (95% Cl 0-0.2%) for British 5-10 year olds (Ford 

et al. 2003; Meltzer el al, 2000) and 0.1% (95% Cl 0-0.2%) for Brazilian 7-14 year olds 

(Fleitlich-Bilyk and Goodman 2004). This twenty-fold difference occurred despite the 

DAWBA being used for the psychiatric assessment in all three countries, and despite 

clinical ratings being made or supervised by the experienced child psychiatrist (author of 

the DAWBA) in all three countries.

Since the high Bangladeshi prevalence was based on just five cases, it would be a 

mistake to make too much of the finding. Nevertheless, it does warrant some comment. 

The two commonest themes (each occurring in four of the five children) were obsessional 

concerns of having offended God and compulsions related to cleanliness. Bangladesh is a
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religious country; about 90% of the population are Muslim, and there are also significant 
numbers of Hindus, Buddhists and Christians, In a religious society, it is unsurprising that 

religious concerns are more common; the occurrence of an OCD-like 'scrupulosity' tias 

been noted for many centuries among practicing Christians (Seuss and Halpern 1989). 

Islam particularly emphasises the importance of cleanliness in preparation for prayer; the 

themes of cleanliness and religion were explicitly linked by one of the children with OGD in 

this study, and may implicitly have been linked by some of the others. Furthermore, since 
Bangladesh is a country with a high mortality from diarrhoeal diseases spread by poor 

hygiene, and since health promotion in Bangladesh emphasises this link, heightened 

concerns about the dangers of poor hygiene are understandable. In this context, is it 

possible that we assigned diagnoses of obsessive compulsive disorder to what should 

have been regarded as culturally sanctioned variations within the normal range? It is 

certainly possible, but three factors lead the researcher to believe that diagnoses were 

culturally appropriate. Firstly, the diagnoses were agreed by both the researcher and the 

rater. Secondly, the families of the five affected children reported that the obsessions and 

compulsions led to marked distress or social impairment. Finally, in the clinical experience 

of the researcher, children and adolescents with similar symptoms, including religious 

obsessions, are brought to mental health professionals by parents who are themselves 
religious leaders or pious lay people.

The researcher's favoured interpretation, therefore, is that children with a constitutional 

tendency to obsessions and compulsions are more likely to present with frank obsessive 

compulsive disorder in societies such as Bangladesh that emphasise and link cleanliness 

and piety. If this interpretation Is correct, then religious authorities in Bangladesh may 

potentially be well placed to reassure overanxious believers of any age who have taken 

things too far.

7.3.7 Area differences in psychiatric disorders

In the first screening phase of the study, 10% of the children from the slum were screen 

positive, as compared with just 4% in both the rural and urban samples -  a highly 

significant difference (Table 6.1). For connparison, a study using the same screening 

measure in Brazil found that 22% of 7-14 year old children from a favela (shanty town) 

were screen positive, as compared to 13% in a rural area and 12% in a mixed urban area 

(Fleitlich and Goodman 2001). The absolute percentages were higher in the Brazilian
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study than in the present study, though much of this may be attributable to differences in 

the screening properties of the SDQ in the two countries. Thus whereas 90% of screen 

positive children in Bangladesh in the present study had a psychiatric diagnosis when 
assessed with the DAW8A, the corresponding figure was only 56% in Brazil (Fleitlich and 
Goodman 2001), suggesting that the threshold for becoming screen positive is lower in 

Brazil than in Bangladesh. The fact that the Brazilian sample was older may also have 

been relevant, since the prevalence of psychiatric disorder rises in adolescence (Ford et 

al. 2003). Setting aside the national differences in absolute percentages, Ihe similarity in 

pattern is very striking. Thus, in each country, children from rural and urban areas had 

similar rates of probable psychiatric disorders, whereas the rales for children from the 

slum/favela were roughly twice as high. The present study suggests that one possible 

explanation is that the slum families are generally poorer in all respects. Although families 

in the rural area were less affluent and less well educated than families from the relatively 

prosperous urban area, rural life had compensatory advantages, as judged by high ratings 

for neighbourhood helpfulness and tow ratings for neighbourhood danger. By contrast, 

the slum families were poorer in alt ways -  experiencing even more financial and 

educational disadvantage than the rural families, but without compensatory neighbourhood 

benefits to offset this. The urban poor in developing countries may experience the worst of 
all worlds {Harpham and (Wolyneux 2001), missing out on the potential benefits of both 

rural and urban life, while experiencing a heightened sense of relative poverty as a result 

of daily reminders of how much less privileged they are then wealthy city dwellers. Rural 

to urban migration may have an adverse impact on the mental health of rural as well as 

urban children and adolescents. This is reported to be the case in Swaziland where 

children are left in the care of over-burdened grandparents in depopulated rural areas 

while parents migrate to cities to work (Guinness 1992). Whether this effect is relevant in 

some rural areas of Bangladesh remains to be established.
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The first phase of this study applied the screening measures to almost a thousand 

children, giving the study reasonable statistical power to detect area differences. By 

contrast, the second phase applied detailed psychiatric assessments to only a fifth of 

these children, with more limited statistical power. Despite this, two interesting differences 

emerged from the second phase. Whereas the rates of non-compliant and irritable 

behaviours warranting a diagnosis of oppositional-defiant disorder were similar in all three 

areas, the children from the slum had significantly higher rate of serious behavioural

Dhaka University Institutional Repository



problems warranting a diagnosis of conduct disorder (6,8% as compared with 0.7% and 

0.4% for rural and urban children respectively). There are several plausible reasons for 

children from a slum being more likely to have serious behavioural problems. For 

example, stealing may sometimes be an economic necessity; the use of weapons and 

being cruel to others may be linked to high levels of ambient violence; and repeatedly 
staying out late without permission may reflect stressed parents who are too busy or 

depressed to provide adequate supervision or discipline. The higher rale of serious 

conduct problems in our slum sample is in keeping with the adverse impact of rapid 

urbanisation on child behaviour in Sudan {Rahim and Cederblad 1984) and the marked 

excess of conduct disorder among the urban poor in Brazil (Fleitlich-Bilyk and Goodman 

2004). In Swaziland, rural to urban migration may have had an adverse impact on the 

mental health of children and adolescents growing up in the increasingly depopulated rural 

areas (Guinness 1992): whether this applies in some rural areas of Bangladesh remains 

to be established.

A second area difference that only reached marginal statistical significance was the 

excess of post-traumatic stress disorder among the slum children (3.2% as compared with 

0.3% and 0% for rural and urban children respectively). This difference is plausibly 
attributable to the slum children being more frequently exposed to some sorts of trauma, 

e.g. gang warfare, attacks by neighbours.

Demonstrating area differences and then teasing out the proximal mediators of those 

differences are mostly tasks for the future, but this preliminary study suggests that 

undertaking these tasks will be worthwhile. For example, a future study that involved 

many randomly selected areas, could investigate how area rates of child menial health 

problems correlate with the area averages for material, educational and social wealth.

7,3.8 Possible variables as a guide to search the correlates of child osvchialric disorder in 

future

Differences of socioeconomic characteristics of the community samples for each area 

revealed some important variables that can be considered as possible correlates of child 

psychiatric disorders.

The rates and types of different social and demographic factors related to the subjects of 

three areas of the study, it was found that, the urban area was the most educationally and
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materially advantaged, as judged by literacy levels and the possession of a refrigerator. 
By contrast, the rural area had the highest rating for neighbourhood helpfulness and the 

lowest rating for neighbourhood danger. The slum did worst in all respects. The slum 

children had lowest religious practice was. Their school attendance was the lowest. The 

slum had higher rate of children with large family size having lowest social capital. The 
physical health status of the slum children was also poor.

To identify definite risk and protective factors was not the focus of this thesis. The 

significant differences in types and rates of those characteristics found in the present study 

could be a guide to explore correlates of psychiatric disorder of child psychiatric disorder in 

favourable and unfavourable direction between rural, urban and slum areas in future 

studies.
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7.4 Limitattons

Although the three communities that the researcher studied were chosen after informal 

local consultation as representative exemplars of rural, urban and slum areas, it cannot be 

ruled out the possibility that they may nevertheless be unrepresentative. Thus present 

findings of the main study are necessarily provisional, awaiting confirmation by larger 

studies sampling from a greater number of randomly chosen areas. Although present 

study has validated screening and detailed measures that can be used in future studies, 

and has generated approximate prevalence estimates that can be employed in the power 

calculations for such studies, the definitive studies have yet to be done. Researchers and 

policy makers should view the findings of this study as provisional and approximate.

7.5 Qualitative conclusions

The conclusions, the researcher would like to present In this section are not based in 

quantitative analysis, but nonetheless, the researcher considered them very helpful for 

further studies that will be developed in Brazil and other developing countries. The first 

qualitative conclusion regards measures. When the preliminary study and the pilot study of 

the thesis work started, one of the main questions still unanswered in the literature 

regarded the use of measures. There was no child epidemiological study in Bangladesh
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with sound measures that could indicate whether a psychiatric questionnaire or interview 

initially developed for a first world country would be applicable to developing countries. 

Initially developed to be applied in the British population, the measures used in this study 

worked well in Bangladesh, illustrating that the same measure can be used in different 
cultures -  providing more support for the universalist position then for the relativist position 

discussed in Chapter 2. From now on, epidemiological studies in Bangladesh can be more 

confident in adopting measures already developed and tested in other countries rather 

then having to start from scratch with new and untested measures, which in the end will 

not provide data that are comparable with other developing and developed countries.

The second qualitative conclusion regards Governmental initiatives and human resources 

that were relevant to facilitate the implementation of an epidemiological study that 

depended on electoral register as the sampling frame. The Election Commission were 

ready to prepare updated electoral register by including new voters soon as officially 

reported by the potential voters as part of their routine activities. It was found that people In 

the study area were willing to participate, which resulted in excellent participation rates. 

However, a considerable number of families could not found as the left from the areas. 

Again many families in the areas were willing to participate in the study but not included 

because their names were not listed in the electoral register. The participation rate would 
be higher if there was effective initiation, communication and collaboration between people 

and the electoral authority. Therefore, continuous updating of the electoral register as part 

political system of the Bangladesh need to be facilitated that will work well as sampling 

frame of the similar studies.

The third qualitative conclusion regards the prejudice around mental health issues. Having 

had personal experience through contact with the peoples of the study areas and getting 

information from individual report of the members of the research team, the researcher 

was left with the strong impression that 'mental health’ issues are not well understood by 

the people all levels irrespective of educational, social and economical background. In fact, 

the prejudice around mental health issues was felt not only in rural and slum areas but 

also in the more educated urban area. iVlental health problems were understood as severe 

mental retardation, learning disability or psychosis at the best, and a typical reaction in 

families was to say that they did not have those kinds of problems. To minimise the 

prejudice around mental health issues the strategies which worked well were to use the 

motivational activities by the team members to introduce the idea that the study was
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intended to assess the strengths as well as the difficulties of Ihe child’s behaviour and 
emotion. It was explained that mental health problenns included behavioural and emotional 

difficulties which any child could present and that the study would be helpful by generating 

information that could improve services.

The lack of information about what the scope of mental health is became clear throughout 

the study. The old view that mental health problems in children include mostly mental 

retardation and other developmental delays is still held by most of the professional the 

researcher met during the study. That was true for all three study areas both among 

educational and health professionals, Educational campaigns are urgent and should focus 

on basic information about the common child and adolescent mental health problems, how 

to recognise them and where to refer the children.
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7.6 Implications for service planning

Our findings indicated that services should be concentrated in poorer areas. The findings 

also indicated that the commonest disorders were behavioural (oppositional-conduct) 

disorders and anxiety disorders, with hyperkinetic disorder and PDD being less common 

but important because of their severity and treatability. In terms of service planning this 

information suggests three main aims. One is that providing parent training and specific 

advice to teachers on behavioural management should be a high priority to meet the 

needs of children with oppositional-conduct disorders and their parents. Secondly, clinics 

should also be able to offer adequate treatment for anxiety and depressive disorders, 

including cognitive behavioural therapy, medication and advice to schools for conditions 

such as school phobia. The third focus should be on hyperkinetic disorder, aiming to offer 

medication and behavioural management in clinics and advice in schools on education 

and behavioural management of children with hyperkinetic disorder. The forth focus of 

attention should be on PDD, aiming to offer assessment in clinics and advice in school 

placement and behavioural management of children with PDD.

In poorer areas where behavioural disorders are the commonest, the very first priority 

might be developing cost-effective programs for managing conduct disorders. This sort of 

decision would have a major impact on choice of skill mix. For example, rather than 

investing most of the budget in relatively expensive doctors and psychologists to deliver
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cognitive behavioural programs and medication, the primary focus could be on training 

larger numbers o( lower paid community workers to deliver parent management courses. 

Conversely, clinics serving areas with a relative little behavioural disorders and a 

predominance of emotional disorders and hyperkinetic disorder may choose to devote a 

higher proportion of their budget to employing doctors and psychologists. The researcher 
wilt now try to describe current health and child mental services available in Bangladesh, 

hoping to provide the reader with a general idea about what tools are currently available 

and what must be tackled to help to implement and develop mental health services, in the 

light of the real needs of Bangladeshi children and adolescents.

The government-funded health system in Bangladesh is inadequate in many ways. There 

is noi enough funding and infra-structure, (VIost of the hospitals do not have enough 
equipment and personel. Well-trained doctors tend to remain in large cities which also 

have better infra-structure in hospitals and health clinics. Thus the best services are highly 

concentrated In the large cities. Outside of these, particularly in the countryside, doctors 

tend to be worse trained and working conditions are even worse than that in the 

metropolitan areas. The private system offers much lower infra-structure. The private 

hospitals are not in a position to offer treatment comparable to the developed world. 

Further, the costs are also high and are therefore only accessible to middle and upper- 
class families.

In terms of child and adolescent psychiatric services, there are severe deficiencies 

in both government-funded and private health systems. In the government-funded system, 

there is neither a national plan nor specific policies for the country. There are only a few 

isolated programmes which might be doing some good, but no evaluation data is available. 

In the private system, general psychiatrists are concentrated in the largest cities and the 

costs are very high particularly when a multi-disciplinary treatment is needed. In fact, true 

multi-disciplinary service does not exist in the country due to lack of trained personnel of 

the concerned disciplines.

As it is probably typical of most developing countries, services in Sao Paulo focus on 

severe and rare child mental health disorders rather then on commoner disorders. The 

best services are based in university hospitals rather community clinics. The same pattern 

is evident in other areas of Medicine such as cardiology or gastroenterology, with a few 

excellent services based in university hospitals on the one hand, and neglected community
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health clinics on the other hand. For example, heart surgery and liver transplants are fields 

in which the government offers high quality treatment. Their specialist doctors are often 

funded to train abroad, and research funds are also much more freely available than for 

work in the community health system. It is worth highlighting that there are already some 

sectors of community health that have been the focus of government and 
nongovernmental organizations such as AIDS and other infectious diseases.

The so called non-communicable diseases seem stilt to be considered less relevant then 

infectious diseases in Bangladesh. This can be understood at different levels such as 

historical, cultural and practical. Historically, Psychiatry has had a secondary place among 

the different fields in Medicine, Child Psychiatry ‘has been seen to be coterminous with 

child psychoanalysis’ which has led to some marginalization of the routine services such 

as multidisciplinary teams, the practicalities of educational psychology in schools and 

medication approaches (e.g. the use of antidepressants for significant depressive illness) 

(Neve et al. 2002). For example, antibiotics were released in the 1920s and research in 

this area has made very good progress since then. Conversely, drug treatments in 

psychiatry, such as the tricyclic antidepressants and monoamine oxidase inhibitors, only 

were discovered in the 1950s, and there have not been major advances (Nestlera et a(. 

1998), Unlil the nineties, there was little emphasis on scientific approaches to mental 

health problems. Scientific research on aetiology, risk factors and sound methodological 

treatment trials in psychiatry are recent, whereas infectious diseases have been the focus 

of attention for many centuries. Culturally, psychiatry has also been neglected since in 

most societies mental health conditions were and still are hidden, being considered a 
reason for shame and sorrow. In the present study for example, it is probably appropriate 

to characterise the barriers the researcher encountered when dealing with education 

authorities, teachers and parents as a mixture of ignorance about what child mental health 

problems are and where they come from, and prejudice which reinforces the ignorance 

and perpetuates the vicious cycle. At a practical level, it is understandable that infectious 

diseases receive more attention then mental health, since the immediate effects are more 

visible and measurable and therefore socio-economic consequences are more 
measurable too. The researcher believe that such initiatives as in this study will not only 

facilitate service planing as the researcher will discuss in the next paragraphs, but will also 

help liberate child psychiatry from some of the misunderstandings and prejudices that 

have held up progress in this area.
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!n the whole of Bangladesh, there are a few child psychiatrists, though they have had a 

satisfactory training by western standards. Child psychiatry is very recent introduction in 

psychiatric service which ilseff is being neglected and suffers from scarcity ol general 

psychiatrists.Considering that estimate for the whole of Bangladesh is around 2.2 million 

children aged between 5 and 10 with a psychiatric disorder, It is clearly impossible to meet 

the national needs by relying only on child psychiatrists. It becomes very clear that other 
health professionals also need to be prepared to recognise and treat the commoner child 

and adolescent psychiatric problems, turning to more specialised services only for the 

more complicated cases. As has been comprehensively discussed in a recent review 

paper, general practice plays an important role in the identification and management of 

child psychiatric disorders and in the promotion of child and adolescent mental health. This 

review pointed out models of psychiatric treatment in primary care such as local outpatient 

clinics and consultation-liaison. In outpatient clinics, for example, short interventions, 
guided by problem-specific protocols have been adopted. Liaison consultation was found 

to be helpful to guide practitioners in the identification and management of psychiatric 

morbidity and in the definition of the best time for specialist referral {Garralda 2001). In 

particular, the model that offers problem-specific intervention seems to suit very well the 

need of 1.5 million children with behavioural disorders in Brazil, as estimated from the 

present study. In this case, parent-training protocols offered by trained health 

professionals in general health clinics should be one of the first strategies implemented.

The second most important focus ol intervention suggested by the present study was 

anxiety disorders. These interventions should include cognitive behavioural therapy, 

medication and advice to schools for conditions such as school phobia. Emotional 
disorders or the so called internalising disorders might be harder to recognise and less 

obviously in need of treatment than behavioural problems and therefore children's 

emotional needs may be left aside. In this case a more complex strategy is needed. It 

would include training paediatricians and psychologists from local health clinics to 

recognise these problems and how to treat ordinary cases. Primary care physicians could 

also be trained for this purpose to work in excellent national health infrastructure. The 

liaison with schools to provide advice to teachers could be done by the health clinics, but 

there is no tradition of this sort of interaction in Bangladesh. Another option could be to 

develop a continuous educational programme run jointly by education and health 

authorities that would progressively prepare teachers and schools to receive and 

implement advice provided by health professionals.
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The third focus ol inlervention that the researcher suggested is Hyperkinesis, offering 

medication and behavioural management in clinics and advice in schools on education 

and behavioural management ol children with Hyperkinetic disorder. By contrast with 

internalising disorders, children with Hyperkinetic disorder in general present with difficult 

behaviour and therefore teachers and schools will probably be more receptive and 

motivated to gel advice, In developed countries educational packs have been developed 

such as brochures, videos, books, websites and fiave been very useful to instruct but also 

to demystify menial health issues. In Bangladesh, videos, books and websites might not 

have such a good penetration in poorer areas, but short and simple brochures would 

certainly be appropriate. This has been happening successfully in other areas such as 

immunization, women’s health, drug abuse, and AIDS campaigns.
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7.7 Future directions

The present study can be considered the first attempt to investigate the epidemiology of 

child and adolescent psychiatric disorders in Bangladesh using the current diagnostic 

criteria and appropriate methodology. These studies have produced quality data that can 

influence policy makers and guide the service planning and also be used for cross-cultural 

comparison. However, in this section the researcher will to discuss several topics that 

remain unanswered.

7.7.1 Aetiology

Child psychiatric epidemiology investigates not only the distribution of child psychiatric 

disorders but also the factors that influence that distribution and therefore helps increase 

understanding about the aetiology of disorders. The present study was a cross-sectional 

study and investigated, along with the main measures of prevalence, several variables to 

indicate possible risk factors. The study also raised new hypotheses in relation to other 

risk and protective factors such as social capital, which will require further investigation. A 

follow-up study of the present study, targeting the original sample three years later will 

provide stronger data to address the outcome of disorders, predictors or prognostic 

variables and risk factors.
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7.7.2 Mental Retardalipn

It was also not possible to assign mental retardation with these measures and the present 

study was not aimed for this assessment. Mental retardation is an important risk factor for 

child mental health problems and will certainly need further investigation in Bangladeshi 

children. Al present, both the health and educational systems are poorly prepared to 

identify and meet the needs of learning disabled children.

7.7.3 Rarer disorders and others not included in the psychiatric measures adopted

Neither the design of the present study nor the psychiatric measures adopted {SDQ and 

DAWBA) were appropriate to address rarer disorders such as. psychosis and eating 

disorders. Along with these rarer disorders, a few commoner disorders such as 

somatoform disorders were also not Included in the present study. The considerable 

prevalence of somatoform disorders is expectable as Bangladeshi children have the 

tendency of somatization. The reports on somatoform disorders in children and 

adolescents in Bangladesh also support this assumption {l\flullick 2002, Das 2004). 

Questions about their prevalence and correlation with socio-economic and geographic 
characteristics of Bangladesh remain open.

7.7.4 Extending the age range

The age range targeted (5 to 10) was the lower to middle age. Therefore, the prevalence 

rates obtained might be slightly altered when the age range targeted is extended to the 

lower and upper ends, in future studies.

7.7.5 Financial costs

There have been growing interests in the child psychiatric literature about the impact of 

child mental health problems in adult life and financial costs of these problems. For 

example, Scott et al. 2001 investigated the cumulative costs of public services used 

through to adulthood by individuals with three levels of antisocial behaviour in childhood. 

This study concluded that antisocial behaviour is a major predictor of how much an 

individual will cost society. Along with emotional disorder, behavioural disorders should 

indeed be a major concern according to the findings of the present study in Bangladesh
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and require studies on financial costs adjusted to the economy of Bangladesh. This field is 

currently unexplored in Bangladesh and will be of major importance in terms of helping 

policy makers and health authorities to recognise the need for funding prevention and 
treatment.

Now that the present study has demonstrated the scale of the need, it will be vital to 
develop treatments and modes of service delivery appropriate to Bangladesh. Having 

done so, they should be clinically and economically evaluated in order to determine their 
clinical and cost effectiveness (Bower et al. 2001).

7.7.6 Investigations elsewhere in Bangladesh

The results from the present study are probably adequately extendable to the whole of the 

Bangladesh. As there is no major socio-economic and geographic diversity of Bangladesh, 

nationwide community based survey using the same methodology of the present study is 

fairly plausible to look at the prevalence of child psychiatric disorders in Bangladeshi 
population.
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7.8 Final Conclusion

Hypotheses status

It was found from the present studies that the prevalence rate of child psychiatric disorder 

in Bangladesh is likely parallel with other countries that proved the (irst hypothesis 

perfectly well by comparing the findings ol the similar studies in developed and developing 

countries. The second hypothesis of this study was that existence of emotional disorder is 

more than behavioural disorder among children and adolescents tn Bangladesh. The 

prevalence of emotional disorder and behavioural disorder were found almost equal in the 

present study. Therefore, no conclusion can be drawn either in favour or against of the 

hypothesis. Further studies with more representative sample only can clarify it. The last 

hypothesis was that the conduct disorder is substantially commoner in poor urban area 

than in rural or middle-income urban areas of Bangladesh. In the present study, most 

striking difference between slum area and the other two areas in term of types of disorders 

was significantly higher rate of prevalence of conduct disorder in slum area than that in 

other two areas. Therefore it can be concluded that children from the slum were 
substantially more likely than children from the other two areas to have serious conduct 

problems.

Objective status

This epidemiological study in three contrasting area in Bangladesh was able to accomplish 

its main objectives, It established that the overall prevalence of child psychiatric disorders 

was 15.2%. The prevalence for the three main population groups was: 15.4% for children 

from rural families, 10,0% for children from urban families and 19.5% for children from 

slum families. The group of behavioural disorders (according to the ICD 10) was the most 

prevalent with estimates around 8.9%, followed by emotional disorders (mainly anxiety 

disorders) with estimates around 8.1%. Prevalence rates per type of disorder were also 

obtained. Differences in types of disorders in the present study are most striking between 

stum area and the other two areas, with highly significant rate of prevalence of conduct 
disorder (6.8%),The rate of conduct disorder was lower in other two areas (0.7% in rural 

and 0.7% in urban)The preliminary study and pilot study of the present thesis also 

validated the methodology adopted in the main stage study, including ascertainment 

methods and measures that established strong methodological foundations for more 

epidemiological studies in future. The possible variables for searching correlates of child
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psychiatric disorder were identified for future search. However, findings of the present 

study need to be viewed as provisional and approximate. The definitive broad based 

studies with larger sample from lower to upper age limit have yet to be done to confirm the 

report of the present study. Researchers and policy makers should view

Ultimate need

Although there is still much to do, the epidemiological studies described in this thesis are a 

first step towards informing clinicians and policy makers in Bangladesh of the scale of Ihe 

problems that need to be addressed if all Bangladeshi children with mental health 

problems are to have access to appropriate help. Future studies can refine the estimate of 

the present study by estimating other areas, age ranges, and different risk groups. A 

conservative extrapolation is that around 5 million Bangladeshi children and adolescents 

have psychiatric disorders. In a country with very few child mental health professionals, 

there is a vast gap between need and provision that must be fulfilled, fleeting this need 

will be costly, but not doing so will probably be considerably more costly, both in human 

and economic terms.
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Strenf^ths and Dirficutties Questionnaire *

r<T cjL'h iiem. plcH(%e mark ihc t>oii for Noi True, Somcwhai True or Cenainty True. It would help us if you unKwercd all itettiN 
as hcsi you tan even if' you jfc noi absoluitly certain or the item seems daft! P!ej<c gtvc your answers on the basii of the chilJ‘> 
bchjviour (ivcf the last si* mnnihs or this school y«r

Child's Nflttie 

Date nt Bitlh
Not

True
Somewhat

True

Malc/Femalc

Certainly
True

Considcritte ol ntlier |>enple')ii leelin|:% □ □ □

Rcsilcss. nvcractive, cannot litay still for long n □ □

Olicn tttinplams of heudacheik. siomach-Qchcs or sickness □ □ □

Shares rcaJiiy with tiihet L'hildren (treats. toy!t. pencils etc.) □ □ □

Olten haii lemper tantrums iir hot tempers □ □ n

Rather Military, tends to pluy :ilone □ □ □

Gencrully obedient, usually does what adults request □ □ □

Many worries, olien seems worried □ □ □

Helpful if someone is hurt, upset or I'eelinp ill □ □ □

Constantly fidsietmy or squirming 0 □ □

Has at least one ;:ood triend □ □ □

Olten fights with other children or bullies them □ □ □

ntten utiliappy. ttitwn-hearted or icart'ul □ □ □

Gi'ner.illy liked hy other children □ □ □

liasily disiiacied. ciincemration wanders □ □ □

Netviuis or clmyy in new Mtuiitions, easily lose.s confidence □ □ □

Kind 111 younĵ er children n □ □

Often lies or chcais □ □ □

Picked on nr hullied hy other children □ □ □

Olten volunteers 10 help others (pareniv, teachers, other children! □ □ □

Think"" thm^s out httore attmj.* □ □ □

Steals triiio hiiiiie. school or elsewhere □ n n

Gels tm better with adults than with other children □ □ □

Many It'arN. easily scared □ □ □

•Sees tasks through to the end. '̂ooU attention span □ □ □

Dll ytui hiive ;my other uimments or LonLcrns*’

Please turn over - ihcrc are u few more questions on the other side
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Overall, do you ihink thai your child has difficulties in one or more of ihc following areas:
cmotionv. ciinccniraiion, bch;iviour or being able to get on with other people?

No

Ycii-
minor
difficuiiics

Yes -
definite
difficulties

Yes-
severe
difficulties

I)' vou liiive answered "Yes", please answer the following questions about these difficulties; 

• How long liave these difficulties been present?

Less than 
a month

1-5
months

5-12
months

Over 
a year

Do the dilTiciilties upset or distress your child?

Not at 
all

Only a 
little□

Quite 
a lot

A great 
deal

Dn the difficulties interfere with your child’s everyday life in the following ureas?

Not at 
all

ItOMH l ll-tl 

FRinNDSHIPS 

CI.ASSKOOM LEARNING 

I.LISURf: ACTIVITIES

Only a 
little

□

Quite 
a lot

A great 
deal

□
□

Do the dilTieulties put a burden on you or the family as a whole?

Not at 
all

Only a 
little

Quite 
a lot

A great 
deal

Signature ................................................................. ......... ....... Date .............

Mmlicr/Father/Other (please specify:)

Thank you very much for your help
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Strengths and DifTicutties Questionnaire "*1-16

For cuch Item. ple;ive mark ihe bn* lor Not True. Somewhat True or Certainly True. ti would help on iI you iinswcrcJ ull items 
,is he>i you can even it you are not absolutely certain or the item secmv dali' Please 4:1 ve your an'-wcr\ on the hasiv ol ihe thilU'v 
behaviour over ibc losi yx months nr this school year

ChtWs Name 

Date ot Uirlh ,
Not

True
Somewhat

True

Mak/Fcmalc

Certainly
True

Considerate ol other people’s tcelinps □ □ □
Re\ile\s. overactive. cannot stay si<H tor lonp □ □ □
Often complams ol' heatiaches. siomach-aches or sickness n □ □

Shares readily with other children (treats, toys, pencils etc.) □ □ □

Olten has temper tantrums or Ko( tempers □ n □
Rather solitary, tends to play ulone □ □ □

Generally obedient, usually does what adults request □ □ □
Many worries, otien seems worried □ □ □
HclptuI It Muneone is hurt, upset nr feeling ill □ □ n
Constantly fidpeting or \quinnmg □ □ □
Has at least one uood triend □ □ □
Olten Tî his with other children or bulhes them □ □ □
Olten unhappy, down-hearted or tearful □ □ □
Generally liked by other children □ □ □
Easily distracted, concentration wanders □ □ □
Ncrviius iir vlin^y in new situations, easily loses confidence □ □ □
Kinil to ynun '̂er children □ □ □
Ollcn lies Of chc.tts n □ □
Pickcil on nr bullied by other children □ □ □
OMcn u)luniecrs in help (ithers (parents, teachers, other children) □ □ □
Thinks ihtnjis oui helore acting □ D □
.Steals from home. schiH'l or elsewhere □ □ □
C ic is  on better wnh adults than with other children □ □ □
M.inj tears, easily scared □ □ □
Sees liisl̂ s ilutm^h to the end. iiood attention span □ □ □

Do viiu hilve anv other comments or concerns'’

Please turn over - there are a few more questions on the other side
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OvtTjII. Jo you think thai this child has difficulties in one or more of the followm  ̂ arciis;
tfmoiions. concentration, behaviour or being able lo gci on with olhcr people?

No

Vcs - Yes - Y cs-
minor definiic scvcre
difficulties diffjciiliies difficulties

1 1 □ 1

If you have answered "Yes", please answer ihc following questions about these difftcullics; 

A Hum long have these difficulties been present?

Less than 1-5 5-12 (Jver
a month months months a yearn n 1

• Do the difficulties upsei or distress the child?

Noi at Only a Quite A great
all little a lot dealn □ n 1 1

* Do the Jifficullies intcrlere wiih ihe child’s everyday life in the following areas’

Not at Only a Quite A great
all little a lot deal

PF.CR RriLATIONSHIPS I I n □ 1 1
C L A S S R O O M  L LA R N IN G  tH n n 1 1

• l)ti itiL’ dillkuliiL's pul :i burden on yi*u or ihe class as a whole*

Nut ai Only 3 Ounc A yreat
iill little a lot deal

n u □ 1 1

Si^n;iiiire ...........................................................................................  Diiie ......... .

Class Tcachcr/Hcad ol' Ycar/Oihcr (please specily.)

Thank you very much for your help
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Strengths and Difficulties Questionnaire

For each iiem. please mark ihe box tor Not True. Somewhat True or Certamly True. It would help us if you answered all items 
a\ best you can even if you are not absolutely cenain or the item seems daft! Please give your answers on the basis of how 
thinj;s have been lor you over Ihe last six months.

Your Name ... 

Date ol Birth
Not

True
Somewhat

True

Male/Female

Certainly
True

1 am considerate ol other people’s feelings □ □ □

1 am restless. I cannot stay still lor long □ □ □

I t'ct a lot of headaches, stomach-aches or sickness □ □ □

I usually share with others (food, games, pens ctc.) □ □ □

I get very angry and often lose my temper □ □ □

1 am rather solitary. I usually play alone or keep to myself □ □ □

I usually do as I am told □ □ □

1 worry :i lot □ □ □

1 am helpful if someone is hurt, upset or feeling ill □ □ □

I am constantly fidgeting or squirmmg □ □ □

1 have at least one good friend □ □ □

I light a lot. 1 can make other people do what I want □ □ □

1 am olten unhappy, down-hearted or tearful □ □ □

Other people my age generally like me □ □ □

1 am easily distracted, 1 find it difficult to concentrate □ □ □

1 am nervous m new situations. 1 easily lose confidence □ □ □

I am kind to younger children □ □ □

I am often accused of lying or cheating □ □ □

Other children or young people pick on me or bully me □ □ □

1 often volunteer to help others (parents, teachers, children) □ □ □

1 think things out before acting □ □ □

1 take things that arc not mine from home, school or elsewhere □ □ □

1 get on better with adults than with petiple my own age □ □ □

1 have many tears. I am easily scared □ □ □

1 see tasks through to the end. My attention is gootl □ □ □

Dll you have any other comments or conccrns?

Please turn over - there are a few more questions on the other side
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Overall, do you think ihai you have difficulties in one or more of the following areas:
emotions, conccniraiion, behaviour or being able lo gel on with other people?

Yes - Yes - Y es-
minor dcHnite scvcre

No difriculties difficulties difficulties□ 1 n 1 1

!f you have answered "Ye.s", please answer the following questions about these difriculties: 

« How long have these difTiculties been present?

Less than 1-5 5-12 Over
a month months months a vcar

n 1 □ LJ

• Do the difficuliies upset or distress you?

Not at Only a Quite A great
all little a lot deal

U n n n
• Du il)L‘ diffit III tics 1 uteri ere wtth your everyday life m the following areas?

Not at Only a Quite A great
all little a lot deal

HOMH i.irn n □ □ U
ritlENDSHJPS Q 1 □ n
CLASSROOM I.EARNINC ! n □ U
LtlSURP; ACTIVITIES i 1 n n n

• Do tlio dilTiL'uliies make it harder for those around you (family, friends, teachers, etc,)?

Not at Only a Quite A great
all little a lot deal

n □ n □
Your .Signature................................................................

Todav’s Dale

Thank you very much for your help >1 ( lo K la iin .  I 'M )
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Page-  192 (192-280)

ANNEXURE 2

English version of the Development and 
Well-Being Assessment (DAWBA)
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The Development and Well-Being Assessment

Parent Interview

C hild*!! Sunuimc: 

Child's First Names: 

Afic:

D»te of Birth;

Male /  Female 

Clinic/Study Number; 

Date of Interview: 

Person ln ltr\tcw cd: 

lnter>'iewtr:

The firm step is to acJmuusler the P4-I6 Slrenfilfit and DtfficuiUes Qiiesuonnmre (SDQ) and then u.se the 
transparency to xcore the front page. rinf;tn}i the scores helow.

SDQ tm otion Score 0 1 2 3 | | 4 S 6  7 8 9 10

SDQ Hyperactivity Score 0 1 2 3 4 5 | | 6  7 8 9 10

SDQ Conduct Score 0 1 2 | I 3  4 5 6 7 8 9 10
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Section A Separation Anxiety

Most children are particularly attached lo a t'cw key adults, toolting to them fur security and comfort, and 
turning lo them when upset or hun

A I Is [Name] specially attached to the following adulls?

ft) Mother (biological or adoptive)

b) Father (biological or adoptive)

c) Another mother figure (stepmother, foster mother, father’s 
parHicr)

d) Another father figure (stepfather, foster father, motticr's panner)

c) One or tnore grandparents

f) One or more other adult relatives (eg, aunt, uncle, grown-up
brother or sister)

g) Childminder, nanny, au pair

h) One or more teachers

i) One or more other adult non-relatives (e g a family friend or
neighbour)

j)  Not specially attached lo any adult

No
0

Yes

0

0

0

0

Only ask ihe foUowmn ifUi’sUnm tf tiK iwfn '̂cr to Alj wci\ T o  i.e. ihv chiltl ix not xpecially aiiached to 
any adult.

Is (Child ) specially attached to the following children or young people?

k) One or more brothers, sisters or other young relatives

I) One or more friends

in) Not specially attached to anyone

if A Im IS 'Yexihcn xkip lo M'Clion H. Otfwrwiw amltnuc

You'VC just told me who [Name) is specially attached lo: If you want, ytm can ttst all from Ala to A li (or 
from Aik to AII) that were ‘Kt'.v' From now on. 1 am going refer to these people as his/her
‘attachmeni figures’

What I'd like to know next Is how much [Name] worries about being separated from his/her attachment 
figures. Most children have some wames of this sort, bul I'd like lo know how |Name] compares with 
other children o f hi s/her age I am interested m how s/he is usually - not on the occasional ‘o ff day'.

A2 Overall, in the last 4 weeks, has xTie been panicularly womed 
about being separated from his/licr attachmcnl figures''

No Yes

1/ A2 Xtr.v or i/SDQ emotion .wore i.v ^  J then vonnnuL'. i f  neither, then xhp to section R.
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A3 Over the last 4 wccLs, and compared will) other 
children o f the same age.„

a) has s/he worried either about something 
unpleasant happening to his/her attachment figures, or 
about losing them?

b) has s/he worried unrealisticaliy that s/he might be taken 
away from his/her attachment figures. e.g by
being kidnapped, taken to hospital or killed'^

c) Has s/he not wanted to go to school in case something 
nasty happened to his/her attachment figures while s/he 
was away at school'? (t)o not mdude rcUtciance to
(o school fo r  other reasons e.^. fear o f hutlymfi or 
exams)

d) lias s/lie worried about sleeping alone*^

e) has s/lie come out o f his/her bedroom at night to check 
on, or to sleep near, his/licr attachment figures'^

f) has s/he worried about sleeping in a sn^nge place?

g) (Only ask i f  a^ied under! I)
has s/he been afi^id o f being alone in a room ai home 

without his/her attachment figures even if  they are close 
by?

h) (Only ask sf a^ed }} or more)
has s/he been afraid o f being alone at home i f  his/lier 
attachment figures pop out for a moment?

i) has s/he had repeated nightmares or bad drcains about 
being separated from his/lier attachment figures''

j )  has s/he had headaches, stomach aches or fell sick when 
s/he had to leave his/her attachment figures or when 
s/he knew it was about to happen?

k) lias being apart from his/her attachment figures, or the 
thought o f being apart from them led to worry, crying, 
tantrums, clinginess or misery?

No more 
than others 

for Not 
applicable)

A little 
more than 

others

A lot 
more than 

others

0

0 1i 2

0 11 2

0 11 2

0 11 2

I f  ony o f the Hems in A3 have been anwcred "A lot more than oiher\" then lick Separation Aitxiely rm thi* 
check list tn M l (p. 24) and eontmue wuhA4. If not, skip to section H.
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A 4  Have [Mam c’s] worries about separation been there for at least 4 
weeks? No Yes

A 5 H ow  old was s/he when his/her worries about separation began? 

( i f  since birth, enter 0)
yeatrs old

A 6  How  much have ihese worries upset or distressed 
him/her?

N ot at A A  medium A  great
alt little amount deal

0 I 2 3

A7 Have these worries interfered with ... N ot at 
all

A
little

A  medium  
amount

A  great 
deal

a) how well s/he gets on with you and the rest 
o f  the family? 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 I 2 3

d) playing, hobbies, sports or other lei.sure activities? 0 1 2 3

A 8 Have these worries put a burden on you or the 
family as a whole?

Not at A A  medium A  great
all little amount deal

0 1 2 3
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Sectioo B Fears of specific things or situations

This section of I he interview is about some ihings or situations iliai children are often scared of. even 
(hough they aren’ t really a danger lo lliem I ’d like to know whal [Name] is afraid of. I am interested in 
how s/he is usually - noi on the occasional ’o ff day'. Not all tears are covered in this section -  some arc 
covered in other sections, e g fears o f social situations, din. separation, crowds.

R l Is (Name) scared o f anv o f llie things or silualions on this list‘d No A little A lot

a) Animals; Docs, spiders, bees and wasps, micc iind nils, 
snakes, or any other animal, bird or in^cct

0 1 2

b) SomeaSDcct ofthe natural cnviranmcnl, e t;, stomis. thunder. 
Iieiglits, water

0 1 2

c) The dark 0 1 2

d) 1/Oud noisc.s, e.e, fire alarms, fireworks 0 1 2

e) Blood - fniection - iniurv: Set o ff hv the siitht
o f blood or injury, or by an injection, or by other medical
procedures

0 1 2

0 Dentists or doctors [) 1 _ 2

VomititiiL chokinK or Kettine particular diseases, e.c cancer 
or AIDS

0 1 2

h) Usinii particular tvoes o f traiisoort. e.c cars, buses, boats, 
planes, ordinary trains, underground trams, bndges

0 1 2

i) Small cnclo5ed sraces. e.u lifts, tunnels 0 1 2

j) Usinsthe toilet, e.p at school or m someone elsc's house 0 1 2

k) Specific tvoes o f people, e.n. clowns, neoole with beards, with 
crash*helinets, m fancy dress, dressed as Sama Claus

0 1 2

1) Im a ^ a rv  or supemattiral beini^. e.g. monsters, ghosts, 
aliens, witches

0 1 2

m) Anv other specific fear ('Dcsrnhi').............................................. 0 1 2

! f any o f  the Hems in B l have hven answerccJ "a lot", theri cotttmm- witfI M2. Othcnvi.se, lo xectinn ('.

B2 Are tliese fears a real nuisance to hini/lier, to you, or to 
anyone else*’ No Perhaps Detinitcly

fj 1 2

I f B2 *  “De/mliely" or if'SlXJ vmoUon score /.v >4 then vofUitmc. If netther. thi'n skip to secnoni'.
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B3 How long has this fear or the most severe o f these 
fears been present?

Less than 1 - 5  6 months
1 month months or more

0 1 2

B4 When [Name] comes up against ihe things s/he is
afraid of. or when s/he thinks s/he is about to come up 
against them, does s/he become anxtous or upset?

No A little

B7

A  lot

i
B5

B5 Docs s/he become anxious or upset every time, or almost 
every time, s/he comes up against the things 
s/he is afraid of?

No Yes

B6

B7

How often do his/her fears result in his/her 
becoming upset like this?

N.B. i f  [Name] is afraid o f something that is 
only Ihe re fo r  part o f the year wasps), thts
question is about that particular season.

Evety Most Most Many
now weeks days times

and then a day

0 1 2 3

Do [Name’s] fears lead to him/her avoiding the things 
s/he is afiraid of? No

H9

A little A lot

i
B8

B8

B9

BIO

Does this avoidance interfere with 
his/her daily life?

Do you think that his/her fears are over the top or 
unreasonable?

And what about him/her? Does think that his/her 
fears are over the top or unreasonable?

No A  little A lot

No Perhaps Definitely

0 1 2

0 1 2

l f B 2 ^  “Defmiteiy" orB4  ■= “A lot" or H7 = "A lot", then tick Specific Phobia on check list in M }(pj4).

B l 1 Have [Nam e’s] fears put a burden on you or Not at A A medium A great
the family as a whole? all little amount deal

0 1 2 3
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I am interested in whether (Child ) is particularly afraid o f  social situations. This is as compared w iih  other 
children o f  his/her age, and is nol counting the occasional ‘otTday’ or ordinary shyness.

Section C Fear of social situations

C l Overall, does (Nam e] particularly fear or avoid social situations 
that involve a lot o f  people, meeting new people, or doing No Yes
things in fir>nt o f people?

0 1

I fCI = " *' or ifSD Q  emotion score is => 4, then continue. I f  neither, then skip to section D.

C 2 Has p^ame] been particularly afraid o f  any o f  the 
following social situations over the Iasi 4 wcckit? No A  little A  lot

a) Meeting new people? 0 1 2

b) Meeting a lot o f people, such as at a party? 0 1 2

c) Eating in front o f others? 0 1 2

d) Speaking in class? 0 1 2

e) Reading out loud in front o f  others? 0 1 2

0 W riting in front o f  others? 0 1 2

I f  none o f  the ilems in C2 have been answered ‘'A lo t", then skip to section D.

C3 Most children arc attached to a few key adults, feeling more secure when they are around. Some
children are only afraid o f social situations i f  they don't have one o f  these key adults around.

Other children are afraid o f  social situations even when they are w ith one o f  these key adults.

W hich is true for fName]? Mostly fine in social situations as Social fears are marked even
long as key adults are around_________ when key adults arg around

0 1

Dhaka University Institutional Repository



C4 Is [Name) just afraid with adults, or is s/he also
afraid in situations that involve a lot o f children, or 
meeting new children?

With bodi
Just with Just with adults and

adults children children
0 1 2

C5 Outside o f these social situations, is [Name] able to get 
on well enou^ with the adults and children s/he knows 
best?

No '̂es

C6 Do you think his/her dislike o f social situations is 
because s/lie is afraid s/he will act in a way that 
will be embarrassing or show him/her up?

C7 (Only ask i f  C2d » Yes, or V2e *  Yes, or C2f -  Yes)

Is his/her dislike o f social situations related to specific 
problems with speech, reading or writing'^

C8 How long has his/lier fear o f social situaiions 
been present?

No Perhaps Definitely

0 1 2

l^ss than 1 - 5 6 months
1 month months or more

0 1 2

C9 How old was s/lie when this fear o f social situations began? 

f t f  since binh, enter 0)
years old
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C IO  When I Name) is in one o f the social situations s/he 
fears, or when s/he thinks s/he is about to comc up 
against one o f these situations, does s/he become 
anxious or upset?

C l 1 How often does his/her fear o f social 
situations result in him/her becoming 
upset like this?

Every now most most many limes
and then weeks days a day

0 1 2 3

C l 2 Does his/her fear lead to [Name] avoiding 
social situations? No A little

C14

A lot

i
C13

C l 3 Does this avoidance interfere with his/her dailv life? No A little A lot

No Perhaps Defiro'tely
Does s/he think that this fear o f social situations is
over the top or unreasonable? 0 I 2

Is s/he upset about having this fear?
0 1 2

■ "/I lot" or C l2 = "A loi'\ then lick Soctal !^hohm tin chvck li.st in MJfpJ-f).

Has [Name's] fear o f social situations put a Not ai A A medium A great
burden on you or the family as a whole? all little amount deal

0 1 2 3
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Many children have times when they get very atuious or worked up about silly little ihings. but some 
children get severe panics that come out o f the blue - they jusi dcxi't seem to have any trigger at all.

Section I) Paoic Attacks and Agoraphobia

D1 In the Iasi 4 weeks, has (Name) had a panic anack 
when s/he suddenly became very panicky for no 
reason at all. without even a little thing to set him/her 
of!?

No Yes

I fD l  =  "Km" then ttck the box far t^antc Agoraphobia on the check fisi tnKfl (p-34).

D2 Over the last 4 weeks, has fName] been ver>- 
afraid of, or tned lo avoid, the followmg 
situations?

No or Noi 
Applicable Yes

a) Crowds 0 J

b) Public Places 0 1

c) Travelling alone 
( I f  s/he ever does so)

0 1

d) Being far from home 0 1

I f  any o f the items m D2 have been answertd ‘'Yes", then continue withDS. Otherwise sktp to section E.

D3 Do you think this fear or avoidance o f (Situation) is 
because s/l^e is afiraid that i f  s^e had a panic attack, 
cff something like that, s/he would find it difficult or 
embarrassing to get away, or wouldn't be able to get 
the help s/he needs?

! f D 3 ^  “Yes'\ then nek the box for f*anic'Agort^hahta on the checklist m M l (p.3-t).

10
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Section E  Post Traumatic Stress

The next section is about events or situations that are exceptionally stressful, and that would really upset 
almost anyone For example being cauglit in a burning house, being abused, being in a senous car crash or 
seeing you being mugged at gunpoint.

E l During [Marne’ s] lifetime has anything like this happened to 
him/her? No Yes

E2 = 'No ■ then start question with ' J ust to check .. ’ )
Has [Name) ever expenenced any o f the following'’ (use card)

Child involved in a disaster
a) A serious and firightening accident, e.g. being run over 

by a car. being in a bad car or train crash, etc

b) A bad fire, e.g. trapped in a burning building

c) Other disasters, e.g. kidnapping, earthquake, war 

ViQlepgg \Q child
d) A  severe attack or threat, e.g. by a mugger or a gang

e) Severe physical abuse that s/lie still remembers

Sexual assault o f child
0  Sexual abuse

g) Rape

Child witnessed somethinK very upsetting
h) Witnessed severe domestic violence, e.g. saw mother being 

badly beaten up at home

i) Saw a family member or a ftiend severely attacked or threatened, 
e.g. by a mugger or a gang

j )  Witnessed a sudden death, a suicide, an overdose, a serious
accident, a heart attack etc

Other severe trauma
k) Some other severe trauma (Describe)................................................

No

0

0

Yes

I f  any o f the items m IC2 have been answered "Yes ", then continue with E3. Otherwise, f’o to section /<'

I I
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E3 At the time, was [Name) very distressed or 
did his/her behaviour change dramatically?

No Yes

0 1

E3A At present, is It affecting IName's] behaviour, 
feelings or concentration?

No

0

Section f-

Yes

E4 Over the last 4 weeks, has [Name]...
No A liitle A lot

a) "relived" the event with vivid memories (flashbacks) o f it? 0 ! 2

b) had repealed distressing dreams o f the event? 0 1 2

c) got upset i f  anything happened that reminded him/lier o f it? 0 ! 2

d) tried lo avoid thinking or talking about 
anything to do with the event?

0 i 2

e) tried to avoid activities, places or people 
that remind him/her o f the event?

a 1 2

0 blocked out important details o f the event from his/lier 
memory?

0 1 2

g) shown much less interest m activities s/he used to enfoy? 0 1 2

h) felt cut o ff or distant from others? 0 1 2

i) expressed a smaller range o f feelings than m the past, 
e.g. no longer able to express loving feelings'^

0 1 2

j) felt less confidence in the fiiiure? 0 1 2

It) had problems sleeping"^ 0 1 2

1) felt irritable or angty? 0 1 2

m) had difficulty concentrating? 0 1 2

o) always been on the alert for possible dangers'^ 0 1 2

0) jumped at little noises or been easily 
startled in other ways?

0 1 2

I f  any part oj'E4 is answettd "A h i", then Uck the box for Poxl Truumaltc Stress on 
(p.3-t) and continue with H5. Otherwise, skip to section }•'.

he check list in M }

12
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E5 You have lold me about (Definite Symptom7s) How
long after the stressful event(s) did these other problems 
begin?

Witliin 6 
months

More than 6 
months after event

E6 How long has s/lie been having these problems? Less than 1 or 2 3 months
1 month months or more

0 1 2

E7 How upset or distressed is s/lie by the problems that 
the stressful event(s) tnggered ofP

Not al A A medium A great
all litlle ainount deal

0 1 2 3

E8 Have these problems interfered w ith ... Not at 
all

A A medium 
litilc amount

A great 
deal

a) how well s/he gets on with you and the rest 
o f  the family? 0 I 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities'^ 0 1 2 3

E9 Have these problems put a burden on you or the 
family as a whole?

Not at A A medium A great
all liiile amount deal

0 I 2 3

13
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Many children have some rituals or superstitions, e g. not stepping on the cracks in ilie pavement, having to 
go th io u ^  a special goodnight ritual, having to wear lucky cloches for exams, or needing a lucky mascot 
for school spons matches. It is also common for children to go through phases when they seem obsessed by 
one particular subject or activity, e.g. cars, a pop group, a football team But whai I want to know is 
whether [Name] has any rituals or obsessions that go beyond this

Section F  Compulsions and Obsessions

FI Does [Name] have rituals or obsessions that upsei him/her, 
waste a lot o f his/ho- time, or interfere with his/her ability to 
get on with everyday life?

No Yes

1/ FI -  Yes, or SIX} I^motion score ts then ctmUmie. }f nettht'r, then skip to sec non (1.

F2 Over the last 4 weeks, lias s/he had any o f  the following rituals (doing any o f the following things 
over and over again even, though s/he has already done them or doesn’t need to do them at a ll)?

a)

b)

c)

d)

e)

0

g)

No A little A lot
Excessive cleaning; hand washing, batlis, 
showers, toothbrushing etc. 0 1 2

Other special measures to avoid dirt, germs 
or poisons 0 1 2

Excessive checking; electric switches, gas taps, 
locks, doors, the oven 0 1 2

Repeating tlie same simple activity many times in a 
row for no reason, e.g. repeatedly standing up or 
sitting down or going backwards and forwards 
througli a doorway

0 I 2

Touching things or people in particular ways 0 1 2

Arranging things so they are just so. or 
exactly symmetrical 0 1 2

Counting to particular lucky numbers or avoiding 
unlucky numbers 0 1 2

\A
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F3 Over the Iasi 4 weeks, has [Nam e] been
obsessively worrying about dirt, germs or 
poisons -  not being able to get thoughts 
about them out o f  his/her mind?

F3a Over the last 4 weeks, has [Nam e] been
obsessively worrying about religion or having 
done things that have offended God?

No A  little A  lot

No A  little A lot

0 I

I f  any o f  the iiems in F2 or F3 or F3a have been ansm'red "A lo t", (hen tick Obsessions and Compulsions 
on the check list in M I (p. S4),

F4 Over the last 4 weeks, has [Nam e] been obsessed 
by the worry that something terrible w ill happen 
to him/her or to others, e.g. illnesses, accidents, 
fires?

F6 Is this obsession about something terrible happening to 
him/her or to others just one part o f  a general concern 
about being separated from his/her key attachment 
figures, or is it a problem in its own right?

0  1 2
j

Y i
F7 F6

Part o f A  problem
separation in its own

anxiety right

0 I

I f F 6 =  "A problem in its own right" then lick Obsessionv and Compulsions on the check list in A //  (p.34). 

I f  the Obsessions and Compulsions box is ticked in Ml, then continue. Otherwise skip to section G

F7 Have [Name's] rituals or obsessions been present on most 
days for a period o f at least 2 weeks? No Yes

F8 Docs s/he think that his/her rituals or obsessions arc 
over the top or unreasonable? No Perhaps Defin itely

0 1 2

F9 Does s/he resist the rituals or obsessions?
N o Perhaps Defin itely

0 1 2

15
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FIO Do the rituals or obsessions upset No, s/lie Neutral, s/lte They upset Tliey
him/lier? ^ enjoys neither him/her a upset

them enjoys them nor little liim /licr a
becomes upset lot

0 1 2 3

F I 1 Do the rituals or obsessions use up ai least an liour a day 
on average? No Yes

F12 Have the rituals or obsessions interfered w ith ... Not at 
all

A A medium 
little amount

A great 
deal

a) how well s/he gets on with you and the rest 
o f the family’̂ 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 1 2 3

FI 3 Have the rituals or obsessions put a burden on you 
or the fam ily as a whole?

Not at A A medium A great
all little amount deal

0 I 2 3

K>

Dhaka University Institutional Repository



This section is about wonrymg

Section G Generalized AnxieU'

0 2  IX jcs [Name] ever worry? No

0

Section H

Yes

I

i
Continue

Some children worry about just a few things, sometimes related lo specific fears, obsessions or 
separation anxieties, Other children worry about many different aspects o f their lives. They may have 
specific fears, obsessions or separation anxieties, but they also have a wide range o f womes about many 
things

G 2A  Is [Name] a worrier in general? No. s/he just has a 
few specific worries

0

(}nly vonnnue i/Sl)Q  
emotion score > 4

Yes, s/he worries in 
general______

i
(.'ommuc

G3 Over the last 6 months, has (Namel worried
so much about so many things that it has really 
upset him/lier or interfered with his/Iier life?

No Peril aps______D efinilcly

0 I 2

I fG3  =  "Perhaps" or 03  ~ "Defmtlely" or SI iQ enunton vcorf is >4, (hen cotUtnue l̂ f ncilher, (hen skip 
lo section H.

17
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G4 Over the Iasi 6 months, and by comparison 
with other children o f  the same age, has 
[Nam e] worried about...

N o  more 
than 

others

A  little  
more than 

others

A  lot 
more than 

others
a) Past behaviour; D id I do that wronc? 1 (ave 1 

upset someone? Have they forgiven me? 0 1 2

b) School work, homework or examinations 0 I 2

c) Disasters: Burelaries. muecinas. fires, bombs 
etc. 0 1 2

d) His/her own health 0 1 2

c) Bad things haoneninu to others: family, 
friends, pets, the world (e.g. wars).

0 1 2

0 The (\iture: c .k, chaniiine school, moving house, 
getting a job, getting a boy/girlfriend

0 I 2

g) M aking and keeoint: friends 0 I 2

h) Death and dvine 0 1 2

i) Beine bullied or teased 0 1 2

j ) H is/Her aoDearance or wciaht 0 1 2

k) Other specific worrv (D escribe!................................ 0 1 2

I f  2 or more o f  these worries were answervd 'a h i  more than others' then continue, else skip to section H  

G 6 Over the last 6 raotilhs has s/he worried 
excessively on more days than not? No Yes

0 I

G7 Does s/he lind it difficult to control the worry?
No Yes

I f  G 6=  "Yes" or G7 = “Yes" then tick Generalized Anxiety on the check list in M l (p. 3 4) and continue. I f  
neither is "'Yes" then, skip to section H.
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0 8  I f  any o f ihe foUowm^^ quesuons «/'*■ answered " Ke.v ", ask “ Has this been true for more days 
than not in the last 6 months ’" and m 'on i an\M er m secmii vulumti.

a) Does worrying lead to liim/hcr feeling restless, 
keyed up. on edge, or unable to relax?

b) Docs worrying lead to him/her feeling tired
or worn out more easily?

c) Does worrying lead to difficulties in 
concentrating or his/lier mind going blank?

d) Does worrying lead to irritability?

e) Does worrying lead to muscle tension?

0  Does worrying interfere with his/her sleep,
e.g. difficulty in falling or staying 
asleep, or restless, unsatisfying sleep?

In general More days than 
not in last 6 

numlhx
No Ves No Ves

0 1 —> 0 1

0 1 0 1

0 1 -> 0 1

0 1
->

0 1

0 1
—>■

0 1

0 1 -> 0 1

0 9  How upset or distressed is [Name] as a result o f all 
his/her various worries?

Not at A A medium A great
all little amount deal

0 1 2 3

G IO Have his/her worries interfered with... Not at 
all

A  A medium 
little amount

A great 
deal

a) how well s/he gets on wilh you and the rest 
o f the family‘s 0 1 2 3

b) making and keeping friends'^ 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure acdvitiesV 0 1 2 3

G11 Have these worries put a burden on you or the 
family as a whole'!'

Not at A A medium A great
all liitle amount deal

0 1 2 3
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SectioD H Depression

This seclion o f the interview is about [Name’s] mood

H I In the last 4 weeks, have there been times when 
fName] has been very sad, miserable, unhappy or 

tearful?
No

0
i

H7

Yes

i
H2

H2 Over the last 4 weeks, has there been a pericxl when 
s/he has been really miserable nearly every day'' No Ves

H3 During the time when s/he has been miserable, has 
s/he been really miserable for most o f the day?
(i.e. for more hours than not)

No Yes

H4 When s/lie has been miserable, could s/Iie be 
cheered up?

Easily With difficulty/ Not at
only brieflv all

0 I 2

H5 Over the last 4 weeks, the period o f being really 
miserable has lasted:

Less than 
2 weeks

2 weeks or 
more

0

I f H } ^  'Te.v" anJ H2 =  ‘Tt'.v" anJ US ihet} lick Ik'prfssion on check list ni MI (pJ-tJ.
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H7 In the last 4 weeks, have there been times when 
rNamel has been iffumpy or irritable in a way that has No Yes

been out o f  character for him/her^
0 1

M B
i

H8

H8 Over the last 4 weeks, has there been a penod when 
s/he lias been reallv prumpv or irritable nearlv everv No Yes

day?
0 1

H9 During the period when s/lie has been gnunpy or 
irritable, has s/he been like that for most o f the dav’’ No Yes
(i.e. for more hours than not)

0 I

H IO Has the irritability been improved by particular 
activities, by friends coming round, or by 
anything else?

Easily W ith difficulty/ 
only briefly

Not at 
alt

0 i 2

H I I Over the last 4 weeks, the period o f being really 
irritable has lasted:

Less than 
2 weeks

2 weeks or 
more

0 I

I fH7 = "Yes" = “Yes" and H9 = "Yes", then tick Irrifahility on check list in MJ (p.S4).
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H13

H14

In the last 4 weeks, have there been limes when 
[Name] has lost interest in everything, or nearly 
everything, that s/he normally enjoys doing?

Over the last 4 weeks, has there been a period when 
this lack o f interest lias been present nearly every day?

No Yes

0 I
i i

H I 8 H14

No Yes

0 1

H IS  During these days when s/he has lost interest in things, 
has s/he been like this for most o f each day?
(i.e. for more hours than not)

No Yes

H16 Over the last 4 weeks, this loss o f interest has lasted: Less than 2 weeks or
2 weeks more

0 1

H17 } f Depression or Irnlability box has been checked osk:

Has this loss o f interest been present during the same 
period when s/he has been really miserable or irritable 
for most o f  the time?

I f  HIS ~ ’T p i"  and hi i 4 *  "Yes”, then Uck Lms oj Interes: tm check ttsi in M l (p. 34),
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I f  Depression or IrniahitHy or Lass offnterest hnx hasheen licked on the check lislMI (p.S4), then 
coniwue. Otherwise skip to H22.

H18 During tlie period when [Name] was sad, irritable or lacking in
inieresl...

aj did s/he lack energy and seem tired all the time‘s

b) was s/he eating much more or much less than nonnal?

c) did s/he either lose or gain a lot o f weight?

d) did s/he Hnd it hard to get to sleep or to stay asleep?

e ) did s/he sleep too much?

f) was s/he agitated or restless for much o f the time?

g) did s/he feel worthless or unnecessarily guilty for much o f the time?

h) did s/he find it unusually hard to concentrate or to think things out'’

i) did s/he think about death a lot?

j )  did s/he talk about harming himsetf/herself or
killing himselfTherself?

k ) did s/he try to harm himself/herself or kill
himself/herself?

No Yes

H18L Over the whole o f his/her lifetime, has s/he ever tried 
to harm himself/iierself or k ill himself/lierself? No Yes

H19 How much has [Nam e’s] sadness, irritability or loss 
of interest upset or distressed him/her?

Not at A A medium A great
all little amount deal

0 1 2 3
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a)

b)

c)

d)

H21

H20 Has his/her sadness, irritability or loss o f interest 
interfered with... Not at A A medium A great

all little amount deal

how well s/he gets on with you and the rest 
o f the family? 0 1 2 3

making and keeping friends? 0 I 2 3

learning or class work? 0 1 2 3

playing, hobbies, sports or other leisure activities? 0 1 2 3

Has his/lier sadness, irritability or loss o f interest put a Not at A A medium A great
burden on you or the family as a whole? all little amount deal

0 I 2 3

Now go to section J. Dtf not ask H22 lo H2-i i f  you /fov-t' ulreaJy asked HJfi t lo I.

Deliberate Self-Harm

H22 Over the last 4 weeks, has s/he talked about
deliberately harming or hurting himself/herself?

H23 Over the last 4 weeks, has s/he iricd to harm or hurt himself/herself?

H24 Over the whole o f his/her lifetime, has s/he
ever tried to harm or hurt himsellTherselt?

I f  H22="Yes" or H23-"Yes'' or H24=^‘'Yes'\ then itck Deliherate Self-Harm on check lixi in M l (p.34).
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Section J Attention and Activity

This section o f the interview is about (Name's] level o f activity and concentration over the last 6 months. 
Nearly all children are overactive or lose concentration at times, but what I would like to know is how 
[Name] compares with other children o f  his/her own age. I am interested m how s/he is usually - not on the 

occasional 'o ff day'.

J 1 Allowing for his/her age, do you think lhat [Name] definitely 
has some problems with overactivity or poor concentration? No Yes

I /J l  *  'Te.v" or ifSDQ hyperactivity scare is >6. then canitmie. I f  neither, then skip to section K.

J2 I would now like to go th ro u ^  some more detailed questions about how [Name] has usually 
been over the last 6 months. 1 w ill stan with questions about how active s/he has been.

Over the last 6 months, and compared 
with other children o f  his/her age...

No more 
than 

others

A little  
more than 

others

A lot 
more thaji 

otliers

a) Does s/he often fidget? 0 1 2

b) Is it hard for him/her to stay sitting down for long?
0 1 2

c) Does s/he run or climb about when s/he shouldn't?
0 1 2

d) Does s/he find it hard to play or take part in other 
leisure activities without making a lot o f noise? 0 I 2

e) I f  s/he is rushing about, docs s/he find it hard to 
calm down when someone asks him/her to? 0 1 2

J3 The next few questions are about impulsiveness,

Over the last 6 months, and compared with 
other children o f his/her own age...

No more 
than 

others

A little  
more than 

others

A lot 
more than 

others
a) Does s/he often blurt out an answer before 

s/he had heard the question properly? 0 I 2

b) Is it hard for him/her to wait his/licr turn? 0 1 2

c) Does s/he often butt in on other people's 
conversations or games? 0 I 2

d) Does s/he often go on talking even i f  s/he 
has been asked to stop, or i f  no one is listening? 0 1 2
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J4 The next set o f questions are about attention.

Over the last 6 months, and compared with 
olher children his/her age...

No more 
than 

others

A liltle 
more than 

others

A  lot 
more than 

others

a) E>oes s/he often make careless mistakes or fail to pay 
attention to what s/lie is supposed to be doing? 0 1 2

b) Does s/he often seem lo lose interest in 
what s/he is doing? 0 1 2

c) Does s/he often not listen to what people 
are saying to him/her? 0 1 2

d) Does s/he often not finish a job properly'’ 0 1 2

e) Is it often hard for him/her to get himself/ 
herself organized to do something? 0 1 2

0 Does s/he often try to get out o f things s/Jie 
would have to think about, such as homeworic? 0 1 2

e) Does s/he often lose things s/he needs for 
school or games'^ 0 ! 2

h) Is s/he easily distracted? 0 1 2

i) Is s/lie often forgetful? 0 1 2

J5 Have [Name’s] teachers complained 
over the last 6 months o f problems witli,,. No A  little A lo l

a) fidgetiness, restlessness oroveractivity? 0 1 2

b) poor concentration or being easily distracted?
0 I 2

c) acting without thinking about what s/he is doing, 
fi'ecjuently butfing in, or not waiting his/her turn? 0 1 2

I f  two or more o f the items tn J2, J3, nr J4 have been answered "A lot more than others, " then tick the box 
fo r  Hyperactivity on the check list tn M I (p.34) and continue tnJ6. I f  not. skip to section K.
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J6 Have [Marne’s] difficulties with activity or concentration 
been there for at least 6 months? No Yes

J7 How old was s/he when his/lier difticulties with activity or 
concentration began?
{ if  since birth, enter 0)

years old

J8 How much have [Name’s] difficulties with activity or 
concentration upset or distressed him/her*?

Not at A A medium A  great
aJI little amount deal

0 I 2 3

J9 Have [Name's] difficulties with activity or 
concentration interfered with... Not at 

all
A A medium 

little amount
A great 

deal
a) how well s/he gets on with you and the rest 

o f  the family? 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) leammg or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 I 2 3

J10 Have these difficulties with activity or concentration 
put a burden on you or the family as a whole?

Not at A A  medium A great
ail little amount deal

0 I 2 3
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This next section o f the interview is about behaviour Nearly all children are awkward and difficult at 
times -  not doing what they are told, being irritable or annoying, having temper outbursts, and so on. What
I would like to know is liow [Name) compares w itli other children o f tlie same age. I am interested in how 
s/he is usually, and not just on occasional ‘o ff days’ .

Section K Awkward and Troublesome Behaviour

K1 Tliinking about the last 6 months, 
how does [Name’s] behaviour 
compare with other children o f his/her 
age?

Less awkward or More awkward or
troublesome About troublesome
than average average than average

0 1 2

I f  K! -  "More awkward or inmhlesime than average, " or i f  SI)Q conduct prohlems score is > i, then 
conltmte. I f  neither, then skip to section L

Some children are awkward or annoying with just one person - perhaps with yourself or just one brother or 
sister. Other children are troublesome with a range o f adults or children The following questions are 
about how [Name] Is in general, and not just with one person

K2 Over the last 6 months, and as compared
with other children o f the same age, has s/Iie oflen...

No more 
than 

others

A little 
more than 

others

A  lot 
more than 

others

a) had temper outbursts? 0 1 2

b) argued with grown-ups? 0 1 2

c) taken no notice o f rules, or refused to do as s/lie is 
told?

0 1 2

d) seemed to do things to annoy other people on 
purpose?

Q 1 2

e) blamed others for his/lier own mistakes or bad 
behaviour?

0 1 2

0 been touchy or easily annoyed? 0 1 2

g) been angry and resentful? 0 1 2

h) been spiteful? 0 1 2

i) tried to get his/her own back on people? 0 1 2

I f  any o f the Hems fti K2 have i}gen answered "A kit more than others", then tick Awkward Hehaviour on 
the check list M l (p.24) and conunuc wuh K3. i f  not, skip (a KS.
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K3 Have [Name's] teachers complained over the last 6
months o f problems with Oiis kind o f awkward behaviour 
or disruptiveness in class?

K4 Has [Name’ s] awkward behaviour been there for at lc»st 6 
months'^

No A little A lot

0 1 2

No Yes

0 1

K5 How old was s/he when this son o f awkward behaviour began? 

( i f  since birth, enter 0)
vears old

K6 Has [Nam e’s] awkward behaviour interfered w ith ... Not at 
all

A
little

A medium 
amount

A  great 
deal

a) how well s/he gets on with you and the rest 
o f  the family?

0 I 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 1 2 3

K7 Has his/her awkward behaviour put a burden on you or 
the family as a whole?

Not at A A medium A great
all little amoimt deal

0 I 2 3

Continue with KK
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Behaviour that sometimes gets children into (rou Me.

I ’m now going to ask about behaviour Uiat sometimes gets children into trouble, including dangerous, 
aggressive or antisocial behaviour. Please answer according to how s/he has been over the last year - I ’m 
switching to the last 12 months for this next set o f questions.

K8 I f  any o f Ihe following questions are anvwereci ''Definitely " ask " I las this been going on for the last 
6 months?" and record ans'wer in .secondcolumn..

a)

b) 

c)

As far as you know, over the last 12 
months...
has s/he often told lies in order to get things 
or favours from others, or to gel out o f  
having to do things s/he is supposed to do?

has s/he often started figlits?
{Other than with brothers and sisters)

has s^e often bullied or threatened people?

d) has s/he often stayed out after dark 
much later than s/he was supposed to?

e) has s/he stolen trom the house, or frotn other 
people’s houses, or from shops or school? 
(This doesn't include very minor thefts, e.g. 
stealing his/her hrfjther \s pencil orfood  
from  the fridge)

f) has s/he run away from home more than 
once, or ever stayed away all ntgjit without 
your permission?

g) has s/he often played truant (bunked off) 
from school?

Over the last 12 motUhx iMXt 6 months

No Perhaps Definitely No Yes

0 1 2 0 I

0 1 2 -> 0 1

0 I 2 -> 0 1

0 1 2 -> 0 1

0 I 2 0 1

0 1 2 -> 0 1

0 1 2 0 1

(If 13 or older and definitely playing truant m the past year, ask this question. Otherwise skip to K10) 

K9 D id s/he start playing truant (bunking o if) from school before s/he was 13?
No Yes

0 I

Jf any o f the items in KH have been answered "Definitely", then lick Troublesome Behaviour on the check 
list in M I (p.34).
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Only continue i f  check list M i (p. 34) has been ftckedfor A^ivh/vard Behaviour or Troublesome Behaviour. 
Othenvise skip to section /„

K IO
M ay I now ask you about a list o f less common but potentially more senous behaviours. 1 have to 
ask all people all questions even when they are not likely to apply.

I f  any o f the following questions are anfwered then ask "Has this happened in the last 6 months?”
and record anvwcr tn second column

a)

b)

c)

d)

e)

0

g)

h)

As far as you know, have any o f the following 
happened even once in (he last 12 months'^

Over the ta.st J2 
mtmthx

Last 6 months

No Yes No Yes
Has s/he used a weapon or anything that could 
seriously hurt someone? fc.^. a bat. brick, 
broken bottle, knife, gunj

0 I -> 0 1

Has s/he really hurt someone or been physically 
cruel to them? {e.g. has tied up. cut orhtirneci 
someone).

0 1 0 1

Has s/he been really cruel on purpose to 
animals and birds? 0 1 -> 0 1

Has s/he deliberately started a fire?
(This is only if.y/he intended to cause .severe 
damage, fhis question is not about lighiinfr 
campfires, or burning individual matches or 
pieces o f paper)

0 1 0 1

Has s/he deliberately destroyed someone else’s 
property*' fl'hts question is not about fire 
setting or very minor acts, e.g. destroying 
sister's drawing. It does include behaviour .such 
as smashing car windows or.schtxil vanihlism)

0 1 0 I

Has s/he been involved in stealing on the 
streets. e.g. snatching a handbag or mugging? 0 1 0 1

Has s/he tried to force someone to have sexual 
activity against their will? 0 1 —> 0 1

Has s/he broken into a house, any other 
building or a car? 0 1 —> 0 1

I f  any o f the itemx in KIO have been anxwcrt'd ‘Tt'.v", then rick Trouhlesome Behaviour on ihe check It.si in 
M i (p.34j.
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K l l  Have [Name's] teachers complained o f  troublesome behaviour 
over the last 6 months? No Yes

K l l  AA  Has his/her troublesome behaviour been present for at leas! 6 
months? No Yes

K11A Has [Name] ever been in trouble with the police'’ (Descrihc)
No Yes

I f  K l l  ‘T fs "  then tick Trouble IVith The Police un the chcck list in M l (p.3-fj.

! f  the check list in M l (p-34) ha.\ been ticked/or Imuhlesome Hehaviour then continue. Olherwi.se skip fo 
section L

K12 Has [Name’s] troublesome behaviour interfered 
w ith...

Not at 
all

A A  medium 
little amount

A great 
deal

a) how well s/lie gets on with you and Ihe rest 
o f the family?

0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or o th a  leisure activities? 0 1 2 3

K13 Has his/lier troublesome behaviour put a burden on 
you or the family as a whole?

Not ai A A medium A great
all little amount deal

0 I 2 3
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This next section is about a variety o f differeni aspects o f [Name's] behaviour and developtnent. 

LI

Section L  Less common problems

In hisTier first 3 years o f life, was there anything that seriously 
worried you about...

a) the way hii'her speech developed?

b) how s/he got on with other people?

c) any odd rituals or unusual habits that were very hard to interrupt?

No Yes

(Only atk t f lJa, Llh or I Jc  «  Ycsj

12 Have all these early delays or dilTiculties now cleared up 
completely?

Completely Some
cleared up conlinuing

problems

0 I

L3 Does s/he have any tics or twitches that s/he can’t seem 
to control? No Yes

0 1

L4 Have you been concerned about him/her being too 
thin or dieting too much? No Yes

L5 Apart from the things you have already told me about,
are there any other aspects o f [Name’s] psychological No __ Yes____
development that really concern voii?

0 1

L6 Apart from the things you have already told me about.
■-------------------

are there any other aspects o f [Name’s] psychological No Yes
development that really concern his/her teachers?

0 1

} fL2=  "Some cnnUnumf^ prohlems", or IJ  -  "yes" or 1.4 "Yes" orL5 "Yes" or 1.6  ̂ "Yes" (hen tick
I  jess Common Difficulties on the check hst m M I (p. 34).
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M 1 Check list of difficulHes

A □  Separation anxiety =  fear o f being sq^aratcd from (hxt mam allachment figures /m m  A I) 

B n  Specific phobia =  fear o f  (tist main fears from HI)...............................................................

Section M Areas of Dimcult>’

C  □  Social phobia =  fear o f (hsi matn fears from  Cl).

D  □  Panic/agoraphobia =  panic attacks and avoidance o f crowds, being out alone ctc. (Jeltre as
appropnaiej.

E □  Post traumatic stress =  distress triggered by his/her experience o f (from E!)..............................

F □  Obsessions and compulsions =  rituals or obsessions involving (from h'2, F 3 andi'4}.

G  □  Generalized anxiety =  excessive worrying about (frnm G4).

H n  Depression
□ Irritability
□  Loss o f interest
0  Deliberate self-harm

J U Hyperactivity =  difHculties with activities and attention such as {h\t up to om’ cuvh fromJ2,
J3 ami M)

K □  Awkward behaviour = awkward behaviours such as /A w /m m  K2j

0  Troublesome behaviour =  troublesome behaviour such as (list from Kfi ami KIOJ

0  Trouble with the Police 

L  0  Less common difficulties =  difficulties with (hxt from 1.2.13 L-f L5 and !.6 J .................
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M2 Getting » description of the child's difficulties in the parent’s own words

I f  none o f  the boxex tn M l are licked, skip to section N.

Whenever you have checked a box for one o / the secttom m  M l. you should make sure that you gel 
answers to the corresponding open-ended quesuons about that section. These open-ended are
listed below as suggestions, but you can use ytmr imitative to add extra questions or explain the existing 
questions more clearly.

You have a choice —you can ask the open-ended (fuestion\ as you f;o alon^, or you can ask them after you 
have finished sections A to L. For example, i f  you tick the box for section A, then you could ask the extra 
questions before gotn^ on to section H, or you could wan until you have finished all the sections from A to 
L. I f  you are askinf; all the open-ended questions at the end, ihen it is often a good idea to lei the parents 
choase which order to take the different topics in. starting with the area that concerns them most.

Whichever you decide to do, it is iLsuatly a gofxi idea to note down the parents' spontaneous comments 
when they make them. That way, you will have less need to ask them to repeat themselves in this section. 
But do check before the end o f the interview to make sure all que.stions have heen covered for each area o f 
difficulty.

When parents provide a vague or genendized answer, then ask ihem fo r  specific examples. I'or example, i f  
iheysay, "he worries about everything." ihen ask “What .sorts o f wome.\’̂ " Oriflheysay, "heneverdoes 
what he is told," then ask "Can you tell me about a recent occasion when he caused problems by not doing 
what he wav told? "

l ^ n  'I feel that you need to keep your ansMrrs .short just because there's only a .small space on this form  -  
write .\mai! and use extra paper i f  neces.sar}>>

Introducing the open-ended questions:
You have already told nne about [Nam ej’ s difficulties. I'd  now like to hear a bit more about these in your 
own words,

M2A; Separation anxiety

I f  MI A is ticked for separation anxiety, ask

M 2A 1) Please describe [Nam e]’s current womes about separation. Mow do these worries show 
themselves?

M 2A 2) How often does this worrying lead to difTiciilties?

M 2A 3) How severe are the difiiculties at their worst?
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M 2A 4) How long has he or she had these worries about scparaiion'?

M 2A 5) Are lliese worries interfering with his or her t|iiality orhfe'^ I f  so. how'’

M 2A 6) What do you think the worries are due to?

M 2A 7) Have you tned to do anything about these worries'' I f  so, please describe whal you’ve tried lo do. 
any help that you have had. and whether this has made a difference.

M 2B : Specific phobia

I f  M /B is ticked fo r specific phobia, ask

M 2B 1 ) Please descnbe any fears that are a real ninsanee, thai seriously upset htni or lier. or that lead to 
him or her not doing things that he or she would o(herwise want to do.

M 2B 2) How often are his or her fears a nuisance or upsettinji for him or her?

M 2B 3) How severe are the fears at their worst?

M 2B 4) Are his or her fears interfering with his or her Cjuality o f life'^ Ifso , how'’

M 2B 5) Have you tried to do anything about these fears? Ifso , please describe what you've tried to do, any 
help that you have had, and whether this has made a dilTerence,

M3C; Social phobia

3(1
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M 2 C I) Please describe any social fears that are a real nuisance, that seriously upset him or her, or that lead 
to him or her not doing things that he or she would otherwise want to do.

i f  M2C is ticked for social phobia, ask

M 2C 2) How often do his or her social fears cause difRculties or upset him or her'^

M 2 0 )  How severe are these social fears at their worst'’

M 2C 4) Are his or her social fears interfering with his or her quality o f life? I f  so, how'’

M 2C 5) Have you nned to do anything about these social fears? I f  so, please describe what you've tried to 
do, any help that you have had, and whether this has made a difference.

iVlZD: Panic/agoraphobia

I f  MID is tickedfor panic/agoraphobia, ask one or both o f the following (according to whether the chitd 
has panic attacks or avoidance, or bothf

M 2D 1) Please describe as fully as possible what these panic attacks are like, how often they occur, when 
they started, and what effect they have on [Nam el's life.

M 2D 2) W e’d like to hear more about [NameJ’s fear or avoidance o f crowds, public places, travelling 
alone, or being far from home. Please describe this as fully as possible. Please also tell us how often this 
occurs, when it started, and what effect it has on his or her life.
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M2E: Post traonatic stms

I f  MI E is ticked for pout traumatic stress, ask

M 2 E I) What was the extremely stressful event? We're very sorry i f  asking about this is upsetting for you 
too. You only need to tell us enough details for us to make sense o f [Nam e]’s current symptoms.

M 2E 2) Please describe the symptoms that [Naine| still has as a result o f his or her very stressful 
experience.

M 2E 3) How often do these symptoms cause difficulties or upset him or her?

M 2E 4) How severe are the symptoms at their worst?

M 2E 5) Are the symptoms interfering w itli his or her quality o f  life? I f  so, how?

M 2E 6) Have you tried to do anything about these symptoms? I f  so, please describe what you've tned lo do, 
any help that you have had. and whether this has made a difference.

M 2 F : ObscssioDS and vompuUions

I f  MI F is ticked for obsessions and compulsions, ask

M 2F1) Please describe all o f |Nam e]'s rituals or obsessions.

3K
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M 2F2) How often do these rituals or obsessions cause difficulties or upset him or her"̂

M 2F3) How severe are the rituals or obsessions at their worst?

M 2F4) How long have they been present?

M 2F5) Are ihey interfering with his or her quality o f life? I f  so. how'>

M 2F6) Have you tried to do anything about these rituals or obsessions? I f  so, please describe what you've 
tried to do. any help that you have had, and whether this has made a difference.

1VI2G: G eneralized anMCtv

I / MJG Ls ticked for f'cneraiized anxiety, ask

M 2G 1) Please describe what it is that [Name] worries about?

M 2G 2) How often does this worrying lead to difficulties?

M 2G 3) How severe are the worries at tiieir worst?

M 2G 4) How long has he or she worried a lot about things?

M 2G 5) Are his or her worries interfering witli his or her quality o f life? I f  so, how?

3y
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M 2G 6) Have you tried to do anything about these worries? I f  so, please describe whai you've tried to do, 
any Iielp tliat you have had. and whether this has made a difTerence

M 2 H : Dcnrcssion

JfMIf f  is ticked fo r  depression, irrilatfility or low o f  interest, ask

M 2H 1) Please describe [Najtiel'sm ood (sadness. irritabiHty) aiid his or her level o f interest in thinys.

M 2H 2) What else has changed at the same time as his or her mood and level o f interest? I f  relevant, tell us 
about energy, appetite, sleep, self-confidence, blaming him or herself, hopelessness about the future, 
thoughts o f death, self-harm etc.

M 2H 3) Over the Inst 4 weeks, how much o f the time has he or she been like this?

M 2H 4) Over the last 4 weeks, how severe have the dilTiculties been at their worst?

M 2H 5) Wlien did this episode o f low mood, irritabiliry or loss o f interest begin?

M 2H 6) What do you think triggered this episode ofT?

M 2H 7) Has he or she had similar episodes in the past? I f  so, please describe.

M 2H 8) Has he or she had episodes in the past when he or she has gone Tiigh’ instead o flo w '?  I f  so, please 
describe
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M 2H 9) Is his or her mood or loss o f  interest interfering witli his or her quaJity o f life? I f  so, how?

M 2H 10) Have you tried to do anything about his or her mood or loss o f interest? I f  so. please describe what 
you've tried to do, any help that you have had, and whether this has made a difTerence.

M2H2: Deliberate self-harm

If MIH  u  ticked fo r  deliberate self-harm, ask

M 2H 11) It would help us to hear more about [N a inefs  banning or hurting him or herself, or at least talking 
about doing so

M 2J : H vpcractivitv

I f  M U  is ticked fo r  hyperactivity, ask

M2J1) Please describe difficulties that [Name] has with overaciivity, lack o f attention or impulsiveness.

M2J2) How often does his or her level o f activity or his or her lack o f attention lead to difficulties'’

M 2J3) How severe are the difiiculties at their worst?

M 2J4) How long has he or she been like this?

M 2J5) Is his or her level o f  activity or his or her lack o f attention interfering with his or her quality o f life? 
I f  so, how?
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M 2J6) Have you tried to do anylJiing about his or her overactivily, lack o f allention or impulsiveness? I f  so, 
please describe whai you've tried to do. any help that you have had, and whether this has made a 
difference.

M2K: Awkward and trouMtsomc behaviour

I f Ml K is tickedfor awkward or trouhtesome behaviour, ask

M 2 K 1 ) Please describe [Nam e]’s awkward and troublesome behaviour.

M 2K 2) How often does this behaviour lead to difficulties?

M 2 K 3 ) How severe arc the difficulties at their worst?

M 2 K 4 ) How long has he or she been like this?

M 2 K 5 ) Is his or her awkward and troublesome behaviour interfering with his or her quality o f  life? [ f  so. 
how?

M 2 K 6 ) Have you tried to do anything about his or her behaviour? I f  so. please describe what you've tried to 
do, any help that you have had. and whether this has made a difference.
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M2L: Less common difficulties

I f  MIL « ticked fo r  less common difficulties, ask whichever of the following apply:

M 2L 1 ) W e would like to hear more about the sorts o f  difficulties that [Name] has with language, getting 
on with people, odd habits or unusual rituals.

M 2L 2 ) W e would like to hear more about his or her tics or twitches.

M 2L 3 ) We would like to hear more about your concerns about his or her w e i^ t  or dieting.

M 2L4) Wc would like to hear more about the other things that you are concerned about.

M 2L5) We would like to hear more about his or her teachers’ concerns

M2X: The ipterview in general:

M2Xi) Finalty, this is your opportunity as an interviewer to comment on the interview in general, e.g. to 
describe the ievel o f  motivation or understanding o f  the respondent, or to record your observations about 
the child’s activity level while you were interviewing the child’s parent
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Scction N Strengths

I have been asking you a lot o f questions about difllculttes and problems, I now want to ask you about 
(Child 's) good points or strengths

N2

In terms o f what sort o f a person s/he Is, what would you say are the best things about 
him/her?

Spontaneously says “Nothing"

a)

b)

c)

d)

e)

Can you tell me some things which s/he does that really please you? 

Spontaneously says “Nothing"

a)

b)

c)

d)

c)
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Development and Well-being Assessment (Teacher Version)

Siudeni’sN am e....... ...... ..........................  ................... . . . M alt/Fem ale

D aleofB jrth .......................... .............................  ..................... . l-'orm or Class .....................

Teachcr (form, year,subject ctc) ..................................... ....___ _

Signature....................................................................................... ......... Today’s Daie.............. .............

For each item, please mark the box It wouict help us tf you answered all items as best you can even if  you are noi 
absolutely certain or the item doesn't seem very relevant to this student Please give your answers on the basis of 
the student's behaviour over the last six months or this school year

Emotions
Not Partly Certainly
True Tr\ie True

A I Excessive worries □ □ □

A2 Marked tension or inability to relax □ □ □

A3 Excessive concern about his/her own abilities, 
(e.g. academic, sporting or social) □ □ □

A4 Particularly anxious about speaking to class or reading aloud □ □ □

AS Reluctant to separate from family to come to school □ □ □

A6 Unhappy, or depressed □ □ □

A7 Has lost interest in carrying out usual activities □ □ □

A8 Feds worthless or inferior □ □ □

A9 Concentration aftected by worries or misery □ o □

AlO Other emotional diftlculiies
(e.g. marked fears, panic attacks, obsessions or compulsions) □ □ □  *

*  A11 Please describe bricfty:

I f  you hnvc tick(;d "Certainly True" 1o anv of th« questions At to AlO, please complete the rest of this page. 
I f  not, go to the next p»ge.

Do these difficutties Not at A A medium A g ra
all little amount deal

A12 upset or distress htm/her‘> □ □ □ □

A13 interfere with his/her peer relationships? 0 □ □ □

A14 interfere with his/her classroom learning? □ □ □ □

A15 put a burden on you or the class as a whole'' □ □ □ □
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B1 When s/he is doing something in class that s/he enjoys and is good at, whether reading or 
drawing or making a model or whatever, how long does s/he typically slay on that task‘d

Attention, Activit>’ and ImpulsHeness

Less than 
2 minutes□

2-4
minutes

5-9
minutes

□  □

10-19
minutes□

20 minutes 
or more

Not Partly Certainly
True True True

B2 Makes careless mistakes □ □ □

B3 Fails to pay atteniion □ □ □

B4 Loses interest in what s/lie is doing □ □ □

B5 Doesn't seem to listen □ □ □

86 Fails to finish things s/he starts □ □ □

87 Disorganised □ □ □

B8 Tnes to avoid tasks that require thought □ □ □

89 Loses things □ □ □

810 Easily distracted □ □ □

811 Forgetful □ □ □

812 Fidgets □ □ □

813 Can't stay seated when required to do so □ □ □

814 Runs or climbs about when s/he shouldn't □ □ □

8 IS  Has difficulty playing quietly □ □ □

816 Finds it hard to calm down when asked to do so □ □ □

817 Blurts out answers before questions are finished □ □ □

818 Hard for him/her to wait their turn □ □ □

819 Interrupts, butts in on conversations or activities □ □ □

820 Goes on talking if  asked to stop □ □ □

I f  you have licked "Certainlv Tnie" to înv of the questions 82 to 820, ple»se complete the rest of Ih 
I f  not, go to the next page.

Do these difTicullies Not at A A medium Agrej
all little amount deal

821 upset or distress him/her? □ □ □ □

822 interfere with his/her peer relationships'’ □ □ □ □

823 interfere with hi5^er classroom learning? □ □ □ □

824 put a burden on you or the class as a whole'’ □ □ □ □

Aw kw ard and Troublesome Behaviour
Not

True
Partly
True

Certainly
True
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C l Temper lantrums or hot tempers n □ □

C2 Argues a lot with adulls □ □ □

O  Disobedient at school □ □ □

C4 Deliberately does things to annoy others □ □ □

C5 Blapnes others for hi&/her own mistakes □ □ □

C6 Easi ly annoyed by others □ □ □

C7 Angry and resentful □ □ □

C8 Spiteful □ □ □

C9 Tries to gel his/her own back □ □ □

CIO Seriously lies or cheats □ □ □

C l 1 Starts fights □ o □

C12 Bullies others □ □ □

C13 Plays truant □ □ □

C14 Uses weapons when fighting □ □ n

C IS  Has been physically cruel, has really hurt someone □ □ □

C16 Deliberately cruel to animals □ □ □

C l 7 Sets fires deliberately □ □ □

C18 Steals things □ □ □  *

C19 Vandalises pinpeily, or destroys things belonging to others □ □ □  *

C20 Shows unwanted sexualized behaviour towards others □ □ □  *

C21 Has been in trouble with the law □ □ □  *

*  C22 Please describe brirHv;

I f  you have ticked "Cerbtinly True" to any of the questions Ct to O l ,  please complete the rest of this pMge. 
irnot, go to the next page.

Do these behaviours Not at
all

A
littie

A medium 
amount

A grei 
deal

C23 upset or distress him/her'^ □ □ □ □

C24 interfere with his/her peer relationships'^ □ □ □ □

C25 interfere with hisyher classroom learning? □ □ □ □

C26 pul a burden on you or the class as a whole‘s a □ □ n
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Other concerns
Not Partly Certainly
True True True

D1 Tics, twitches, involuntary gnjnts or noises □ □ □  *

D2 Diets to e.xccss □ □ □  *

No Yes

D3 Do you have any other concerns ^ u t  
the child's psychological development'’ D □  *

*  IM Please describe;

D5 The rest o f this page is for any additional comments about this child

Thank you very much for your help
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The Development and Well-Being Assessment

Interview with 11-16 year olds

Surname:

First Names:

Age:

Date of Binh:

Male / Female 

Clinic/Study Number: 

Dale of Interv iew : 

Interviewer:

The firs! step w to admmister the S! I-I fi Slrenf^ths and DifJicuUies Questionnaire ( S ! ^ )  and then use the 
transparency (o score the front pa^e, hn}^^ng the score.s helow.

SDQ Emotion Score 0 1 2 3 4 5 | | 6  7 8 9  I0

SDQ Conduct Score 0 I 2 3 | i 4  5 6 7 8 9 10
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Scction A  Separation Anxict>'

Most young people are particularly attached to a few key adults, looking to them for security and comfort, 
and turning to them when upset or hurt.

A l Are you specially anached to the following adults?

a) Your mother (biological or adoptive)

b) Your father (biological or adoptive)

c) Another mother figure (stepmother, foster mother, father’ s 
partner)

d) Another father figure (stepfather, foster father, mother’s partner)

e) One or more grandparents

f) One or more other adult relatives (e.g. aunt, uncle, grown-up
brother or sister)

g) Childminder, nanny, au pair

h) One or more teachers

i) One or more other adult non^rclatives (e.g. a family friend or
neighbour)

j )  Not specially attached to any adult

No Yes

0

0

0

Only ask the Jhllowin^ questions i f  the answer to AJj wav Tc'.v', i.e. the child ts not specially allached to 
any adult

Are you specially attached to the following children or young people?

k) One or more brothers, si.sters or other young relatives

1) One or more friends

m) Not specially attached to anyone

(/A Im IS 'Yes \ then skip to section H. Otherwise conttme'

You’ve just told me who you are specially attached to: Ifyou want, you can itstall from A la  to A it (or 
from A ik  to All) that were answered T e . v F r o m  now on. I am gomg refer to these people as your 
'attachment figures'

What I ’d like to know next is how much you worry about being separated from your attachment figures. 
Most young people have some worries o f this sort, but I ’d like to know how you compare with others o f  
your own age. I am interested in how you arc usually - not on the occasional ‘ o ff day'.

A2 Overall, in tlie last 4 weeks, have you been particularly worried 
about being separated from your attachmeni figures?

No Yes

f fA2 -  Yes or i f  SIX} emotion score is ^ 6  then continue. If neither, then skip to section H
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A3 Over the last 4 weeks, and comparing
yourself with other people o f the same age

a) have you worried either about something 
unpleasant happening to your attachment figures, or 
ahout losing them?

b) have you worried unrealisrically that you might be 
taken away from your attachment figures, e.g. by 
being kidnapped, taken to hospital or killed?

c) have you not wanted to go to school in case something 
nasty happened to your attachment figures while you 
were at school? not include reluctance /o go ro 
schoo! for other reasnnx e.g. fear afhullying or exantM)

d) have you worried about sleeping alone?

e) have you come out o f your bedroom at night to check 
on. or to sleep near, your attachment figures?

f) have you worried about sleeping in a strange place?

g) have you been afi^id o f being alone at home i f  your 
attachment figures pop out for a moment?

h) have you had repeated niglitmares or bad dreams about 
being separated ft'om your attachment figures?

i) have you had headaches, stomach aches or felt sick 
when you had to leave your attachment figures or when 
you knew it was about to happen?

j )  has being apart from your attachment figures or the
tho u ^t o f being apart from your attachment figures led 
to worry, crying, angry outbursts or misery?

No more 
than 

others (or 
Not 

applicable)

A  little  
more 
than

others

A lot 
more than 

others

0 I 2

0 1 2

0 1 2

0 1 2

0 1 2

0 t 2

0 1 2

0 1 2

0 1 2

0 1 2

i f  any o f the items tn A i  have been anxwered “A lot more than others" then tick Separation A nxteiy on the 
check list in M l (p.31) and contimie with A 4. I f  not, skip to section H.
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A 4 Have your worries about separation been there for al least 4 
weeks? No Yes

A 5 H o w  old were you when your worries about separation began? 

( i f  since birth, enter 0)
vears old

A 6  H ow  much have these worries upset or distressed you? Not at A A  medium A great
all little amount deal

0 1 2 3

A 7 Have these worries interfered with... N ot at A A  medium A  great
all little amount deal

a) how well you get on with the rest o f  tJie family? 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 1 2 3

A 8 Have these worries made it harder for those around 
you (fam ily, friends, teachers etc.)?

N ot at A A  medium A  great
all little amount deal

0 1 2 3
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This secbon o f the interview is about some things or situations that young people are often scared of. even 
th o u ^  they aren’ t really a danger to them. I ’d like to know what you are scared of. I am mterested in how  
you are usually - not on the occasional 'ofF day’ Not all fears are covered m this section -  some are 
covered in other sections, e.g. fear o f social situations, dirt, separation, crowds.

Secdon B Fears of specific tbings or situations

B1 Are you scared o f  any o f  the things or situations on this list? No A little A  lot

a) Am'mals: Dotis. spiders, bees and wasps, m ice and rats, 
snakes, or any other animal, bird or insect

0 1 2

b) Some asnect o f  the natural environment, e v.. storms, thunder, 
heights or water

0 1 2

c) The dark 0 1 2

d) Loud noises, e.e, fire alanns. fireworks 0 1 2

e) Blood - injection - iniurv: Set o f f  bv the sicht o f  blood or 
injury, or by an injection, or by other medical procedures

0 1 2

0 Dentists or doctors 0 ] 2

8) Vom itine. chokine or cettincoarricular diseases. e,c. cancer 
or A ID S

0 ] 2

h) Using particular types o f  transDon. e.g. cars, buses, boats, 
planes, ordinary trains, underground trams, bridges

0 1 2

i) Small enclosed spaces, e .a  lifts, tunnels 0 1 2

j ) Usina the toilet, e.e. at school or in someone else’s house 0 1 2

k) Specific tvpes o f  people, e g  clowns, people w ith beards, with 
crash-helmets, in fancy dress, dressed as Santa Claus

0 1 2

1) Imaeinarv or supernatural beines. e.e monsters, ehosts. 
aliens, witches

0 1 2

m ) Anv othCT specific fear (De.scribe}..................................... 0 1 2

I f  any o f the Hems in B! have been answered “a lot", then continue with H2. Otherwise, to \ectton C.

B2 Are Ihese fears a real nuisance to you. 
or to anyone else?

No Perhaps D efin ilely

I

IfB 2 =  "Definitely” or ifSDO emotion .score is >6 then continue. I f  neither, then skip to section C,
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B3 How long has this fear or the most severe o f  these 
fears been present?

Less tlian 1 - 5 6 months
1 month months or more

0 1 2

B4 When you come up against the things vou are afraid
of, or when you think you are about to come up against 
them, do you become anxious or upset?

No A  little

B7

A  lot

B5

85  Do you become anxious or upset every time, or almost every time, 
you come up against the things you are afraid of? No Yes

B6 How often do yow  fears result m you becoming 
upset like this'’
N.B. t f  you are afrauJ o f something that ts only 
(here for part o f  the year (e.g. wa.'ips). thix 
question is about that fxirttcutar season.

Every now Most Most M any times
and then weeks days a day

0 I 2 3

B7 Do your fears lead to you avoiding the things you are 
afraid of?

No

B9

A little A lot

i
B8

B8 Does this avoidance interfere with your daily life? No A little A lot

B9

BIO

No Perhaps Definitely
Do other DeODle think that your fears are over the top 
or unreasonable? 0 I 2

And what about you? Do vou think that your fears
are over the top or unreasonable? 0 1 2

I f  B2 =  "Defintteiy" or = “A lot" or B7 = "A lot", then ttck Speafic Hwhia on checklist inMI(p.3}).

B 11 Have your fears made it harder for those around 
you (family, friends, teachers, etc.)?

Not at A A  medium A  great
all little amount deal

0 I 2 3
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I am interested in whether you are particularly alraid o f social situations. This is as compared w ith other 
people o f  your own age. and Is not counting the occasional ‘o ff  day’ or ordinary shyness.

Section C Fear of social situations

C l Overall, do you particularly fear or avoid social situations 
that involve a lot o f  people, meeting new people, or doing 
things in front o f  other people?

No Yes

I fC I  = “Yes ’’ or ifSDQ emotion score is > 6. then continue. I f  neither, then skip to section D.

C2 Have you been particularly afraid o f any o f the 
following social situations over the last 4 weeks? No A  little A  lot

a) Meeting new people? 0 1 2

b) Meeting a lot o f people, such as at a party? 0 1 2

c) Eating in front o f  others? 0 1 2

d) Speaking in class? 0 1 2

e) Reading out loud in front o f others? 0 1 2

0 W riting in front o f others? 0 1 2

I f  none o f  the items in C2 have been answered "A lo t", then skip to section D.

C3 Most young people are attached to a few key adults, feeling more secure when they are around. 
Some young people are only afraid o f  social situations i f  they don't have one o f  these key adults 
around.

Other young people arc afraid o f social situations even when they are with one o f  these key 
adults.

Which is true for you? Mostly fine in social situations Social fears are marked even
as long as key adults are around when key adults are around

0
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C4 Are you just afraid with adults, or are you also 
afraid in situations that involve a lot o f  young 
people, or meeting new people o f your own age?

W ith both
Just with Just with adults and

adults voting people young people

0 1 2

C5 Outside o f these social sitxialions, are you able to gel on well 
enough with the adults and young people you know best? No Yes

C6

C7

Is the main reason you dislike social situations 
because you are afraid you w ill act in a way that No Perhaps Definitelv
w ill be embarrassing or show you up?

0 1 2

(Only ask i f  C2d ^  Yes, orC2e = Yes, o rC 2 f^  Yes)

Do you dislike social situations because o f  specific 
problems with speaking, reading or writmg? No Perhaps Definitely

0 1 2

C8 How long has this fear o f social situations 
been present?

Less than 1 - 5 6 months
1 month months or more

0 1 2

C9 How old were you when this fear o f social situations began? 

( i f  since birth, enterO)
years old

C IO  When you are in one o f  the social situations you are afraid of, do you
normally...

a) blush (go red) or shake (tremble)?

b) feel afraid that you arc going to be sick (throw up)?

c) need to rush ofT to the toilet or wonry that you might 
be caught short?

No Yes
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C Il

C12

When you are in one o f the social situations you are 
airaid of, or when you think you are about to come up 
against one o f these situations, do you become anxious 
or upset?

How often does your fear o f  social situations 
result in you becoming upset like this?

0 1 2
1

C13 C12

Every now 
and then

Most
weeks

Most
days

Many times a 
day

0 1 2 3

C13 Does your fear lead to you avoiding social situations? No A little A  lot

C IS
i

C14

C14 Does this avoidance interfere with your daily life?

C15 Do you think that your fear o f  social situations is over
the top or unreasonable?

C 16 Are you upset about having this fear?

No A little A lot

0 1 2

No Perhaps Definitely

0 1 2

0 1 2

I fC U  =  "A lot" or CI3 ~ "A lol", ihen tick Social Phobia on check list w

C17 Has your fear o f  social situations made it harder for 
those around you (fam ily, friends, teachers etc.)?

Not at A A  medium A great
all little amount deal

0 1 2 3
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Many young people have times when they get very anxious or worked up about silly Intle ihmgs, but some 
get severe panics that come out o f  the blue - they just don’ t seem to have any trigger at all

Section D Panic attacks and agoraphobia

D1 In the last 4 weeks have you liad a panic attack when you N o Yes
suddenly became ver>' panicky for no reason ai all, without even
a little thing to set you off? C1 1

I f  DJ = "Yes", ihen tick the hox fo r  Panic Aff>raphohia on (he vhcvk Us! in M l (p.3lj and conunue
D2. Othenvise xkip lo D4.

D2 No Yes

a) Do your panics start very suddenly? 0 1

b) Do they reach a peak within a few minutes (up to 10)? 0 I

c) Do they last at least a few minutes? 0 I

D3 Wlien you are feeling panicky, do you also feel... No Yes

a) your hean racing, fluttering or pounding away*^ 0 1

b) sweaty? 0 1

c) trembly or shaky? ■ 0 1

d) tliat your mouth is very dry? 0 !

that it is hard to get your breath or that you are sulTocating'^ 0 1

f) that you are choking? 0 1

g) pain or an uncomfortable feeling in your chesf’ 0 1

h) that you want to be sick (throw up) or that you stomach is turning over? 0 1

i) dizzy, unsteady, faint or light-headed? 0 1

j )  as though things around you were unreal or you were not really there? 0 1

k) afraid that you might lose control, go crazy or pass out*̂ 0 1

I) afraid you m l^ t  die? 0 1

m ) hot or cold all over^ 0 1

n) numbness or tingling feelings in your body? 0 1

10
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0 4  Over the last 4 weeks have you been very afraid of,
or tried to avoid, the following situations?

a) Crowds

b) Public Placcs

c) Travelling alone ( i f  you ever do so)

d) Being far from home

No or Not
applicable Yes

0 1

0 1

0 I

0 1

D5 (Only ask i f  any o f the ik'mx in D4 have been an.wereJ 'T*?.v")

Is this fear or avoidance o f  (Situation mentioned in D 4) mostly 
because you are afraid tliat ifyo u  had a panic attack, or 
something like that (such as dizziness or diarrhoea), you would 
find it d iftku lt or embarrassing to get away, or wouldn't be able 
to get the help you need?

No

0

Yes

I f  1)5 =  “Yes" then ttck the hox for I’tinic A^oraphohta on the check list in M l (p.3i).

D6 I f  the check hst in M l (p.3I) has been ticked fo r  l*amc'Agoraphohta then continue. Otherwise 
skip to section /:.

How much have panic attacks and/or avoidance o f  
specific situations upset or distressed you?

Not at A little A  medium A  great
all amount deal
0 1 2 3

D7 Have these panic attacks and/or avoidance o f specific 
situations interfered with...

a) how well you get on with the rest o f the fajnily?

b) making and keeping friends?

c) learning or class work?

d) playing, hobbies, sports or other leisure activities?

Not at 
all

A little  A medium  
amount

A great 
deal

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

D8 } lave panic attacks and/or avoidance o f speci fic Not at A little A medium A great
situations made it harder for those around you all amount deal
(fam ily, friends, tcachers etc.)?

0 1 2 3

11
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The next section is about events or situations that are exceptionally stressful, and tliat would really upset 
almost anyone For example being caught in a burning house, being abused, being in a serious car crash or 
seeing fam ily or friends being mugged at gunpoint

Section £  Post-traumatic stress

E l During your lifetim e has anything like this happened to you?
No Yes

E2 {If K! = 'No' then .Mart qttesUon with ‘ Jusl to check ’ )
Have you ever experienced any o f the following'^ fuse card)

Involved in a disaster
a) A serious and fnglitening accident, e g being run over 

by a car, being in a bad car or n’ain crash, etc,

b) A  bad fire, e.g, trapped m a burning building

c) Other disasters, e g kidnapping, earthquake, war

Victim  o f  violence
d) A severe attack or threat, e.g, by a mugger or a gang

e) Severe physical abuse that you still remember

Victim  o f sexual assault
f) Sexual abuse

g) Rape

You witnessed something verv upsetting
h) You wimessed severe domestic violence, e.g. saw your 

mother being badly beaten up at home

i) You saw a family member or a friend severely attacked 
or threatened, e.g. by a mugger or a gang

j )  You witnessed a sudden death, a suicide, an overdose,
a serious accident, a heart attack etc

Other severe trauma
k) Some other severe trauma (De.scribe)

I f  any o f the items in hl2 have been anxwcred 'Tt'.v ", (hen amttnue with E3. Otherwise, to section l \

12
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E3 At the time, were you very upset or 
badly affected by it in some way?

E3A At present, is it affecting you behaviour, 
feelings or concentration?

No

No

0

Section F

Yes

Yes

1

E4

E4 Over the last 4 weeks, have you... No A  hale A lot

a) “relived” ihe event with vivid memories (flashbacks) o f it? ■ 0 1 2

b) had a lot o f upsetting dreams o f the event*’ 0 1 2

c) got upset i f  anything happened that reminded you o f it? 0 1 2

d) tried to avoid thinking or talking about anything to do with 
the event?

0 I 2

e) tried to avoid activities, places or people that remind yon 
o f the event?

0 1 2

0 blocked out important details o f the event from your 
memory?

0 1 2

g) shown much less interest in activities you used to enjoy'’ 0 1 2

h) felt cut o ff or distant from others? 0 1 2

i) expressed a smaller range o f feelings than in the past, e.g. 
no longer able to express loving feelings? 0 ] 2

j ) felt less confidence in the future? 0 1 2

k) had problems sleeping? 0 1 2

1) felt irritable or angry? 0 1 2

m) had difficulty concentrating? 0 1 2

n) always been on the alert for possible dangers? 0 1 2

0) jumped at little noises or been easily startled in other 
ways?

0 1 2

Jfany part o f  E'4 is answered "A lo t", then lick the box for Fo.st Traumatic Stress on 
(p.3}} and continue with B5. Othern'ise, skip to section I \

he check list in M l
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E5 You have told me about {Definite Symptom/s). How Within 6
long after the stressfii) event did these other problems months
begin?

M ore than 6 
months after event

E6 How long have you been having these problems'? Less than 1 or 2 3 months
1 month months or more

0 1 2

E7 How upset or distressed are you by the problems that 
the stressful event(s) triggered oft?

Not at A A medium A  great
all little amount deal

0 1 2 3

E8 Have these problems interfered with... Not at A A medium A  great
all little amount deal

a) how well you get on with the rest o f  the family? 0 1 2 3

b) making and keeping fnends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 1 2 3

E 9 Have these problems made it harder for those 
around you (family, ftiends, teachers etc.)?

Not at A A  medium A  great
all little amount deal

0 1 2 3
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Many young people have some rituals or superstition s. e.g. not stepping on the cracks in the pavement, 
having to go through a special goodnight ntual, having lo wear lucky clothes for exams, or needing a lucky 
mascot for school spons matches It is also common for young people to go through phases when they 
seem obsessed by one particular subject or activity, e.g. cars, a pop group, a football team. But what I want 
to know is whether you have any rituals or obsessions that go beyond this,

Section F  Compulsions and Obsessions

F I Do you have rituals or obsessions that upset you, waste a lot o f
your time, or interfere with your ability to get on with everyday life? No Yes

}f I'} = Yes, or Sl)Q Emotion scorc is >6 then continue. If neither, then skip io section (!

F2 Over the last 4 weeks have you had any o f  the following rinials (doing any o f the following things 
over and over again even, though you have already done them or don’ t need to do them at all)?

a)

b)

c)

d)

e)

0

g)

No A little A  lot
Excessive cleaning; hand washing, baths, 
showers, toothbrushing etc? 0 1 2

Other special measures to avoid dirt, germs 
or poisons? 0 1 2

Excessive checking; electric switches, gas taps, locks, 
doors, the oven? 0 1 2

Repeating the same simple activity many times in a 
row for no reason, e.g. repeatedly standing up or 
sitting down or going backwards and forwards throuj^  
a doorway?

0 1 2

Touching things or people in particular ways'^ 0 1 2

Arranging things so they arc just so, or 
exactly symmetrical? 0 1 2

Counting to particular lucky numbers or 
avoiding unlucky numbers? 0 1 2
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F3 O ver ihe last 4 weeks have you been obsessively 
w orrying about d irt, germs or poisons -  not being  
able to get thoughts about them out o l’ your mind?

F3a O ver the last 4 w te k s  have you been obsessively 
w orrying about religion or having done things that 
have been offended God?

N o A  little A  lot

0 1 2

N o A  little A  lot

0 I 2

I f  any o f  the items in F2 or F3 or F3a have been answered “A lot", then lick Obsessions and Compulsions 
on the check list in M l (p. 31).

F4

F6

O ver the last 4 weeks have you been obsessed by 
the w orry that something terrible w ill happen 
to yourself or to others - illnesses, accidents, fires 
etc.

N o A  little

Is this obsession about something terrible happening to 
yourself or to others just one part o f  a general concern 
about being separated from  your key attachment figures, 
or is it a problem in its own right?

A  lot

0  1 2

Y i

F7 F6

Pan o f A  problem
separation in its own

anxiety right

0  1

IfF 6  =  "A problem in its own right" then tick Obsessions and Compulsions on the check list in M I (p. 3 1). 

F7 I f  the Obsessions and Compulsions hpx is licked in ML then continue. Otherwise skip to sectiort G

H ave your rituals or obsessions been present on most 
days for a period o f  at least 2 weeks? N o Yes

F8 D o you think that your rituals or obsessions are over the 
top or unreasonable? N o Perhaps D efin itely

0 1 2

F9 D o you resist the rituals or obsessions? No Perhaps D efin ite ly

0 1 2
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FIO Do the rituals or obsessions upset No, t Neutral, 1 neither They
you? enjoy enjoy them nor upset me a They upset

them become upset little me a lot

0 1 2 3

F I l  Do the rituals or obsessions use up at least an hour a day 
on average? No Yes

F I 2 Have the rituals or obsessions interfered w ith ... Not at A A  medium A  great
all little amount deal

a) how well you get on with the rest o f  the family'’ 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 I 2 3

d) playing, liobbies, sports or other leisure activities? 0 1 2 3

F I3 Have the rituals or obsessions made it harder for those 
around you (fam ily, fnends, teachers etc.)?

Not at A A medium A great
all little amount deal

0 I 2 3

17
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This section is about worrying

Section G Generalixcd Anxiety

G2 Do vou ever worrv? No

0
i

Section H

Yes

i
Continue

Some young people worry about just a few things, soinetirnes related to specific fears, obsessions or 
separation anxieties. Other young people worry about many different aspects o f their lives. They may 
have specific fears, obsessions or separation anxieties, but they also have a wide range o f worries about 
many things.

G 2A  Are you a worrier in general? No, 1 just have a few 
specific worries

0

Yes, I worry m 
general

1
i  i

Only continue ifSf)Q  Conitnue
cmottan score > 6

G3 Over the last 6 months, have you worried
so much about so many things that it has really No Perhaps Definitely
upset you or interfered with your life?

0 I 2

1/G3 =  “Perhaps" or 0 3  = " Definitely*' or S l)0  emouon score is ^6 , then continue. If neither, then skip 
to section H.

18
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G 4 Thinking about ihe last 6 m onths, and comparing 
yourself w ith other people o f  your age, have you 
worried about...

N o  more 
than 

others

A  little  
more than 

others

A  lot 
more than 

others

a) Past behaviour; D id  I do that wrong? Have I 
upset someone? H ave they forgiven me?

0 1 2

b) School work, homework or examinations 0 1 2

c) Disasters: Buralaries. mupginps. fires, bombs etc. 0 1 2

d) Yo u r own health 0 1 2

e) Bad thincs hantwninu to others: fam ily, 
firiends, pets, the world (e.g, wars).

0 1 2

0 The future: e.a. chancing school, m ovina house, 
getting a job, getting a boy/girlfriend

0 1 2

g) M akinc  and keepine friends 0 1 2

h) Death and dvinu 0 1 2

i) B einii bullied or teased 0 1 2

j ) Y o u r aooearance or weieht 0 I 2

k) Other specific worrv fD escrib e )................................. 0 1 2

I f  2 or more o f  these worries were ans-wered 'A lot more than others ‘ then continue, else skip to secti

G6 O ver the last 6 m onths have you worried 
excessively on more days than not? No Yes

0 1
i i

0 7 Do you find it d ifficult to control the w ony?
No Yes

0 1

I f  G6 -  "Yes" or G7 -  "Yes", then tick GeneruUzed Atixieiy on the chcck list in M l (p.3I) and continue. 
I f  neither is “ Yes " then skip to section H.

19

Dhaka University Institutional Repository



G8 I f  any o f the Jol/owmfi quesiion'i are an.'nverecJ " Ke.v", ask “ i las this been true for more days
than not in the last 6 months ’" and record answer in second column

a) Does worrying lead to you feeling restless, 
keyed up. on edge, or unable to relax?

b) Does worrying lead to you feeling tired
or “worn out”  more easily?

c) Does worrying lead to diHiculties in 
concentrating or to your mind going blank?

d) Does worrying lead to irritability?

e) Does worrying lead to you feeling tense in your 
whole body?

f) Does worrying interfere with your sleep, 
e.g. difficulty in falling or staying asleep, or 
restless, unsatisfying sleep?

In general More (lays than 
not

No Yes No Yes

0 1 0 1

0 1 -> 0 1

0 1 -> 0 1

0 1 —> 0 1

0 1 -> 0 1

0 I -> 0 1

G9 How upset or distressed are you as a result o f  all your 
worries?

Not at A A medium A great
all little ainoimt deal

0 1 2

GIO Have your worries interfered w ith ... Not at A A medium A great
all little amount deal

a) how well you get on with the rest o f the family? 0 I 2 3

b) making and keeping fh'ends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure activities? 0 1 2 3

G l 1 Have these worries made it harder for those around 
you (family, friends, leachers etc.)?

Not at A A medium A great
all little amount deal

0 1 2 3

2(1
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This section o f  the interview is about your mood.

Section H Depression

H I  In the last 4 weeks, have there been times when you 
have been very sad, miserable, unhappy or tearful? No

0
i

H7

Yes

1
i

H2

H2 Over the last 4 weeks, has there been a period when 
you have been really miserable nearly every day? No Yes

H3 During tlie tim e when you have been miserable, have
No Yes

(i.e. for more hours than not).
0 1

H4 When you have been miserable, could Easily W ith  d ifficulty/ Not at
you be cheered up? only briefly all

0 I 2

H5 Over the last 4 weeks, the period o f  being really 
miserable has lasted;

Less than 
2 weeks

0

2 weeks or 
more

1

I f  HI ~ *Te,v*' and H2 ~ “Yes" and H 3 = ‘T w " , then tick Depression (yn check {tst m M l (p H ).
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H7 In the last ^ w e tk s , have there been times when you 
have been grumpy or irritable in a way that -was out o f  
character for you?

No

i
H13

Yes

I
m

H 8 Over the last 4 weeks, has there been a period w)ten 
you have been really irritable nearly every day? No Yes

H 9 During the period when you have been grumpy or
irritable, have you been like thai for most o f  the day? 
(i.e. more hours than not)

No Yes

H IO  Has the irritability been improved by particular 
activities, by friends coming round or by 
anything else?

Easily W ith  difficulty/ Not at
only briefly all i

0 1 2

H I ]  Over the last 4 weeks, the period o f  being really 
irritable has lasted*

Less than 
2 weeks

2 weeks or 
more

0 1

j f f i r  =  "Yea" andHH  =  "Yes" andH9 = then ttck Jrntahilnyon check list in M l (p J l).

22

Dhaka University Institutional Repository



H I 3 In the last 4 weeks, have there been limes when
you have lost interest in everything, or nearly 
everything, that you normally enjoy doing?

No

0
i

HI8

Yes

I
i

H14

H I4  Over the last 4 weeks, has there been a period when 
this lack o f interest has been present nearly every 
dav?

No Yes

H I 5 During these days when you have lost interest in 
things, have you been like this for inosl o f each day? 
(i.e. more hours than not).

No Yes

H 16 Over the last 4 weeks, this loss o f  interest has lasted: Less than 2 weeks or 
2 weeks more

0

H 17 I f  Depression or IrrUahility hox has been checked, ask'

Has this loss o f  interest been present during the same 
period when you have been really miserable or irritable 
for most o f  the time?

No Yes

‘T tfs ’' aH(J H14 = "Yes", then tick Loss o f interest on check hst m M l (p. SI).
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I f  Depression or Irrilahility or Lass o f Interest hox has been itcked on the check list M I (p.3i), (hen 
conttttue. Otherwise skip to N22.

H 18 During the penod when you were sad, irritable or lacking in 
interest...

aj did you lack energy and feel tired all tlie time?

b) were you eating much more or much less than normal?

c) did you either lose or gain a lot o f  weight?

d) did you find it hard to get to sleep or lo stay asleep?

e) did you sleep too much?

f) were you agitated or restless for much o f the lime?

g) did you feel worthless or unnecessarily guilty for much o f the time?

h) did you find it unusually hard to concentratc or to think things out?

i)  did you think about death a lot?

j )  did you think about harm ingyours5for killing yourself?

k ) did you try to harm yourself or kill yourself?

No Yes

H18L Over tlie whole o f your tifeiim e have you ever tried 
tohanri yourself or kill yourself? No Yes

H19 How much has your sadness, irritability or loss o f  
interest upsei or distressed you?

Not at A mediimt A great
all A little amount deal

0 1 2 3
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H20 Has your sadness, irritability or toss o f interest 
interfered with... Not at 

all
A

little
A medium 

amouni
A great 

deal

a) how well you get on with the rest 
o f  tbe family? 0 1 2 3

b) making and keeping friends? 0 1 2 3

c) learning or class work? 0 1 2 3

d) playing, hobbies, sports or other leisure aclivities? 0 1 2 3

H21 Has your sadness, irritability or loss o f inreresl made it
harder for those around you (family, fin ends, teachers. Not al A A medium A great
etc,)? all liilte amoiini deal

0 ! 2 3

Now go to section J. Do not ask H22 to H24 t f  you ha\'e already asketi HIH i to I

Deliberate Self-Harm

H22 Over the last 4 weeks, have you Itioufilil about deliberately harming 
or hurting yourself?

H23 Over the last 4 weeks, have you tned to barm or burt yourself?

H24 Over tbe whole o f your lifetime, have you ever tried to hann or bun
yourself?

}fH22= "Yes" or H23-^ "Yes" or H24- "Yi’s", then tick Deliherati- SHf-Horm on chcck hst m M l (pJI).
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This section o f the interview is about atiention and activity

Section J Attentioo and Activit}'

J2

J3

No A little A lot
Do your teachers complain about you having problems 
with overactivity or poor concentration? 0 1 2

Do your family complain about you having problems 
with overactivity or poor concentration? 0 1 2

And what do you think? Do you think you have real 
p ro b l^ s  with overactivity or poor concentration? 0 1 2

2(>
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Scction K  Behaviour that sometimes gets people into trouble

This next section is about behaviour (liat sometimes gets young people into trouble with parents, teachers, 
or other adults.

K l  Do your teachers complain about you bemg awkward
or troiiblesome?

K2 [)o  your family complain about you being awkward
or troublesome?

K3 And what do you think'^ Do you ihink you are
awkward or troublesome?

No A little A lot

I ’m now going to ask about things you may have done over the last 12 months

K4 I f  any o f the following que.siions are anxwered "Definitely " ask “ Has this been going on for the last 
6 months?" anJ record answer m second column

Over the last 12 months...

a) have you often told lies in order to get things 
or favours from others, or to get out o f  
having to do things you are supposed to do?

b) have you often started fights?
{Other than with brothers orsisters)

c) have you often bullied or threatened people?

d) have you often stayed otil after dari( 
much later than you were supposed to?

e) have you stolen from the house, or from 
other people’s houses, or from shops or 
school? (This doesn't include very mtnor 
thefts, e.g. siealing ytfur hmther's pencil or 
foodfrom  the fnJge)

0  have you nm away from home more tlian 
once, or ever stayed away all night without 
permission

g) have you often played tr\iant (bunked otT) 
from school?

Over taxt 12 months l.axt 6 months
No Periiaps Definitely No Yes

0 1 2 —> 0 1

0 1 2 0 1

0 1 2 —> 0 1

0 1 2 -> 0 1

0 I 2 —>• 0 I

0 1 2 0 I

0 I 2 > 0 I

K5 (If 13 or older and definitely playing tnumt in the pa.<>! year, ask thi.K tfiiesfton. ()iherw^i.\e skip to K6)

Did you start playing truant (bunking off) from school before you were 13? No
0

Yes
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I f  any o f the Herns /« K-i have been answered “Dejinitely’\ then tick 'I'muhle.some Hehavtour on the check 
list in M l (p.SIJ-

Only continue t f  you have juxt ticked the check /i.v; M / fp.3}) for I 'rouhlesome Ifehaviour, or ifSI)Q 
comhtcf score >-/, Othent ise skip in section I.

K6
1 am now going to ask about soine more behaviours that sometimes get people into trouble, I have 
to ask all people all queslions even when ihey are noi liVely to apply

I f  any o f  the following i{uestmns are answered " Ktv" then ask “Has thfs happened in the last 6 months?’’ 
and record answer in second cohtmn

Have any o f the tbllowing happened even oncc 
in the last 12 months?

a) Have you used a weapon or anything that could 
seriously hurt someone? a hat. hrick, 
broken boide, knife, f^n)

b) Have you really hurt someone or been 
physically cruel to them? (e.f̂ . have itedup, cut 
or humed someone).

c) Have you been really cruel on purpose to 
animals and birds?

d) Have you deliberately started a fire? ph is  i.s 
only i f  you intended to cause severe damage. 
This question is not about (ightinfi campfires, 
or hutning individual matches or pieces o f  
paper)

e) Have you deliberately destroyed someone 
else’s property? (Ihts question is not about ftrv  
setting or very mmor acts, e.g. de.Klroying 
sister's drawing. !t does include behaviour such 
as smashing car windows or .school vandalism)

0  Have you ever been involved m stealing on the 
streets, e.g. snatching a handbag or mugging?

g) Have you tried to force someone into sexual 
activity agamst their will?

h) Have you broken into a house, any other 
building or a car?

(h'er (he last 12 
months Laxt 6 months

No Yes No Yes

0 I ->• 0 1

0 1 0 1

0 I ->> 0 I

0 1 -»• 0 1

0 1 —> 0 1

0 1 -> 0 1

0 1 0 1

0 1 0 1
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1/ any o f the items in K6 have been answetvd '' Yes ", then lick Troubk'some Uehavtour on the check list in 
M I (pJIJ.

K 7A  Have the behaviours that have got you into irouble been present 
for at least 6 nwnths’’ No Yes

0 1

K7 Have you ever been in trouble with the policc? (Describe/ No Yes

0 1

I f  K~^  "Xm " then tick Trouhlc With The J’olice on the check list in MS (p.31).

i f  the check hst in M l (p.3i) has been tickedfor Troublesome liehavtour or Trouble With The Police then 
continue. Otherwise skip to sectton I..

K8 Have the behaviours that have got you into trouble 
interfered with

Not at 
all

A A medium 
little amount

A great 
deal

a) how well you get on with the rest o f the family? 0 1 2 3

b) making and keeping friends? 0 1 2 3

C) teaming or class work? 0 I 2 3

d) playing, hobbies, sports or other leistue activities'^ 0 1 2 3

K 9 Have the behaviours that have got you into trouble Not at A A  medium A  greai
made it harder for those around you (family, fiiends, all little amount deal
teachers etc.)?

0 1 2 3
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Section L Less common problems

L I Do you have any tics or twitches that you can’ t seem 
to control'' No Yes

0 1

L2 Have other people been concerned that you have been 
dieting too much? No Yes

L3 Have you had any out-of-the-ordinaiy experiences, 
such as seeing or hearing things, or having unusual 
ideas • that have worried you'*

L4 Apart from the things you have already (old me about, 
is there anything else about your feelings or behaviour 
that really concerns you or anyone else?

No Yes

I f  L I -  "Yes” or U  = "Yes" or IJ  -  ‘Tca ’’ or L4~ "Yes ” then tKk Less Common Diff'ictilttes on ihe check 
list in M l (p.3!).
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ScctioD M Areas o f Difficulty 

M l Check list o f difficulties

A  □  Separation anxiety =  fear o f being separated from (hst mam atiachmem figurvs from A I) 

B □  Specific phobia =  fear o f (hst mam fears from HI)..........................................................................

C  Q Socia) phobia =  o f (list mam/ears from (.'!}.

D  □  Panic/agoraphobia =  panic attacks and avoidance o f crowds, being out alone etc. (dekte as
apprnpriafe)

E □ Post traumatic stress -  distress triggered by experiaicing (from E l) .............................................

F □  Obsessions and compulsions = rituals or obsessions involving (from !-'2, /•' 3 an</F-t).

G □  Generalized anxiety =  excessive worrying about (from G4).

H □  Depression
□  Irritability
□  Loss o f interest
□  Dehberale self-harm

K n  Troublesome behaviour =  behaviours that can get people into trouble such as (itst from K-) and K6)

Trouble with the Police

L LI Less common difficulties =  difficulties witli (list from LI, L2 anJ 1.3)
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M2 Getting a description of (he child's difficulties in their own words

I f  none o f the boxes tn M l are ncked, skip (o sect ion N.

Whenever you have checked a box for one o f the secttonfi tn M l, you should make sure that you get 
anxwers to the i'orrespondm}^ open-ended ifueslton.s ahoui rh a i secUnn These open-ended questions are 
listed below ax sn^estions, hut you can tiseyour initiative to add extra questions or explain the extsttnf^ 
questions more clearly.

You have a choice -y o u  can ask the open-ended questions as you go along, or you can ask them after you 
have finished sections A to L  For example, i f  you tick the box for section A, then you could ask the extra 
questions before going on to section B, or you could wait unit I you have finished all the sections from A to 
L  I f  you are asking all the open-ended questions at the end, then it is often a good idea to let the child 
choose which order to take the different topics in, starting with the area that concerns him/her tnosl.

IVhtcheveryou decide to do, tt is tisiially a go(/d idea (o note down the child's spontaneous comments when 
s/he makes them. That way, you will have less need to a.Kk him/her to repeat him herself in this .section. But 
do check before the end o f the interview to make sure alt questions have been covered fo r  each area o f  
difficulty.

When the child provides a vague or generali:ed answer, then ask them fo r  specific examples, fo r  
exatnple, i f  .she 50v.v, "I worry about everything, " then ask “What sorts o f worries'^ " Or ifs  he '7  ‘m 
always getting into trouble, " then ask ‘‘('an you tell me about a recent occasion when you got into 
trouble?"

Don 7 fee l that you need to keep your ans’wers short ju.st becau.se there's only a small .space on this form -  
write small and use extra paper i f  necessary'

Introducing the open-ended que.stions:
You have already told me about your difficullies. I'd  now like to hear a bit more about these in your own 
words,

M2A; Separatioo anxiety

I f  MIA is ticked fo r  separation anxiety, ask

M 2 A 1 ) Please describe your current worries about separation. How do these wom es show themselves?

M 2A 2) How often does this worrying lead to difficulties?

M 2 A3) How severe are the difficulties at their worst?
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M 2A 4) How long have you had these worries about separation?

M 2A 5) Arc these worries interfering with your quality o f life? If  so. hoW>

M 2A 6) What do you think the worries are due to?

M 2A 7) Have you tried to do anything about these worries? I f  so, please descnbe what you’ve tried to do. 
any help that you have had, and whether this has made a difference.

M2B: Specific phobia

IfMIB is ticked for specific phobia, ask

M 2B 1 ) Please describe any fears that are a real nuisance, that seriously upset you, or that lead lo you not 
doing things that you would otherwise want to do.

M 2B 2) How often arc your fears a nuisance or upsetting for you?

M 2B 3) How severe are the fears at their worst?

M 2B 4) Are your fears interfering with your quality o f life’’ I f  so, how?

M 2B 5) Have you tried to do anything about these fears? I f  so, please describe what you've tried to do, any
help that you have had, and whether this has made a difference
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J/M 2C is ticked fo r  soeiai phobia, ask

M 2C 1) Please describe any social fears that are areal nuisance, that seriously upset you. or that lead to you 
not doing things that you would otherwise want to do.

M2C: Social phobia

M 2C 2) How often do your social fears cause difficulties or upset you?

M 2C 3) How severe are tliese social fears at their worst?

M 2C 4) Are your social fears interfering with your quality o f life? I f  so, how?

M 2C 5) Have you tried to do anything about these social fears? I f  so, please describe what you've tried to 
do, any help that you have had, and whether this has made a difference.

M 2 D : Panic/agoraphobia

I f  MID is ticked fo r  panic/agorapHobiOt ask .wme or all o f  the foUowinj; (according to whether the child 
has panic attacks or avoidance, or both)

M 2 D I)  Please describe as fully as possible what your panic attacks are like.

M 2D 2) How often do these panic attacks occur'’

M 2D 3) When did these attacks first start?

M 2 D 4 ) Please describe your fear or avoidance o f crowds, public places, travelling alone, or being far from 
home.
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M 2D S ) How often does this fear or avoidancc occur'?

M 2D 6) ^11611 did this fear or avoidance first stan"’

M 2 D 7 ) Are panic attacks or avoidancc o f specific situarions interfering with yourquality o f  life? I f  so. 
how'’

M 2D 8) Have you tried to do anything about the panics or avoidance? I f  so. please describe what you've 
tried to do. any help that you have had, and whether this has made a difference.

M2E: Post traumatic stress

If M l E is ticked fo r post traumatic stress, ask

M 2E 1 ) What was the extremely stressful event? We're very sorry i f  asking about this is upsetting for you. 
You only need to tell us enough details for us to make sense o f your current symptoms.

M 2E 2) Please describe the symptoms that you still have as a result o f  your very stressful experience.

M 2E 3) How often do these symptoms cause difficulties or upset you?
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M 2E 4) How severe are the symptoms at their worst?

M 2E 5) Are the symptoms mterfenng with your quality o f life '’ I f  so, liow*'

M 2E 6) Have you tried to do anything about these symptoms? I f  so. please describe what you've tried to do, 
any help that you have had, and whetlier this has made a difference

M2F; Obsessions and cotnculsions

I f  M l F is ticked for obsessions and compulsions, ask

M 2 F I) Please describe all o f your rituals or obsessions

M 2F2) How often do these rituals or obsessions causc difTiculties or upset you’’

M 2F3) How severe are the rituals or obsessions at their worst?

M 2F4) How long have they been present?

M 2F5) Are they imerfenng with your quality o f life? I f  so, how?

M 2F6) Have you tried to do anything about these riiuah  or obsessions*’ I f  so. please describe whai you’ve
tried to do, any help that you have had, and whether this has made a difference.
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I f  MIG is ticked for generalized anxiety, ask 

M 2G 1) Please describe wKat it is that you worry about?

M2G: Gtperalizcd anxiety

M 2G 2) How often does this worrying lead to difficulties?

M 2G 3) How severe are the wornes at their worst?

M 2G 4) How long have you worried a lot about things?

M 2G 5) Are your worries interfering with your quality o f  life? I f  so, how"^

M 2G 6) Have you tried to do anything about these worries? I f  so, please describe what you've nried to do, 
any help that you have had. and whether this has made a diiTerence.

M 3 H : Depression

I f  MIH is ticked fo r depression, irritahUity or loss o f  interest, ask

M 2H 1) Please describe yourinood (sadness, irritability) and your level o f interest in things.
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M 2H 2) What else has changed at the same time as your mood and level o f interest? irrelevant, tell us 
about energy, appetite, sleep, self-confidence, blaming yourself, hopelessness about the future, thoughts o f  
death, self-harm etc.

M 2 H 3 ) Over the last 4 weeks, how much o f the time have you been like this?

M2H4) Over the last 4 weeks, how severe have the difficulties been at ihcir worst?

M 2H 5) When did this episode o f low mood, irritability or loss o f  interest be^n?

M 2 H 6 ) What do you tliiiik triggered this episode ofT,̂

M 2H 7) Have you had similar episodes in the past? I f  so, please describe,

M 2H 8) Have you had episodes in the past when you have gone "high' instead of'low'? I f  so, please describe. 

M 2H 9) Is your mood or loss o f  interest interfering witli your quality o f  life? I f  so. how?

M 2 H 1 0) Have you tried to do anything about your mood or loss o f interest"^ I f  so, please describe whal 
you've tried to do. any help that you have had, and whether this has made a difference.

M2H2: DeUberate sdfharm

I f M t H  is ticked fo r  deliharate self-harm, ask

M 2 H 1 1) It would help us to hear more about your harming or hurting yourself, or at least talking about 
doing so.
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I f  M U  Ls ticked fo r  hyperactivity, ask

M 2J1) It would help us to hear more about these concerns about overactivity or poor concentration

M2K: AwkwardLami troubksome behaviour

I f  MIK is ticked for awkward or troublesome behaviour, ask

M 2K 1) Please describe the behaviours that get you into trouble.

M2J: Hvocractivity

M 2K 2) How often does this behaviour lead to difficulties?

M 2K 3) How severe are the difficulties at their worst?

M 2K 4) How long have you been like this?

M 2K 5) Are the behaviours that get you into iToiible inierfering with your quality o f life? I f  so, how?

M 2K 6) Have you tried to do anything about your behaviour? I f  so, please describe what you've tried to do,
any help that you have had, and whether this has made a difference.
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I f  MIL is ticked for less common diJficuMes, ask whichever the following apply: 

M 2L 1) W e would like to hear more about your tics or twitchcs.

M2LlJL«s common difficulties

M 2L2) W ho has been concerned about \  our dieting’’ W hy have thcv been concerned? Do you agree with 
them?

M 2L 3) W c would like to hear more about these out-of-die*ordinary experiences.

M 2L 4 ) We would like to hear more about the other things you are concerned about

M2X; The ipttrview in general:

M2XI) Finallyt this is your opportunity as an interviewer to comment on the interview in general, e.g. to 
describe the young person's level o f  motivation, concentration or understanding, or to record your 
observations about his or her activity level during the course o f  the interview.
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I  have been asldngyou a lot o f  questions about possible difficulties and problems. 1 now want to ask you 
about yoiff good points or strengths.

Section N Strengths

N1

N2

In terms o f what sort o f  a person you are, what would you say are Uie best things about you? 

Spontaneously says “Nothing"

a)

b)

c)

d)

e)

Can you tell me some things you have done that you are realty proud of? Tliey could be 
related to school, or sport, or music, or friends, or chanty, or anything

Spontaneously says “Nothing”

a)

b)

c)

d) 

e)
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English version of the Household 
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Household Questionnaire
Child’s ID;

1. Sociodemographic factors

JJ  Personal Details:

Name o f  chi id 
Sex o f chi id 
Date o f birth 
Age o f child 
Place o f birth 
Name o f father 
Name o f mothe 
Address

B o v=  1 Girl =  2

Address o f  
relatives who 
live permanently

1.2 Family Jnformation (Household In format ion}:

Type o f fam ily :
Who is in the household?

Mother -------------------
Father -------------------
Brothers-------------------
Sisters -------------------
Grandparents;—  
Other relatives- 
Non-relatives —

Nuclear =  1 Joint =  2

N o - 0 Y es=  1
N o - 0 Y es=  1
No =  0 Yes = (actual number)

-  No =  0 Yes = (actual number)
No =  0 Yes = {actual number)
No =  0 Yes = (actual number)
No =  0 Yes = (actual number)

Number o f children in the family including any children who arc no longer living at home (includc cousins if  they 
are part o f tlie same household):__________________

Position o f child among siblings :________________
Religion : ______________  Islam =  1 Hinduism =  2 Buddhism =  3 Christianity =  4 Other = 5

Religious practice o f child ; - More than once a week =  I Once a week =  2 Less than once a week =  3 
During religious festivals only =  4 Not practicing =  5

L3 School Details: 
Name o f school: 
Class :

Regular =  I Irregular =  2 sporadic =  3 Not attending = 4
Name o f class teacher : __________________
Nature o f school attendance : _____________  _
I f  not going to school.rcason:—  Works = 1 Truants =2 Financial difficulties =3 illness =4 Expelled =5 Other =6 
I f  the child engaged in work.
Type o f work *_________Agriculture =  1 Industrial =  2 House servant =  3 Self employed =  4 Other =  5
Status o f work : __________________________________  Paid =  I Unpaid =  2
Has the child ever had to repeat a year ? ____________  No =  t Yes =  2
Has the child ever had to a spccial education ?_______  No =  I Yes =  2
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1 4 Information about whoever takes primary responaihilirv for loakins after ihe child (usually mother) ;

Who is llie Person;____________________________________________________________________________________
Mother = 1  Aunt =  2 Grand mother =  3 Another relative = •< Any non-relative =  5
Name; ______________________________________________________________________________________________
Level o f education: ------------------------------------------------------------------ Illiterate =  1 Literate /  incomplete primary =  2

Complete primary/incomplete secondary =  3 Com plete secondary/incomplele higher secondary =  4 
Com plete higher secondary/incomplete further education =  5 Com plete further education =  6

Mental health condition (score on S R Q ): ________________________________________________________________

1.5 More information on father:

Alive =  I/Dead =2 : _____________________________________________  Age :
Level o f education : ----------------------------------------------------------------------------------------
Occupation;------------ Service =  I Cultivator =  2 Business =  3 Self-employed =  4 Other =  5 Unemployed =  6
I f  unemployed, how long for :_______________________________________________________________________
How long living in current area

/. 6 More information on mother:

Alive =  1/Dead =2 ; ------------------------------------------------------------------------------  Age :
Level o f education : ____________________________________________________
Occupation?--------------------------------------------------  1 — 6 = as above Housewife / household worker =  7
I f  unemployed, how long for _____________________________________________________________________
How long living in current area l

/ .  7 Liyin2 and socio-economic conditions :

House made o f brick; No=OYes=I 
Servants: No=0 Yes^l 
TV : No=OYes=l 
Refrigerator: No=OYes=I 
Telephone: N o-O Y es=I

Family income (per year ) : __________

2. Social capital:
a) In general, do the people who live in this area help one another? No=0 / a little=l / a lot=2

b) Is this an area that is dangerous for the people who live in it? No=0 / a little= I /  a lot=2

c) When you need help in order to look after your children, can you count on family or friends?

No=0 / a llttle=l / a lot=2
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a ) Do you usually prevent or restrict the child from engaging in normal sporting activities because o f supposed
risks Involved? Yes=0 / partly ycs= I /  No=2

b) Do you usually go to bed with the child to allay his/lier anxieties or provide comfort even when it is not norm?
Yes=0 / partly yes=l /  No=2

c) Do you frequently go to doctors or seek treatment for the child's minor physical complainants and taking much 
care? Ycs=0 / partly yes=l /  No=2

d) Do you manage to know what your child is doing or going when s/he is out o f home?
Yes=0 / partly yes=| / No=2

e) Do you impose rules strongly for (he child and do not allow him/her to deviate from it in anyway?
Yes=0 /  partly yes=l /  No=2

4. Misceiianeous suvplemenlarv questions for parents
a> Sometimes children behave themselves very badly so that adults lose patience with them. Tell me how you deal 

with (Child’s name) when s/he behaves very badly (Can tick more than one option):
I, we talk it over (Ye$= I /No =0.)

II .  withdrawal o f privileges (explain what this means) (Yes^l /No =0.) 
in , shouting or swearing {Yes=l /No =0.)
rv , hitting him or her Just with my hand (Yes=l /No =0,)
V . hitting him or her with a stick or other object (Yes= I /No =0.)

V I. other(Yes=l /N o  =0.) Please describe:

j  Parents ’ altitude and behaviour inwards their children:

b) When the adults in the house get into arguments with one another, the children may see or hear what is going 
on. Has your child witnessed one o f these arguments? (Yes=l /N o = 0 .)

tfyes, were the arguments between the adults : (Can tick more than one option)
I, without verbal or physical aggression (Yes=l /N o  =0.)

II. with verbal aggression (Yes= 1 /No =0.)
HI, with physical aggression (Yes=l /N o  =0.)

c) Has your child used one o f the following (O^Never used / l=once or twice per year /  2= less than once a month /
3=1-2 times per month I 4=1-2 times a week / 5=once a day / 6=several times a day (ask about the child o f 11
16 years),):

1. Cigarettes,
li, Phensidyl (codein), 

ill. cannabis,
IV . sedative-hypnotics,
V . alcoholic drinks.

d) In the last year, has your child received any help for emotional problems or behavioural problems?
0=NO , l=Yes Government services. 2= Yes Private services, 3= Both Government &  Private services.

d.i) I f  Yes, ask who provided the service -
l=a  paediatrician (check this was not for physical problems), 2=psychologist, 3=spccch therapist,
4=  occupational therapist, 5=social services, 6=other.

d.ii) Frequency o f contact.

d .iii) What was the cause o f the consultation?

d.iv) Was your child prescribed any medicine for this problem? Yes=l / No=0  

d.v) Was your child admitted into hospital for that problem? Yes=l /  No=0
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5. Questions on parents ’ beliefs ahout nunishmerit. supervhiort and reward
(For parents o f 5-10 vear olds)
a) Mariam thinks lhat children need to be smacked (physically punished) from time to time i f  they are to behave 

themselves well. Aniena thinks that children don't need to be smacked, and that it is sulTlctent to talk >vith them 
and withdraw privileges, e.g. punish them by not letting them go out with their friends. Who do you agree with, 
Mariam or Amena? (You can read out Mariam and Amena’s views repeatedly if  necessary). (l=Agreeing with 
Mariam /  2=agrecing with Amena / 3=not agreeing with either /  4=not knowing how to answer.)

b) Zarina thinks it is important to praise children when they are behaving themselves well. Aleya thinks lhat it 
isn't necessary to praise children for them to behave well. Who do you agree with Zarina or Aleya? 
(l=Agreeing with Zarina /  2=agreeing with Aleya / 3=not agreeing with either / 4=not knowing how to 
answer.)

c) Kulsum thinks that when children are playing, it is important to keep an eye on what they are doing. Jahanara 
thinks lhat when children arc playing, it isn’ t ncccssary to pay attention to what they are up to. Who do you 
agree with, Kulsum or Jahanara? (l=Agreeing with Kulsum / 2=agreeing with Jahanara / 3=not agreeing with 
cither /  4=^not knowing how to answer.)

For parents o f 11 -16 vear olds
d) Mariom thinks that young people need to be smacked (physically punished) from time to time if  they are to 

behave themselves well. Amena thinks that young people don't need to be smacked, and that it is sufficient to 
talk with them and withdraw privileges, eg, punish them by not letting them go out with iheir friends. Who do 
you agree with, Mariom or Amena? (l=Agreeing with Mariam /  2=agreeing with Am ena! 3=not agreeing with 
either /  not knowing how to answer.)

e) Zarina thinks it is important to praise young people when they are behaving themselves well. Aleya thinks that 
it isn’t necessary to praise young people for them to behave well. Who do you agree with Zarina or Aleya? 
(l=Agreeing with Zarina / 2=agreeing with Aleya I 3=not agreeing with either / 4=not knowing how to 
answer.)

f) Kulsum thinks that when young people are out o f the house, it is important to know wha( they are doing, or to
keep an eye on them from a distance. Jahanara thinks that when young people are out o f the house, it’s not
necessary to know what they are doing, or to keep an eye on them from a distance. Who do agree with, Kulsum
or Jahanara? (l=Agreeing with Kulsum / 2=agreeing with Jahanara /  3=not agreeing with either / 4=not 
knowing how to answer.)

<?. Measures o f physical health
a) One question for parents: How is your child’s health in general ?

(l= V e ry  good /  2=Good /  3 = F a ir / 4=Bad /  5=Very bad)

b) Child’s Height (c m ): ---------------- ---------------------- c) Child’s Weight (k g ) : --------------------------------------------------

7. Mental ace

7.1 Thinking about [Name]’s school work and about
his/her ability to reason things out, is s/he about average, 
ahead o f his/her age, or behind his/her age?

Ahead Average Behind

Finish 7.2

7.2 A t present, roughly what sort o f age level is s/he at in his/her school work 
and ability to reason things out? For example like an average [insert an age
2 years younger than the child's chronological agey year old? years old

I f  under 12 month level, code as ‘ 0 ’
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Self Reporting Questionnaire (SRQ)

In the last month: 

‘Non-psychotic’
1. D o you often have headaches?

2. Is your appetite poor?

3. Do you sleep badly?

4 Are you easily frightened?

5. Do you hands shake?

6. D o you feel nervous, tense or worried?

7. Is your digestion poor?

8. D o you have trouble thinking clearly?

9- Do you feel unhappy?

10. D o you cry more than usual?

11. D o you find it drfftcult to enjoy your daily activities?

12. Do you rind it difTicult to make decision?

13. Is your daily work suffering?

14. A re  you unable to pay a useful part in life?

15. Have you lost interest in things?

16. D o you feet that you are a worthless person?

17. Has the thought of ending your life been on your mind*^

18. D o you feel tired all the time?

19. Do you have uncomfortable feelings in your stomach?

20. Are you easily tired?

Y es / No 

Y e s  / No 

Y es / No 

Yes I  No 

Y es / No 

Yes / No 

Y e s  / No 

Y e s / N o  

Y e s / N o  

Y es / No 

Y es / No 

Y es / No 

Y es / No 

Y es / No 

Yes / No 

Y es t No 

Yes / No 

Y e s / N o  

Yes / No 

Y es / No

‘Psychotic’

1 • D o you feel that som ebody has been trying to harm you in some w ay? Y es / No

2 . Are you a much more important person than most people think? Yes / No

3. Have you noticed any interference or anything else unusual with your thinking? Yes f No

4. Do you ever hear voices without knowing where they com e from or Y es / No

which other people cannot hear?
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A P P E N D I X -5 
Letter of introduction to the parents and teachers

Office of Project Director 
“Establishing the Epidemiology of Child and Adolescent Mental Health Problems 

in Bangladesh’* Project 
Department of Psychiatry, 

Bangabandhu Shiekh Mujib Medical University (BSMMU)
Shahabag, Dhaka~1000

No. BSMMU/Psych/RP/2002/8 Date:.......................

Request letter

Respected parents/guardianfteacher

Mr/Mrs,

The assessment of emotion, twhavior, social and physical aspect of children of 5-10 years old 
is going to be carried out by the Department of Psychiatry, of this University Hospital (Fomner 

PG Hospital). Along with, the information of socio-economic status of the families will be 

collected.

For this reason you can play a vital role to provide this important information regarding the 

children during the survey. You are earnestly requested to permit and assist our field workers 
in collecting the information during survey period. We like to assure that the confidentiality of 
the information given by you will be strictly maintained.

Children are future of nation. The out come of this survey will help the development and 

promotion for the child health service of Bangladesh. To build up a healthy nation, your active 

participation in this survey is earnestly needed.

Thank you.

Your siencerly

Dr. M S I Mullick
Project Director 

Department of psychiatry.

Bangabandhu Shiekh Mujib Medical University (BSMMU)
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Questionnaire for informed consent

1. Have you get full information about type, objectives and methods Yes/No

of the research work?

2. Have you assured that you/your children will not face any Yes/No

physical, mental or social problems for this research?

3. Have you informed that you/your children will receive no pain Yes/No
or distress physically and mentally, for this research?

4. Do you firmly realize about the result of this research Yes/No

and its possible future benefits?

5. Do you take the decision of participation, assistance or abstaining Yes/No
from taking part in this research work independently?

6. Do you think that the participation in this research work will Yes/No

hamper the basic human right of you/your children?

7. Do you know that confidentiality of your information and Yes/No

obscurity will be maintained?

8. Do you know that any kind financial benefit will not be Yes/No
offered for this research work?

Consent letter

After receiving full idea on objective, procedure and necessity of this research, I agree to the

ethical points of the research work. I have not been influenced by any person and group or my

basic human rights have not been hindered for my participation of this research work

Therefore, after the proper review, I agree to sign in this consent letter on my free-will.

Signature:..........................................................

Full Name;..........................................................

Address:...........................................................................................................................................

Dhaka University Institutional Repository
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ANNEXURE 6

Bangta version of the Strengths and 
Difficulties Questionnaire (SDQ)
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Strengths and D ifficulties Questionnaire
^  s f T j ^

-16

'̂5f i 'T5( ^  5i'4j in^ jj<t* i "STj? fwi?* T̂mTt̂
I W i  ^5 K 3 f ^ S - W  ^ 5 #  r'l'SPT f i r a ^  W t S ^ q ^  '3 'T ?  ^  t J i i  I

■JfSj ^ r<P̂ 5 l 3TTT f^fTioW  ^

5i*fim-a ’f*n 0^ □ □ □

*r?a. îû ĉ5. C'̂ <̂̂ *̂  J*( ^W i5t<<C* ®(IC<I ^ □ □ □

am\ '*ti4!!»Rt!. C'l̂ -jĵ in ?i '<fs) -■&(:« if 1*11 '<u>\ □ □ □

■Jî 'j (.f(.ei crcvc'f? ^nw 5iiT;n̂ i.î iT'(i.c'̂ f̂ ''i ?'4nf‘i «i'Traif<i -tw w î □ □ □

SflTl? ^  'KR PT5tT̂ □ □ □

3[(;-r^ '-11W, >5̂ 1 Jisfl «?fLN5 vSW<lOT □ □ □

C<*1 <1nr, 51I»lifl*(«! <'̂ (,̂ 19 5fVII C-ilr̂ - □ □ □

•:>|</'S> (S'S! ■̂ '.'S. iJHI? f&(«'S C'l'̂ rni □ □ □

iTT'S îtKi c<icii. ii-! ’triai'1 <1 r̂^nij □ □ □

“pw <ii 'ti-^i« <FC3 □ □ □

-SHI'S! iflSp'st'f i&Iti 'snt^ □ □ □

ara? >81̂1 cfecsicxcywa ’fi'W uHWifii ẑ-a <1 mrafl cw*! □ □ □

i<^:i. ■5*w<i ft iiipiil iSwi «ri(?p n □ □

>|WI-i!ilwIĈ  t.S(,»1 ĈrCTRI -«JC=̂  «1B+t <-W □ □ □

j)Uet? ^  tiC'UWI’t »ra T̂VC® 'TO Wl □ □ □

ĤCt»*ii ^ w c * i v[<!?̂  îra ?i '4tn̂ ? ydin □ □ □

[.̂ iLif,*!̂  ■̂ iili sjirai «iir.̂ □ □ □

2fnr? fe®n ^  *Ji?n c*ni □ □ □

CS.W cxnrai 'vSK C'l̂ C'i ilTCfl <I 'fiiD '3’lil 'TlCril im<S. Ĉ î ra □ □ □

ara? ■iil'tai »iiii c' îiomi. fniMi, 'Si.<j ĉ ceit.*iraĉ id) 0 □ 0
tsw  f̂fsi <Fra □ □ □

?1 F̂ti BflU'Tl fffl *l*(.<l □ □ □

C6t!f 5TCETI I'l'lt'S 'ln̂ j □ □ □

ai(,tfli «g, b'vic*ii lira □ □ □

tiWi C^ Jf(?nOTC’T? 'lfsi»lH '»1C*1! □ □ □

^ i  ■*i's<i( ^  f t  ^

^  ^  '5(n<i ^  ^
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51̂  ?r v£l<IfT̂̂ •̂<̂ ĉ un 3n»w? c5c®i/r*ri7T? 5̂rgf̂ .»i iin:?; arr̂ v. itC'mOTM.
5̂T»̂ «1 ^  owiTra ■JTTT.vt C5MT(:̂ «mj ?

5H. 5JI. Jil.
■Oiwi'il
'i(-3r4c«j « p:% a r^ ,*i J<ii,? "JT̂ fsp;*! vii',4□ □ □ □

r . i i  ■S||'1»JR 5>6̂  iji 5̂ 1. '41 SI.®! 'S.'i*; •̂ “^',4 l•l',̂ <: aj;|'ain<i S-5<1 iw*i ;

O  '5(̂ Pl('.>i ■siii.s ?

ja?u i-<? l̂-T.
5jra

□ □ □ □ ■

O  >3^ 'SW* 'flWlĈ O«ll CVC«1 ^  ^  ?

(WCS? C<*f
Jin TTRH1 3h77^^□ □ □ □

O  Cĥ JI (.'̂ ^̂ !J'0̂ '1C•s ^Wr® 'mi'J ?

CiTicu? L ^ * \

n̂i ’TpilTJTJ

w rm  ^i-if.'i n □ □ □
□ □ □

}iii«<i c -̂»n<î ni n □ □ 1 1
□ □ n

O  va’PJ '̂sii-TC*! f-is 'sii'iwM fer^i 5ir5i1ipp®rt7! '8’ t? OTin »

cuicG? CT'I
inj vr-iR ^(.•I'l'Di□

’SRJ '3)(.*I«T' iRFTPi
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S tre i iu th s  i ind Diff ict i l t tcs  Qi icj^t ionninrc
ST^firt^

'4-1 ()

src-sf̂ fs S I^  'I'-ai 5T r^'-5«:w T̂!/! fw?s %?"- | SfCS? TTFyfS
's f^ ,K  I W I  ’ ^ ’7 !  f ^ T S  a jS R t  f * fO -^  4 , i a J ( , * ^  a V “̂

9f*i , '.T î/ora

f .T f*y o *W  » i [

■s»i)(.’i5  *̂11 Ĉ ii □ □ □

*r? ? i. 'fe'Gvt.u. « tw ^^  ®nc3 5ti □ □ □

arrc? in«it*H i, c*f?iri«n ^  ^  ^  ^ □ □ □

c%'(?i iT*iC5i:^(i ’ irc'-J ^ 'in f - i  '■i v :5t5  ®>it-5iT^ c*'»i □ □ □

sfRT? ^  ' iw i i j r  ^ □ □ □

■s((.*ioI3t iS ^  STT^. 'il'W  C't^TCS olrKTCT □ □ □

□ □ □

a^W■^ ftp'll 9 « .  SIITT? fs fg ^  CW'!<tPJ □ □ □

C<i5 ,Ifnn (V(re1, ^rr^I'l <5 r̂_q iJl ■i|^1fi,<|i; <i-]r,61 *fW □ □ □

/Trarsp^ ^  (.-(i«i*n» □ □ □

□ □ □

srr5y « -() wcpic>iGiOii) ^rt'-d ii^ iiiiiifl ? i ^rrai? CBfT?t o^^fra □ □ □

Sti'j? I'SflJi. ’*i*i*l11: A ^li.i'll □ ; □ □

5Tjt(ifl«®; i;fi;w cnf.ijflt ■*(t.<i> 'Is .n n □ □

T^5C«i? 'iH*ir‘i*i'3t '^c.'^. ■ii''.̂ 'ri;<i'M nm ^ i‘=?rc« <itw □ □ □

'S JT ^  TTBI ^  ifTTt^, >̂Ti(C5r? □ □ □

fiffe *rr?n vsi^ i 5srrc5 □ □ □

sfra? firteti ^  ^  *n«n c ^ □ □ □

Jit'i C^SiW n r w  ?1 -Sifl * * f i l  ^ IG I^  car*! w ^ ri □ □ □

Tir?TTn sjra'? lafMw *nr! (^ M i-w i, f ' i ’̂ “ i-. -j/*!! i.?(.nw(.ij't.>'s) □ □ □

fs tg  jprai " ira □ □ □

<1111̂ . '-fei <] 'Sl'tl C’^lW j t f l □ □ □

cbc^i x iw  «n:^i □ □ □

■S(L'><P «^l, 5^'C^ ■*fT5 □ □ □

5fTSi t i ^  C ^  in?rrC»TTCT  ̂ «TCsn □ □ □

^  ^  ^  A
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^  ^?tTfw '?!p:a vs? csc*i/r-.'rafl ^ q «̂i; *i xpttti, ir^rnpfrtr. iir^ .'̂  ^

xKj^-sTT^ ':*wr:=^ ?

* 1 .

-^i*i!»<i c<*t 5 ^ 'T ’ !

i r n n1 □ □ —

ir f t i  - a r n ^ f l  S a ? i * % “  ? ? ,  j o t  >a»ra f^fW 'a s r t i« ^ * T f ^  i

f j  ^  ( ' ‘TCiP ^ r ^ f e ; t j  5arit? ?

i - e ^ ^ - i5

■3TTT U PI •T9r:*trl□ □ □ □
O  » a iR  'J l^ f4 r ,t i J ir,»TH 3t»il o w  c w r  ^  ^  C 'n i 1

=ni Sr^'i-qtUi□ □ □ n
O  ■ai-^kf.*! f t *  ^(?S L*i*ti*vT*t iH(,&fl (,*it); C ^ jo f 'u / 'S  • i f l i i i i '3  VtfTtJ >

(> n t5 T c? *t

■'lj‘ il'1) 'SC 'iflifiT□ □ n
jW C > i^  C] □ □ 11

O >35R f5 f 5 H *w r4  JTTafc^^ioK^ S ilip i?  S-Tfl . 3 ^  C ? rw  »

t^ ti. 'S ? IPJ C^»I

■aii.n-fl'LIl□ □ □ u

C3̂  r*[*r*p/  ̂e m f^
5lfW

Dhaka University Institutional Repository



Strengths itnJ Difficiiltics Questioniniire
^ s Il-K.

2ir®Tvf5 £ti?̂  ^  ^ r-iHi'isKij ^  vn:̂  flr?i fV? n̂-a i srcipi 'S^ 4,t-ii:'-i-i jrrsf?
zt:^ ' ^ 3  5^ a m t i

-n * ..........................................................................

^ If.j j;3T5 

TTjrr vTTj

■ Ui V. 5 ■* i f l  i

■r S i

vS'.n/cwrij

S|

■̂Tifsi ■ai'ifi.i'ts c i « - j i ^ e r j □ □ n

^  a t%  c^tt ;pfg, 5«( TO! ^rwca ’ rrf? □ □ □

;JT5ii!( SfTTT? UW tJ-n, C'T5 ^  % □ □ □

JH*rr'Sr*i'a: * - i  >nw '•rr-):?, I 'iiifn  oiiTT«r î f-j? □ □ □

T)rS! ^  ■ ^ . sfTTT? ^ D □ □

OT c ^ ,  ^  ^ *n □ □ □

^15̂  3fT5Tĉ  ?n w i.  ®i ^ □ □ □

isiifii ajc-ni □ □ □

T7P® ^j«n c*R;fi> '3^ "̂ iiiK^ <*iic»i 5n ^■̂ '̂ >:<1‘j fl'<5(.*i Jirĵ r*i'i # 7 □ □ □

^  TTTiJT̂ 'l ^  'A1 ’Tl*51'5 pmgr^f^ ^ □ □ □

'SM il 'STS'S; □ □ 0
'B iiii -̂<1 «is[*i I<i 1 aiiiij ill 6l? oi-fnyist-o fitti; Ŝi «[«[<; (>i(.‘js *Tlfe □ □ □

^Tift srnf5 ‘̂ f’ls . •*i*'*<̂ i ^  M'.'Ti*?'!'.'! 1 *nf^ □ □ □

'STSTit t,si,Ti,*((,!*<) 1 '*Tl‘tT?*ra; î*([(,'<(t <r<!.'(i □ □ □

5I,ii ‘1M iTlKHT-S SIRT< <>? 511 □ □ □

'5(>,'5*i'i ■‘if^ rc ^ i ^strft wrciSi *rf?. 7rec5tt >ir̂ >i sir^i? □ □ □

r ^ c iis  a tfi A iiiifl 'sm  snrai 3^ □ 0 □

arg? ?i m«t cJ!-fi« af-s^'a- 5? □ □  ; □

««i (>c*icii'U ii -id iin  H?(.*i Mrr,̂ i is «rar;i <j*fa M ifjfi ttî nn □ □ □

iilfti ■4(‘‘1flr,* >II4HII <S-3C* UIU? fllt(<l^i-W l,r‘‘W<‘,ai*<i □ □ □

□ □ □

c « f! ;^ ^  ^  w?TTii feTi vr#' □ □ □

^*[15 -^cu^ c5i7Tr*iaiw!i crtus m *! ® n ii ri!*ic4 'itfii □ □ □

^rrfs 'SC'̂ 'S ^  *n?. viPFjr®^ svtgi 111? □ □ □

w ft =5jp tj'-Tw iTî  '4;iv(<i iiC 'ti^'ii’ i □ □ n
i

f.'OMT? •TŜfi 's»iifl f'ffllJ *n,5 %

^  (fej cTT̂  ^ ' 3 .  (SiTCgi 1% %! TJTî
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^  fip ^  4^*?^ ^7^  r?snrr? ~sn^M snrsi vr*i:w^. ■srs?"
5nc«i cimrtipmi ?

n
5T. W. tiT.
’TlTR] cm 5fFŜ
^S^iU WIT* «T5t̂ l»i "snnf ^'ir» ; SI'S
□  □  □

IT Im T i l « ? i3  t j l  5T I. w  5 W  ‘i ’ T? 3 f ^ . » )  s r ^ o f ^  S ? r3  t n o  t

O ^  ftR i?tw ifljR ŝm:? r

^i:?rnn#?w

35TC>T<1

i i l? s  1 - f r « * i ^

^ rC '^ 'i  ^ 5 ^  * rp ( 5TP1□ □ □ □
f l ' 7 J ^  ^  C ^  7

O T ^ 5 ? ?ra

^  ’ fT V H l ■'Srpuptti□ □ □ —

1 [ " ( . s s  c * n n  c v 2 s s t f f f i /3  ^ f r w ®  J jf8  v iy i  ?

C4-1

^  » iIJ lM )□ □ □ □
□ □ □
□ □ □
□ □ □ —

(* t fe ^ T C 5 5  C ^ n ^ 'S R , 'T ^ ,  f *T ^ F ^  "ail?! « !in .-flifl) « t 6 f l  ^ l  r ' l f l i t ' ' !  « r a * l  7

C fl- I

* ( . ■ ( ^ ‘51n u □ 1

"TW?! ...

Cmra 3Fn îRî T̂S *f̂ fpTR
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ANNEXURE 7

Bangla version of the Development and 
Well-Being Assessment (DAWBA)
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The Development and Well-Being Assessment
Parent Interview

Wi 15lf^

''51̂<1

Tiiii (?nn

*il'̂ l̂ ^(<i 4R,'is>i31

w<T 5T»TT o w^ifw ifsw/frr ( -̂'tfafk‘S) ^  ^  ^ srit  ̂^  ^
feffS SPPP^ *pni t

'N-'lljar+® 5V*rri "STR

o 8 'b V J> >0

<\ »r Ifc i o
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C < f*K e 1 < 1  ' f l 'T - a i i  < I  ^  <*(.<)'j-'S» 'i 'T i< r $ i j  1%C*WoTC^ ^3<Pv<y «ITC^ I ^ f O  f ^ i J l ’̂ 'S I  ' f l ^  ^  'S t iM *

C'W >6I(.‘t<1 ^TT6 TO I

^ ’TTfw (Separation Anxiety)

fiicw ^mrsRctfii Pro (̂ fi5) fiic'i’Joiw 'sipt̂ ?

i ) (wunivJi ^  VI)

^ )  <l<l (o1"j«1|\S| ^  W*!}'!* «)i<j)

■a) 'sn t.n< *ra ■̂ rj c ^  ('*!<. *n, *im<> 'sn, î<i< ^rfV )̂

8) ?KW r̂s ^  |Tp̂  (■̂  ̂ n m  ■STT̂, VTOTI ^ )

^) ^  tSRTHI ??n!. 'SIIv5t̂  ( ^ - ^ .  ■^-■^, ^  ^

*1) W n. wis

br) vi)̂  ?1 is f̂rfw ?̂ ’-»'<--r*ii’̂ V‘i

^) ̂  ifl̂ rrfw •ai'i) t'Plt'il W? 'SRtX̂ tn ( ^  ^  SjfeCv̂  ?'0)|Î )

io) c'T'ttHi ^ * 1? ftc“WSTĈ '3rpT3» ^

vf^ ( io )  03? ■??/. 3?^s c m ^  ^ ttlw  m'<!t f^z'wsK^ a?pK? ijv. i:v<*Tw;aj /%55t ^ o t*j7  f^mpii
<7><r«< I

Ĉ  fts i»((.t)<i r‘‘WW'a «J1 i<T'C"ii'̂ -i‘T‘i."iî iCi<i ■Sjfe f̂ C*TO5TĈ  'SiPfif ? J51

i i ) i£]?is ^  v£î rn>î . t/n»i ?n 'S(»i) c*m w i î i.'nLoii.fl o i

i£î  ^  ^ o 5

io ) ^IW? f<t*l*i'o!C*5 'Nl̂ '3' •tD o i

vf  ̂ (io) la? 5o? "iji" ®75t57 cy?>r t sfjf^mvs vm i
'sn»t  ̂ aiwic-? f*i«^ ( ^ )  ftc*w«rc«i ^  m m  ^ i ( i )  «  ( : » )  ( a )

( i i )  <j5? vrw  (71 Otnix^ “?77" a m  G T ^  ^  JW»(?T75 ®7^nP7 * f W ^  I C«n:^ ŜiTm lat sT%C*t3 ^
■ <(.q «(.?l'9i <I>«1(.«1| I

f * fO  ( * T R )  'S i ‘ 3 4 'ife  C®JC^ i l i ® l i i i  i'J ’ li . 'J  ^ ( . ' i lT J l SCSC’ I  C«TC^ C^i > i* * ^ i< ^  SiJWC'6 I *3

F̂ot?i snĉ , ^  ^  BiHTs 1̂  ̂  Tnm^ mrRi 'pRra ■®r̂ >at ^<1 ■3'̂  '̂ ĉ nui ^  i vatwi
W  C^ ■SllB'fl'l C*i'’ ( n j  W 9  ------- ^IC'41 ■SII<1 f ^ i ? ^  C ^ T w  ? I  ^ ? I  P lW <5 ' S l t ^ ' l  ^  I

C*IIl>I\1U'»IW »r® 8 «̂TC  ̂CT ■®T̂  ŜPTi?5H W W I 
2ppî i

5jl

o >

vfif <5? S o t  "tn" W W  i5 5 T f5 i^  S?7̂  >S ??7. ®75c*T SfffVẐ WS ^  I # f  o®?? ®75Z®?

cs oii^-m I
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>̂3 *w B ^®ic  ̂ 'Si t̂ r*T5?[ im:«l ,„ ■otnj(.ns 5*i'*i(i 

5fC7nwi ^ ) JTiviwi (.<r*̂

■Sl'iJi.'m

i.'Si"!

i) c>( fo 41-fl ?4I>Ii9.&HC'i4 a|l<l*j f<>̂  TIIJC5 ĴTCW ^«R1 
^aiw^w ■̂ rarca <111.09 5^3 o i

^) •iH'î -'bTa'tfl HRTort̂ f iarc  ̂ f̂ i,<i ut'Sal k.L'S '11W
(.ai.s m  ^ ; ]  '<I[t*i‘, (,<i*('i - *fcn (•<(.« •ilttW, (.'lit. o

4) C*! >C<1 ^-®PI '4^W r-̂ (i ‘J1.5 C*IM T̂HS <a? 
■0(,!i (,'H om '(1? (fff> <()'f 'Ji/'t/ C^iVv T̂9*F 

C*7^W <J ‘PIHC.̂ 1 lf(.*T tW ?
^ 5 ^  c^vm 3/ d w -f ’ fr'ffS <'«■;<-»■ =frj

o

8) "̂ ITTUS C5Ĉ  Ĉ  Pp "Sftjl (̂.'ti 'dltl'? o s

<i) fts -sm  ^  C'̂ Rtij siil C'-'CT OT;̂  CH1I. '41?i 
'aiMigiert'lul VTC?| '®I9R1 S lP l?  "’JW® 515? o

«i'irflfi,>5 cfTt-n fiiTu-nni ininrw ch ^oi w*)'?
o

^  J i <^i<is ^  ^  mwmi 
'iji'iwwt.'̂ il! ’(H.’MS (.'̂ •I'itn'a ■■*(I‘M I?! t% Jl'<r'l siw ^  *fTS? o )

<K'-r v ft a  <ffe)f ?? w jf if i i:<f'<)'‘7Vij; 
’*ii'̂ 'a'W(,*t<!l ‘i'P  w*il <i?W C'W 

SIHTo ^̂ S(,<: PI
Q

i6) -T-iH C'JIC'I' l̂»Tî TT t-O  CT flP!I^ ^[.ii'iJ ^
^nj| <jii^ «npp? o i it

So) ■Jti-n'i’fft'K.i'fl 4*1? t'dCî  - iiill'll <tl '3iî i>ii (̂.'S *iRt*i
r? ^siRI'iJl, ^  ^  ^*T5l< TtC5 'fR^» o i

is ) <yi>i'3'«)*iciiij <iTC w w  ■iii-'ii'ii 1̂ fta ii) o\ 
1  ̂ sf^t) '1‘in.'^ ■*nĉ . cst’i  "PLit <nĉ  
’flURi w îmi?

Q 1

■ iflti/iTi! ?ws" wc^ c?f̂ " 7?^ i-jtw/ ?i? w^  h  (cs ^ )  o w % ^
■■ftfejftf'; 5r̂ <rrf«w" ^  ^  ^ ?s ^ ^/*iw / 3Pfn/w <?jpt̂  tfcY ̂  c® ffî r /

-fi
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5P8 cetw (SfT*!) wT't 8 tfC3
■̂TtlJt? ?jl

o

'^i^ (TTw '*i-s ’Sir̂ i'̂ i ‘spiBi Sis'i 'w^f ©a* ^c?if^ '®rj ■’hp?
■fl'C'*! f^?
(Jlf̂  ^  WRtI  o

<r5?t

rtidJ’O w-i

0 0

5(,t*1 f̂ < vjfSnrĉ csn^’G
n̂i (̂*tl*l) «4Cira

i) isn<T^ '6 *I *̂iiL î ■it'tjiULt̂ l *ll(,v| •<1W;1.'̂ ? o

5̂ 5 c$ra w i  «  »iwn!?
o i 15

«) OT’n’T?! ^  C 3 ^  'I'lC'St?
0 i o
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^(5 ^ '<] (Fears of specific things or situu(ions)
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^  ^  '̂ i.'nii.*̂ !.*!) ■5C5 *fP5? tn

o i

'at'b >3? ^  *K:  ̂'f-C'tKî  v2ISTnM ^  tTFOT?
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« ) '5T*(IĈ t'<? >fWW *!•»( 0 i

4 ) 0 i

<rriT fe y ^  V H 1

no i:#ra 'SIM <*(S<*'S(*4 iSsfT̂ ^  ’̂ rpras srrw, w i «rr?iw firirm  wis ^  1
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•3;^ *  ^  ^sn:̂  c#t ^  1 f ^  (<isTpn '̂ nsfra

(Panic Attacks and Agoraphobia)
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Ĉ IOĈ n 'S IP k^ <qih5̂ a**i*r3i ■JTRT’ T̂P 5 1 *P t^  iil'SH ŜjkZFM 2fT?I >\<ii?
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‘I'lu'iiU f*f̂ !TiI <̂3TT1, ■iii.a*] Î t'STC*? f^^rST? C'1'’fl I
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f̂ TO? uTiK' ^  t.w i - oiutf?! iPT?i?i -»n ̂  cf^. îreri ĉ n̂r̂ T 'arrsii't
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^witvwi spc?. '3(i:̂ r»i> ’̂Tŝ  vpCT OT ^  ?FRf^ %  "sififra «m?P? t \

o >

vi^ »  m  SwT “tff" t5wr m  >e ??, ®RCfr r̂yoĉ rira jjr^iw i 'SHjm m  /%? 5r?p# r  fr? k*t
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Ĉ ŝ cTT/jj oĵ f̂er̂ io
m  >8 w i  ‘S fe  m

CT ’ ri‘JTiI‘t̂ 5TW
"SITra vSiiJll ^  vin<ii

o

I

^  ’T'5 'Jj '51!’! f ^  ( ^ )  nCH iiI'St»l
^T l =̂ni:? ^  ^wiwwi ^  csj*t̂ ĉ  ?i 
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o
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tn tn
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5fiirtinP5IĈ  (*ITSI) '5T5 •THH 'FT5l''( *PC.'olt>l
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o
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o b
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5J1

o >>

i

S i 'S

i

m -
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o
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0 i

1 i

^ i8 »f3 8 5i«R *n3i <71 ijni gl̂ fr-T^ ̂ =iŵ  c^eitiji? n̂ in
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0
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o
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\5) ŝT3 f̂*r*piJ) <p»n\6j ^  (3ir̂  t*it'6)?
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%1

o i

WJf> ('(h) ffl*(̂ '9i, ffl-sRpî t*! ^  A'lWS. ''ik<it •flu.'Siui
■JQCSllCVWl ^  ^  ^  (?ra?
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o
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\Si<) r̂ ilf®C<l>l <1 «*iw  ̂f'l' 'ifSwRj... CIJK5<3
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s) 0 i o
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^  (Deliberate Self-Harm)
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o

o
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'U? '5’v'ttS 1̂5 ^ (in̂ J) 5i»j»nEi « csrcra »r*tr4^ i «ni .sfffes ^  <j
>ii>4I1>4 •TĈ tTtin'l '%n5vs CvW I iflCvui I^L^Cx vOTi '^H^s^h^vi jrH|<4 ( * ^ )  <6 ‘STCTItrn’T C*r51fl ’SFSTSl C*l'«*i 1
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■?n j

«) <^’<II<)1'0! ?1 tit®TI5®TT^ • r t < l  CT < l)l» j|\o  v j^T B ? 0
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■-‘K'DI.'HI 'St'OtlU '3|'i)l.*1li
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O ) lb's! 'toll'd *11 'T-L'a ^ iK  t«fM <M& <>i.^ ■̂ni, î,*ij<i <<i(.et ■̂ ii«4i'i
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(■TR) ilt'flCi'itC’Tfl T̂SPTTI M-a* STPI *tca •fli.liL?? ij]
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ĴTĈTsI 
ubi.fi spa Î 'S<J'<1 
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f*KS ^fiZ^Iuni C vsM ^ia >a«J''3t(.»«i TTK^ C'TfVtn VITC^, 5TOSK1 '5H*HT3 (.‘Pii.'d '»i^(.«)iL'i«

5?TC«i I •st'iii'i) f^ in  5?tc«i oififCT «jtĉ  i af!3«c®nĉ  3fTc«i 1^5 (irra) âfrê i
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L'i'ii i>5>̂  *iNi<i «*<i 1̂ •̂sjc*ti4 ^ 1% w w  -aftni 
Ai'liiflfl 6ifJ, ^I \ti« <5*TOJ Ĉ l̂ lWl VfTfir̂  c«fC  ̂

«[i'5» M'l'a’dW «•>) CT fti iTPn? «tTC^?
0 i — » 0

CT c « r ^  sufw ^  «frc^?

( m t in i  'o i^ i< jl’ ici7U * lli '* l ■ v ifiitiiifi e/vp/J o — » o i

CT 3ii»i? ■>li(,<j«i C'l'^m 41 '0^-S'ih5 

C*T%n siTt^7 o
-

o

■̂ TOl ^<1  ̂ *IC11<3 C»1 aJlil? 
<ii^W SJTĈ ? o — > o

(P\ fts f^cstfl w<), LiK-ii <ti •̂ »i c*rĉ  
iMn-O’ ra j1^ <J>L<1 S(TC^?

( '• a f i  -/’/‘T/p'i<c<‘ <5? m 'H  jvs- <'<(.■-}w 'I I ,  c v v ' i  -
o7?c</fl C 'if t l ‘ 1 < ] «/(.fl!7 ^ )

o - > o i

CT «m Sc,^ ^  'SliHt.  ̂ >D̂ sifi|<n<)|o Ĉ fĈ  ’ llRito 

C’TĈ 'Sfl'RTiJ 'Sl'jiirvs. <n?W «II'i «HnJc»JC^? o :> o

(71 an? ^  ^  c'*w ’tFrra? o i —> o

(vf^ i'S <?"J ?T \E7̂ CDCW C ^ V̂PW ^  >5̂? A;T><s\S/'t«s Jf® fl?6<3 'Ĵ T *lifitCil \575Ci7 ^  ^a»Pf7
iisio

>39!* !*rO Pp 7̂1 <371 MW <P<1(.'S ?1 *lleilC'fi <t'(,'!ll?'1 ?
tn

o i

?n*f liSft' iS3 L̂ l,<l>ll,'il 
I

>»o/c<" c*f??7 ?r?7 (OS C5WTP?? “'̂ îhni<p /5^

Oo
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vm i ;  ftfs id? ww  wrŝ i'W bp;; ^  /5^ t,-^ ?nr >sfer ( ŝ̂ wrar
^  tyr’T? c s ^ v p it

J i^  3nM=m;̂  >aiR ̂ pŝ ‘ f̂ ra spj (?î !t*T! ^  t?î  mi, z f̂s  ̂3rreii*i i .5 f^roi ’rao:^ ara
5T* nit? 'T?^ ^Rifl, f% 2fwm) ̂  ?i;*i’01

Vi  ̂filPS .£fy5t*17?!' C<̂H " ^ "  ĈW ?EU WT? vJf-iJ'iS “Êf fe */W' *  flf/6’f‘T CWf̂ CHĈ" SfJ} i5?? 5 ^
H\Sî  <>̂ iiii t39^ <“!j"f f

8 )

(f)

4>)

^  J-? WTTiT^SCT' lb
7I'»fa iSilW*! viJĈ s <P5 *II>i Ml*4i<Plt*1 l̂ t,6fl 

l*I‘H *jult5?

c>f -513 *3l •ii*l'( <t»i,1i(.'5 1̂ 'I'l'iC*!' ilNl'̂ J'J' 
'Sic<3 *n<C'Sl? (CiiV'i - f̂ *TW < 0 , ?S, Sl$! 
L<i'S*1. 1^, iJ-'j'P ^ ‘Aiifi)

o i o i

tJi f<ri j?fo[>ii^i <?>I'ijf<i> 'S!'’T*i •Qn.flf,? *11 *iî i[«<ii Pî l\sr^
ytwoTO? ftT w  * <pi5t̂ p i4 i i  i^<ni, ^nn, ^ o —» o i

CT ft* 'Q nrfVi^ii] a fe  ^K il^^xslw  aitb^et 
cfff^oira? o > —> o

p f }^  ^c î̂ •>s'î l̂ •J c^vft’Q ■'sfK)̂  ^nf^fra frorc^? 
fjj?  f ’TO i ^<[*r/? •ii'jj/'5(4> 'i-nfî iF̂ it !y w «  

/ '*fi"fvrv!^ <1 o^i=n?oJii <Pifi
?T Z'^l l̂L'il'S 5Tks sf^  iJTTj

Q o

CSJ f̂ [s ^Bftl̂ 'O’Olt'5 *H!?I ^i,4(,ti? 
f3¥reiT Wfifni i^Si ^!*i! VMffl ifli/W f t/ff-y/, [.■̂/■v'f - 

;gf?s7 ^  3tii  ̂ c f̂ej/ SH7 R̂T j 
»r(‘/i?j; 5J>(fr » ;^sf ?io//ft'

0 i —> 0

(7! Pp ■^lal^Itij *j*Iwt ^ la  tvic<ti t<i‘4 jif l •j‘91'9 '(n,’<i 
î ei? - ?/'\S-}/W fl'iJ/ 7?^?) a > —> o

C5) ^!3 .'.if ?t6(R r<lfl-t'»i C3tl?l ^(. Î
o > —» o

Ĉ  îfi?iS>. 'MHl WTCin a-fW ill (TSl®
o i -> 0 1
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lijijl *1̂  '!? ’’TPf (-flv) f% 4ifl F̂$TWJTf?i R̂J

o :>

tn

o

t l

n >

vf^ 9m "trf" ?w. h  f«s ^ )  a><‘ff̂ ipŜ  “ 'finm  w  ^num” tot ̂  ^

irf̂  h  ('S3 *^t) (.inmpff ^w !v ^  wrsŵ rs i.w  ^  wt i m  fe r W i#  efif^ff c®
SM ̂ fPfy

« i» i^ f ^ ?  ( * t i* f )  ■^I'^w rasp 'atii>a‘ ( f ^  ^ (> ) l 'j i  ^ fi)C !it% OTTtS«

■ il* (l* ii 'S lW -fl'lii

1 ) ' s r t ' ^  >3 * if< I< lH < l '51'lJHJC‘ i i I  ’ (TW \!)H  'HlWiC+T!? 0 5. o

*j>(ti >0 T O  ^ '^ C ®  'T O H I? 0 J o

« ) i^T ’ f l ' l ^  ^  C a ^  *(')CSt? 0 i «

8 ) t ^ ^ p n ,  * t '^  ^  W ® T ? o <3

'fliJ'S T̂Rj %̂lHl((<t> 'ails-g't % 'stl’̂ rS ^  >i[*ift<i'«ic-̂  'U’I'S ĈTfcS'S ĉ r*t
'iKp’Gt C<5l<ii| >ii(iif(.tn.?? T̂B >(i*n̂ i

o i. o

>5̂
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ifl? f*!®*! ( ^ )  <3 ^  I

 ̂ ^  W in (Less common problems)

5 i

i)

o)

: Sfia ^

vSlfl <5i&*H'̂ *i'4| fWTC*Rt ĈFC37 

' t r ?  ■3i•1)1*1 ■9 ' I I W  CiJ®TrW"fT?I iT TC Jl?

^  ĉ TiHi ^5^ "siEi? TTwi ’Tf̂ nsi fei?

tn

0 i

o i

o >

(vIh ffj <̂a ( )̂, (^) ^  {>s) JiiT §3? "ij^“ s’̂ w f^mpfi

So

58

«W fw'̂ <̂̂ f̂l <sim Ms'OI 'l-'Sl *)1 5T4»fn r* <I■®VTt•̂ 
(.fl'i.u C^?

5P̂ <f*TM C<*Ct)
cm:̂

r̂spTn
?ra

o

^  *n!?R*r  ̂ ti'V  ̂ wii.'ii 'Ji îoiiNv ■ii'«i3i‘i*s -41 ■'1̂ 'iji 
^C5j 5f1 CT nsai -̂ Cil Kt t l

o

PI 'Stf's-IiJ Wl’lim^'tl -fl r̂̂ ffl'3- '̂ *1131 ^
5J1

o >

'Stt *£1 n ^  ̂  <?tQWl ^  (>TR) HWPl<f' f̂ TSJircn̂ ^  ĉ inwi
fw  ̂ f^ ■̂H 'Sn'̂ f̂TTĈ ’TfeRWoIPt

<Si t̂1 ^  0̂ )  T̂RPR: wg
(■■O'lwi 'STTt̂  in

tn

0

o i

jnr, men h  foa ^ )  i **̂
77?r T̂iPfJ?" TS?" Jff̂  I
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i>  '5t^f^»fil ■̂ rfSwi {Check list of dimcuUics)

^  (Si;paralion iinxieiy) = '■i«i’l<3'q'i '5lT<?TTiil ST3 (Wi ^
f^ )  ..........................................................................................................................

H  □  R(?T«i (Specific phobiu) =  ^  nm >uy'i>i< -̂̂ rt ^  w j r i l  ...........................

#h5 (Social phobia) =  ^  ^  f*D ...........................

{Areas of Diffitulty)

€tf^ (Panic/agofiiphobia) ^s<r$W0 '̂ ’ain i£î  ̂ f ^ ,  Ĉ '̂ tl'a *5'^
(̂ stuuior̂ in W°“i(p5'

® □  '•inviC'ii'Gfl (Posl iraiimaiic stress) =  vwft-p '5Nt^ ^

*5 □  TBwire^ '3 'stiM'i (Obsessions and compulsions) = ?i fMi^wrr? Pmras
(F̂ . c 5» ^  Sejî  wir^).........

^ (Gcncmlizcd anxiety) = wfefiRŜ inaim *aJR5î  r̂ar ©cir*/

^  (Depression)
□  (Im lab ility)
□  îit[c*ii (Loss of interest)
□  eiw sttllf^rW R  ftw a  ^  (Deliberate scil'-harm)

^  □  '5it  ̂ (Hypcractivjty) =  >0 îviiCTiCT -irtfm <nw\

< m  □  ^ 5 ^ 5 ^ '5iM=f (Awkward behaviour) ='=TFrri ^srTHI, i."ir*R (i46.? ^  5̂5^ ;

□  ^stwil (Troublesome behaviour) =  ^tETffnw ?̂T5?̂ , c ii^  (^ ir  0 >#jo ?r®

□  1 % ^  (Trouble with the Police)

? □  ^  ^  511PIT1 (Less common dlincullies) =  (S^, Sir, ^g, ffi? o ^

08
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f̂ TST*rTST3 »l*(|-if t/TW 
{Getting a description of the ch ild ’s difTii'uIties in the parent's unn  words)

Jiftfh ^  cmL  ̂via fi^  cwm ^

v v ^  vr*ff  ̂h  w;"Wt5TW t?wi7 w  mi? ^  ot ^  shj ir?/^ r w r w
S ^  c^ci'cv  ̂I C'miumi ĉ m w*r^ ̂  SrtiTiw ‘•nfhfk  ̂^  orw =̂irr̂
^  ■ifsf® 57lS7 *j/ff»/«®f£< ?JTW 'Pflt'fi *nŴ  /

ar?*w? wf*f̂  (T̂rTJTT̂ir̂  3T?c*itr mv ^  c ^  ? ®r^ '̂ e’Towt
rw w tT -r?:^ / 3*iT?  ̂w r. cpfv ̂ o w  urc? ?5̂  f e  f̂TT̂  tst5(:*t svjt̂  *f ris w r^  ar/5#3r
0̂ <3i;m *rTor̂ . w?? ?r f  «nfe ir'iv ̂  ?aijr •nfe t vf  ̂isn^ cn. ^<r*CT?
CVMtUJ^ ■Sfyot̂ TT 37?t*T ^  T5J /*fi5J5f73TLV ^iWlt WITS' t̂tcTT 5PT f f7  ^RPt!j
f*p5H7p$â  ?r̂ emr ?ct »7 /%5 cff' /%tH) ^  i

U rsiZ^ ^ ' 0 ^  ^  T5|'5’\/  5®̂ CC*T7 WTS S7’̂ / 'B7E*T/ / tSr® ?*i:?I itf? 3f?r^
/%f fkmm îmi smrm ^  ??Tr? i c ^  aŵ f ^sfg f̂fs ? r/^  ^

(Tfm ^  w ?w  ®7̂  w r ? ^ i^ (

v ^  f^Tjmm 'JT-^ ^  Ai'̂ jVS 5^5 ippi, ^  wm "pj ?j'</̂ 5C'S? ®/ljr "
3 7 ^  '•® t5 » rc p T r ‘f<rc‘m r  fm m ^  m n  " t t  ^  ® r  ^ , "  ®75r«T J a M P rr  ^ > ! i^ ,  ' t p * # ?

T ^ S S ^  'IK ^  V-*!̂  ® 7T^ ? r ^  ? I 7 r ^  f ’ T 3T  ^?/ ^  ’ HPfTT ^  ^ 5 I= ? fe ? "

ii7? <i*si'̂  STOT? iS/tW î*T OT bW (f̂ î  <Pi.fl ?t7 ̂ iJSH SST̂l̂  ^  / !.'??5 'wwi.s iŜSl ĴuTTî ĉ  '̂ /Sfsw*
fJj-c-̂ /fl iP5^ /

03̂  ??7?

fT!^ ( ^ )  >mTToĉ  i ■3n‘‘W^ fŝcsnt «p5ts 'SiwC's ^  i

î [qefl>si (Separation ;inxi<."ty)

^  R f^ ^ i ScvW^w i5? c s ?y, f^sspft

i^ ^ i)  5̂i?Tm 2HR fN:? (̂ iT̂ i) i awififis i^jt

■'5T‘I'3(ni ©CT̂IOtsn SCSI'S!

'0(̂
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®f̂  ^  «n*f̂  iJCT

i'5,^^) *1̂  ĤfTS SRi ^  <t'L:it.i?i? irfSt ’FtI5 SftW'i. *CT 'TS? CE%1 <PtSt.?'( nW3*t f<T̂,
ifl?̂  ^  'S5J5 ̂ Smrfg (Tplpil *(f?<Ĵ

(Specific phtihia)

'o)fs ufl? E R T CS f ^  i?fWi ISrŝ M/

i^ i i  '3'5w (.^it^ «t.«-s f^^'T 1̂  '*n ■̂r«i<i‘iu Pi'̂ i’̂ 'im, n̂ 'FCT *n?f"reiw 'ijĉ ic*ipn ?i c^pr fsif^ pi ijr!
^  ^91 C*II  ̂ vs|t<T' fflS'S <PW I

rnma m i^ wowi wm5i snij?

'5’T̂ '55 ijg ^  -sin'll f t  ^ron;̂ ? toi m ^ , -nw ^  "̂sr f t  c ^  toic^  ft^«t fe , 
*a^ f t  'ET? 'SKi’fis L<5>iL*ti troc^?

V3̂
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^  (Sociiil p liohia)

?# 'Sfi B R T OS tW  /Sp3SW

>1 Wife'll >i(t5’}^  5lfi* 'Srtt̂  ^  ̂ Fs'lfl'ljt I'J'jtim, n̂ -olW *lT̂ *t«TW i5C*litilWl <>(.fl, ̂
fetf^ ĉ  w i "SI yfflt c*iĉ  's!t‘i> fers <>w t

■̂̂*1̂ ) >5  ̂5fryife*p ’5il« <f't,*i<yts ■‘Sit.'t’ ^  ^wicvwi c^w?

i^'no) •»r<n:5<;5 iRi»i 2̂ ?

’®T̂I >3^ ■iili)|l̂ <p ’o|f« ^  «(<1 ‘T><lC5i? Tjf̂  "I^, f̂ '3H,<f

Jivpi Tfjyrlŵ  ̂  ^  ’3n*fR ■#! ^  «m:̂ , *fT¥ linrn csti
f^ .  ^  ^  'spt^ i-nt?n:5?

^^1̂ 1 €tfg (l*anic/agoraphtihia)

'sit^svrmj/^^’fs }^ cs 15 f̂s^ tw  /■%5wtvKv
Bf7ww5yv/?^Vw i'dfft v f ^

*i)3R l̂«®iRf-st 511 r̂«3? ( ^ }  ^Ni?t igô eri ^  C*PC®1 "31 ^3lfiT5
I

f^ ,  BtipnttTiK'ra ibrj ?i ?nf^ inoin orni) ^  ̂  ŝn
5fHiT5 5t? I ’’m  i jĵ t? ĉ̂ rpn̂ i i??t. 55 ^

'ikCT ^  arepi c ^  ^  I
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'3tl»)iL'aF5g g)*t f Post Inmtnaliv stri-ss)

i i j r i p f ^  5 ^  t j j  f f s  / 5 ^  / S ?  i.’ fU l f ^ S p f f

57*3 TTHf̂ T̂  'WNTC’AT’Sfl VR^TV STI*n! f^ ?  Bt*l( *ITCiI '.Wl.'i'S >!lt<i-*im ■Sf?| <"(110 St*(J
KjftB I t ^ )  I

•Ji'tf̂ 'j' 5TC*f9 r̂u't'T Ton iil^a  C*Pf̂  !fn '3!T <̂p»i i

^^98) >w:'sii! tiiil'1 ■'y< 1(1*1 §*Pi4aicn

iî pi 5’PT̂  *fa ^  'sri’iR { ^  ^  ^  «nt^. 'srt'wra ncv ^sh f̂ p ce%i %i,
ii)5t‘ 'si'i ŝw?R t*j>iwi ■'Pfit'* i*ic?rc5?

(Obsessions and coniDulsions)

5 ? ^ tf ’n r ^  ^  <̂w cv ̂  ̂  tw  f^ p ft

<3 i537<nfeCs^ ^R  I

Olr
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o =pc3RPi f?»r*̂  ^ >aOTR:̂  ̂^  ';̂ fw?

i-^w) ■̂ •'n.&i.ff '*rTiii''i 'S’nfTs <5^ ajt&-fl*r ■s f5Tr*nfe ‘̂ ŝ sS?

^•tr®i»jfi ̂ STM"! « is^sKii^ *p 5RI 15ft ^  '5n'<wa ’CT ^  ^  cbÎ
f^ , J15R % '*t‘fl ’®r*r^ LS'n-'ii ^̂ svs t*(niĉ ?

'3<Rff8 (Cti'ncrali/Lcl anxiety)

^  ( ^ )  S R iT j ^  I

Tĵ rcra ■’tT?n'i 'ii<)5(i?j <*c«tT>( sppS?

5̂̂
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'35PI ^  'psi-s Bpn ’PCTOtFf ^nc^. 'sn*RT?i ''tc  ̂ iAtr ct»S! ̂ rotc^ Ss *̂t t̂ t̂ , <s^\
<£1̂  ^  '2(sr?T? 5PWS I'flsiE??

ii^gjt (Dcnrtfssion)

Vf  ̂R îP ,̂ Refvi,‘̂ i*i W! ^Isliil 4^ WW CS 0^  (jfjn ?r, /BJQFTV ̂ Kjr*r

( ^ )  tWC5f9 (fiĵ gzi. fefeCT»J) >5̂  ^  '5IWC5it n fc l'l Ŝ5F1 I

ŝTS CTWW "O 3(T5ft5? lffi*iif( •*ffWai/ra ^*1 ■*(Rr  ̂ *?TĈ7 fil1*)f̂ <P - 'sEr?t W ff^, f̂ TW, f̂CBTS
affe WTi. t*'>.'»T(,'i' 3t«Rn  ̂ -aifll, 'sft*!!^ Jpofj;;̂  oii-il̂ nvsl̂  ^ 'jjW j, f^twn ^  ?vs)(̂  t

î Wo) r̂® 8 •fCi!, 'f’C'&SIl Oi >311̂?

i^ws) *̂ ® 8 5ptK *fĉ , ^rm5 ’trai’t '%'Jtiti *!Pp5?

'5Tl*ff̂  VCT <>W'( l.'i'll.iiR'ji.'a lÛ  51*iJiii lSlW7

’STTCT'Q JlWii irfii JEPJ

i^Wr) lf« t 'i '5T?ra#  ̂’‘S ^^ ’’ <!Î tC'5 '5T?I ŝ'lrwl ÎI?rf̂ 7  ■#( ^  â Ĉ , i

Ho
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^  CVBflSf ^ ^  Tffe TO. f̂ ^sm?

'®T3 C*5R5f ^  ’WW5 ÎfllFlI ^  s'Htij '3K) •fl't.'WvC'i? '*lf̂  •P'W «!i(,<k'i, iSiH CŜ
StCiTCŜ f<̂ ‘fl't f^ , •fl’R vils J*fl'5lfl PPTPil <>il'Ci'S

ĉ Bggt*llpT'Ŝ lc,<! ^  (nelilHTiile soif-harin)

i T(nW(v7/?*5w/c■? RiiSiif VfV ??7BRT t?? itiW OS *■?> /Sy CŴ -SfjP, /̂ rHHPf/ ̂ iT'f

( ^ )  C’lTOSH'tlfw-oolW feSi? ^  ^  5?mt« Win ̂ ŝn ̂ ' S t r r a i  BfRIOT
^  1

f̂t6fls»Tgl (Hvpcnictivitv)

V/̂  i^jf SĤ  (Vf f5^ (ffJ!} •pjT'f

( ^ )  ■ 'S f^ fe j i  6^35^51. iT H C T K iH t  ^  S itJ  T O  C*M T3 I

i^^«) <Rri'i *3 ^ ^ ’W’lTtoCTn sfqis?

(̂.'SiJiti W *37^7

w ! n̂an ^  irciWJTtri) ’s i^  ^  ŝ ^mraRi t̂r Tift? ŝvs, n̂®tvs?

Si
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^iWi ^  t.v»ii« SWTffi tp 'SRI '̂ if̂  !(,*(••*,
'sn*RT3 *TĈ ^  ^  f^<T f^ , *is?t 4 ^  T5R1 wr?ra c^nw ^̂ urs im«c?r

q qilMM ( A w kw ard  and Inm blysom e bchaviourl

^ 0W  ?/■ ŜPWiT̂  t?? EP̂  iV Of^ W, t̂ rasMl

f»r03 ( ^ )  O ^ ’>>111 m- ■=n5?i*t W ^ I

WKS -afro*! 5TSPIT1 sr^?

TOI P!

^  >5? ipt ’SRt fti ^  ‘W  >sTiR eeti ^ricŝ  f̂ i??t't f^ ,
iflTR {  ̂\5T?i (,<i*it'ti 'PflC'S t»[oii:t(?

8̂ 1
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vf^ ^  cwv! vm wv c^ f ^  imn(S, as^ ^  f^mrfn

i^5 i) f*rô  ( ^ )  < re w ^, wtma w^ncv'fi. 3?^ âtrsiij ?n ̂ srrr îfw ^«ii>! >r*Mc<Jf ’Wtsn i

^  ^  (Less co m m o n  clifncunk's)

i^ 6^) ^  ̂ n?5ic’T ^  ar'ifT6ir<<> 5T?pi9R ^  5iw i 5T«ti;̂  ^

^  'QiSfil ?1 ^ [^R i’3’ ^  ^l"J[H SR'FiHi ■̂ fiKE'l '5]'<W3 ’T*''tC  ̂ ''̂ ilc.ul <‘]'i I

(The interview in general):

'v rfw  ~ff0¥ c^rm je w  frm^ - vnr ̂ w n w  tw
??W ®?if ^  ?̂ZWW®7? ?'^, ff^i^l'^fH yffWf̂ R̂W (̂ f̂ nf f̂WW p/Vg ■v̂ 'ViiOit Ĵ3f!

8*
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f < f ^  ^  '5 ( t f^  ’3 f l * R K ^  S f5  f e ® P n  I f K l i J )  '4> (t*ll ^  ■ 'is ^  f r v

'Fi?' I

^^1 5  (Strengths)

1S>

»

«)

8 )

(f)

^  ifl'SR ! ^  ^  r̂t TTfopPwr:̂  ^n^nĉ * 'srpstf̂ ^

itfsf sn" WT

i)

^)

sS)

8 )

(t)

88
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Development and Well-being Assessment (Teacher Version)

ffCffS ^ ......................................................................................... C5W/C5(7!

5F5 .........................................................................................  C3̂  .......................................

r»fT5P (c3^. tsnf^)...........................................................................

■vpvg.............................................................................................. 'sipsiT̂  '31^^...........................

iJoSISMtl H n t  «ic5 {15̂  I&? I 'sn’ift M.'SIUI >l<lL6t'J 'OlC'll'OIĈ  t'l'olc*! •2iX̂ p 5<3« '5IR1C‘T5
1 vQihR' 'sn*it̂  ;ifti ft til's <̂3 ■5=1 .irsiu >3̂ îcjts •sjpif^ iic=? <̂3 ^  1 ^  to i ft’Ts

^  ■JITCT W R l 6®lf® f'V'M <1%W WtdR 'UtMt'RJ <3*ra ksRj <!>(.<) I

'sfTt̂ ’T (Emotions)

’ T'51

nf%''4'SiC<

5^51

'4|W<  ̂ ‘xft'SJl *1'CH □ □ □

WC? *tK<l ^ □ □ □

fe s R I  JP*IC^ 'SrsnfkRS TB T i

- '1''?iC.*ii'<i, '>ii‘*iilsi< ')
□ □ □

^ 8 <J‘Cfl ^^(.'5 1̂ i.W lfS CWltH 'Ivbi.'i 'fl'fll I'tUfi ®nw □ □ □

*(R<)14 * ii< i« ii t* IW  R f c ^  (̂.'o L̂< <JW '3i|>it'o '5(?1^1 C'1'’nTJ □ □ □

R i l^  'SIVRI f ^ a □ □ □

?.ll«c« C W l t s □ □ □

^  ^  ^ □ □ □

tBc w  ^  'srtf% 5̂  <i>l«c'l ‘ic'iic<jl'1 <nU'» 55 □ □ □

'SIIW^fiifH'3 '3 R IR I  MIL?

(t«j'M'i - '3(I«ffl<3» '0<l, ''jii'4vjLij<i'Si, io'Si«lil'S«!> ^ □ □ n *

'5(g$R[ VLN ■’T̂ fvŜTC’I I

^  '5C® ^ 0  ’PW tvii.»ii «j3vî L\a 'THf'6'S'on̂  ■*TOI* ftfCH SfTCXR, VJÎ t*1 Ĉ?f 'fl ■̂ iis
'^? T »n fK 5 ^^l ^  ’ T5T* ^  fir?  ftfCIf «fIC ^, V5IW»1 •»0?f ^lkl5 K»I ?IR I

>351? 'sî Rc‘1 f ^ .......... C5k5<3 ^  ?<$
=Tn •'ir'ii'ii 'jii.'i’Pui

□ □ □ □
?Ti.O □ □ □ □
^ 8 '5T?I 5STCT? ■•iiNI'O vjCrn? □ □ □ □

•^ a ^  TTTJlfipPoTW jMCT*! <3*IiI C<I4J1 'iTSW? □ □ □ □
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^  *f'5^ 'JIW '0 <SW 'S'SH ‘J'Icst '5PTW C*? v'&v'l (Ĉ T̂ n - ®f'§1, ^  '31̂  ̂^ill, t<p|c,*(l ^Wit'll >3
^ )7

>TCTICTTiT, '̂A<‘v5 <3 ^  W«TTfI (Attention, Activity and Impulsiveness)

^ ftPid'fl ^-8 C-)» iO-i!»
r-.r-.n

V  ̂rm\0 NIIU
W<3 C’lf^

J  C  1 □

>1'ii
•nj

□

RFti'0«ic<j
’!'5J

'SPT̂ ^̂ srC? ^  *K3 □ □ □
^0 t<̂ iwi ftro i •it̂ ntiii’i i*il'4 ^ □ □ □
^8 in 'alt'o 9,lft(.« (.vi.'l □ □ □

*14 ÎWICfll’l Mi.5 C1TC=1 ^  ^  55 1̂ □ □ □

'S? ^  C*T5 *ITC3 ^ □ □ □

□ □ □

fwSl “WHO 'fl<H vitot i.*<i.'0 t>m □ □ □

i/K*i □ □ □

^ 0 5fj[C^ iSHnH^ 5C5 *tC5 □ □ □

v»:> THU □ □ □

<fH ?1 ’TI-^I« ‘̂W □ □ □

«rio ij(.il|6t^fl Hpi <W 'J'W'C'O ■'fid ^ □ □ □
«n>8 ftn'T^^'OlW (.'i'iv?i'j <1 'liV*}!®! CV?J □ □ □

*ITC9 ^ □ □ □

■TO 5c® 5c®i ^  *rt?i ^ □ □ □

<̂fRi ’JCT ^nvre vjSt?. ifiil c ^  ^  i6'si«i<i'ii ?roi 
>a<w>i i<j>̂  OTi

□ □ □

'ST?! *n®ii '5ipn ’T’fis ^Rtvs *nBi ^ □ □ □

■iWiWti <>Vii<tivii <3 •PlC'Sl'J VCH OIVl'* ^ □ □ □
«f̂ o ^«n <j*H'4 5)wi ^flW'o c*iiw ^ □ □ □

^  505 ^^0 »IW aJ5»rWT?r L^iWI *a v l^  'Ml'S'oICfl »M! * ilCfl Jl;̂  fb?* wni <!(it*Wf. ^  ill *ti 
1 *rHh>VS'olt< »1VS1 * >H!q 5̂ "̂  fbi? *{T «frc^,'515C»I ‘»0?I '̂ 1̂ 15 5C*T ̂  1

'fl’T? f t i .......... GndS'O t=5
5nj ■'ii'ini '3H,»i<l>Di

'olc,<i> iyJ,*ilL»)c.®ll Wi.*! *J1 C'm? □ □ □ □

^  ’ iTO ftg î5t9? □ □ □ □
«t̂ 0 ^  jPTOT̂  <ir«n® ■silJre? □ □ □ □
^^8 'sn*i*<w ?i s‘iL*i« <3'i!i <9vi>i c?wi ht'̂ tti? □ □ □ □
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-6 (Awkward and Troublesome Behaviour)

TT*)
5HI

niv'ii'oiCs

'3(i6«'t ^  ’m*4 chalet «Jitu □
□

□
□

□
□

’I'O

»f8

3̂rjn>)7 5)1̂

’̂Kî 'ti'Oks 'fllH <i‘iw <p(.« ?n $Cĥ  •J'W
□
□

□
□

□
□

n<̂ ^  ^  <3*ri

’I'Ij SRI *fC'5

□
□

□
□

□
□

’Tbr '5m>T?i 5\S)'a'
□
□

□
□

□
□

□
□

□
□

□
□

■*it<J|iJlf̂  o)l<l<i <?>W 

oiii(.«T!) '3*ra ’Tiw  ̂ csfra (?T'’rra

□
□

□
□

□
□

»tiO *ntro (Tin

*ti8 'llnlwlftt* «fw Vllc<*
□
□

□
□

□
□

Mg<3 5̂RJ 'S(NI'0

Sfl%î  2}fe ?B5I^'0'SIC<1 P<̂<1'0| C»!?fra
□
□

□
□

□
□

*1̂ *1 b̂SjI'̂ vS'OlM Jjfilw (TtJJ

’Tibr I'Sj1i»i '»'®I31 <T-W

□
□

□
□

□
□ *

?ce6 ^ 'S fC ^ 5iw(ia S«̂5I ̂  ^  3fCiJT̂ fefivJI ^  sIK::̂  □

ŜHiwg 2(fe ^ ‘ il^  C^ 55IT5?I't (Tito «nC5P □

5̂iĉ  'sfî TTs r̂rĉ mra wc® □

□
□
□

n *

□ *

□ *

^  ^»nii ’Ti •»r  ̂aagytiis cvic»ii ‘ iirfweir? >t5I' 5wĉ  <fii:^. 'SRCsr 'sf̂ si? ̂ cii •̂ ikr?! '̂ fif̂
■>nna I iifrf • fiqHwTc^-^rer • . 5̂T5cef ncifiT ■̂ *nr 5C5T iiR  I

ĉnce<3 c?»t
■Ml*ll'<) 'SIW«>‘U|

’ I^NS \s>ic<‘ 'ijWICiMI.'ll <PC!1 (.<f(.®1 <11 CV|«J? □ □ □ □

'514 ’ T̂ ®fT$toT9 ^ntsi 1^ V5n? □ □ □ □
•AI î C'1'’fM'bHJ <Jil')l'S 'il»)i|? □ □ □ □

’ICl'b ^®RT5 ^  *il*i£j«i»oIC*) 5“ii.-̂ <3 'Q'li) >iJ<i‘I;i C'lI'VI ;t(,<j 
•il'am?

□ □ □ □
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3HIRT iSwcMifl (Other conccras)

JI-AI IS'Jul

■n'O)

'0|T(|«lR<f 5?4»l«nt. '5|j<Ii|'̂ «J> >1?(,«I.ii>«l, 
’Sifinifs^ C^T$ (.*5i'S ^  '•I ’•f*f ’Pi?!

□ □ □  *

□ □ □  *

5?1 In

PWi) (.mil'll f‘i<f □ □ *

* ^8  '^C?I '^'WT S

^^RT?I ■’TROTS <RIwf
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The Development and W ell-Being Assessment
Interview with 11-16 year olds

T3Pt^/ »n:̂ mT

'51%V

irm CTVi

£fw *n*i 5J®T? 4^50* >3 £fipm £m  ^  fe w
ftrs? -SWT w?n I

o ^ ;i

o ;t
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ĉ n?î î  fspc*n?-f%r‘fift ^  w>r?j sffs fec’*msrw îtĉp i a ’ffa
5nr ^  ^  c*fCT 'ATWii 5pTO ̂  ̂  I

(Separation Anxiety)

■̂ i wJ55 <j*i'*'it*tt.'iii ^'*1 lift f? f̂ *l'*(«jc< 'Hi>t'3*?

1) capJT̂  ?i (ei*jjiii<2t in in)

^) CTT*fTS ('(A'jiii’Si ^

o) int?ra '5iî  c ^  'srt, *n®T̂ n̂, 5̂T?th ’rfsi#)

8) ■ii<it<i ITS "ira ( 5 1 ^ *n5T̂  iii'ora ■̂ r̂ )

ii) ■sŝ ^  iâ »R5 'STHiH W5 mi-'iiHi. iiFn--!irT̂ , ^  ̂  ̂
^  C^ ̂ 'Sjii'i)

'\) 'WT?n, ni?̂ *ii, *t̂ n5TiWi

b-) ?i r*w^'-r*[rx*i

S>) apfi W? ('TTfwfe ̂  ̂  5jfvs(,̂  ̂^isilft)

io) C=FTCT1 ^

=T!

vfn (io) Sws “tji" ?ir, pf (,*('(O'!( f®r®w t

'^U1% fit.6'1 r*tow< i<-c-iî -f̂ c^^rcî i 5ir« ■̂ ■'s;?
t \

i i )  ^  ifl̂ stTw ̂ 5î , L̂Sn <1 '«(**) 'Sii'̂ iiKJ (,5.(.nUW o

o J

i* )  w?rra 'nW'fl* o

^  (i'o ) ^3  ® w  "tr/ " m , cFf>r <c® K®T I 's m ^  i3%?r ^  /

^  =̂tril5p vmv^ m ’fi ^  <ic»iciii! stV t ^>{^J (i»J f^t.^ (^ ij cw^
vz>fj w 'smrs “ifi" ©3? ĉ m ^  ^t*T7?r 'a//»?̂ / ??3t2r n?e^; c«r:̂  'snf̂  ^  c^wifl

5^ csfpp =̂rnm*n ^  ^  Stfc’i c^icti <?\ 5p>»ti:̂  ^  i 'srflRfit*! wc^-wc-ri^i
wSra ^  «iTPis, isi:?! ^  wTi:̂  pife wc«tra-PK-nfw  ̂ ĵ®wra ustto •nt am*t
^  I C î 5 M J ^  CH C » i-^  ^  »n'3 -  ■Sltwt ^ < I  C^FICTl ?1 ^  ^sflM 'l ^  I

ciiflJrsf̂ suTi 8 ■sf̂ ns ^  1̂  r®Wfi Hi>i'*3ci c ^  'sthw ^̂ it9 Sfl

o i

m  ^  '‘tu" 'st<â  jp ff^ i^  m  ^  i/H ; ^  5 ^  "fn“ ® 7^
’‘f Cs K*T <m I
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^  B ^ I K  Jrl^I <PflC=̂  .„ a r^cm  '̂ ■'̂ Hni 

3OTT5fI sni) ÎWT !̂

'5(*>>l.'1‘?l

c<r*i

» ^  |?F USlVra 'aii>f'3>'5tĴ !7f̂  ^-Sl*! J]^5l XJ^W >11 Ct)̂  'SI«)<n 
lITCbftI (,»t,̂ o

aii#i>3>Bi"iLn  ̂ ^'i?  CVlC-̂  '̂ i'(i'̂ k<l tei*<i(,<t< ■nisi.S -'il'afll kL'H 
*nCfl '{ f^  'Jjf'l'̂  ’tliL'Pl, • ICll ^<3in, ^fJ l'll'S ii.'l 
t*m i, 'il*('i'i^  [.•Ji.fl i,<f*ii7

o i

-5) ^n. '<i< î;< vjjp j*et'!C 'i^ f4>\ ^c5 cflt,* »ttc< 'S?
■jfji fifr Jal!)’? (.<jcvs b l'ij '̂ 1? ( <i/ir w*f/ (.^fi'il c.-OAt'f -

*rrn!w cm ^ c^riL*fi ^  îi!c.<i y w  cfics
37 ’ Tf/^ri ^<£.5f7f

o i

«) \'vrc« SiL< (.*(.■! 5 i^  ^C5 '-(ntsn? o s

<i) ^  CVIW C<4 C4î  WI<S, (.‘fiH ifl 
■'HPr3f®f??i?l 'tTC3 SITC^ 'Sl̂ l'll <Pl5l*T>ll5 V**it** 0

t'^IW I ®ni'(TTJ f^  ^Ci virt^i?
o

“I) 'i l l ' w*<) ^r?l'Sl ‘i(,<i <it<[>l '•'lt*J'(,« 
c®i:^ ^jfii ^C5 'tiiC'i'i? 0 1

*M?! C W  'WellVi) ^nSTII f^iTI 'jr*i R» aiT ili ■6Cfl< ^
>inTi c fti^ snt^? o s

5») .sii>(>3'St»n‘i(i o i5  wc-fli o^innii ^  iiicb^i c'3tc*i 
ĉ rwr-iJ f^  sii^n^w . nsJ-fl)*/], t[x  * i<  -^oi ^ iw ? o i

So) iStTTT^atilf.iiVt C 'W  'SnWi'it '̂ <H î'-N'?! ^  B'-apJ ^  
1̂  5̂ 3, <f.ittc4 ?TĈ  cvt5 n:!$i 'a !*^  c^^-s?

o

^  ifls srnvmn CV vffT-vTTf =hW C ^ ” tot /5^ 3 7 ^  i j  fv55
"I'kfl^'ii /J?r ^  fr t d?? W tiJ iSfifra 7f?sr; 3fJfJWi? ̂ TtTPT̂ iTfY ̂  C® 5(W ^  /
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5P8 [ rsw? T5fT»n*n ':rar5 s ’ rtR *fc?i wĉ ?

o

^  ^5PtWiWi ̂  c'*fc5p cmra 'stPTWi ^  csivrs ^
WSlfiE'tf
C^ BR] c<n?55 55, o vr»rK)

L-fiiS'e W
'H■'ll-M'l)

O -:i «

'il’ nt <i>ii\fl >if5nroi... (.̂ it.5<t TP
>rWH) ■>3iC*<̂.i5i

i) 'lffi<TW« '3t̂ *T-fC«i<! 5ItW Klb̂ t-Vi? o o

4) ^  WI 'fi *fC?i 5NU5 "lifliw? 0 0

«) ^  c3% o •:t o

8) “W ^  'SWTFTi f’TPTR̂ r̂ R’ ‘I'ltfit? o > «

^  *il5R fts Ĉ wra 5Rra ('^iilCilfl (?TRW1, <i'jj<l!|W,
M^wTit 7j 'Still ̂ C5T5) ^  ^  ‘fĤ ranj?

t.-intj’a Vi r=w
'3«t*1<l'i'l tiS'l.'*!!!

0 O
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*a fe?TT5-T (̂tfi7fi i,'?p(i?rt f̂ c*re ^  ŝti?Rt isifi ĵfer̂ swew ■̂ên *fra ^  ^thi
TTTu t ^1? "jfi «u ■’Tî  I 'pf** ■'itfliM pi '̂ i&sn (?i'’nG 'ei isfRi’*  "3(1̂  'sw?t, firvrs 4 •mt.'tn
(,<i-i(.-(i 'onlti-fî  ^  1 >3? '̂C*t ’T? •iflt.'Hi Tfi*fp|£ fiiWi TTî  ®ro, l<i*i*i - CTTyn, f̂ lWu't’i

SfpTi <iTL̂  I

^  (Fear*; ot specific things or situations)

'SM ifli !'((.&« i<i«!ti 1̂ *(fflrifrii<'a« « ^t<s?

S) a n ^ : tJt'ii'f? ^'<1 ;*iM*i, <??i{5 ^  CTO? '^n*), ^  
i(»i)i (.'i‘it,*ii 2fl^, 'trf^ 'a w  c*fW

o b ^

afRfep r1k?c*ra f ^ !  ■»t!f̂ o i  ^

0 )
0  ^ ^

8 ) ^  -pit; uf^;. o  ^ ^

<i) fl -̂^»n,tsi')*"i'T-'3if [̂|i5S ■a'(f <l| J«|til's, 'Oi'l)|*() 'ElWlf? 'ISif^ 

Ctjl^ ^  «g=
a  ^ ^

i )
0 i  ^

•1) ■<f*i, ill r*if<flSl (.fliiWi GH'il t̂'OVI. LTjW'i * <P)l*lifI <1
O i  ^

t*-) fe:*ra &«i! cJ3-4*i -  c*\^> \. isc^ivsiriira. c<w’nf^.

'^'on (5^,

O )t ^

^ ) C?l5 €?l*j’l1o '.■̂ *1̂  -  1*1 v'y,
o > ^

io ) T)<|f.̂ !I *ii<IS.IH <?■«!! (,<!<'' -  I l ' l  1̂ <Plf9l ■’<I[|'̂ I,\4
o i  ^

i » ‘1ll̂ p<3̂ Il=1̂  (."ni-<i>, 5MI5 '3iisitv& f*tWI*i  ̂

t,T*TC t̂JT?t, f^^'S ’TTBfl IMT*

0 > ^

i ^ ) ?1 i3ife2fTi(i!ii-<s jf4J! ĉ i-i-*i -  c^'SiHH.'ii, ^5'4C3^,
o i  ^

io ) '^»tj tî TRTn f< c ^  ...............................................
o i  ^

II b .
^  V i ip m  ?s?. t s f v a i  i T^irpn^ *r c «  oi^ ^  /

o

irf̂  k33 vpj >6 ?iff. 3t?î  vf^; ^rsp# cf?? ^  5t®r 5p< i
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i  •(iw-a i  - <t
l̂U miA ■3TS C ^

o

^8

«((?

'<!4i

THR ^  Sta^f^rft fwf*iPTil ^
^  \<i ^  iflFTfCirtPfl ^ni

!̂1 'aiL»i<[‘?i

0 i

’*(‘1
i

^  3cb̂ <T‘i3t ^  ^  ^  snn
afesmi? '̂3 5n ^aprc^wi ^  - ^ ?

o i

^  l,'aMi(.<J' i£IWTL*rE®n C*fW?

svfw ^  c^im f îci£ s?r vt ĉ ^Mms
(TDW •n̂ i.fi •?!? ((.T^ - KIŴV C’ff^,
O tw r r r a  ) J7? ^ f ^  ( . ^  i%»/TT ^  J P W 9f  ^  I

TTcî si ^F fiiF i SFiwN fSn?râ iwi

I <iiit)i'ii tufrsr

'an.*<l<l1 f% "irĉ  (71 CSTSJT? ̂ CC®T) •iiiiiif«ts'3’ ?1 '*iĈ'5<P? 

^jo  L̂Eprra itra'Ti f%? !TI

a

i
’ Hr

=n rtiiui ai(,»cipui

o 1

<(((,« i<ii FlfpTBIT^

0 :>

o i 4

"/̂ vS'STM" 3JW ^  ’̂9 «i?S m, foi i.v<̂ CiO‘s = fl?^ TOT
/u^ I

*)>i t'sjiiK J3^ S5 t.voî m Frâ Tit*ra T̂'tnt (*t1wc55 
C^WR, f^’HRSC'iil ?1 '5TR r̂rOT̂IJ ^
m fiR  ^  M̂ cjjcfe?

C’TttS'S !P pi*i
P̂JHJ att.'t̂ ul WCT?

0 i '5
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^  JfRtTat̂  t^CTVSivI CT m  t*IOI n̂UFi 5SFWS ^  'swft I CTRt5 m  ’ rewtitSR T̂iW
^  ̂ *TCs 'SfS TntWOT 1%1-m ^  Tn»rRttt «iia<j'*i«i ^  \

(Fear o f social situations)

vf^ iflff »//*t*r;<f c’PK  ̂ “a/w<pi?/" Sw *?joirr ̂  TO, is/̂ jej 'i<rsf\̂  w;»r ̂  r̂iTPTO wrt ̂ 'c® k*t ?rpr

ns >iivi&-i>*ic< ^  Pf iK*n <rm. ^prai >nw 
flf’ii, 'at.'ufi >tfin*i ’TJ’GirRt "sre 5rrJrfe^ *if%firfyTO ss

*n<j ?i 4 f ^
0 i

<(/>t VJ <̂ 9 a«JJ SOI 'â '0<7; ÎI,1>V >«  *iS((,'1 iJJIViH W*# / W*f 4Wt«7fS *t/ «i;(i*1 n<.H-fl
Wt’f JT-TPfft t¥fif 9 :^  ft?? ?775f /

*t^ ■JTS W  8 !̂<SrC? HCM Lnjii ■ni»diw*)- •*1isiiini««!L"liL*
r<i‘'f»ranr'j 'sn cnwissi iscifctll

i ) ^t’lfiifs-i '-mrfli >iTcei <^ci7 0 i

^) iiW<' C'TÎ 'BfC'liI JH»Ji C ^  i.i'n,*«i C^mirara? 0

0 ) 0

8) jPICT ^  ‘f'ICi? 0 i

f ) 'w*tKvi-a 'ilift*! ’■r̂  «PW ivpi.*? 0 i

&) ^W 5? 0 i

n« c#R! f̂ Pcnra-PFcm̂  p̂opfbr gtfw n̂w fsc iw ^  'spi^ itrsii, ̂  « ti^  c#i ferwi
*i'Lfl I 'I'l.'Si*!* *̂c*fRt-wc*n§i L‘i'*i"i**iiij •>!U]fw'fl* ^  *[15 '̂ rf̂  'sn.i-w s'lui I^c'Wsks 'stpto si'jr

^  VftĈ I

’apfj k-L'lls*l'!'-Ml3Ni MCW®TC< 'stprw qtiM w$or?i (3!® ’TTW «nw i’o Tmnf^ -<#1: ^  ^  *fni 1

C'iiiiii; iBivri c<jiT?î i r̂ai? r̂wrfŵ  »nitf̂ T̂C3 c?fn!r®l̂
£(tfH ^̂ rp?Wf? vlic^

m*i'if̂  S)*rH ssi'itiiil 
*Tm=T« ’TWf^'§tf^

0
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^8 '^’0, *iTSr- jiL'i'l' i*v‘‘L*fT̂ -f«l''̂ l?IC,̂ i!J
^rc»ji ?n T T s m ^  3j«Tr<irb*w<i ^  *n<3?

C<‘< ^ C-J-*!*!
f-foivni

^  'S Pt c

<1'.?(.*1< 5«<J(.‘1'!1

0

’1<? 'fl’R >il*ilfe<5' 4171 ®(f<fb'a
>i)?t t̂ l>t*ITs-î 'C*ii?ii.̂ *i ^*1 ‘)flM?C'‘T) '̂iCvi?

0

*t'b ^  vlit; ct. ^  >ir*irfsT-jk
■̂fsi I<jî  «J>tW ^  "SISMI >1«JI5 ĈSTSTTW o<ii,<? tHf^S'oW

0 >

ĵfs! ^sn <i«iL'S, »1\ji,'a <!| fel^C'i W  >y •ni‘iirw<i> 
'1lUi^ivi?!(.'’1i(.N' '5i'l5'*1 <T'W '■'licvi?

I'il'&'O'SJiC'l

0 i

»tv ifl5R Cvsiiil<i ^  <r<c«lf̂ '( <C3 ÎTC5? i  -(?

‘II'O ^ < 3  C?f*t

0 i

n5» ’I'sR rsTsira >iiiiife«̂  *ifar«(f« c$pmi f^?

(‘iW 'Sf̂  C r̂t̂  o <i'ni*i)
*iii^

’l io ^  C»J>i«I ilW lfe *]' *lfiir? (rv i o?I CTO  «ric5Pi CTOI?TRI 5fi<T^ci\s

^ fv  fts ... tn

i) »Jt'3 <1 «m t'0  vl|(.cl?
0 :>

■2!^, «T5t^  viJliH ^  »t1'3?
0 i

« ) ■*ii4>iAiî  iMt.<> (.‘i ’i'̂ i'a  «n c * fw  roc's} <̂ 07! ^  
^ *^ 5 '’fRn*1 *JlC<l i.'Sji,<) ol̂ f] ®JlC<Pl?

0 >
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'51*4 L*j-h'‘i ■̂ l*Jlfe<5» ■*1|<1|̂ I'514 5̂0*1 <1 î îu ^vl) •Si«lCfl ^
*n'Q '5F! C*f‘i(.'<i 'iK'nxi (̂.*1 1̂ 'Oi<!(.'l

<̂3 ?1 ^flWI(.«ic«ii 5CT ■’TC^?
o ^ it

i

i.4I*vili Oil'S C4i*ii(.')‘ 'iJliS'i. •Vt.'I'i'lifl
^aw icuwi 0 ^ ?

*iii,'9Wt*n c<5i*!'ii'ai’ 1 i'.<jH<i'»t’1 in iiii nr,»jj 
'4JW*P TO

o 0

n io 'OĈ .̂ j <*i<l(.‘1 ft> ■jii'i •oi*iii'Sl<»> bWl?

O i

i

»1i8 b»li r<f Cv5WI«I lt«JW ^VT'o ’jf l ■<i(,‘«? sn r«̂%’Gi 'a((.'i<r’T5t

o

!«J(.«I<)I
fti IIW  •<iWl C») C«WI<I >iWlf«i<f' '1i«ir?i'i otRs VWlf'iQ'S’ 1̂

'4ic.̂ '5«p? o >

t*l*4|'!J o?J <1W R' f^'l^'S?
o

vfil *fii ^  S<jU ??7, vj/̂ tq (\Si Cvv̂ MT̂ t̂  '"̂ fJWjfsF̂  '5/7o " 7̂5? ?5̂  /'P?* /

’f i ‘1 vET^ T f i ^ n f ^ #1^ cwra TO'iTro’ RT? 
(*#gTC?RI C^Tw ,̂ <1̂1 <31̂ .̂ f̂ N>4CVî  ^  ^  WTO) 

?i fefe? ^  ?tT%?(:??

(.‘ îtU'a
'aiCl’pCl n<r'f‘is

o i vs
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?̂*r  ̂ (Panic Attacks and Agoraphobia)
■aiCKT* 
jdt)6 •■

î 'C’ iiij-K-C^UNK -^MHi ^  ’3?T5fir5 ^  I 
iaji<j oijviiS'S »1C'v9 1 ■il? 4II'»Ci5iJ mil'll <1 •ni'5»l<J '5?I ^  I

(.‘J'5 1,<1*IL'II

■'1'® 8 R> 'a'J“5lO '0||«*lji3'*| C*rRc?jf̂ C®1 *JW C îL'ij «T>|H‘1 tV*1 'll
îvj,v> o<ji {̂ <ii< M'S 5J1

01

<1M VJ 'fl< O W  (v5i 0̂7̂  l.O<fiinL-nj^ 'i>/;v5 VC5J ii><f‘ />t'l /

i ) iL'Aî K k£3T̂  'srnsTHfg  ̂ ft* o?i* Ĉ5 ’jhj? c1

<Pt«'«T< i*4l»(l,U<l *JW)?,2l«Pl> 5lC« ‘Jt̂ J io  l*tl«1l>)? c( >

0 ) ^*fC% M riuW i «fTĈ ? c)

'3(i«p^^'a| C<I1*1 '0'̂ *̂  f^ 'jw  viliJ ^IW o(<j\s<5 ^5^.., tn

i) 5,̂ , •3‘f ^K.'l <51 >5vi)V'̂  ^ ? o i

^) ■*fft3 ■*lt*C'S «ITĈ ? o i

o) «fiISR <'<)(.« o i

8) TO? o ^

<?) ^  HW ^C Î»J ?■?) <1Ŵ J ^  ŝnpi? o i

'a)|i;C<P <Ji(.t)ft vflilH *iL'i 5?)? o i

<(«n 1̂ 5TI? o i

b̂ ) ^  FI'S ^  '5c5 ^Mt'a blCb̂  >il'SR ®TTĈ? o i

!») ir«n ftraftni ?i u«t̂  <pl< ?n ^  •’tr^ ®TTcn? o i

io ) 5T?*fK^ 'S|<5l<S«) <1 'jfiJ «?raL<5 Ĉ ÎCH (,»(5 vSUH Mi.'i o ^

l.'iHUl i»i?4S‘1 l̂f«5CU C‘J''=1C*5. 'Il’W Ĉ?l ?I1M Î *̂1 5tilni,<j (,<J‘«1(.<5 ‘fl*T̂  ^ o ^

iJW !.<*(.« *fTĈ  'il'SH ^  5^? o i

io ) ■HKI »ftt? 71^ ^  ŝnĉ i? o i

i8 ) *ffk?i ^  ?*R!T  ̂ CT»i ^ ? o i

io
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^ 8 ■il^ f l ■»(•!![? *lCfl ^  |*H.I>fl ' l l f l l 5 i * ® W t ( . ' i

^  c n r a w  ^atjc^ ' i i l ^  ^  ^ ira rw i? iJ C T W I ^
tJ1

i ) 0 i

"B R I T^ i«;3 o i

{T lf^  'igfll '^■^TCT 4?i'*1 <t‘(.̂ t '<ii.'J‘ i)

o i

8 ) ■'srwip ^naai 0

'K(t (iilif V8 ^ sT d<)i/?!J S\3< “ i i / "  fh^plt <f'i>‘'f)

i£l? ^  ?1 Jlf^CJi V«n (^ 8  'i) S u s R i ’*  '3 ■•f‘liIC'1 Ĉ f, t\ ti* ii<  

^sn^»?aR?si ^n s n ^ i i j  {[.■^■*j'j -  in s ii fV -sf^ rv  < i v i i i i f i i

♦ T H ! ^ ) ,  'Si;?I< 'i f i i rs tp s  C<tK̂  cqfacii '-iil^fliJl <pf2*< 1(5 f<^\i>p-<J <1 

n<i<T>llfl >l^.!ii\oi •*fTW
o

riii-^^ '¥?’? ® 5t®T Vf^ I
o?f̂ W tirTf 517 f̂/T̂  ®7?M oJ%? IJHI 5RM?

'Q,;, »£j3T̂ 5TT«^^ G/in fe*ra <iRir\iioc5Ti is f^  ctrtw
<pt'5i't>i itHMnriiyn ^  ^

t,u'i(.i;«
7TRH

o a

15'̂ 'STTŜ aafy'sT 'S/in rsi'c*ffi bPii ^ii^i's 
"tn te iL ^ ...

CUTCS'a
5TTI iilUlH) ^4(,'l'i*ljt WCSTfl

i ) ’lf5<;iw<l W ll*t)ti75I v5r*ii^ TTOC^? o > a

^) ^  ts f ii « tjira i T ^  ^5)m?
o i

o ) c5T»nn®i 1̂1 eg%[
o i

8) t ^ 9 ^ ,  ^  'a i'ijc ij <p|(.si?
0 >> 0

^  '3/^ l?!T-re *3 f^  6*̂  ^  csm ĵ
W S'^K’f^  ( ’'rffl'ilH^I cnim fJi, f*i*it>̂ >Ci<] ^  ^

(.•iK.O'S

' I H I ' t l 'S ll.'^ '^ 'u j '9 ‘ l*(.*l'Sl

o :>
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t>i-n (Post Traumatic Stress)

'siv^ sssî  cuotsn î>ic*î  ■'SinzR̂ snrj 5̂ 1?
itC'i I - '3n«̂  C*Tt̂TC5 <:if«(.'S 'i||I;t<< IJRIT̂PP >f<TC‘1? <TR

f>T5PK Ii.i.S!C<I' rs*i'4i? 5vS Ĉ-sfl I

t'Si*(is >a suvffl c^iwi vrtSf̂ ?

0

( < fh  a j kfj? 5 os " t j ^ “  ??7. '5/.̂ t'7 "V T S it «P?7/«7 • s t ' i l..... " <Jtn •?fJ7

■f H  f% I'i( .6'fl '5<r‘ iu<l !((.<JI9I.'1?

f̂̂ '̂ t(.<r‘<i *T51
>) '5??. i« Io * ii,  c<i‘*J'i -  5T*fI ?1 U Sji.'ifl

^) lirf̂ ppra, '5n»n ’3n6^ *(^

O) C’TSH - ^ • ^ ‘1. telĈlcWM. ■̂P-i"J-‘>̂ .

8 )  'G<1"'S<) 'S W $ H  ^  -  iS in v l i ^ ' j ' i ^ i  ?1 '5P P T $ i1C ® R  ^PT§ C ^fC ^

(?) ifi (.'Si<iî  ‘iC'i *n^

|1 ^
lb) L<Tl't

<\) ‘1̂ 'f

^  grsT̂  w i
tr) Viiiiiv̂ iv. ^  (?l̂ , (7T5R - -sn'Ĉ n̂?

!») *lfil'4IW<) (,<I'1HI >l'i->1J ?1 t ‘I‘i(.'»i 'Siliihl'a ?1 *̂([̂ <1 1*WR TSJ  ̂ CT'̂ n

io) csli, *n<ih5r̂  “I'TS'ii ^  sĵk.iik.’I

vf  ̂S'f c5̂  cw ^ 5«?? ‘'w" ®7iKn ks/nc?7 vr  ̂1 ^^rpu ê >r y C3 vpt 1
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«« ’jfsi fsp ^  iSTim =n ?n

o i

i£|^. fe (.41*1 WP?!'!, '3 ^ >s:®B (.TPTC5?

i i

«s 'la  B •qt'fl (.vSî t-fl -sdl,? ...
f^yJl

i) 'ijfi'OW l %r*l<l »k-^? 0 1

*ni! ^ 0 i

« ) ĉ i? k)5-ii flii^ui (.ijj <aviq vrtJtff! f<ti LflCffTc'-iC'n ^cb ®(i?5ii? 0 i

8) ût̂ f] >;‘»!c^ ib*! 7̂ <Ti, t.’fii.'ti 1^4 -flqi 'T̂ 'S kijf̂ r̂a cb^ 0 i

«) ■Vt'l <plflt.« t.*T<i iiiii'< <jil«!<Tî . iji't (.‘iil'S'W't i>‘nl-(5 
CSfri 4'̂ 'd «fTĈ ?

0 i

vjuiifl tr<PTc*Ti 'jfij ijw  mc^ =tl? 0 J

«m<T -fli-ar.vt ay-1 '̂ ■̂ <t>Tfi’!i^ [ra  ■'a4C'i-̂  ^  ŝfŴ 0 i

V) ^  C ^  C ^  ^  ^  ^  cnt?l iflfS-n ^^317 0 i

^V R I Tjpprni •sr̂ TC'fit '^ 5 x51 ^  t7T5̂  
sifl.]-! jjifl(.is TTori n̂?

0 >

io ) '»1<]<11'11'H.tJ 'i;i'5ji'l*)ii(,-̂  t'SlOll? 0 i

i i ) ^[tsrai'mn ^ 7 0 1

i^ ) r’ltSf'̂ cS ?i ?r>TÊ  ̂^  c™ ? 0 1 it

i^ ) t-^lt-lt f̂ ^C'O yWIClll’f fill's Ji-jtin,*! 0 i

18) thS v«iU5 •nca 0 i

iC ) 'î ?l i;C'=l̂  <!1 'Oi'ij (,*i*i(.*(i -̂ ;tt'S(|it e*i(,<?! 0 1

^  ®5 tT? ĈPŴ *ĴSi!fjT "OiC'fPf?” ?T7, ('Si (TŜs/sjp?? "37H/w W/V/r®73ff ■•/(W/̂ 'T* 5|rf" ^
(S 'flfe v w  f w;*r ̂  fe f »r?r^

i«
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M  ^  S ’TJTTf I
Hiuilfl ■JFUii *fC5 lil'Jf̂  0<P ici.'̂ fiS'-'i ?

*  ‘ lit.'Ifl
*fra

0 i

5Tt̂  »fR iij5R w fira ^nrer? 1 i  -  \5 «  <ll
Ul>l 'Sl-fl'3 (Tlt^

o i

8̂1 i(]H(̂ i|i tiy*(|CteTI t'ifW* >1H»ljt̂ (.“1lS
f̂i55«t '̂ f̂ i woltil ĈFvTT̂ ?1 *̂T*fa?

(.•ilw'a w*l
5=rT$rRl

o > O

Bb̂ ovii^ i iifiJiisi? ....

-ni‘ti'11

i ) ^ni*5iwfi 'S R iw im i ■sni«] wr*n<i înBic-iTi? 0 O

^) ^  2®r< <‘<51 '3 ifl:^ iJT̂ RTo *trara? o i 0

0 ) ?i C3% <<kst? o i o

8) *1"̂  ^  WTJHJ 'i‘ i(,tfi? o i o

®i( C®WT? >£1' ^  ftp t'sl*JIii 5T?[*fTr*r? TRTit (*fft<FC<Rl 

4rfeciTO?

C’JTS'O
T̂!I Otl,*1-qil>i ?w*ra

Q a

^8
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t?PC*tra-f=K*n̂  55r*5p 'SToiTTi :sii<5 y\X^ W’H T̂T̂. - C5IWI *n (Tm. Vi'-'tnl 'STK'̂
■'iii5<l't /L N v n i  * l5 l ' ^ t  ^  »;)lc,6H o i* 'i  W ( S 1  n T iX S  Wl*tl<?> *f?n ?1 t ^ T i f ^  I M 'l-iC 'TO  i< ll« a  r*P C *)l^-

'srt<I c,<?IWI "9w i8 ^  «IW "TTSli^ i (,'Sh i<j C*I '̂ T? '3*nxi*f ^
^nan^ 5T?C^ CT o iif ;  o7i«C5 51?  I

5 <3 (Compulsiuns and Obsessions)

5fT5fij<p«iM c'sî ifl >a'SH 71̂ 'snya't ?i 'kil? i.‘4-̂«) t.'»i'*iic<‘
'iJl̂ TK̂ TI <5̂ , ■’T75 C^ *TI '‘ifDc,̂  VtTĈ» tJ1

0

</i  ̂ W  *5^ " t j i "  ifl^/57%5 OW^*r •VW ^  •Sili>L<l ftc&fl Sffl'OteilC^S i3ZVJ^ I T̂'T ■^■ni'lffl W CS

J / H  I

5̂ 5, 8 <1?. ■fiU i»>(.l>«j 'aiIbll'fOC.«llfl •i('3'S >a«ffD *5i<l‘̂ iU <*Hi.̂ i ?1 '*]f̂ '0 ■jft ^  ‘I'LOL'Si ^
4«c5r ?s?n̂ 'siTĉ  cspTĉ  ^?

is'̂ Cl

i) iiivnii'6i«'a> 'll<![;^'ils C,«J1?J1. CMW <T‘«5l. »JI«Î Jin <̂51, ►ll'S
0

5L«ni<iiw, '•j'jql ^  ■̂ 'Q?rra BRl (.‘I'iC'ti
0

'=) <i<i <q|<: '1<3̂  <i'(.4 ciî ls ii<i6ii, 'iini, f(,ni, ■'1)iĉ <i
0 i

8) '3(<1'|<1(.'’1 JIKlll*! <‘io1 ‘>‘<11! C‘j'X'1 - 5(.<S 
m alt'd  ?n * t^ , >i?rafi*i?i iil** r̂*(C*( ?i ■*n<3W 0

<?) WIHI ^  «!(fec«j‘ i'5C"i*3 "■‘1't <PHl
0

>irsnwi c^iwi ?i

•>ii'̂ ‘ i)'Si fiR^I 'TO 0

(,<MC'<I 0'S ?1 'Sl̂ 'o •Rl
0

i<?
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Vo »rs 8 tnsi. sit
T̂»fFn<3iwv>i SiTiii - in ̂  ĉ iTT- ̂ niiUB nraw 'bit'i'fltol

0 i

«T5 s ’rtT? <13. ijft w  *pJ ^  3t i i?T?ra ^  nns ’H'SH '3(t.*<<l>T>l

0

rf~- ^ 0?75?‘T"' f^
fi** /

B8 8 ^Wt *IC?!, ^5̂  L'il̂ is n i,^  '5Wn ^RI "FTCiTfl
" i^ ii, •H'H fl! til nflLtfl inflr'51  ̂ ^i5w fesni ^  
^  iSf%3 !fCi*(.4i?

■>3|WiJ.'5i

0

•P*! ■Pb

?4) 5̂TTO ̂  WiB VRmSpP itJJtgl fi&US TJttB̂ .iriR T?li)p5Ttf̂
TOiTTRt a^H 'snwBR^?!̂  ^  csfĉ  f̂ rfŜ  ?̂ra 

'5it*i isw  ̂oqoOTt *T**3<f "Tss ’ nprn?

RfWil'Si
Scsmftcoii! '5̂ '*i 5I* *̂fT31t

0

h  ct/'jî 'ii’tfa -s ^  fs^ c m  ^  s f^ m c s  vft i Mr̂ rŵ sr vsj ^  f e r  ^ îpffg

C 5 i^  »̂iT5i*f31 wiSiM ?i fc^O Tt ^  ^ ’ W ^ »(t<i smt
JRvSi fwi?l tn

0

Pbr "̂ Sm f̂ ii ^  t'siiir*! ^if)Tnr3t ?i f̂ 'sropn

Ws ^  ^  ̂ n»fT®i»f?t 'STTŝ 'i ^  fesio^ ̂  C5ti ̂  iTitvir

sfT stiiL’̂ t^i |*1|"6’4I’®H,<

0 i

ftr̂ 'vBsiw

0

io
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5 1 0  (STpt ^

fcsi ^  dvTIvnFTi
?̂17I CWl?

5TI, '3lti*i
S*fC51̂ '3

'3̂ ?)PT[ 'SfWlĈ

even

-aleicsn "stPirTĉ

"PW (,TC®T

0 1 0

5i> 'fl'^  ?1 *1)41*1̂  ^  'TĈ Sffef^ '3i'9'S 4^ ’J^
TTOl ^  <mi?

0 1

THll'&(*t’31 '3(ji><q'i1 "Sll iBiSI Pt> ■flli'*li« . . . (.•*i I(,6'G m

JIHI'1]

1 ) ’ifi 'i iC s li C'OfVW ’■'(It^C'^lt? o i 0

^  I's fs  <r-')i '3 *JĈ  ’ TRnn? 0 i o

o ) 5J1 d % 0 i

8 ) C flfsT I^ . *I-«t ?1 fflC*iI!i*r-{q*T- <4cet7 o i «

5>« ĈTTW *̂iT51*t̂  O f^^Jt^tl i:«TStni 5Ti)«1TPTa
Ĉ (<!'tTi, 'J5i<ij’<ri<), f*[v‘Pctiii ^  <t>iwi-fl)

Cinq'S
•»111(l'1f

o 1

i'\
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^*»i (G eneru li/ed  Anxiety)

vii? 5̂*1 'SftiT'Si I

'̂ 'k f^ •P'̂ IWl icC'JCii?

o i

i i
'3R?1 ^

Ppc*ll3-R̂ (.*tl31 <T'(.tl4'i>l '<IIC<̂ <Jl <J''’iCHl l̂ t*(»( 'iSII'5 <l«J)\5l>i?l it's ■5c® I^iwa'ii ’
I '̂ i<i<i 'ti'iw I '5|(.*1<I f^C*ri! ^rf®,

r&'ai'Jihs*!' ?1 sfT^Ĉ I'S f<«jc,<j I

■5IRT? ^ ’OPP̂ l y l, '̂ ilfi: '̂ <T̂ S'3iC<i
i'ir>fR >s<i(.9 ■?ni

0

i

m><!)Wf 'f lto  ?/H

i

^  \J} <IPI 'gH 'id.'i'P I'P̂  'ROi 'il'Sui Ĉ l̂
’H 0'Sni(.<* >il(.qii,̂ (.ni ?sc<! i.'J'c'k,? ^

‘JMi'j f^  >jlu(.‘i(.9?

0 i.

</;*t ^  ifl? 5\ss7 ‘ i.iiC'sNI" 37?̂  ■ ft/T>\s\»/'c<j” ifl-'T/is/'pS ck/c*Ĵ  >6 ??7, McÛ  ■?f3̂W/C'S iflr*yH / ‘̂ •nWIV Wf
f^ZV  tyfV 5Z*7 I

ib-
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^8 ^  ( ^ r  ^  4 ^ ^  T H im ^ -a H iT E f i i 'p m  

f i T W O t ^  Ĉ SWT?! ^STtJf ^  „. ■-iHniK

c # t C ^

» ^rSra 'ST5?!'t| 'Sflft f t  >S*1 ^w flt? 'siTfit s-iiSw -<11̂ 

^TL^n?? '®i?i ^  'Jip iiw  ^
o i

^w -fl "^TBi. v;W  T ! ’ (? i^ i 0 i

« ) •ifSf' l̂- !̂ >ffl. iife'l'iiit. isiiw  *lN1. t‘ii'*ii r-jL.-flMv-s 5,w?n 

^4)11^
a li

fi) MTVIlil TfT?) JT™TC^ o :>

^ C > f i!  ^?n*t 1 ^  TnCBft 'flSPt St-fl-*!! *irfl<iCfli5. 

c m  sfi%tf?. ( c w t  -  ^pjferst)

o i

* ) S«>t3 n̂v? i>t>i'ft ‘̂ <nn. o i

-t) ^  J'sfii ŝ?n e  <!3 iiW 0 i

k̂ ) 1?^ <3 iRi«i r<w-i> o i

^) «n yiii 5H %*c*ra o i

i o ) irsHii?! csijrai ^  'OBFi 0

i i ) ( f îftfit ....................................... 0

^   ̂an "wrrpf? w :^  <r^" ^  tw r ^  'W 't ii?%jr ;?Rf, ^vsfj^ ^  ef
:^j6:sT^ (

t l

o >

<̂i Scq-n Tin î csrara ^  m: sn t r

0 s

ifls 'trr" ??, W 5T  h  ( ^ 8 ^ )  § m r fw * ' ^  ^  ^  0 t5%?7 7H t

cTf̂ rsrĉ ypTTTHf

ife
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f i ' ^  'Pnl^ I

*  m ^ i!

5JI

i ) S fJC ’ f f l  • ^ I 'f ic l j f * !  ' i 'v 'J 'f t 'S ,  Ui»(Li[»f '■ii'l'4 l<l 

?rr-^;.'S ■*ii!i(.'* o — > o  1

^ ) Scflc"*!?  ‘P i f l f l  ’5 i< i> f:j'6 l *si < i2 lf l 

t ; i- i5 1  ^ U l  f ^ 7 0 i 0  >

0 ) ‘ l ' I l l i ‘ 1 t v s l i t i i i  Pp t'<p lt*il I^ ^ L 'S  ITWTOT'*! i . l i t i ( . '5

t i e r ' l l  w < i  vi'-tn v i ^ i  5 r a
0 1 o  S

8 ) f ^  fV u P ijc ij stU i (.** !.*? o i — > 0  ^

« ) 5 c ^ T fR i (.^ )*n< i r^ ' ^ i« n  iu .4 i? o i — > o  ^

i>) <PiHt.'l ( , 'S il l4 l in t ij- f l • I ' iJ ' I l l ,  ■'1*(>1I,'S ^

^ IT O 3  5C551 ^  ; s f ^  ^  is ra fe a  i f p  ^ T s l?

o i — > o  i

51* JITTiriSfWR WnJT< 'fl'O'f Snc t̂ l̂ 'M'<c*t ^  -flS(,vSilSi t,*)[Î '3 L*!*!
*

^  »fWl ^  ^  'fl'S?

0 i \5

i55K 1̂  <)j*lj'J> «tiTJi.'fi(,5 (.‘(ftuvj t:5t̂
>iWl*)j ail.»i<pui

i ) 0 it 0

^) ^  liffl ^  « ifH ? n ^  ’TraTTJ? 0 i o

o) ^  (21^ 0 i it iS

S) ^  wn*t! o > «

Cvsr*iiVi 5ig‘»(T:“t3 C'WSt' ,̂ (i*([tC'ii
, ■*,^  'sfM T̂CiJTS) '<\ •w ’ Tm R i V5*(,'i4 u1
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^ Ĉ mTiI (>™S! 5!w*f)¥3 I

W (Depression)

wi <TO 8 iwic^ >5w f^ fnon:? c ^  wtra
f^ fl, ^  "'PW1 <tim«f

8 5WW *fcs fts ^  arra
•SferT^ ■'llitj<iii'!i«ii,'i *(!<l>L'j>?

t t

0

i
^<\

o

^  '3  ̂ ’ TTO! ^CV?
Srsî  fŴiTs?

■'it(.ii*p ■*H5T3 ^  ̂ )

t l

0

1̂ 8 >ntc<si? n̂;vi / wlc5^

o i

sff r̂® fi tftii <(rppra tetswi f^s
^<3 C#I

o

J!fvj SfJ 0M <5? ”^ "  ??, h  (vSi ^ )  CŜ pf̂ H:̂  ’'^^SW VI? ^  ^  ^  (
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BiV

8 fSTsnw ^  fV5f̂ ft5 i.*<oin,w54
^  (Tî  C<m fts ^  cmra 5̂iT5?5‘I

»T5 8 5r«T5 <C5 'fl’H cnc? fts 4ira 
^  <i>ii.*jwi'!̂  ^  Giwrcsî  fe®1?

tjl

o

i i

tjl

o

>3̂ >1iJC?l ft* i*i(.'(i) ■̂ ûVSfî
^  f ^ l^ lV tS  C*i'3tiCoTli S)i<*C'*>

(^<ifl'i ?SW515 ^  ^ )

%1

0

^ io  'I<C«i»i C^rpll «1̂ |-<J!1|̂ «̂ Ĉ 5̂̂  >11W CiT̂ l >ir.!)>iC'5 c*niW
ro iw  1% c s r ^  c^«iifit -flic's!? \51'Q BRI

o i

*T5 8 >ii^j<‘i<i'»i(?I W fVtB Cilfiil'Si VI1<M<) f^ S ■̂, '?R ^ '51®!̂  <n

o

vfif gf<J ̂  8Rr m  ifl? '"ijl” ®7?C*T h  ('Si ^ )  Cb<̂fhC>G< V Z ^ i^ f^ ftR l
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’T5 8 5njjraef^ ^*rr«i^
>t<il<'̂ C'i5 ■srra JMfifrfeCvi? ‘̂ iwr;. kif«(.<4 c**‘t«iî c'i?

0

i
Wi8

^ i8  »t^ 8 ’ NtlS <C?I ^  smi 'SIUR W ct C<?eTU$?
%1

0

Wi<t '3? 1W5?Q̂Tv5 fts fijfilu 1̂1,'i'S C '̂ii'aW >l*(i.̂ X ''sniR, l̂f̂ c.« 
CWv5?
C5I<fl5, <)<(,<J'<P Vj-G|<l <PSI H?I)

tn

o i

Wi'b 8 <C<I 5̂fŴ  Stii5iC« CV«1I<1 î WiS ^ >l'Si(.̂ 0 <!»*(

o b

V f ^  /̂ !7/'a>(.<j/<7 VC!J f ! ^  c'»fW ^ ! K ^ ,  ■‘P i r ' i S

■?1̂  '̂ nl •ni'*)<pi5i'»ii,<) C^n^'oi'l <JI i<m'o* «II<j'c,^ ^'*R (.'il̂ iIiJ
tj1

o

me ̂  sris >a? “tn" h  fo: ^ )  vĉ  ^

Jl'O

Dhaka University Institutional Repository



^  h  ^  ^  wKT? m rni" v c s i^ f ^  (?m ^  vm  ®r?w m  i 'SRim m
fe? 7fsp?v9 jnsi:^vi^ I

Wi(r CT 5f̂JC?) ^  fspĵ , f̂ nra; ̂  ŜRiaift fe«l

i)  ‘-n*)'̂ *fH 1̂ Jjrtfe

^) ^  TfTelfiRi '3IC  ̂t?#! ^  c ^ ?

O) t'sprra '3'BR t̂.'t̂ pSl ■gr̂ iCTi ?1 crop wOft?

8) Y*iiM nfifi f% c'Jir.iifl ^  ĉ®i?

(?) ^  c#i r f^ « t ■51̂

6) ^Jtf5 q-!R\5 ^  ?TiWo?

n) ^  i7lf»[irait1 PiC'StĈ' '*i‘1j?l'i n̂ yRTe?

tr) (?IipTi UWIĈ M CTO ^  f ^  Ĥ1 C#1 ^  m t̂Ĉ l?

f#) '=!(,'*■at i;^ [f* l <!><i(,’iE J

io) ^  ^  ^  ^

5JT

^ibrCi^)
i^ Huw-a îRn ?1 'aii'5]̂ *̂ L'i'!i 0(,-fl(,iil?

%1

0 1

?1 5̂H$RC=WĈ -̂ TeT5t 4vmLiiC^
(7FW ^  ^  OTD ?

c.ijii.u'a i;^
sra >fRHI

0 i 'S

^8
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t!«TiJI3 f t * i ’̂ 'S I, i*l5Jr'!Pi.'Ii*J <JJ C(>tj±r4 r*? ' i j t i l ' i  ...... c ^ - a t ' j ' i

sn t 'a ii. 'i 'I 'v j

i ) 'H 'iJ itJ t 'T i; 3TTW w i i i l i )  T i |» fM (? o i «

^ ) ^  ^  t r a  ( J l ^  *(H H I? o i *

o ) ^  C 3 %  ^^STC®? o

8 ) C’'W I 5 ^ ,  * t '^  ?1 'S('l»HJ <t*il.'St? o >

^  c«m? OT’iicn^ 3t?t?
('iS îiWfi C31<l>st'l, <î *ii’'(i*), f*T!F-nŴ  ^  'Stra <5il(,fll<i)

csntS's W l
m

0 vS

w>7 y i« 5PT VPT; w /-^ ?fcc«fT? eFjir (x ^  'mm ĉ  f^P ff
*m<Pl<} /

CvaittfpnftiWCS intwii v fo  ^  ( D eliberate  S c lf-H a rn i)

TpE 8 <t?l, ^

-*t̂  8 5T«nE, ‘fCS. ^  ^

W-̂ S t'Ol*/ls "ift

i««rc<t Inters '5iWt̂  Wf3 <ii.'nt,B!l?

'SfTsfTo C6̂

ft(,«ia TFT® ?1 ’STTOT® ŝ̂ rra CB̂  '̂ CfTt̂ ?

t̂1

o

0 i

0

Tff̂  8?̂  ̂^  Bp̂ is ^  E?̂ 5 J!? 5 ^  57. ®T?i*T h  fo j ^ )  cmfhpt^ \ '̂nemi: f̂rfifwsm Fii:m ^  w r" vzij f!^  ^
fm I
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TTT̂ ^̂ rrcg? j3? '5Î »ffB •Q r̂tNtra I

^ '0 (Attention and Activity)

t'oP'ITit f*l'+<*-(ii f'̂  t<i, '< i *1*̂  
ilWlOTC^ T̂GTO? o i

t'5î i?l vlitfl) Cfl, C'5Turf'S 'aii'Sb'4)»l'Si ’U •'Pij
iicwipiic^ w m o 1

;,'Si*iifi qR‘fi? '{U  (^ î.*( 'Tt.'Si c.̂ , t.'Sî ifl '5((vaci>(s«i'>si 3̂ 
SMOTKnil l̂i,«i.«? o
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(Behaviour that sometimes gets people into trouble)

>at f%c*tra-m»ufrc5i? 'snsii't ĉ jtsĉ n ?i ■sRTn ^  tto: vfw i
r<. îji 0(l.1<I*ui

c'fiWH t'i>Nt*j f '̂®«j'*ii «ii 'iNib<ii.'i<i <ii'iiCN '3(i'»(,<jf’i 
<Pl4? 0

rSTOT? ^  C's|iil<i i<i3\5<p<i 41 '4IIb5i(.‘1<j «JII'1IW '-NfciJJl’l 
■t<«? 0

(..siiii's ■51*4 VW •fWI (.̂ i*(i<i f v̂5*J'<l «ll •̂ '̂ lnI?l*T- 'a(l&«H'’1'!J »|ii*iji 
'STTCS?

0 i

’M  vfP̂ C® *IR<il '!J*ra 1^5 '3(iC)<i't >i"*1c.<̂  SjHC'i |

ii88 <7/̂  Mcon £fff̂ Ẑ Hv c«?</(;'»■/■ vfl<3’/y(.\5 o\as Ijfjn 5J« vsT̂tW \!j iipl tlZH 5CI57" ^  «P!T*'/ >9
5\a<? /s^?/ •p̂ lcn Lil<>\a <P‘7*'( /

W  i ' i  ^  * t V i l ^ K * f »/0‘*
<T5 •JIPT ...

C W  *(HT? ^  "SRKtf? ^  ^ < 1  
'3ll'llc?lfl 'SFI, ?1 I,'6h I15 'Q’ltU 'itR« (,<J>1(.1| mff)\5 
C«fĈ  ĵi'a» '1I'a?ii-(J 'b7'i) afnî  f^«n -̂sfl 
«fIOT?

0 —> 0

'gfi R> f̂ Ccm C'̂ ii.T’̂ . iJ’yw viiJWlfi ti*}" <T>i.o viit<ji|7 
( I ' i C ' i l ^  «;9c*J;'(C'T53 'I I ( . " < I  i l < ^ l ) 0 i —> 0

•'5^ sirai mr?j<i csii'j ĉ ’ fi'3 1̂ «u-'»i!^ 
c^’fra ’iiit*?'!? 0 -> 0

<̂5I<J ’(W'3 'JH '3)C.'<<P >Î *1<M'1 »JC<I«I
«$f̂ C9 «nwi7 0 i —> 0 i

■jfi C'liS'n «)1 Wc.<p 
fel̂ ->i'»fai 5^ <ji(,4 ••flM.N.j?
( f ? 7  •PUlfl (̂.'01 
Pl̂ iJ iSfvi ^  ̂ )

0 — > 0

>jl4( HI '4J<mR«)(><5Iu <i1Î  Wc<j» 'iii«1(,<J 

«4*iini.*ii-«i?
0 :> 0

fts an? »il'<3 ^  C«TĈ  ♦fMl'a? 0 —> 0

i»5 ^  ?7 ^ i ^ lM  C ^  <flC>1< ^  M r^ ^ ^ iC < !  ^  <T7%?7 ® 7 ^  ^  /%®P?7 I

>S3io ifl BTff VJf̂ )
'£(Kt iO ^  ^  ^  ^  IP? ’fMrC« '0*3* tn

0 i
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<jD3s ^  vm vw^, 5̂7̂  i ;  ^ )  (.w^rpSir "^^rtrTW ws^'r" ^  /?̂p ^

i"̂  (''5J g'5̂ iSip5 /'̂ \s<fi)j WW7 m^r*fiw ws^-r? ®t̂  /??! /5^ cww ^  <sfw '■sRoj ^  1 ’jrw w
?W ^  irt'?ffC®'5t*T >fH/

COTsrw 'Ŝ R ipra ^  af̂ i cu<3̂  ̂'>iMibfl ^  c'l’in 'sn^'i 1 â
^  •'ftra JltTTTBH ^  ^ 'S  I

r̂fw J%5rl ̂ r^iW? îfi!5c'i> '‘tii" CffW ^  "iM i> w f  ,55?̂  ^Sim̂  %■■ S!fl d?; 5fS? ?7#f

8)

v p r m i m P T n̂ 5 t<;
TO Tim 5IWPTW c^TC  ̂ Pp v ic^ 7 t j \ =11 T V

5i*t l*P '5)3 *)i iS)»l'< fll̂ stPj *i! *J't'i>t<l‘ ^fflt'^<‘ 
^K< ffl’ W <><C'S •tJUC's!? (CVVW - iJj/o. f S ,  ®7S/ 
i < t f ' ^ ,  g/fl, ?3JWJ

o i —> o ■i

pp >il«i>tl«j <)»ia(,̂ f ^{.5(,?i 1̂ *(f5t!fl<l> 

c*r;ip/w;
o o i

<jr-i 1  ̂ 'a 'iit^cH'fi atfe f'i^<i 'n iM i
o i —> o i

^  t5 5 T f^ 5 ^  w«n'3 onw ^ trf^
( < ^ ( !  i?‘/is-7ifl(,'rs( vj/<?JiiS 
^  f ^TT^TOITT? ?7 (,¥"f‘̂ /'?i,f(S' î J*T/c'(;
^  w*rs? r-fT̂ TCTfg' w  ,%i?(T7 .i?|

o i —> o

^  1^ ?Cfe;T̂ 'oa[C<1 <MĈ  >(«»fRj t«l>l ^t;«rai? 
f5(T0^ ^ K i l  ^ v M J  ^ ' !  VW/<f C<f‘ J C ' i i Vu-r7. t.v-iJ*̂  - 

< s i f ^  ^  ^  tTFm 'fll'-srj J??r / 
■’Tj/̂ fl w/'(/‘=Tf g‘-//<5‘-f ^fl/ ^  yt-^ ?®JW '̂ /os'T 

S .C < )

o > o i

^  tfWNT^ ^irai 5PT5 c ^  5f3 w ? ! >fre'?i 
St1^« % *!? fi.'W't - i i ' i ' f i M  /I'-f'sl? < ^ < !  ^  ^ )

o —> o

afii f t  R̂)C<t> ?'S5ia {."'STS CC1*«J‘C'4 1̂*1) 
4>CiII.5i? o i o i

'̂ fil f t  •̂lC-31 <if^C*, ■'SfH/ C<*K*fl 'S-TC-i <1 ’Tll^W C®?;® 
l£WC5!»

o —> o i

b̂-
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<JN iiW) ifl? t S<j<i ''ijj” v575Pf (\si Co4‘!^ĉ < “'̂ t ÎWfil  ̂5f755<]f" n^ f ^  f ^  i 
i.'0i*4'n.‘f' îC'*J'̂ i<< '50K? i2V5T>H '3(IC>'!1‘1 fts 'S|'S\5 >5} ’5PT ÎTĈ? Ĵ1

o i

>£BS '̂?fC5TI ’jfqc'RI 5TK̂ îL*4̂ i'J »IC.s?Ci«i? W^) TU\

o

vf^ iil3‘1 Siafl "̂ J?" ??7, i ’J ('Si urss^Pvs " ' ÎC^ni" 7̂ts i

v f t i  ( 'S i  c6«p/̂ rc>? '5755‘f ^  ^{JO pfff^ o t ' i i  f ^  f ^  oTfSJ 3fC?T ®7?Z*T ‘̂ F f ^  'W i  I '^H J^fW  ^ F f

fwZV * IH l* ll^  If Co 5Z«T ?77«? I

'33V Ĉ *i|(,<T' ^i(,*i“-ii<4 C»rC.'-'1 <̂5 f^ <II»J|v5 NIUI.'JU'S ..... C*iiCt!’a
5T?I ■nl*il»<) '5((,»<<pi5l «'(/*( 14

i ) *tr<i<ii«<i 'S(i)ii)i,>i< >1R«I C«WM ’^WC-Ml? o o

^ ) ^  L̂ st̂  <3 ?T’rco *franj? o

v5) ?1 C 3 ^  <i'n,«? o o

8 ) *l'’l ?I 'SRTRI 'il<l»l«l i<)CHi>i»t'̂ «l<T' 0 '0

»33J* (.'4i*ii(.<p ^i(,*jqi<j l<Fi?! ifl'SH’ T? '4||t>fl*l f% C^i'*ii<
(’rf^w? c«ii<>etH, fw vw ii ?i ^  ^̂ nĉ rra) ^
i«iNi'3>*j '5C5 *1l|V?(.*JL'S,?

(.‘(K.u'a
’TR<l*ii

o o
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^  c*r»fT 1̂*1 ■JfiJ’iii (Less common problems)

lTw< >ail-H L<ML*<I 'aj'ino[in<ji >(5«i#iri <J] Ji'N'lji 'WK5
TH ■?is '• m i

o

^1^13tfo#a; ^n<i  ̂ sr«ii>i s fs i]?
tJI

0 i

ilr»i!<iq'«i'a wS^s tii'SH t.*J*i(.'(i ■oif̂ iamsi (,\si*iifl %niC  ̂f^ , (.<i'H'̂  -
!7PTc-iir<‘5  '<1 c“iHi, f^!;'^ 'Si'3* 'tram w i  - ■in r^'RTW ®f̂ t5 •*<^7

t j t

o

^  <c#i':E(i c>foc«n ti'.si c«Tsnii ?i

'iiib<n*R 'ii5R c<!"i(.Hir<ii'ĵ  oiim 1^ ’h t,^ i* iii^  '0)1 <1 <ji['i)C<f>

o i

Oo
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i l  W s g ^ s n j f w s ( C l i e t k  lisl of tiin iculties)

 ̂ <Areas o f DirHcuUy)

□  i¥ b5 ^  (Separation anxiety) = siwim ^  573
■isr/frf̂ ; f ^ ) ............................................................................................................................................

^  ®f® (Specific phohia) = Pi ^  'ira f ®tjrv .

n □  i r m f ^  (Social phobia) =  ^  vS'iFpni fVj ?{^ wjr>l .

^ □  3fT$iKreel/5tf^*fwt<i (Panic/agoraphobia) =  -cul^^ajs <̂JTn *3?̂  vST^^fOfil T ^ , Ĉ sfT’O
'̂Siiin *ifflS(ifl lWw

f^ )

® Q  ■sTrTPHi ^Hnrrusraii ^Trrfjrp {Post iraiiinatic stress) =  XRf$r^ ^sfiw c*rc?rĉ  ^17=1

E □  foiaNii^T' '3 {Obsessions and com pulsions) = '3iT̂ ®t ^
(̂ •i. W5 c w  ^  ®tg  ̂ ...........

I  □  '-nf^KB {G enera lized  anxie ty) =  ^=rfw^?^n3ini c w f^  <i)ippfR 1 ^  (i^ s ^

Br □  (Depression)
□  ft^%UTikj (Irritabiliiy)
□  'sno  ̂ ssî iiwi (Loss of interest)
□  CT^sn^li^'S'otti ^  (Deliberate sell'-harm )

^  (Hypcractivity)

tiB □  % [̂ [̂«i' '̂ (Troublcsomc behaviour) =  c*nw (î ag a  i<bi;»

□  (Trouble with ihc Policc)

& □  <pu cffti ^  .fliR (Less common dift'ieullics) = ^stwioc^n fSj^ ®

\s>
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rvC*I75-fvt*TTifrS T̂TUfS 'SHUT C*tHI
(G etting  a descriptiofi or the young people's difficulties in th e ir own words)

cHVt ̂ 18!, m  ̂  ^nrmfi w n^w os^ w i i

'srfft h  3?;*ToWf<r cww ^  w ?  ĉ  'sn*t̂  ^  w ;:^  crnizv^ >?fy®PTj?7
§3? ; >irw r<fpT7nm7 -ejt^ 5fev3 SRT cwsi ^  titiw r 3f/® ^ sr^
^  sfwu ?jtw m ct 'rwif /

W'CT? *T9'‘r̂ 'J WJfrf̂  OtMTC  ̂S f^m  ’Sftu-m f̂'STJ ToM, WW C^ P̂??7?
*T3 fl'si,* *f7I?̂  ( S*r/?s‘?' ’TW'T. ? 4? 5F̂  fcffi%izr 5¥fY ^ <//</fl STTr’l^

wi:® ^  ?o?tt * r^  arr*m rfCT̂  ( ^  cv,
ĉ miL-î î >s^wr 3T?i*T /%t!? sfn ^  ^  m w ?  ®m ??r/ î sF̂ r w ?

?r<rt&w c?ft ^  «; ^  i

c'i'̂ ic<̂  ^  c ^  T « r^  ^  ®7i*tt i ^vs ^  u(7? w?c*f ̂ sTt̂
■̂ fww '5it.'*‘?> i^rww atwiiSr*? iPo5? TO? / a?7r»̂ 'at-jfttw srf®f5 b?^
twr ?nffC5 w ??7? isw vm^ ^  fe  i

JJW ^  fJrT7. Str/̂ fl'Y fif'Wvs 5H, PT ?i*T, “iSĴ  ■'f-fl/fl'gC'S? ©̂ *]f *'
«/s(C,®7 ^  WI'T??" ZSw/'-i/ Trf̂  ^  ?feT, “a/Tfif ’R’RjS WiVr(/i/ Sf/If>£« *!rf̂ ," /ww/'Tf/ ŝ**Y, “jf5  ^
7T7”-9^^ vî 7Z9 ?®Tî  ^Kul VfĈ  Ŝ Z17

tS? Vflc<v ^  W(55 Sw W? ?i? i5JW o;<n<j't 'fT I f̂ TP TWiT *4?* ‘StNiifli.'i

r^fwoer; tsw ^ s

Capra ■’T̂ PTiretsfi <wrei i î t̂.*t rsixTii fwtitsi erenr tgrtui stHT® ti? i 

Wwt^'ji ^^nT»r^ fSeparalion anxietvl

v ! ^ ^ f v S  ^ f f jR ^  m ih ^  c s c ^ m

'AT'ji&Bt'i ̂  WTW ^  fw u ĉsTTjra ©ĉ '̂OTsn p̂ĉn i tw o  s r# ^

’TTOOt ^ * t  'i|<l̂ l?l ‘T-L'aiUi afilsS?

5̂̂
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rvslHH ifltWavli 5i;f^ WC?7

4 ’'R t5TKTy ■̂ ’<t*isnui« TTH OStft? fv'Sii,<l?

sit't) ^  ^fi) VW <i>tfli?

^  v ? n «  5 i ^  'K 5  ■̂ TTCilsi, f * i * ( t f l  ■'TW = IS ^  'ii'S H  C 6 t l  ? T 9 t 9  * il 'Q ,

jj’TS! f% cisnns ĉ iT(3i 5RH73

(Spfuific Dhohia)

Vf^^(V'F 'Sjfi t?? S R T nfip fB  ̂iWiif Rratf̂ I <pĵ '̂

c«T!n̂ i c^t^ 5̂oni f^ ^ t iii'e *n dsmw 'fTip'psrw ŝsTTPrĉn t o , ̂  t*pr ^
51'3 «T W1 i®tC  ̂ (.'«|iJt(,<i> fW 5 ■’FOI I

’RtTOi w ’p  ‘̂C'oiiJi a^7

4 '^  en t̂ Tirra t̂̂ T̂Enan̂  "iiK ̂ TR  ̂wts? ■’jf^ f’FTTR?

^  ^  ̂  1̂  Piŝ  ^  wmts 'iw  <si‘̂  f^ csti <>wcy ill's, ~ŝx
csTOu 3̂W?ra csrn»ti T;*fRrc57
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VM î̂ l'Bt<!> kS/S ttfif W t T C V f B ^  CffWf /Sbs/W ̂ 'iTH

r$T*n? ĉ FiM ^  5tJ*‘l‘ 'Jn,v4><i‘ [h-'j-vi'T ̂ *3 '*n ^  cslilit*!* *TRP‘T5IW J3wTCVĈI 'PLfl, ?1 (.<l-'\*i
fe f^ ^  *i-<icvs tFt« ^  w i ĉ rw rsTsnw f̂us i

(Social nhohia)

rir*ii<) «tfe c«t=jr3 ^  <flwTPJwi

i^.’to) mcroi ’fTin*t M<->(i!i 45PI 5fW)f5i-Ti sr^?

i^*}8) «lf^ trsroiii #55TOT3n? ^  <5iR'* ^  f̂ «i(,'i?

Jfivife'fl' ̂  tj;?! sp?T?t -̂(.4(.aii? «m:̂ . ir̂ rsi? mr? jjiw fti c ^  fW=t ^'s,
k!)5R r®TVT? m?ra c t̂c^ f̂̂ tus cntiac??

^trowaiygT/^tpK^^::TL?5^^(Panic/ai;orai>hohia)

7ff̂  t?? ̂ p̂ ■̂ i i W O f H J  '̂ Ciî pfS ̂  ^  fSr̂ MJ ^ir'i
( t^  'ifS in  S'diy? <7 t̂T •fl'y

-ii^  ^  ^  TOn I

r̂aKTfl 5̂rr*̂ aj?ŷ  ^ 7  

i^ ’̂ 's) <a  ̂ tsg= iic’ife*!?

ii^^s) uT'jc  ̂fs^, wn<rat*ra ^  pffer} 'iispi ^  sp '̂Ĝ ji f r m  ĉ T̂ fra ^  ^
'TI'3 I

'58
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<Si;>6Ri3I ^  ?1 5*TR1 îSsn l̂t&?

'=r̂ 5W?Ŝ  ?1 onm 'il)*<i f^ CSTOTit 'SN̂ nnaiRl ‘SIW •jji?’* ^RO? ‘*tf̂

Tiiŝ  *53 ’j f t  cspmt <Tw
■7̂  i3iR CEltl ‘?*WCbI f ^ ' f  tfl'8, C5TSIR ĈPT!?*! îlTS

it^Bi ^mic^srea ^?wfjpF gm ( Post traum atic  stress)

«vM:a/tw m f ^  vt*t i ^ w ^ h s c s f ^ f ^  tw  ?r,

55̂  *ii'(Pt<T' 'SITSTTCSTS? iTT*rf̂  5Tt'*ni î5̂ nf5 C'swtfl %?wnr̂  n̂cit c®n;̂ '3 lyft•)(,*! sr*] ^?ra 'S^
I CTRT9 ’ l^ th  ^ ’T’T̂ CCm 'S [^  ^  T̂ TOT? W W  I

i ^ 5 ^ )  s is t t  sTH'Pi 'Ti 5Tt'*(iI <Pi-!i(,'1 T5TS1? x f l^ 'S  (7P P I ^  ^  '^C51

Off
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-ail J[t*l "VUafSl SPPB?

i^ac) ^  (,'5!iilS lint's ■JJW *!Jl̂ '5 <P5Ĉ? 'P5̂ , r<«i'oi(,<i?

^  ■Qisifl BR5 <'C-!l(.St? t,*)**!-!; ■'tC^ •^••J if liR  f ^  tt>?l <PWC%1 WT'3,

ii)7{? C.'iHlfl ^<J5(R (.̂ •ill'll ‘P'St'S t ‘*TL!l̂ 5?

^̂ ~5! <i ^nTgpt^ ’gTTEfaq ( Obsessions and compulsions)

vf̂  tf ^vmvSf ^  ^  hv cs f^  am f^pft

i^5 i) CvalUM ^  ?I<r®l*r3i tfl'S I

i ’V f'i.)  ^*iP51*f3^ 'snS^*! <i T5^TW ® ^ v$T^n<l̂  f ^ ''1 ^  <n iflC=TTr9CT1 T O I C*FC®17

■̂<c&ra TOi'i "SHtni ŝtT5?i‘i  'S Ĉ'SiTSt si^?

vû sTn̂  tnrs •sp̂

^aowi wmtii itr t o ,

î iWi) '=mf̂ i‘i <3 fsw nf^ 5Mra ^  ^  1̂  w  t o  'dCT, ’iw  <sm ^  cett
5IH3C5I 'tI'S, ^  spTCS t’TOĈ?

'5'b
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fG fiic ra li/e d  iinxietvt

'nRfiii 3RT Ujjf BRT i j  f  ^  ̂  (T¥W W. ^RW »yi?

'MibQi TtT̂n*! '̂ <̂ (ni <'04151 s r^ j

f̂ feg t?r*t Sî g?

(.'Oitii'51 '&̂*iH<jMra "STR ‘tlT̂ 'O •j»fl(,57"Iffsf f̂ «i(,̂ ?

' i i ’ R  * p  5 R T  ^  ^  m = r? , U S T ^  ^  f t  Clfftl -)-W C5i 1 ^ 1  Wl'3,

f t  t̂ Î I [<1 5[<r̂ H (.•fl'K.'tl 'if̂ l̂ vS't

?N^a^ (Depression)

^Mi.'ti ‘̂ 'H i'iSF cv f ^  cwJU

i^w i) tstro cvfificsî  (f̂ iT®i, ftoT^t}) ^1% f̂ TOi umra 'siwc^ *tfci‘t t

0*1
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WBtifiT -G f̂fwR ^  ^  fsrrĉ ? iŝot - C'Sî ra w ife . tVcff, "gii,
pTi?St?t affe -^K  r̂c®fFP '=i?ni®^. ‘*f$rf^, ftw ii ^  ^  I

't'S 8 »rc9, (̂.-sî t 't’Vl’lI'T'l̂  ■jft i£l*l'l'»i 'SITĈ?

"T̂  8 5f«Î  TO, ^̂ CbO! W5T61 spjiu?

ipw >£}? r<lflfec<l« ^  f̂!W QiF i(0̂)f5>1?

^=rwiR^ '%%^" ^  ^rsfts cswra p̂-*fCTi ^  <htcts. ^̂ cin i

ĈsTEH PJWTSr ̂  'SfWR ̂ RTfpri f^ L'ofiljfl ^̂ T̂OSt?! Trî l *Jil̂ '» ̂ C5? ‘PCS, î «IC<?

i^w io) i:« i^  irrora ^  'sim ?mR?n ^  w?) ^  Pr ^  <srtwi. ĉ wra ^  5̂ir  Rp c58i
f ^ i  tii'a, usm 'Sifl3(ifl tncsĉ ?

ffaBqct|jTtf\&von< rHCfl;̂  T fe  WT ( Dclihcratc .self-harm)

^  ^  d}̂ ! ^  c s i^  f ^  om

L'ai*iifl tT^̂ afCTil̂ 'S'sM fe i?  ^  ^  'srr^ w i, f̂ "v  ̂s js^ 'ii?f'>i ^̂?n?[ ^  'srtRn t̂ iv̂  -stmw wc*m
^  t

Ob-
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(H vncrac liv ilv )

^  15? h v  c s f !^ f^  CWW ?y, f^P f!

C'tiyw W f® i^  Bwsrai ^  VCTOTTt^ -aJalMiS ^PT3t«I faWrfl ^P’fC^ ^ntiH w?Tl I

q ^I>7nr^ (A w kw ard  and trouhlesomc behaviour)

^hjihfii’9 5¥75?̂  iff? 0^ /S? onu?y, f^^n? wiM

lTw5 '0 ^  I

'iflLOtft ■*fT91*1 >Ji*iî t*i (5? T̂̂PTTI ‘I'L̂ lI*! i3'i*5?

usiitifl lij? 'Jiiyan tfii ̂ 5?̂  ̂ êsst) ’f f t  1% ? "̂ ifw TO ’iiK^, w m i ^  cs%i 'ri'a,
>£|Tfa) f% Ĉ̂TĈTt tnCiTO?
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iiS  cs om 'srwf cvfS ^  fmsmt

i^?5) CST5H1 ■511 w'T%3 ^  f̂™h ’ f*rD  ̂"STĈn ĉ»r i

^  c<WT yre 'ipw w m  ( I.css  c o m m o n  t i i fn c i i l i ic s i

(7*11179 ■*n<iT3 SR'T̂T? 5tiiu *nr?? f̂iw? ffsi ^  'ETC'tii Swt'is 4^*t5?

i ^ S v S )  T T S l f e ^  ■ 3 I# S  C 3 W T ?  3 ]f5 ® X 5 T  5T*»TP^ S R IT 5  6 1 ?  I

î L̂ fS) ^  f̂ TT:?! (ToTSm) ’ PMCif 5̂tCin 5rl-tw 5 lt I

^^^0 ^PMC  ̂ (The interview in general):

cw; (tf̂ spT ̂ ¥ww?4'9*w# www c»rm jcw? i?w  - w m iw
^pif^/f^r7f$if S?w ?r c^tH/vma ®7? w  cvwt/? *ftii:^v*{
CaŴ  937 /
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^T^»; <} 3Tv  ̂ ^  ĈEWW ^51^ sT:( %smn i t£i?ra ®n?n ̂  t ^  jpnc f̂
51? I

'5K9T5T (Strengths)

ĈTTJlil >i<infC!! ®IPT1 ^  ^

ToJ-yv̂ 'an.'ij "lip5;̂  flfT" Wi

i)

4)

'=)

8 )

«)

T5;'5p'Si«iC'‘i

i)

)̂

S5)

8)

ff)

8:

Dhaka University Institutional Repository



Page -  383 (383-387)

ANNEXURE 8

Bangla version of the Household 
Questionnaire (HHQ)
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i  &*P11Vir&4 ’3?ikv^

e i* ilt(H  

f’TOT? inn 1
urai? î rn !
ftw il !

’tT’ f '5W CVrC  ̂ ft’fH I i

i:̂ S
C?f?1=S ir*tT!3=5

j.'^ 0'W ( 'ifs-^ iif_^d }>Ps^^ )  g

'7f(W Ki)< •ra't S ----------------------------------- 'S ^  =  1 c^l'<l =  ^

•fliĥ jw Ĉ W 3055?
VI ^  =  o SiH =  > i l t  =  o 5H  = (s p |i'4  n?->in)

’ t M =  » t n  =  i ^  =  O 4 n  =

•fj =  o 4 n  = (SffSS J t x ^ ) 'STFT^!^ J1J ^  =  o ^  = ( s f i i i^  j i t ^ n i )

W i ' i • ft =  0 ? j i  =

f*fC?I ?T ?P7 TOH/ STTff̂ S ■cvâa" OTCT OT̂fTT >t*)<'fj ?E?T 5751 *7W(3

OT*J ----------------------------------------
eflRTpTg iri'fi ^ 9  ___________________________

-----------------------------------

(*fo?i tffra (̂̂ jpi j-

X'>

es^ t

ci^  f̂ rsi>L̂  s

Tt?T ̂ ff3RT«

?̂»mrs! = i 1^ =  ̂ ĉ î ; = o = h -n-iii-'i -  4
>i«ns = i  5i«n:3< jmm =  ̂ jiwcs Jî sstrcflfl

= 8 ŝpbtkJ (,h3 — II

[iTiwjvs = 1 VK̂ inn*!! = o

Dhaka University Institutional Repository



«t = > a i = s

Ijfff TTO Îtra*!; iT>T® = i  '̂ WIWI = i  STf'ffl* axsfi - t5 5̂̂ VTiin =. 8 = 3- = &
Jlf*i Hs Sicinfffs <fT5?s ssTtsfl -----------  ff>i = 1 f'ig.'<KpJ’tRi = a <rri^ = *

= 8 a»tii»ii =  (f

T̂C9R mtffcn S*TTSfsis __________ CTŜ -nra = > nrrr̂  = ^

> .s f^  JW •fm^iSls f'-wsTRf T}!)f

I?̂  * 1̂ =  S = 4 = o ‘SPfl 'iil'ajlii =  8 C*TTOt1 j

’'rfni t ___________  ■ijfirf^ =i f* if^  fii^ sjiv(fii5r' nifm c'R =% *t>Im c'm
«W(S'i fea 5n»nt̂  •‘itfra r*tu = o ’t̂ iti c*î  ^  in»n!V̂  n̂ p; c't̂  = g
^  i n * i ) f t ^  * r t n i  c *n i f e g  ” r a ^  =  a  * r ? K ®  * it f r o r a  c 'r e  -  &

urafiw Ti:?ra (iiprariTife® 4ii tipa)________________________________________________________

= i ^   ̂ w is — ------------------- ~ —— —̂ -—

*1̂ 1! 3rf^if^=s fn f^  T!î  ’■nfrg ere TCiiiiffi=̂  sfi<(ffsw c*ni ^  wrnf^ »f% c*ra +C‘*'if-;=vs
w*)rfê  *f=Jra c»f5 ^  mtnfcr. 'T’frn c*ra t̂wif-i =8 \&» in»fTfiî  *f<fn] c*m ^  'i k̂ ^  "itiTtiifl f'‘'m
c*ra = a  -^ictn! P'W m  = •b

t^ns &i5>?j = i  '*ft -  ^ <iii<̂ i = >5 T = 8 at'tu**! = tf tWR5 = i

>lf̂  iTPAI-̂ Bi if^ L̂ 'i‘151 CHI(.?'!? ____________________

<,'£ti\̂  '-iltTT̂ni T5C5̂ ? ------------------------------------------

j.i!> gCT? Bgzar CTTO 
= i  ^  

r-WTil ’T^S _ __ '3[f*ff^ =1 f»rf^ fes arsfftiT' n’fre ere »r<fn:] era <i-(.fl(.s*i f̂ irg
5n*JTfî  >̂wi1̂ =a intnfei ’T̂fra c*re ^  *rtra c*re «sa;^ = 8
^  sittfifsî  'T̂r?: m  fi?£® 'T<r*r?t n*ffc?Ri era = tr *1?^ ’T*frtM f»itM era îrrnŝ i -  *

C’rrt! = i  ^  ^ = o -  8 îRTPrr = a cjm̂ i = i  ^

'llf'̂  5I!I xlit̂ Pl SC? tlflU 5ii(,̂ »(f

* ! O i ’im

s^ = o ?n = >
PTW t ^  = o ?T1 = i

uJMfe*pt 1 ^  =  0 "^ =  i

*riffl?ifiRs Tsrni

; ̂  = o

tCWrvî  * 5̂1 = o

5H = 1
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>£? ■ai'̂ in̂ i irn̂ nn ^ 7  = o = 1 ^

s j)  -a?  J t f lP f l  f l 'W W W S tw f l  ^ R J  ^ * t^ e ic > < .7  ^  =  0 =  i  =  ^

'!) 1]^ n̂’wr: (*rog irc^ g^i aforrâ  mts winPi ’Tf̂ sTc?ra ^  «rorn»
^  = o f'li'jCi “ s ’i((,»î Gi = ^

O r*fĜ  Sffe f*R5T̂ rM5 *!(.•(!«1*1 « WiD?l‘t

■̂ PTOTI f? '!Jl'>RRt >TH(l?l*t C«It̂  fera ?TW1?

= 0  w tw ; tn  => ^  =  5

»t) 'Sfirf^ ^  W if fU  3Ji'wra S55»l ®^n ^  <5TW ’Jfe C^niRt ?fr!J ^prR. ’ ifiiG  >S1 ^•fra '1 r»f'a r i 'i'J i^

'STCiHI'H t*i(,»i*ti? '^t =* ^  => ^  ^
»i) ^*rf^ f̂ 53 c5twNtt5i •nfn̂ Ri TRjfTRi 1^  ami; otjptprj ins « f6f^*n s r >aa; ̂  'ts, <?r?

^  = 0  tn = 1  ^  =  4

1!) T)nR ^tif^ '>TĈ 'e’H PI ĉ inrni Jrn:66 ^  ̂  sfH ''S}i*rt<! ft* ^  5̂ 17

5J1 = 0  Sf!“v f^  ^ji =s = ^

5) n̂vrf̂  fî  ̂ oi! ®R "f^ 3fR3T'i Lĝ t ^i! piw «n:^ 3ft« £?nn

^  =0 wisiĤ  ?Ti =i ^  ^

S 'jHliJim* «(*iJH)

!̂K« nn̂ i jî 5̂?T5 Ttnn'i ^  c«i. Wrs S'ra i*rf cwi t >pi (r*TOfl ^ )  •vrfli'i 1̂)̂ 51̂ ^
■®1 fiws'l srfv̂  SstiJ

i. 3irira] ifl mn; ®̂n ̂  %

*. fŝ?iT3 ^  ^  *111̂ s
8. •E?-51*nS (?T? B
ff. ŜRi Sp̂  Ifrffl 1

'b. o t ' i t l ' i l  i

(S!<N1 W h ) ......................

^ =  i ^  = 0

^  = i •n = 0

^ji = 1 ^  = c

in  = i ^ =  0

5n = i ^  =  0

«n =  i ^  = 0
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) r*W ^  ^  *tTt?t ( 51T*TiTRI f‘ fC i f l t / P T w  OT’t ?

:^ = i  ^  = Q

irfti in  atJPPf? -̂Tf̂  rflSfl'Sr-ifl 5Wi ? f 3 /w  351^ fkus •T7I?=?J

i ,  ’ 1 ("K 'uf^ ^  " trS iM v  '* i* jt 'S  '5 F ^  I  5J1 =  1 ^  =  o

5T5 s tn = i  ^  = O

'-iii'tjvi s !T = i  sa =  o

I) 1J1*RRI T̂O ^  1̂ (,ofl C*I t̂ <i(,**i 'fl't'15 •<!|<?l'9 = Cl <)5(.'fi ^  = i  •liPi *ii'̂ 5̂TL?n3’C!

liTĈ ^  <iifl=o "̂ STR ?ra=B f̂ tW til̂ <ii'i=ff fwp? <tsî  [*i=\S#

5 ji^  <iii5;?C'Jii 'm*ra 'jp iw * fsi^ i f i i  j*

(i)fi?<fra[?,..........(;i)t:iFW59!,.......... (is )^ w ^  ( 8 ) ^ ........... ((r)^iiOTî ^^........... (sbî rti..........

I) i .  *P5 ‘ilIW>)fii[ îs -̂ w-̂ jl, W5^*l''f5 ®'(l "5[t*FtT? t,̂ tlt»ii<i'?ii.‘ifl •̂ l̂4j’4'i t'lf.fiW ?

^  = O %I. '!•']<)>i?f affeSR ^  ^ TfiR^ '8 **<1 2jfoi)i*i t'ltW' — 4

5. ^  tn ?n, "SRî i c  ̂(TT̂  fiif.'fj(,̂ *̂t»

a i'a 'i'fl ( * u t t^ ? s  ^ )  =  ^ ^  « i* ( i ( f * ^  C ^ R n f^ )  =  <Tu?[<Tft

(3T̂-»r*RT51 CSffrf'')?) =8, = <h = iSs

4, 5Tm i iTiTn 5rar? ? .................................................

8. *RITjM pnjT?i ...............................................................

ff.ifl 'fSPflRI ■‘Pifn.*! 3n*PTRt f*raĉ  [,<3‘k*fl !^ = o ^  = i

4i.il jRTTTra ^^n*t ^*Rr3 ^  ^rafe? tr  = o = >

 ̂ ’T#, ‘T[?nFT?I 5T*TCi(f Pr$T*n^ 1^Tf^ 3!T*n5T!

jo  <Ŝ C*ri} ‘Jl‘}!»tlcf/i} <S!*ij 

?f) - iif^  c?iii r̂c=t m, xyci)Rit*fT 5?-5i*ra ■n%) f=n?i ^  ^  ^  t ^srn:̂  ^

65$-5i"T5 (wfiSifipp »T!%} csrars srppt?! (?i? I 5ic^ ms? ^  t»W ’P̂n, cw?- T̂fi=f?i

>TTt« C'̂ Rtl® ^  ^  C'fTtTS WtJIH W v 3  *11% C'rait I ^  TtTCSI JIW®, 5 1 ^  T̂l 'a!iC*i-ti» dĴ t

WPRHJ ifitsf7 ŜJW! *fc® C'H'iH) ■isrTmifS JTU5I >£t̂ ira = j/ '-iilW-iRi JfTW *il̂ r5\5 =V *?? =o/

WTPw =8

■»i) w? ’TOis tTi, T)^ sn?n ^  sf*tt5ii ^  I w m  ^  n̂sfHi'ra

®RT ’ JW a fifcm sf^ t '511'^^ i s f f ^  '5tit*n ii ’>5T̂  " ^ A  = i /  m m t r a  ’ TK'»i ij^ in rs

=v ’Hisit '3'̂ pins jt3 =a/ isn^ =8
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ti) fe 3î  ^  sr^fi i ©t^rrii ĉ ĵ ra vt:̂  w i

f^ ifi C’lW w i ^  ^̂ jrcs ^  <s  ̂ uC'iipii’i î niTii ■̂91 fl c^ I !sn*ift ^  Trrcvt iain^? 5**^^ STSFr-iti?

!̂5T̂ cv? JtiW = i/ ̂ h ifltfl 5jtw =V ĵ5at(!•(<! i3??5r5 =0/ f^ enfcn =8

?f? f^i^i'sin

>̂ lil̂ i’jii fS'ra ̂  PI, fwTO*^ft“ntfr'iuw (*rr$T^ *n^) Ê n̂  ^  c-i’w

TTtTIRI-i’PL'IT^ifW 5l|-tfl'tl5 {'Ti^fro c^ 1 'STvSTfl "̂Sn f̂en <*TW

ĉ rsR̂ fl}'i?if! ’Hisi c*t*ic3 ^  c<̂ Tc* ^  n̂tfKu ®̂K?f5 *n% Titsr̂  t ^*(fji Jtrt̂ t ■371̂ 1?

fJ)(,S/of(.*' vftsiV ĤTi? 'TĈ ^V) Ji'Fif« =1/ ailCV̂W >i'5wi,»<fi ?il̂ ?fi

5f7P(5 tif̂ nrs =5/ f^ ?«TCT Bflf^ =8

s )  C5('ni w t  w , 'a iB< ii^ t^  ^05=1*1 ^  ^ s tr m jr? : s n ;^  ^Fin w 5 i 1 atiwvi irfra ^ti:^^;. 5̂7t?ri

^  5iii'i^i^iriii smt5Jl i 'sn'fN s !f^  ^  'sn̂ nii to >iî irir$? Stfd'ttfl = j/ 5̂rr??T7ii7i

Jfttst lil^sire = ^  ■i^wi.'iK nnCT =s/ <tfi'i,*)i «ff^*fl = 9

E) W'W "VP fl<(.-(t*i C*l, f̂TĈ  ■elfli ^  Wi'ii^i 5T<T’5i, ^  fSfW 'ai(.*'̂  Ŝ f?)

'4>Vtl 4 0 1  >Ŝ  1 Sl4l"1Tii'l TI'tR  <i i?L'!1 'SHH ^  ■$! wini^ u tr-R i C ^  ^

tfa c«rt=? '&'tn4 sjraisi'i \ 'snrPi ^  >frĉ  jĵ sTr®, t̂i =̂*rgi:ira îksi «£î ira =v

sT̂ RRmi >nw Jiws =V ^ s T i 3 i i t ?  =«/ ŝrwi srPwi =b

• t f^ ’l

5F) Rist-'in^ BRt iĵ ts 5ii'n<i't3!H '5ri*Rra ttst

•!j? 5l!?n -  1 i  &?l*r-n? = O = 8 "flWI*! -  <t

^  a?5̂51 (vif^fiiuTl) _ _ _ _ _ _  (»1) 'S ^  (f̂ 'OTWTH) -----------

H. l(h P l-» ^

airiifi CT ff' •!rr!?;?i.«flrTiT:5 w w  Hfes ms?

3T?i C5=!̂ *t̂  <3 ^  r-it-i-f̂  Tp îiivi (.*ii5î iiiS*i(.'J TOiĈs •sr*?(r‘'rait ’•rr^fe

■*tfe •lit'̂ C ■JTJIH ^  “o ’* <i(.-̂ t.'i I

f*(fiiiC5

o i %

V >
V
c*ra
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firCM ^  ’Q '3iTLS '*TI sft«T>C'0 ■'ITO I aii'4j<}'K> aHTfl? 'SRT ^  TI ^  'JC5 ( Z ’ )
1 W I *5^  v30 S'*T? rSra  5<j<i 1 2f*t'OC*1I<5 5'6?1 (.•mi'S '’ T^TI ^HTI ■̂ (,<J <Pi(,'<li

'SIIW IbHl ^  I f‘P'!Ji(.< (?iTri TO ■®1 ■Jll̂ i '3IT»ff̂  ^  '^fTi:^ TTI

c^TC  ̂ĉ TSK̂  I 'sn’Rra csiTri ^  i5 if^  ^rn:^ i

Self Reporting Questionnaire (SRQ)

«rsf̂ '5i(»r in
i . s n n t  ^ n«n? i«n □ □

f V w □ □

-s. ’5n*IW[<l «ĵ i.«i<i ■H«i>iii 5 ^ ? □ □

8 , 3 r i'*1 ^  • îScCei'!. ^  * f R ? □ □

<t. Jci'c □ □

'b. '5 n * if^  ^  T O .  ^ T I  ^ □ □

<H. □ □

br. (.<f'j(,*ii i<i*sc<4 it>'Si <r‘<i(,'6 R> ■*i*i''i)i □ □

>6. □ □

i o . 'sri'»RT^ f^p ‘t 'i : j i  * rn i? □ □

i i . O iS K 'i. '* !  c n t^ i '5l1*|fw R i C<J1»1 ‘P C iR ? □ □

C<»X'I| I1<)(.<l '4 II'1 'ii< i <'iC5. 5t,<j? □ □

i 'S . l<?5 <D1^\5 ;^I.C«? □ □

i 8 . w i 'j i . ' i  «j>l<j<i>'fl '^1^ ‘M  <Jl'’ IC 'i 'S ll ' lf^  R ' □ □

i f f . '3n*rf=^ f%  o iC 'K ' '■s(W^ ^ im c o  (.<f(.«l(.(?'i? □ □

i 'b . '5H *rf^  1% MC'Sfl.'I' ‘ 11^*1 *(C*1 'J 'W 'i? □ □

ft(.'3ii5 ili< i* iC < ' C”*!^ ‘ l̂.■5l Ib '8 i * i ( . i  f«P <T‘'«lC'<l liJL-K-?? □ □

b lr . 'sn ’ if^  R> >i<j C T *) □ □

C *rt5  ' 5 P ? % ^  5 ^ ? □ □

^ 0 . ■nicC'sl^ ^ l '3  ■’ICVS'i? □ □

IWhr'siim jn
i. '5n<T«iI«I •jL'I ^8 ClJ L'T'S (.<PI'1'0I(.<5 'Sil'IWM (.o'El <T'<i(.4? □ □

C<)1“W '»I"'1 cni"i‘ iJW <>W (.tx.'j'Q <ji'a>? □ □

'S. ib'SH) (.•‘I'C'U <ll«ll <1 v3('5(|»lR'q> (,«pHR>% ft" □ □
8. OC^C^ HI '1(11 cSTiW î '11’JWl? □ □
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APPENDIX-10

Letter of introduction to the parents and teachers in Bangla

1 |H 5 rs

HWiWW

C3#c*pn

n

’ i w t ,  T im -io o o

S(S /  ^oo V lr  ^®Tl^

f»T5PI?51 /

C»W GmTSC  ̂ fsPSf̂ vflMU Pt f® '̂TT®T»t) '35 «IWT«!n »̂TT(7tCT5 ff->4i
■JT̂CsRi =̂51171̂, '3(15̂ 1, mnfwi? in5î  ’5Cs I c ^  7ti(T̂i »ifen:iRt ^  t̂ rm

I

1 ^ ? I  Sfl'iff^r^ 'G £ (t fB  ■^CB  ̂^  V3 ^  I C5f BRT ^  'SFI^'RTai^ W 3 F 5  ^ 0 ^ 0 1

^s rw m rft i ^ 5 ^  ^  '3ir*iiw< ^rfii't-rs ^  >î cni('i'i!̂ j
oiTsf^wcy ̂ sr^i) BtHifas I 'snn̂ fTPrs (?m ®ĉ ra «im«} i

r-RWK 'Snfel I .a t is fk ’l i l  V»TT7R1 <?iW? I ’ IT^R H
wif^ n k ^  xi)t 'Kf̂ '»i «H’'RTc»ra '5î *tsf̂  .3^  ^  1 

3̂n7T*I »T̂ r=Trm« —

isT* (̂0̂  ‘((ii<>‘
'fliiloi'is'

^•5’5 c ^  «̂?<i c*ife;^
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Questionnaire fo r Informed Consent tn Banqla

^ I tjQ̂  W 'lj r*!, ’® n ' ^ ' R i  ■ '̂»i»((.<?» *ti*ii>i<ii

f/PH (̂75 ĉ*i*̂ t, ^  f̂ T'ti® ^

v51 r̂ŵ *TT<j ^'t«i 's fi^ f^ / 'sn̂ Hi<i <n *n?i
’JiTTs ^  ŝirrrns ^  ?rt, lii

?n

Q I n̂;T5=n ^  ^  w r i w sr^ 's ri'^
-JT  ̂ ^iflr.^»f ? ^  =tt

^} I 'S it*! W T  SIT’ R ra / W izvS  iTrt^nfiR^rg ^

^  "tn ^

hr I ’>|[,<l*l'(l ^s"I <2Î C*t̂  W n  '^^T îTC  ̂ "SISHl 5T1T5P$!

>2 ? :tn ^

jfSThs ^

1st <3 '^ 'f '<{^\ c*n?:?i s ^  'sipiiT?!

7 ^ ^  2R!pt| ?pgf̂  I <pi:if ^« { ^  c ^  ^  CMtfi ^  arsi%5 '5?f̂  'si?ra

'3Tŝ i5̂ ,
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ANNEXURE -  11: THE STUDY IN PICTURES

..- • “ •'Ip

p; f'v

........!*‘* ^ ! l ! l l i i i i i i i B B B » E E P

l l f e l i v B B l H I ^ B 5 r

........................................... » ! ■

Bangabandhu Sheikh Mujib Medical University {BSMMU), Dhaka; The study center

Department of Psychiatry, BSMMU: The clinic study place
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Photograph of the Study area

Crossing the ferry towards Nawabganj Nawabganj: The rural study area

Mohammadpur The urban study area View of Mohammadpur from the top

Ring Road- Benbandh of Mohammadpur 
The slum study area

View of unhealthy environment of the 
slum study area
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The Research Team

Inaugural session of the field work at tine 
premises of the Dept of Psychiatry, BSMMU

A view of Researcin Team meeting at 
field office

Prof M A Sobhan, Chairman of the Dept, 
formally opens field work

An impromptu sit-down of the Team

A Group of the Team sits together A group is busy in work analysis
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Team in Action

A group of Field Assistants in a close 
moment at tiie rural study area

Field Assistants move for data 
collection at the rural study area

Field Assistants stand together 
in urban study area

v U '
I

1
r r

A Research Assistant stands with Field 
Assistants during 2̂ “* stage data collection

The Researcher along with Field 
Coordinator visits slum study area

A joyful moment during data collection in 
slum study area
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Data Collection

A Field Assistant is engaged in interviewing A field Assistant measures height of a
mother in a rural house girl in rural study area

A field Assistant sits with a mother 
at living room of an urban house

Field Assistants collect demographic 
data of an urban household

}

A Field Assistant sits on bed to take 
Interview of a mother in the slum area

A Field Assistant collects data in the slum 
household
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The Researcher in child assessment 
and training on DAWBA rating

The Researcher assesses a child in the 
Child Mental Health Clinic of BSMMU

The Researcher sits-down at the Institute of 
Psychiatry (lOP), London during research 
training

The Researcher engages in clinical 
assessment of a boy in rural study area

3

The Researcher and Professor Robert 
Goodman the author of the research 
measures engage in clinical rating at lOP

The Researcher and Tamsin Ford, Clinical 
training fellow, are pictured during research 
training at lOP

The researcher sits with Helen Simmons. 
Clinical Psychologist, during training on 
on clinical rating at lOP
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Seminars on the study
First Seminar held on 21 December, 200 at the Milton Hall, BSMMU

The Researcher presents piloting data 
in the seminar

A section of panel of experts in the in the 
seminar

The Participants in active listening A section of audience in the seminar

Professor HidayetuI Islam, former Director 
of NIMH participates in discussion 
Professor M A Sobhan chairs the seminar

Professor AKMN Chowdhury, former Head 
of the Dept, of Psychiatry, the than IPGMR 
comments in his Chief Guest’s speech
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Seminars on the study
Second Setninar held on 25 May, 2005 at Milton Halt, BSMMU

The Researcher presents the thesis in 
Front of the distinguished audience

The panel of experts and participants in 
the seminar

Professor A A Munib, fomner Head 
of the Dept of Psychiatry, the than 
IPGMR, concentrates on the speech

A section of the audience in the seminar

Another section of the learned audience 
in the seminar

Professor AKMN Chowdhury, Chief 
Guest, congratulates the Researcher
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