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INTRODUCTION TO THE MANUAL
The Manual for Design, Implementation, Monitoring, and Evaluation of Mental Health and
Psychosocial Assistance Programs for Trauma Survivors in Low Resource Countries: A User’s
Manual for Researchers and Program Implementers has been written to assist researchers and
organizations developing and implementing programs among trauma-affected populations to
(1) identify and measure the impact and prevalence of mental health and psychosocial
problems in the populations they seek to serve; (2) develop or adapt appropriate interventions
to address these problems; and (3) measure the impact of these interventions. The Manual
consists of 6 modules. Collectively, the modules describe a process of program design,
implementation, monitoring, and evaluation (DIME) that has been developed and used by the
authors since 2000. The modules may be used in sequence, to follow the life of a project, or as
a stand-alone unit to address a specific project need.
•
•
•
•
•
•

Module 1 describes procedures for a qualitative assessment to identify priority
problems from the local perspective.
Module 2 provides guidance in the development and validity testing of tools to measure
these priority problems.
Module 3 describes population-based assessments to gauge prevalence and severity of
the priority problems using the instrument developed in module 2.
Module 4 describes a process for overall design of a program to address the priority
problems, including design of program monitoring and evaluation.
Module 5 outlines the selection, adaptation, and implementation of interventions.
Module 6 describes procedures for assessing intervention impacts.

Definition Box
Intervention(s): Service(s)/activity(ies) directly benefitting the client
Program: The intervention(s) and all ancillary activities necessary to support the intervention(s):
logistics, finance monitoring and evaluation, etc.
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LAYOUT OF THE MANUAL
Modules are presented in narrative form, with extensive use of subheadings. With the
exception of text boxes, each section and each paragraph is meant to be read sequentially.
Additional material that is useful as examples of concepts or expansion on subjects discussed in
the text has been included in text boxes. Examples of study materials that may be adapted for
use in an actual study are placed separately as appendices.
Throughout each module, you will encounter a series of symbols and boxes set off from the
text. These are meant to draw your attention to an important concept, example, or
requirement:

TEXT SET OFF IN RED BOXES WITH THIS SYMBOL INDICATES THAT WHAT
FOLLOWS IS A CRITICAL REQUIREMENT OR CONSTRAINT

TEXT SET OFF IN PURPLE BOXES WITH THIS SYMBOL CONTAIN REAL-LIFE
EXAMPLES OF THE ACTIVITIES DESCRIBED IN THIS MODULE

TEXT SET OFF IN BLUE BOXES WITH THIS SYMBOL PROVIDE NOTES AND TIPS
ON INFORMATION PRESENTED IN THIS MODULE

INTENDED USERS
This manual is primarily intended for researchers and groups responsible for mental health and
psychosocial interventions for trauma-affected populations, such as government providers and
non-governmental organizations (NGOs).
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The methods described in each module are intended to be within the typical budget, resources,
and time constraints of organizations that normally focus on implementation rather than data
collection. The approach is designed to be used in a limited area among a population with a
homogenous language, culture, and similar circumstances. In areas containing populations with
a variety of languages, cultures, and environments, the approach described in this manual
should be used separately with each group. For this reason, the authors have focused on
developing a process that is rapid and relatively inexpensive.
This is meant as a ‘user’ manual rather than a training manual. It is intended for use in the field
by those who have previously received field-based training in its methods (or have similar
training experience) and are now leading teams in their own sites. Such persons should either
have some prior experience in qualitative and quantitative data collection methods (depending
on the module being used) or lead teams with persons who have such experience.
The authors have found that even with prior experience in data collection, individuals and
organizations attempting to use the methods described here for the first time will have many
important questions during the process that cannot be addressed in the manual itself.
Answering these questions as they arise―and developing the skills required for using the
approaches in different settings―is best done in a field-based training situation, with direct
instruction in the course of supervised use of this approach among a local population. Even
after training, organizations using this approach may want guidance and ad hoc assistance.
The authors would be pleased to discuss training and technical assistance with any interested
organization or individual.
The manual does not contain detailed descriptions of commonly done research activities, such
as quantitative interviewing, partly due to the expectation that organizations have persons
experienced in these activities and partly because there are many other manuals available that
describe these activities. Instead, the manual focuses on research activities and methods that
are different from commonly used approaches. For example, Module 1 contains much more
information on interviewing than the other modules because the qualitative methods used in
Module 1 are less commonly used than quantitative methods.

THIS MANUAL IS NOT APPROPRIATE FOR ‘OFF THE SHELF’ USE WITHOUT
PRIOR ON-THE-GROUND TRAINING OR SIMILAR EXPERIENCE. THOUGH
WHAT IS PRESENTED HERE REPRESENTS WHAT THE AUTHORS HAVE FOUND
TO WORK WELL TO DATE, FIELD SETTINGS VARY. USERS OF THE METHODS
PRESENTED HERE NEED FIELD EXPERIENCE TO INTERPRET AND ADAPT THESE
METHODS TO DIFFERENT SITUATIONS.
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THE DIME MODEL
The diagram below outlines the steps of the design, implementation, monitoring, and
evaluation (DIME) process described in this manual. Qualitative data collection (Module 1) is
the first step in the process and informs each of the subsequent steps. A brief description of
each step follows.
Figure 1: Steps of the DIME Process
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1. Qualitative Assessment to identify and describe priority mental health and psychosocial
problems of trauma survivors: (Module 1)
Variations in culture and environment affect how people understand the mental health
and psychosocial problems related to experiencing trauma. By understand, we mean
how these problems are described, how they are prioritized, their perceived causes, and
how people currently cope with them. This information is vital in selecting problems
that are important to local people, accurately communicating with them about these
problems, and identifying interventions that are likely to be acceptable and feasible for
local people and therefore effective and sustainable.
2. Develop draft instruments to assess priority mental health and psychosocial problems of
trauma survivors: (Module 2)
Having decided which problems the program will address, we then draft quantitative
assessment instruments to address these problems. These instruments have various
uses, depending on the program: conducting community or clinic-based surveys;
screening persons for inclusion in a specific intervention program (for programs where
not all people will be served); identifying those with severe problems who may need
specialized services including referral; and monitoring and evaluating the effectiveness
of services by tracking changes in severity and/or prevalence of the problems identified.
The process of drafting appropriate instruments includes reviewing the published
literature for measures that have already been developed for the selected problems and
comparing available measures with the qualitative data to select the measure or
measures that best match how local people describe the problem. These measures are
then adapted to better fit local concepts.
Drafting includes translation. Terminology suggested by translators often differs from
that used by local populations, particularly by poor and uneducated people. Therefore,
qualitative data is preferred as the best source for translating key concepts. Employing
the words and phrases that local people actually use (as identified in the qualitative
data) will improve the clarity of the instruments, thereby improving their acceptability
and accuracy. The translators are instructed to utilize the qualitative data to directly
translate all signs, symptoms, problems and topics in the instruments that were
mentioned by interviewees in the qualitative study using the same words found in the
qualitative data. Only where concepts are not mentioned in the qualitative data do the
translators themselves choose the appropriate terms.
DIME Manual Module 2. July, 2013.

Page 10

3. Validate draft instrument(s): (Module 2)
Once translated, the draft instrument(s) must be piloted and tested for ease of use,
clarity, acceptance (both by interviewers and interviewees), and accuracy in the field.
Accuracy refers to reliability and validity, which in turn refer to whether the instrument
gives the same result with repeated use or use by different interviewers (reliability), and
whether it measures what it is supposed to measure (validity). Testing involves
interviews with members of the target population using the assessment instrument and
analyzing the results.
Validity and reliability testing are particularly important with psychosocial and mental
health measures, where assessment is based on the interview alone (i.e., there are no
laboratory or other tests). A tool that is not accurate can lead to inappropriate
inclusion/exclusion of intervention participants as well as incorrect conclusions about
need and program impact.
4. Study baseline +/-prevalence surveys: (Module 3)
Both baseline assessments and prevalence surveys are based on the instruments
developed in steps 2 and 3. Baseline assessments refer to interviews done using the
instrument in order to establish the eligibility of individuals for participation in an
intervention program. Prevalence surveys perform the same function at the population
level to measure the percentage and numbers of eligible (i.e., affected) persons in the
population, and also provide some indication about the variation in severity of problems
at the population level.
5. Overall Program planning: (Module 4)
This includes planning the program goals and objectives and the strategy and the type of
intervention(s) for achieving these. It also includes the development of process and
impact indicators, and the overall program work plan.
6. Develop interventions to address the identified mental health and psychosocial problems
of trauma survivors: (Module 5)
The qualitative data on the perceived causes of problems and how those affected cope
with the problems are critical to intervention design. Interventions need to address the
perceived causes of priority problems (or explain to participants why they do not) in
order to make sense and therefore inspire both confidence and cooperation. The more
closely interventions can match the ways in which people currently think about and
DIME Manual Module 2. July, 2013.
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address the selected problems, the more likely the interventions are to be acceptable to
them. Where there are differences, they need to be explained and agreed upon by the
local population. For example, using counseling to address a problem that is thought to
be caused by poverty will take some explaining.
7. Implementation and monitoring: (Modules 4 and 5)
This refers to the implementation and monitoring of the intervention and the overall
program. It includes procedures for iterative changes in the planned activities as
needed, according to the monitoring data.
8. Intervention assessment: (Module 6)
Upon completion of the intervention, participants are interviewed using qualitative
methods to identify potentially important unexpected impacts of the program. They are
also re-interviewed using the baseline quantitative instrument, to measure changes in
the outcome indicators such as problem severity and function. Where possible, the
amount of change is compared with the amount of change experienced by a control
group, to determine the true program impact. Module 6 describes the use of a
randomized control trial design to evaluate interventions.
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MODULE 2
DEVELOPING QUANTITATIVE TOOLS
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2.A. INTRODUCTION TO MODULE 2
A.1 PURPOSE AND OVERVIEW OF MODULE 2
Module 2 describes a process for developing a quantitative instrument(s) to assess the
presence and severity of the priority mental and psychosocial problems identified in the
preceding qualitative study (See Module 1). The resulting instrument is intended for use in
surveys (Module 3) and as a screening tool for inclusion in programs (Module 4) and impact
studies (Module 6).
Upon completing the methods described in this manual, program staff will be able to:
1.
2.
3.
4.

Draft a quantitative instrument
Translate the instrument
Pilot test the instrument
Evaluate the instrument’s validity and reliability
5. Finalize the instrument for local use
The approach described in this module has been field-tested in a variety of countries since the
original version was first developed in 1998. The approach is intended to be simple, rapid,
efficient, and suitable for use in low resource environments. It is specifically intended for use in
these environments by both implementing organizations and researchers.
2.B. METHODOLOGY
B.1 STEPS IN THE INSTRUMENT DEVELOPMENT PROCESS
Instrument Development consists of the following steps:
1.
2.
3.
4.

Drafting and translating the instrument
Pilot Study
Study of validity and reliability
Instrument revision and finalization

The remainder of this module describes each of these steps in detail.
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B.2 DRAFTING THE INSTRUMENT
The basic draft instrument has three standard sections:
1. Demographic Data
The demographic data section of the instrument provides information to track the
interviewees, to describe the population participating in the program research, and to
use for sub-analyses of various individual characteristics.
2. Function assessment
Reduced function is the major means by which mental and psychosocial problems
adversely affect both the people who are themselves suffering from these problems as
well as those around them. Therefore, assessing function and the ability to perform
locally-relevant activities is a major means of evaluating the negative impact of mental
health and psychosocial problems, while improvement in this area can be considered
one of the most important expected outcomes of mental health and psychosocial
programs.
3. Assessment of mental and psychosocial problems
This section is made up of the symptoms related to the priority mental health and
psychosocial problems identified in the preceding qualitative study (See Module 1).
Questions asked in this section of the instrument explore the presence and severity of
the signs and symptoms that make up these problems.
In addition to the three sections described above, which are common to all instruments,
additional sections related to the target population or target issue being studied, including
specific trauma-related sections, can be added. For example:
a.
b.
c.
d.
e.

Questions about exposure to Potentially Traumatic Events (PTEs)
Coping and social support information
Health care or other service utilization
Stigma
Substance abuse

An example of a draft instrument is provided in Appendix D. This example was taken from a
study in Kurdistan, Iraq and includes locally-defined function items for men and women, and
questions on depression, anxiety, trauma, and traumatic grief as well as general demographic
questions.
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B.2.1 DEMOGRAPHIC SECTION
The choice of what demographic information to collect depends on the purpose of the study
instrument. This information may include age, gender, location, ethnicity, education, and other
characteristics of the interviewee. The demographic data has multiple uses: tracking program
participants (i.e., double checking that the demographic information is consistent for the same
ID number throughout the program); describing the characteristics of participants (i.e., doublechecking that the demographic information is consistent for sub-analyses of outcomes based on
specific characteristics of interest, such as whether there are gender differences in response to
treatment). Other tracking data includes the identity of the interviewer, the ID of the
participant, and the date of the interview.
B.2.2 FUNCTION SECTION
Like mental health instruments, many of the existing function assessment instruments were
created in developed countries. Others, like the WHO Disability Assessment Schedule (WHO,
2010) were developed specifically for cross-cultural use. The WHO DAS II (WHO, 2010) and SF36 (Ware & Sherbourne, 1992) have been found to have good psychometric properties across
many populations (for examples of studies see: Buist-Bouwman et al., 2008; Hoopman et al.,
2009; Lam et al., 2008; Luciano et al., 2010) ). However, being fixed instruments, they do not
necessarily include or focus on the priority activities that are important to local people because
these can vary among and within populations. Priority activities can vary by culture, situation,
age, and gender. This requires the development of locally-defined function assessment
instruments for different situations and/or cultures. This locally-defined function instrument
can then be used alongside standard function instruments to assess both broad functional
categories comparable across cultures (standard instruments) and activities of local importance
(the locally-defined measures). Examples of standard instruments (the WHO DAS II and the SF36) are well described elsewhere (WHO, 2010; Ware & Sherbourne, 1992) and so are not
described here.
The locally-defined function instruments that the authors have developed have generally
focused on the activities that local people do to care for or contribute to the wellbeing of
themselves, their families, and their communities. For each community the instrument is
created using the six (6) composite lists of important activities obtained from the free listing
exercise—lists of activities important for self, family and community– and the data from the
focus groups (FGs) on functioning. The interviewers and study coordinator together review the
free lists (FL) and FG data. For each of the categories of self, family, and community activities
they select the most frequently mentioned activities that also meet the following four criteria:
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1. Inability to do the activity will clearly affect others.
This criterion is optional as programs may decide that activities that clearly affect individuals
are priorities regardless of their impact on others. On the other hand, if there are many
activities reported and not all need be included in the instrument, priority should be given to
those which affect the most people.

Example: Selecting Relevant Tasks in Rwanda
In a study in Rwanda, ‘praying’ was frequently mentioned in FLs as an activity that people did to
care for themselves. However, it was not included as a function question because it was not clear
that inability to pray would adversely affect others. On the other hand, ‘washing oneself’ was
included, as it was clear that if a person were unable to do this activity it would affect others by
requiring others to do it for the affected person.

2. The activity is actually the same as (or part of) another activity on the list
This is best explained by the example below. Avoiding this issue is done by getting a description
in the qualitative study of what the person actually does (in this case, earning money) rather
than the end result (the children go to school).

Example: Sorting out Overlapping Tasks
In a previous study, some men listed ‘sending children to school’ as an important activity in caring
for the family. But their descriptions made it clear that their major activity in this regard was to
earn enough the money to pay the fees. ‘Sending children to school’ was therefore removed since
it was covered under the ‘earning money’ activity which was already listed.

3. The activity is clearly done by a large majority of the target population
The qualitative study identifies particular tasks that people often do. As with any specific task,
there will be some people who do not do that task. For example, caring for one’s children is a
very important task for women in most countries, but does not apply to women who do not yet
have children. If the target population consisted of many unmarried women this might not be a
useful item for a function instrument. The example box below describes how this principle can
often result in the generation of separate function instruments by gender.
DIME Manual Module 2. July, 2013.
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Example: Selecting Tasks Specific to a Population
In a study of trauma-affected adults in Iraq, FL interviews revealed that men and women had
different responsibilities and engaged in very different activities. If both male and female tasks
were included in one function section, many of these tasks would only be relevant to part of the
study population (men or women). Therefore, researchers decided that it was necessary to create
function sections specific to each group.
A different study focused on perinatal mental health problems in women. For this study, only
women were interviewed, and it was only necessary to create one women’s function section.

4. The activity is done frequently, such as daily or at least monthly
The most frequently mentioned activities in each category (self, family and community) that
meet the above criteria are then inserted into a template to form the local function assessment
section (see an example of a completed template in Section A of the instrument in Appendix D).
The number of activities chosen for each category depends on the desired length of the
instrument and the number of activities that are frequently mentioned. For example, if only
three self-care activities were mentioned by more than a few interviewees or agreed to by FG
participants, then only those three would be included in the instrument.

Note: Identifying locally-defined activities
The purpose of the local function instrument is to assess important activities that someone not
affected by mental or psychosocial problems would regularly do. If the target population includes
people who are experiencing ongoing trauma or living in an insecure environment, the nature of
these activities may be different than for a non-trauma affected population. For this reason, it is
important to ensure that the FL and FG data (see Module 1) that is used to generate the function
items is generated from respondents who are the same or similar to the target population.

B.2.3 MENTAL HEALTH AND PSYCHOSOCIAL PROBLEM SECTION
The mental and psychosocial problem section assesses the priority problems identified in the
preceding qualitative study. If the descriptions from that study are consistent with specific
Western mental health and psychosocial concepts, this is preliminary evidence that these
DIME Manual Module 2. July, 2013.

Page 18

Western concepts are locally valid/applicable, and that existing instruments based on these
Western concepts might be adapted for local use. Existing instruments are then reviewed and
the one whose content most closely matches that of the qualitative data is selected for
inclusion in the instrument. When there are important symptoms from the qualitative study
that are not in the standard instrument, questions on these symptoms should be added using
the existing question format. Typically, the selected instrument will include symptoms that did
not emerge in the qualitative data. These symptoms are retained (see Note). The final result is
an expanded version of the existing instrument. An instrument is selected and adapted in this
way for each of the priority problems identified in the qualitative study (e.g., If depression
and post trauma symptoms were both identified as priority problems, then both a depression
instrument and an instrument measuring post-trauma symptoms would be adapted). (See
example below titled Adapting Existing Instruments for Priority Mental Health/ Psychosocial
Problems.)

Note: If the assessment tool contains questions on symptoms not identified in the
qualitative data.
The initial qualitative study is a tool for determining what local people think, and particularly for
identifying new local concepts, but it is not appropriate for determining which content to exclude.
The fact that an issue or concept does not appear in the interviews or is mentioned only rarely is
not proof that the issue/concept is not important. The weak exclusionary power of the qualitative
study is due to small sample sizes and reliance on convenience or non-random sampling (increasing
the likelihood of non-representative samples).

There are a wide range of assessment tools used worldwide to assess various mental health and
psychosocial problems. Each tool has its own strengths and weaknesses, and most have been
validated among at least some populations. Some instruments are freely available while others
require permission of the creators and/or a paid license. Literature and internet searches on
the mental health problem to be addressed will provide the names of the most common
instruments as well as (in the case of the published literature) the populations for which the
instruments have been validated and used. A review of published articles related to the
identified mental health and psychosocial problems among trauma-affected populations will
turn up individual and groups of researchers that can be contacted for suggestions on measures
and assessments.
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Example: Adapting Existing Instruments for Priority Mental Health/
Psychosocial Problems
Informants from a qualitative study of torture survivors in northern Iraq described combinations of
symptoms consistent with the following mental disorders described in other countries:
Generalized Anxiety Disorder, Major Depression, Post-traumatic Stress Disorder (PTSD), and
Traumatic Grief, as well as psychosocial problems related to poor relationships within the family
and marginalization from the wider Kurdish society. Based on these findings we included two
existing questionnaires in our draft instrument section on mental and psychosocial problems (See
Appendix D) that together reflect most of the symptoms they described:
a. The Hopkins Symptom Checklist for anxiety and depression (HSCL-25)
b. The symptom section of the Harvard Trauma Questionnaire (HTQ) for PTSD
No standard instrument for Traumatic Grief was available at the time. So the authors developed a
new questionnaire using those symptoms from the qualitative study that were consistent with
descriptions of Traumatic Grief in the published literature.

B.2.4 TRAUMA-SPECIFIC TOPICS AND OTHER RELEVANT ISSUES
In addition to the three standard sections described above, which are common to all mental
health instruments, additional sections relevant to trauma-affected populations may be added,
depending on the target population or the issue being studied. For example:
a. Trauma exposure assessment
Most trauma-related surveys include questions about the type of traumatic
experience the respondent has either witnessed or experienced. There are many
existing indexes of PTEs in the literature, which could be adapted in a similar manner
to the symptom scales, by matching information and wording from the qualitative
study to existing items or by adding specific context relevant PTEs that are relevant
to the study site environment. If an existing instrument does not match any of the
data from the qualitative studies, the study team may opt to generate their own
index that includes experiences that were directly mentioned in the qualitative
study. For example in Thailand, in a study involving Burmese victims of torture and
trauma, items such as “Forced labor” and “To be sold/trafficked” were included in
the section evaluating exposure to PTEs.
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The trauma-experience section can be used to investigate the degree and/or
number of incidents a person has witnessed or experienced and their correlation
with the person’s psychological wellbeing.
b. Coping behaviors and degree of social support
Standard measures that ask about general coping activities (such as playing sports or
praying) or levels of social support (such as number of close friends) may be
relevant. Examples of standard questionnaires for measuring coping strategies are
the BriefCOPE (Carver, 1997) or the Cross-Cultural Coping Scale (Kuo, 2006). The
MOS Social Support Survey (Sherbourne & Stewart, 1991), the Interpersonal Support
Evaluation List (Cohen & Hoberman, 1983) and the Multidimensional Scale of
Perceived Social Support (Zimet et al., 1988) are all examples of standard measures
of social support that have been adapted to different populations. A simple
checklist may also be used to find out which strategies or types of social support
have been used by the study participant over a defined period of time (last month,
year, ever, etc.). Items in the checklist can be derived from interviews with local
informants regarding what is available. It can also include items derived from the
qualitative study (Module 1). This includes data from the key informant interviews
referring to what people currently do to address their problems.
c. Stigma
For persons with mental health problems stigma is a barrier to seeking care and
treatment in many cultures. The term stigma can refer to the discrimination that
society exerts on persons. It can also refer to the feelings that this attitude and
behavior causes in the person experiencing the discrimination. Instruments (and
interventions) to address stigma may address one or the other or both of these
meanings. There are many types of stigma-related measures (for a comprehensive
review see Link et al., 2004). Some examples of questionnaires that measure
discrimination society exerts on persons are the Key Informant Questionnaire (Wig
et al., 1980) and a vignette-based questionnaire (Link et al., 1999). There are also
instruments aimed at measuring both the discrimination society exerts on persons
and the subjective feelings of discrimination. These include the EMIC (Chowdhury et
al., 2000) and The Perceived Devaluation-Discrimination Questionnaire (Link et al.,
1987), among others.
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d. Substance abuse
Many studies have documented that substance abuse problems are often comorbid
with trauma-related mental health problems. The mechanism behind this
relationship is still being researched, but it may have to do with an individual’s
attempt to self-medicate to cope with the symptoms relating to experiencing a
traumatic event. To identify appropriate measures to assess substance use, a
process similar to that used to ascertain mental health measures can be used. Based
on the qualitative study, relevant substance use problems are identified (e.g.,
alcohol use, injection-drug use, etc.). Once identified, standard measures can be
reviewed from the literature to see if there are measures that capture the problems
described locally, focusing on any measures that have been used in similar
populations. Depending on the goals of the research or program, measures that go
in depth on the types and frequency of usage may be important, while for other
projects getting a more general overview of usage may be sufficient.
B.2.5 INSTRUCTIONS AND RESPONSE CATEGORIES
Most existing instruments assess the presence and severity of each symptom in the recent past
using a Likert response scale based either on how much they bother the person (severity) or on
the frequency of symptoms. Typically, categories of severity/frequency are none/never, a
little/sometimes, moderate/frequently, a lot/often, and extremely/all the time. Depending on
how much the local language discriminates between levels of response, the type and number of
response categories in the original version of the instrument may be retained or adapted for
local use. For example, where there is little difference between moderately/frequently and a
lot/often, these categories would best be combined. Whether the original response categories
are appropriate or should be changed (and how) should be decided in consultation with
translators, local persons, and the interviewers as part of the translation process (See below).
A Likert response scale is also included in the locally-defined function section template. Here
the response choices are none, a little, a moderate amount, a lot, or often cannot do as
measures of level of difficulty with an activity. As for the symptom questions, some of these
response categories may be combined according to their similarity in the local language. 1

There is also an additional non-Likert response category of ‘not applicable’ or n/a for the function assessment.
This is used when the interviewee states that the activity is not relevant to her/him. Examples might include a

1
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Sometimes adaptations require special attention to the hurdles specific to a population, such as
high rates of illiteracy (see following example titled Adapting Instruments for Illiterate
Populations.) To assist illiterate interviewees the interview materials often include a non-verbal
response card. This provides a visual metaphor of the various responses, so that interviewees
can keep track of the possible responses and choose by pointing at the pictures. The authors
have used the image of a person holding an increasingly heavy stone to represent increasing
severity or frequency for either the symptom or function sections. Appendix E contains an
example adapted for both problem and function sections.

Example: Adapting Instruments for Illiterate Populations
In a population of torture and trauma affected people from Burma displaced in Thailand,
researchers faced the challenge of not only selecting an instrument for adaptation but also
administering the instrument to a highly illiterate population. As issues of alcohol abuse had
emerged from the qualitative data, the Alcohol Use Disorders Identification Test (AUDIT; Saunders
et al., 1993) was chosen as the best instrument for this population. Researchers adapted the AUDIT
by including visual cue cards showing the types of drinks available locally (i.e., local brands of beer,
a bottle of rice whiskey, etc.) and the corresponding size of the drink that was defined in the
questionnaire.

B.2.6 TRANSLATE THE INSTRUMENT
The study team reviews the selected instruments together with the qualitative data. When a
symptom, activity, or other concept is decribed in the qualitative data, the words/idiom are cut
and pasted into the instrument, with minor adjustments for grammar as needed. 2 The process
continues in this way for all symptoms and concepts in the instrument that have an equivalent
in the qualitative data, thereby ensuring that, as much as possible, the vocabulary of the target
population is represented in the adapted instrument.
The remainder of the instrument (i.e. instructions and any concepts not mentioned in the
qualitative study) is then translated. The final complete version is then reviewed by
representatives of the target population—usually in a meeting or focus group—to provide

women asked about caring for her children when she does not have children, or retired elderly asked about
earning money.
2

This is why qualitative analysis focuses on identifying the best language for each concept (See Module 1).
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feedback and correct any mistakes in content and grammar. A similar review is then conducted
with the interviewers as part of their training prior to testing the instrument. In the case of the
interviewers, any changes are restricted to those parts of the instrument that were translated.
The version resulting at the end of the translation and review process is the draft that will be
tested in the pilot and reliability/validity studies.

Note: Using qualitative data for translation
Programs and public health research usually focus on poor and less-educated populations who do
not speak a second language. Such persons tend to have a different vocabulary and word usage
than better-educated translators. Methods that rely solely on translators to both generate and
check translations (such as individual, group, and translation-back-translation) are not sufficient.
Therefore, we supplement these methods with input from local and other monolingual workers in
the form of the qualitative data and the study interviewers.

Any approach to translation that prioritizes local vocabulary is acceptable. For example, one
alternative is to first translate the entire instrument and then replace the words and phrases
that have equivalents in the qualitative data (see the Tbilisi example on the following page).
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Example: Translating an instrument in Tbilisi, Georgia
After drafting the assessment instrument, the research team for a study of street children in Tbilisi,
Georgia met with 20 local interviewers and two translators to review the initial translation of the
draft. These interviewers included 13 workers who had been interviewers on at least one of the
two previous qualitative studies, and were familiar with the qualitative data. Most of the
interviewers had a social science background and had prior experience working with at-risk
children. Some of these interviewers worked at various sites involved in the study, and others
were employees of the Ministry of Education. Therefore, the interviewers were well qualified to
comment on the appropriateness of the initial draft instrument for use among the target
populations.
The interviewers and translators reviewed each translated item in the draft instrument. Everyone
had a copy of the qualitative data and compared the translation of each item with the wording
used by the qualitative study interviewees. Since the draft instrument was selected and adapted to
match the qualitative data, a description was found in the qualitative data for most items. Where
the draft translation and the terminology from the qualitative study were different, the translation
was changed to reflect the vocabulary from the qualitative study. For items in the draft that were
not reflected in the qualitative study, interviewers and translators used their own knowledge and
experience to determine whether the language was appropriate and would be understood by the
children.
This review process took two days and included a discussion among the research team, local staff,
interviewers, and translators regarding whether there were important psychosocial issues
described in the qualitative data not yet represented in the draft instrument. As a result, five
additional questions were added to the draft.
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B.3 INTERVIEWERS AND SUPERVISORS FOR THE PILOT AND VALIDITY STUDY
B.3.1 INTERVIEWER QUALIFICATIONS
Each interviewer should have the following qualifications:
 Fluent and literate in the language(s) of the local population where the study will be
conducted
 Able to commit to the study timeline (full time for up to 12 working days)
 In good health and able to walk long distances if needed
 Acceptable to the target population (in terms of reputation, where they are from,
gender, age, ethnicity)
While the interviewers need to be acceptable to the sample being interviewed, they should not
be personally known by the interviewees. This is important because the goal is to have the
respondents provide all the information they can on the topics being studied. If they know the
interviewer, they may not feel comfortable talking about certain issues. They may also neglect
to mention some topics because they know that this person knows about those topics already.
B.3.2 SUPERVISOR QUALIFICATIONS
 Fluent and literate in language(s) of the local population where the study will be
conducted
 Fluent and literate in language of the project/study director (in order to act as a liaison
between study director and interviewers where they do not share a common language)
 Able to commit to the study timeline (full time for up to 12 working days plus any
additional preparation time)
 In good health and able to walk long distances if needed
 Acceptable to local people (in terms of reputation, where they are from, gender, age,
ethnicity)
Supervisors provide the link between the study director and the interviewers. Like the
interviewers, they need not have interviewing experience although prior experience working on
a study of any type is helpful. As a supervisor, they will need to conduct some interviews
and/or sit in when an interviewer becomes unavailable or additional supervision is needed, and
also may need to re-interview random interviewees to assess reliability of findings. Thus, they
share the same qualifications as the interviewers and undergo the same training, with the
additional requirement that they are able to communicate verbally with both the interviewers
and the study director.
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B.3.3 STUDY DIRECTOR QUALIFICATIONS
 Preferably team leader or manager for the service organization, or someone with similar
experience
 Available to direct pre-study planning and activities and post-study use and sharing of

data
 Available for duration of study itself (full time for approximately 12 working days, plus

any additional preparation time)
 Can also be the trainer or otherwise speaks same language as the trainer and the

supervisors (and interviewers if possible)
B.3.4 TRAINING INTERVIEWERS AND SUPERVIORS
The interviewer and supervisor roles may be filled by people identified from the implementing
organization, by outside hires, or a combination of both. Staff may be used if there is an
interest in building capacity (particularly if future studies are anticipated) and/or in order to
save costs. Often there is not sufficient staff to cover all positions, so interviewers and
supervisors are typically a mix of staff and outside hires. It is important to ensure that the
selected interviewers will be acceptable to the population being interviewed. This is
particularly so for trauma-affected persons who may have increased vigilance (and therefore
are mistrustful of) other sections of the population. For example, to enhance cooperation, we
have used other people from the same displaced population as interviewers in a study of
trauma-related symptoms. Consultation with community leaders and stakeholders is useful in
thinking through who would be appropriate interviewers.
Potential interviewers and supervisors must be informed of the importance of working every
day during the study. Once hired, they will be expected to prioritize the study over other work
(a frequent issue when interviewers come from the implementing organization and are pulled
in many different directions). This includes either the review of the questionnaire or the
practice periods. Without the training she/he cannot be expected to use the interviewing
methods correctly. However, it is understood that emergencies and/or unexpected but
important events can occur that can oblige those involved to miss a day or more. Under such
circumstances, an interviewer can leave briefly and return to the study as soon as possible.
Potential interviewers should arrange childcare, as it is inappropriate to have infants and
children present in the interview.
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IF A PERSON MISSES ANY PART OF THE CLASSROOM TRAINING, SHE/HE
CANNOT CONTINUE TO WORK ON THE STUDY, REGARDLESS OF THE REASON

For a given site, between ten to twenty interviewers and half that number of supervisors are
needed to pilot and test the validity of the instrument. Each supervisor has responsibility for
two interviewers. If the study is to be done in multiple sites that have different characteristics
(i.e. urban vs. rural; different languages; etc.) in ways that might significantly affect the results,
it will be necessary to multiply the number of interviewers and supervisors by the number of
different types of sites, effectively resulting in a separate study in each site.
If available, the qualitative study interviewers can be used since they have prior training in
general interviewing techniques. Supervisors and interviewers are trained together. Training
consists of 2-3 days of didactic training including standardized interviewing methods and
procedures as well as specific orientation and practice with the draft instrument among
themselves. During the training, interviewers and supervisors also discuss any special
considerations that need to be considered when interviewing vulnerable populations, such as
displaced people, trauma-affected adults, etc.
B.4 PILOT STUDY
B.4.1 PURPOSE OF THE PILOT STUDY
The purpose of the pilot study is to:
•
•
•
•
•

Test the clarity and ease of use of the instrument and interview procedures, for both the
interviewees and interviewers
Detect and address other problems with the instrument and interview procedures
Provide preliminary data on the types and ranges of responses to the instrument
Provide practice for the interviewers
Test the data handling, entry, and analysis procedures

B.4.2 INTERVIEWEES
As one of the goals of the pilot study is to assess the comprehensibility and acceptability of the
questions in the instrument, it is necessary to conduct the pilot study with a sample from the
target population. For example, if the research and programming will be done among traumaDIME Manual Module 2. July, 2013.
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affected adults, the pilot study should be done with a convenience sample of trauma-affected
adults. In cases when it is simply not feasible to pilot the instrument with the actual target
population (e.g., if the study will be conducted in a difficult to access location), then identifying
a very similar population will allow for testing at least the comprehensibility and clarity of the
questions, giving the interviewers practice and testing of the data systems. However,
preliminary data on the ranges of responses may not be accurate.
There should be sufficient numbers of respondents for each interviewer and each supervisor to
interview at least two respondents. The two respondents should differ on key demographics
that vary within the target population. The decision on what demographics to consider should
be made by the study team and may include gender, ethnicity, socioeconomic status, etc.
B.4.3 PROCESS
The pilot interviews have 3 parts:
1.
2.
3.

The interviewer introduces the study, including reading of a consent form (See
Appendix B for example).
The interviewer asks the instrument questions. The interview is performed using the
complete instrument, just as it will be done in the main study.
The interviewer asks about the interview experience:
As soon as the interview with the complete instrument is completed, the
interviewer asks the interviewee about the interview experience using the
following questions:
i. What did you like about the interview? Please explain.
ii. What did you not like about the interview? Please explain.
iii. Were there any questions that you found difficult to understand? Which ones were
they? What was it that was difficult to understand?
iv. Were there any questions that you did not like being asked? Which ones were they?
v. Overall, how did you feel about being interviewed? Please explain.

Responses to each of these questions are recorded by the interviewer on a separate
form than the instrument (see Appendix F). With the addition of these questions it is
possible that a pilot interview may take an hour or more. It is necessary to complete
the full instrument and the pilot-specific questions during the same day, so if the
interview is taking longer than an hour it should still be completed.
After the pilot interviews are completed, all of the interviewers, supervisors and the project
director(s) meet and review the experience. The group reviews each question with
interviewers and supervisors raising any problems they encountered. The comments of
interviewees are also reviewed, particularly in reference to problems of understanding or
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discomfort with any part of the interview. Where there are obvious problems changes are
made by consensus. Where significant changes are made, the entire process is repeated until
only minor changes or no changes need to be made.

Note: When is it necessary to repeat the pilot process?
Whenever significant changes are made the instrument needs to be tested again. Significant
changes consist of substitution of new words for key concepts, the removal or addition of
questions, or changes in the content of the explanations that precede any of the sections. If
further interviews are required, each interviewer needs to do only one interview with one new
interviewee. The pilot study is complete only when both interviewers and respondents are happy
with the instrument and the process.

B.5 RELIABILITY AND VALIDITY TESTING
Reliability and validity testing is typically carried out immediately after completion of the pilot
study, using the same interviewers and supervisors. Reliability and validity testing measure
whether the instrument consistently and accurately measures what it was designed to
measure. This is particularly important for concepts that are difficult to measure, such as
mental health and psychosocial problems. Items that can be clearly verified (for example
gender) do not need to be validated through the process described below.
B.5.1 IDENTIFYING INTERVIEWEES
The first step in identifying interviewees is to form lists of potential interviewees among the
target population. Two lists are created for each of the major mental health and psychosocial
problems being assessed: A list of those who are likely to have the problem and another list of
those who are not likely to have it.
Preparing the lists of interviewees who do and do not have each of the problem(s) under study
is the task of the study supervisors. Supervisors begin this process by revisiting those
knowledgeable persons (key informants) from the prior qualitative study (Module 1), and/or
other community members who know the community well. These informants are asked to
provide:
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 A list(s) of names and contact information for local people who they are confident have
the local syndrome(s) most similar to the selected mental health and psychosocial
problem(s)
 A separate list of people who they are confident do not have the problem(s).
The supervisors visit each person on these lists and ask if they themselves believe that they
have or do not have the locally-described problem or syndrome depending on which list they
are on. Those who disagree with the informant are removed from the list. (See example below
titled Reliability and Validity Testing in Kurdistan, Iraq.)
The goal is to generate lists with at least 50 or so respondents on each list. If there are two
mental health or psychosocial problems being validated, there will be three lists (one for each
problem and one for those without either problem), with about 150 total respondents. In
reality there will likely be fewer total respondents because of overlaps in the problem lists, with
some respondents identified as having both problems (This is very common; see the note below
‘Where multiple problems are being studied’) Interviewers can usually complete 5-6 interviews
per day, so data collection typically takes 3-5 days, depending on the number of interviewers.

Note: Generating contact lists
These lists provide a standard against which the instrument will be compared. Therefore, it is
important that the persons on each list are as likely as possible to really have/not have the problem
of interest. Removing persons about whom there is disagreement among informants increases the
likelihood that those who remain really have/don’t have the problem.

Note: Where multiple problems are being studied
Where multiple problems are being studied a separate list of 50 persons will be required for each
problem, resulting in a larger sample size and more time required. However, each additional
problem does not increase the interviewee requirement by 50 because most mental health
problems are co-morbid; persons tend to have more than one. The more frequently two mental
health problems are co-morbid the smaller the number of additional interviews required. For
example, depression and PTSD-like illness commonly occur together. One list for depression and a
separate list for PTSD will include many of the same names.

DIME Manual Module 2. July, 2013.

Page 31

Example: Reliability and Validity Testing in Kurdistan, Iraq
A pilot and validity study of an instrument to assess torture survivors took place in four cities in the
Suleimaniyah governate of Iraqi Kurdistan: Suleimaniyah, Rania, Halabja, and Kalar. These were the
same sites as a previous qualitative study and represented the variety of experiences of torture
survivors living in the governate. These experiences include torture and detention, the torture and
murder of many friends and relatives during the Anfal (genocide) under the Hussein regime, and
gas attacks on Halabja in 1988.
In the month leading up to the study, staff of the local NGO research partner contacted former
prisoners’ associations working in and around the four study sites. The staff of these organizations
were asked to provide the following lists: three lists of members who they or others considered
had three different mental health problems (depression, anxiety, and fear), and a list of those
considered not to have mental health problems. In order to determine if they did in fact have/not
have these problems, the interviewers contacted the persons on these lists, usually by phone. They
explained the study and asked each person whether they would agree to be interviewed. For those
who agreed, they asked the person whether they felt they were depressed, anxious, and whether
they experienced excessive fear. During the same call, or another call soon after, another adult in
the house was separately asked the same questions about the survivor. Persons on the list were
defined as having depression, anxiety or excessive fear if they and the other adult agreed that
they had it. Similarly, persons on the list were defined as not having depression, anxiety or
excessive fear if they and the other adult agreed that they did not have it. If there was
disagreement, the subject was eliminated from the list. The initial lists generated by the prisoner
associations were designed to have more names than would be required for the study, to allow for
persons who subsequently were not available or refused.
Appendix G is an example of the resulting lists (identifying information has been removed). The
column marked ‘MH problem’ refers to the comments by the prisoners’ association staff as to
whether or not they felt those identified had a significant mental or psychosocial problem. This
constitutes the original list of potential interviewees. The columns marked ‘self’ records the
response of the interviewee about whether s/he had each of the three problems to be assessed,
while columns marked ‘other’ refer to the same questions answered by the other adult. Where
there was agreement between the person and the informant on a particular problem, the person
was included on the final lists for interview to test instrument validity for that problem (either on
the list for having the problem or on the list for not having the problem). Since there was often
agreement on the presence/absence of more than one problem, a single interviewee could fulfill
the sample requirements for multiple lists.
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Potential constraint: Issues in the validity testing process; A case study.
Recently, concerns have arisen with the process described above of generating lists of people who
are thought to have/do not have the selected problem(s). Members of the Institutional Review
Board (IRB) of JHU have raised concern with using this ‘cold calling’ approach with children. Cold
calling is contacting someone on the basis of information about them provided by others that they
did not authorize researchers to have. There is concern that there is a potential risk to participants
of being identified in this manner and that participants therefore need to provide consent first.
In response to this feedback, we have developed an alternative process for generating these lists
that eliminates ‘cold calling.’ In this alternative procedure, the process described above is reversed.
Interviewers from the study team go out in the community and talk to members of the target
population. During this initial contact, the interviewer uses a script to briefly explain the study and
what participation involves. The interviewer then asks the individual if they themselves believe
they have or do not have the locally-described problem(s). The potential participant will then be
asked if there is a person (KI) in their community who she/he trusts and knows her/him well, and
whether it would be acceptable for the study team to contact this informant and ask about the
individual’s status regarding the locally-described problem(s). If the individual agrees to provide the
contact information for the informant, the study team will obtain informed consent from the
individual to contact the informant regarding the mental health status of the individual.
Once consent to contact is granted, the study team locates and contacts the informant and
explains that the individual suggested them as someone who knows the individual well. The
interviewer will provide the informant with a description of the problem(s) and ask if they believe
the individual in question has or does not have the relevant problem(s). The interviewer will report
these results back to the study team, where they will be compared to the self-classification.
Those individuals whose self-classifications disagree with the informant’s assessment are dropped
from the list. Practically, this would mean that there would be one visit to the individual to
determine mental health status and obtain consent to contact another trusted individual in the
community; and one visit to this informant to obtain her/his opinion on the mental health status of
the individual. Finally, once both the informant’s classification and the individual’s opinion are
compared, the list of individuals with agreement are contacted, consented and interviewed. Just as
before, all interviewers performing the actual study interview will be blinded to the participants’
problem(s) status.
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B.5.2 INTERVIEWING PROCESS
Once the interviewee lists are finalized, supervisors assign each name a study ID number and
then distributes the names, contact information and ID numbers among the interviewers
without revealing the interviewee’s reported status (i.e., which lists they are on). The
interviewers then implement the full interview with each respondent on their list using the
pilot-tested instrument.
For the purposes of reliability testing, a random sample of at least 30 interviews is repeated 1-3
days after the first interview. These are conducted by a different interviewer than the first.
At the end of each day supervisors collect all completed instruments and review them for
completeness, correctness and clarity before passing them on for data entry and analysis.
Supervisors also note, at the top of the instrument, what list (with/without the select problems)
the respondent came from so this information can also be entered into the validity database.
This can be done by inserting a table for this information at the top of the first page (see Figure
2 below). This information (‘diagnosis by self and other/KI’) is entered into the database along
with the rest of the instrument and used in the analysis. The supervisor would write ‘Yes’ or
‘No’ for each box, representing whether the respondent themselves indicated they had the
syndrome and whether the key informant or other person indicated the respondent had the
syndrome.
Figure 2: Example validity data table
Depression

Anxiety

Fear

Self
KI/Other

B.5.3 ANALYSIS
The basic analysis strategy involves generating scale scores for each study participant for each
of the targeted mental health and psychosocial problems. Symptoms scale scores are usually
created by summing up the individual item response ratings for all the symptoms of that
problem. The same is done for the locally-defined function questions to generate a local
function score. In the case of locally-defined function, some respondents will record ‘N/A’ for
some activities, indicating that they do not do that activity. This is coded as “missing” for the
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data analysis. Prior to any analyses, any missing function responses are replaced with the
respondent’s average score on the function questions they did answer.
Alternatively, the average score on all items that are answered can be used as the scale score
instead of the sum of scores. This has the advantage that it does not require replacement of
missing data with scale averages followed by summation.

Example: Reliability and validity analysis in Kurdistan, Iraq
The reliability and validity analyses for a study in Kurdistan, Iraq were based on scales measuring
depression, anxiety, fear (an English translation of the local term used for trauma-like symptoms),
and function. For the symptoms comprising the depression, anxiety, and trauma scales
interviewees were asked how much they experienced each symptom: never (score =0); sometimes
(score=1); often (score=2); or always (score=3). Scores for each scale were obtained by summing
the scores for each symptom in the scale. For the locally-defined function questions, interviewees
were asked how much difficulty they had with each of a series of tasks or activities derived from
the qualitative data: none (0); a little (1); a moderate amount (2); a lot (3); or they cannot do the
activity (4). Again, a single score was derived by summing the score for each item, after replacing
missing values with the average score for items they did answer. These subscales, and their
severity scores, were the basis for tests of reliability and validity that explored the following
characteristics of each scale:
1. Criterion validity
2. Combined test-retest and inter-rater reliability
3. Internal consistency reliability

B.5.3.1 CRITERION VALIDITY
Criterion Validity refers to the extent to which the instrument agrees with an independent
method of assessing mental health problems that is known to be accurate (the criterion). In
Western psychiatric research, the criterion is usually a psychiatric interview or other clinical
assessment. Since often neither is available in low resource sites we instead use key informant
reports together with the respondent’s self-report to act as the standard (criterion) of
comparison. Then we compare the scale scores of those respondents identified by themselves
and key informants as having the selected mental health or psychosocial problems with the
scale scores of those respondents identified by self and key informants as having none of the
selected problems. While this is not a standard of known accuracy, and both the interviewee
and other adult may be incorrect, we assume that the interviewee is more likely to have or not
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have each of these problems if they and the other informant agree. Criterion validity analysis
therefore consists of comparing the mean scores for each problem of those said to have the
problem with those said not to have it. Criterion validity of the depression scale (for example)
would be supported if those said to have depression have substantially higher average
depression scores than those said not to have depression (we arbitrarily use 20% difference as
the cut-off). This will occur if the concept (in this case, depression) is understood and
accurately recognized by local people, and if the instrument is valid for assessing that concept.

Example: Criterion validity testing in Kurdistan, Iraq
The table below is an example of the results of criterion validity testing. Results for the Depression,
Anxiety, and Trauma sections of the instrument suggested acceptable criterion validity in that the
differences between persons said to have those problems are substantially higher than those said
not to have them. However, for the traumatic grief scale the results are similar. This suggests either
that the criterion validity of that scale is poor, or that local people could not differentiate between
persons with and without traumatic grief, or both. Faced with these results, the research team had
to decide whether revise and retest the scale, or else proceed with using the scale with the
understanding that the validity of the results is questionable. The latter approach was taken in this
case, as the other tests of validity and reliability are supportive, suggesting that the problem may
lay with the procedures, including the accuracy of the ‘diagnoses’ by the informants and other
adults.
Criterion Validity Testing Results

Depression symptoms score, mean (sd)
Anxiety section score, mean (sd)
Trauma symptoms score, mean (sd)
Traumatic grief symptoms score, mean(sd)

Score Range
(Min, Max)
0, 60
0, 30
0, 96
0, 36

Total Sample N=128
Casesa
Non-Casesa
28.32 (10.04)
13.04 (5.81)
40.78 (14.92)
9.60 (5.70)

21.13 (10.97)
7.96 (4.74)
28.83 (12.84)
7.30 (4.99)

Difference
p-value)b
7.20 (.001)
5.08 (.000)
11.96 (.000)
2.30 (.026)

a. ‘Cases’ refers to survivors who were said by both themselves and other adults close to them to have the
problem. ‘Non-Cases’ refers to survivors who were said by both themselves and other adults close to them
to NOT have the problem.

B.5.3.2 INTERNAL CONSISTENCY RELIABILITY
Internal consistency reliability refers to the extent to which responses to questions that assess
the same underlying concept provide similar responses: If a respondent scores high on one
symptom they are likely to score high on other symptoms as well. If they are not similar this
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suggests that either the questions are unreliable or that they are not actually measuring the
same concept. Internal consistency reliability is measured using Cronbach’s alpha. Scores
should be at least .7 and ideally >.8 for each scale. Cronbach’s alpha scores are also used to
conduct Item Analysis: Scores are calculated with and without each item in the scale. An
increase in the Cronbach’s alpha score when an item is removed suggests that the item is
performing poorly and removing it from the scale would make the scale a better measure of the
underlying concept.

Example: internal consistency reliability testing in Kurdistan, Iraq
The table below shows the Cronbach’s alpha scores for five different scales. Alpha scores for all
scales are in the acceptable range and are good for the depression, trauma, and anxiety scales. The
Traumatic Grief scales show only acceptable internal reliability.
Item analysis did not support the removal of any items from any of the scales. Questions from the
qualitative studies that were added to the various scales performed well, with correlations to the
total scale as high as, or higher than, most of the standard items. This suggests that these local
symptoms are indeed useful indicators of these syndromes among this population.
Table 6: Cronbach’s alpha scores
Total Sample

Total Sample
(N=128)b

Males
(N=91) b

Females
(N=37) b

Depression symptoms score
Anxiety section score
Trauma symptoms score
Traumatic grief symptoms score
Locally-defined Function Scale

.881 (120)
.837 (128)
.904 (122)
.775 (126)
-------------

.884 (87)
.834 (91)
.891 (87)
.738 (89)
.799 (91)

.882 (33)
.791 (37)
.928 (35)
.840 (37)
.725 (37)

b. Not all interviewees have complete data. Data presented for only those with complete data.

B.5.3.3 TEST-RETEST AND INTER-RATER RELIABILITY
Reliability over time (test-retest reliability) is normally tested by carrying out a second interview
with an interviewee after a short period of time (usually 1-3 days). A subset of all interviews is
identified for reliability testing by random selection from the list of all interviews. The repeat
interviews are done at least a day later to reduce the effect of memory on the responses, but
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not long enough after the first interview for what is being measured to substantially change.
Results for both interviews are then compared. Inter-rater reliability refers to interviewing the
same interviewee at the same or nearly the same time by two different interviewers. These
forms of reliability can be assessed separately or together by having a different interviewer
conduct the second interview 1-3 days later. In the latter case, the analysis would therefore
reflect a combination of test-retest reliability and inter-rater reliability.
Test-retest and inter-rater reliability can be measured using Pearson's correlation coefficient.
(See example below titled Test-retest reliability testing in Kurdistan, Iraq.) This requires a
normal distribution of scores for both first and repeat interviews. It also assumes a linear
relationship between first and repeat scores. This can be assessed by generating a scatterplot of
the scale scores on the first interview plotted against the second interview to determine
whether there is a linear relationship. Opinions vary as to what is an acceptable correlation,
with acceptable cutoffs tending to be around 0.6 or 0.7. Low reliability scores suggest that the
instrument and/or interviewer training procedures are unreliable.
Reliability Definitions:
Reliability: refers to the extent to which the results of using the same instrument vary under
different circumstances.
Test-retest reliability: refers to agreement between results collected at different times by the same
interviewer.
Inter-rater reliability: refers to agreement between results by different interviewers.
Internal consistency: refers to agreement between different questions in a questionnaire that are
assessing the same thing at the same time.

Where Pearson is not an appropriate measure, due to non-normal distribution, non-linearity, or
both, the Spearman’s rank correlation coefficient can be used instead. This is a non-parametric
measure that does not require these assumptions. Spearman is particularly useful with small
numbers of test-retest interviews; 30 or less.
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Example: Test-retest reliability testing in Kurdistan, Iraq
The table below shows combined test-retest and inter-rater reliability analysis results, based on 33
repeat interviews (26% of total) conducted 1-3 days after the original by different interviewers.
Combined Test-retest/inter-rater reliability was measured using the Pearson correlation
coefficient, which provides an indicator of the extent to which interviewees tend to give the same
answer to the questions constituting each scale when asked on different occasions by different
interviewers.
Based on a standard cutoff Pearson score of 0.7 as indicating acceptable reliability, each of the
scales performed well except for the least reliable scale (anxiety) which was only acceptable. The
function scales showed the highest repeat reliability.
Table 5: Test-Retest Comparison (N=33)
Total Sample

Mean (sd)
First Interview

Mean (sd)
Repeat Interview

Correlation*

Depression symptoms score, mean (sd)
Anxiety section score, mean (sd)
Trauma symptoms score, mean (sd)
Traumatic grief symptoms score, mean
(sd)
Locally-defined Function Scales

25.70 (11.18)
10.76 (5.68)
36.88 (14.68)
9.76 (6.77)

23.88(12.61)
9.67 (6.23)
33.58 (15.01)
7.79 (6.23)

.832
.728
.840
.833

31.91 (15.55)

29.76 (14.76)

.864

* Pearson correlation coefficient. Whether this is an appropriate measure depends on whether there is a
linear relationship between the variables being measured (in this case, scores on first and second interviews
for each scale). For all comparisons the scatterplot suggested a linear relationship, confirming that the
Pearson correlation co-efficient was an appropriate measure of reliability.
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B.6 FINALIZING THE INSTRUMENT FOR LOCAL USE
Where the above measures suggest significant problems with any of the scales, further
investigation is required to determine the source of the problem. As described above, item
analysis using Cronbach’s alpha can determine whether individual items appear to be
measuring different concepts than the rest of a scale and should be removed. Similarly, poor
test retest reliability is investigated by comparing the mean scores of each question between
the two administrations of the test, to determine which questions are the main sources of
variation. If variation occurs mainly among a few questions, they should be removed. Similar
variation across many or most questions would suggest that the entire scale needs to be
revised and retested.
Poor results for criterion validity suggest either that the scale does not measure the concept or
that the interviewees and/or the KIs are mistaken in their assessment. The latter is possible,
given that the assessment by self and others is not a gold standard known to be accurate across
populations. This is likely to be the cause of apparent poor criterion validity when the scale
performs well on all other measures of validity and reliability. In this case, the criterion validity
testing is regarded as having failed and the results for criterion validity testing are ignored. If
other measures of validity and reliability are sound, and interviewees did not appear to have
difficulty in understanding or answering the questions, this suggests that the scale is adequate
even though criterion validity is unknown. Note that this is not true for criterion validity testing
using known gold standards. In such cases poor criterion validity in the face of good results for
other validity and reliability testing would indicate the need for further instrument adaptation
and retesting.
In addition to the analyses described above, other parameters are reviewed on a question by
question basis. Questions which result in many refusals to answer or inability to answer are
generally removed because they do not provide useful data. Locally-defined Function
questions for which many interviewees respond ‘N/A’ are also removed for similar reasons.
Questions for which average responses suggest very low severity are also removed, since this
suggests that they are not assessing real problems in the population.
In our experience, the use of methods in this module usually results in the removal of some
individual items. On the whole, most items (and scales) tend to perform well and the analysis
and procedures described here result in mild to moderate changes.
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APPENDIX A: EXAMPLE FIELD SCHEDULE
A typical schedule of working days is proposed in the table below. It may be adapted as
needed. This schedule assumes that the distance from training site to community is less than
one hour, and both training and data collection in the community can occur in the same day.
When the training site and communities are further apart, it will be necessary to take into
consideration travel time and whether interviewers and supervisors will need to spend the
night (or several nights) at the site of the interviews and then return to the training site for
analysis and further training.
EXAMPLE FIELD SCHEDULE FOR MODULE 2
Day
Prior
to
study
1-2

3-4

5

6-10

Activities
Adapt and translate instruments. Develop interview lists.
Welcome interviewers and provide interviewer training for supervisors and interviewers at the
training site. The group reviews and (if necessary) corrects the draft instrument translation.
Interviewers and supervisors proceed directly to the community to conduct pilot interviews.
After completing the interviews they return to the training site where the group discusses the
interview experience and makes any necessary changes to instrument and procedures. Later the
same day/evening the pilot study data is entered into the computer as a test of data entry
methods. New copies of the instrument are printed which incorporate the agreed changes
At the training site the group reviews the new version of the instrument and procedures. The
director explains the validity study. Supervisors and interviewers proceed to the community to
conduct the validity study interviews. The supervisors meet with the director at the end of the
day to discuss any problems. Reliability and Validity study data entry begins.
Interviews and data entry continue.

11-12 Complete data entry and begin analysis.
After
field
study

Complete analysis of validity and reliability studies. Finalize the instruments for local use.
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APPENDIX B. EXAMPLE RESOURCE LIST
TIME
Preparation usually requires one month prior to the study on a part-time basis. Activities
completed during this preparation period include:
•
•
•
•

Preparations for the assessment
Meeting with the community
Preparing logistics
Arranging personnel

Actual implementation of the validity study, including training, interviews, and analysis, takes
up to 12 working days. (See typical time schedule in Appendix A)
PERSONNEL




One study director for four weeks, including approximately two and a half weeks
implementing the study.
5-10 Supervisors
10-20 Interviewers

Study Director Qualifications
 Preferably team leader or manager for the provider, or someone with similar
experience
 Available to direct pre study planning and activities and post study use and sharing
of data
 Available for duration of study itself (12 working days)
 Can also be the trainer or otherwise speaks same language as the trainer and the
supervisors (and interviewers if possible)
Supervisor Qualifications
 NGO or Ministry of Health (MOH) local staff or students (e.g., nursing students)
 At least a high school education (Preferred = college level education and good
knowledge of English
 Available for duration of study (12 working days)
 Ability to read and write in the local language
 Able to ride a motorbike, drive car, or otherwise use transportation as needed
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Interviewer Qualifications
 Less important that they be NGO or MOH local staff
 NGO or MOH local staff or students (e.g., nursing students)
 At least a high school education (college level education and good knowledge of
English preferred
 Available for duration of study (12 working days)
 Ability to read and write in the local language
 Able to ride a motorbike, drive car, or otherwise use transportation as needed.
 Capable of walking long distances
 Understand they will be supervised by supervisors
TRANSPORT
The project director and all staff will meet at the training site at the beginning of each day
before proceeding to the study site. Daily transport between the training and study site for all
workers (interviewers and supervisors) is required throughout all phases of the project.
During the pilot and validity study, each supervisor will require a motorbike or similar individual
transportation. These are necessary to enable supervisors to move between interviewers while
returning to sites visited on previous days to repeat interviews and check on refusals. The lack
of such independent transport for each supervisor will considerably slow down the assessment
process, particularly during the study, so they are well worth the trouble to arrange.
Site Requirements






Large enough to seat all study personnel
Quiet
Available power (electric or generator)
Available exclusively for use by the team throughout the project
Able to be locked at night

Equipment
Blackboard/whiteboard/easel and chalk/marker pens
Overhead projector or LCD projector
Printer and 2 reams of paper
Reliable photocopier capable of printing thousands of pages a day when required
(this includes printing copies of the instrument
 Three toner cartridges
 20 reams of paper
 Laptop computer with word processing and statistical programs
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INTERVIEWER MATERIALS
For completing all modules, each interviewer and supervisor should have the following:







Exercise book
Two pencils, eraser and sharpener
Waterproof carrying bag
Daily portable lunch (or per diem and options for purchasing lunch)
Sufficient copies of instruments and consent forms
Cell phones or other method of communication with study director and
supervisors
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APPENDIX C: EXAMPLE OF VERBAL CONSENT FORM
Verbal Consent Form for Research Study
Instructions for the Interviewer
The following sections printed in italics are to be read to the subject prior to the interview. If
the subject then agrees to participate, you must sign on the line marked ‘Witness to Consent
Procedures’ at the end of this form. Also mark the date on the appropriate line.
Purpose of the Study
You are being asked to be part of a research study. We want to find out about the problems
affecting people in this area. By learning about the problems of local people [organization you
are working for] hopes to design better programs to assist local people. This research is being
done by [organization you are working for]. We would like to invite you to participate.
Procedures
To obtain this information we are talking with some people in the community who we selected
by chance/because we heard that you are knowledgeable about this topic. This is how we
selected you. If you agree to help us, I will ask you some questions. These questions are about
your health. We may also want to return and talk with you again later.
Risks and Discomfort
Each interview will take about __ __ minutes. It is possible that you may not like some questions
or that some questions may upset you. You may refuse to answer these questions, or any
questions, if you wish. You may stop the interview at any time.
Benefits
This information will help (your organization) to provide better programs to improve the health
of the people in this area. However, there may be no direct benefit to you personally.
Confidentiality
During the interview I will write down the information you tell me. This is the information we
will use for our study. The record of this information will not have any information that can be
used to identify you. I will also record your name and address, but this will be stored separately
from the record, and will be locked in the project director’s office. The project director will have
the key. Only the research team will be able to see this information. Nothing that you tell us will
be shared with anyone outside the research team. We will not allow anyone else to find out who
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gave a particular answer unless we think that you or someone else might be in danger. In that
case, we cannot keep that information private and we will take steps to make sure that all
people involved are kept safe. Every effort will be made to protect the confidentiality of this
information as far as is legally possible.
Voluntariness
It is your decision whether or not to be in this study. You can stop being in this study at any time.
This will not affect any assistance you get from (your organization) or any other organization.
Whom to Contact
If you have any questions now you can ask me. If you have any questions after I leave, you can
ask (insert name of project director). She/he is in charge of the study and can be contacted
through the (your organization) Office in _________, telephone ______. In the future if you have
any questions about the study, you should ask (local contact for your organization). She/he and
the other researchers will tell you if they learn anything new that they think will affect you.

Do you have any questions?
Do you agree to participate in this study?

Yes (PROCEED) No (STOP)

_________________________________

_______

Signature of Interviewee

Date

[I have explained this research study to the subject.]
________________________

_______

Interviewer or other witness to consent.

Date

(to be signed only if subject has verbally consented).
_________________________
Signature of Investigator
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APPENDIX D: EXAMPLE OF DRAFT ASSESSMENT FORM
The following is the draft instrument from a qualitative study conducted in Kurdistan, Iraq.

ﻣﯿَﺬووﯾﺎ ﺋﺔظﺮو
:رةطﺔز

Gender:
Male ______

Female ______

_______ :ﻣﻰ
َ

 _________ ﺳﺎل:ذى

Age: ______ years

:ﺑﺎرى ﺧﯿَﺰاﻧﻰ
َ

Marital status
Married

______:ﻧﯿَﺮ

____

________ : ﺷﻮﯾﻜﺮﯾﺔ/ﺑﺬﻧﺔ

Divorced ____

________ :ﺑﺔرداﯾﺔ/ﺑﺔرداى

Widowed ____

________ :ﺑﻰ ﻣ َﯿﺮ/ذن
ﺑﻰ
َ
َ

Single ___

_______ :ﻛﺾ/ زطﻮرد

\ھﺬﻣﺎر

Children: ______ number

\زاروك

:ﺑﺎرى ﻛﺎرى
َ

Working Status
Not working ____

________ :ﻛﺎرﻧﺎﻛﺔت

Irregular/daily work ____

______ :ﻧﯿﻆ ﻛﺎر

Regular/stable work ____

______ :ﻛﺎرةﻛﻰ دروﺳﺖ
َ

Self-employed____

_____ :ﻛﺎرﯾَﺖ ﺋﺎزاد
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:ﺮﻛﺮﻧﻰ
َﺋﺎﺳﺘﻰ ﻓﯿ
َ
َ

Level of Education
None ____

______ :ﻧﯿﻨﺔ

Primary ____

______ :ﺳﺔرةﺗﺎﯾﻰ

Secondary ____

______ :ﻧﺎظﻨﺠﻰ

Institutional degree or certificate ____
Bachelors degree or higher ____

____ :(ﺛﺔﯾﻤﺎﻧﻄﺔھﻰ
)دةرﺿﻮوﯾﻰ
ﺑﺎوةرﻧﺎﻣﺎ دﺑﻠﻮم
َ
َ
_____ :ﺑﺎوةرﻧﺎﻣﺎ ﺑﺔﻛﺎﻟﻮرﯾﻮس ﯾﺎن ﺛ َﯿﮭﺔﻟﺘﺮ

ﺋﺔرى ﺗﺔ ﺛﺔﻛﻜﺔﻓﺘﯿﺔﻛﺎ ﻟﺔﺷﻰ ﯾﺎن ﻣﯿَﺸﻜﻰ ھﺔﯾﺔ؟
َ

Do you have a physical or mental disability?
Yes ____

No ____

If yes, what kind of disability (describe)?

_______ :ﻧﺔﺧﯿَﺮ

______ :ﺑﺔﻟﻰ
َ

ﺑﺔﻟﻰ ﺑﯿﺖ ض ﺟﻮرة ﺛﺔﻛﻜﺔﻓﺘﻨﺔ )ﺑﻮ ﻣﺔ ﺷﺮوظﺔ
ﺋﺔطﺔر
َ
ﺑﻜﺔ(؟
___________________________________
___________________________________
___________________________________
___________________________________
___________________________________
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ﻛﺮﯾﺎرى:
ﺛﺸﻚ )أ( :ھﺔﻟﺴﺔﻧﻄﺎﻧﺪﻧﺎ
َ
Section A: Functionality Assessment

ﺑﺘﻨﻰ
ذﻧﻰ .ﺋﺔطﺔر ﺗﻮ زةﻻم ﺑﻰ ﺛﯿَﺘﻈﯿﺔ ﻟﺴﺔر ﺗﺔ
ﺋﺔظﻰ
َ
ﺛﺸﻜﻰ دوو ﻧﻤﻮوﻧﺔ ھﺔﻧﺔ :ﯾﺔك ﺑﻮ زةﻻﻣﻰ و ﯾﺎدى ﺑﻮ َ
َ
َ
ﺑﺘﻨﻰ ﻧﻤﻮوﻧﯿَﺖ ﺗﺎﯾﺒﺔت ﺑﺬﻧﺎن ﻛﺎرﺑﯿﻨﻰ.
ﻧﻤﻮوﻧﯿَﺖ ﺗﺎﯾﺒﺔت ب زةﻻﻣﺎ ﻛﺎرﺑﯿﻨﻰ و ﺋﺔطﺔر ﺗﻮ ذن ﺑﻰ ﺛﯿَﺘﻈﯿﺔ َ
There are two versions of this section - one for men and one for women. If you are a man, use only the version for
men. If you are a woman, use only the version for women.

ﺛﺸﻜﺔﻛﻰ ﻟﯿﺴﺘﺔك ب ﺑﺰاظﺎ و ﺋﺔرﻛﺎ ھﺔﯾﺔ ﺋﺔو ذى ﺋﺔو ﺋﺔرﻛﻦ ﯾﺎن ﻛﺎرﯾَﺖ ﻛﻮ ﯾﯿَﺖ رزطﺎرﺑﻮوﯾﯿَﺖ دى
ل ھﺔر
َ
وى زةﺣﻤﺔﺗﺎ ﺗﻮ
ﺋﺔم راطﺔھﺎﻧﺪﯾﻦ ذ
ﺋﺔﺷﻜﺔﻧﺠﺔداﻧﻰ ﻛﺔ طﺔﻟﺔك ﯾﺎ طﺮﻧﻂ ﺑﻮو ﺑﻮ وان .ھﯿﻈﯿﺔ ﺋﺎﻣﺎذة ﺑﻮ َ
َ
ﺒﺔﺟﻰ دﻛﺔى ب ﺑﺔراوردى ب زةﻻﻣﺎن ،ذﻧ َﯿﺖ دى ﯾ َﯿﺖ ﻛﻮ ھﺔظ
ﺗﻮﺷﺒﻮوى ﺑﻜﺔ و
ﻟﺪةﻣﻰ ھﺔر ﺋ َﯿﻚ ذوان ﺗﻮ ﺟﯿَ
َ
َ
ذى ھﺔﺑﻦ ﯾﺎن
ذى ھﺔﺑﻦ ﯾﺎن طﺔﻟﺔك َ
ﺗﺔﻣﺔﻧﯿَﺖ ﺗﺔ .ﺛﯿَﺘﻈﯿﺔ ﺋﺎﻣﺎذة ﺑﻜﺔى ﻛﺔ ﺗﺔ طﺔﻟﺔك ذ ﺋﺎرﯾﺸﺎ ھﺔﺑﻦ ﯾﺎن ﻛﯿَﻤﺔك َ
ﺗﻮ زور ﺟﺎر ﻧﺔﺷ َﯿﻰ ﺋﺔوى ﺋﺔرﻛﻰ ﺑﻜﺔى.
In each section there is list of activities and duties. These are tasks and duties that other torture survivors have told
us are important to them. For each one please mark how much more difficulty you are having doing it THAN MOST
OTHER MEN/WOMEN OF YOUR AGE. You should indicate whether you are having no more difficulty, a little
more, a moderate amount more, or a lot more, or you often cannot do that task.

ﺧﺎرى:
ﺟﮭﻰ طﻮﻧﺠﺎى داﻧﺔ ﺑﺔراﻣﺒﺔر ﺋﺎرﯾﺸ َﯿﺖ دﯾﺎرﻛﺮى ل ﻓﻮرﻣﺎ
ﻧﯿﺸﺎﻧﺔﻛﻰ ل
ﺑﺔرﺳﻈﻰ ﺑﺮ َﯾﻜﺎ داﻧﺎﻧﺎ
َ
َ
َ
َ
Record the response by marking the appropriate box next to the symptom in the table below.
ﻛﺮﯾﺎرا ﻣﯿَﺮاﻧﺔ

ﺑﺰاظﺔﻛﻰ
ﻛﺎرةﻛﻰ ﯾﺎن
ﺿﺔﻧﺪﯾﺎ زةﺣﻤﺔﺗﺎ
َ
َ
Amount of difficulty doing the task/activity
ﻧﺔ طﻮﻧﺠﺎى
Not
applicable

زورا ﺑﺰةﺣﻤﺔﺗﺔ
ﺟﻰ
ﺗﺎﻛﻮ ﺛﻼ ﻧﺔﺷﯿﺎﻧﺎ َ
وى
ﺑﺔﺟﻰ ﻛﺮﻧﺎ َ
َ

زورا
َ
ﺑﺰةﺣﻤﺔﺗﺔ
A lot

زةﺣﻤﺔﺗﺎ ﻧﺎظﻨﺠﻰ ﯾﺔ
A moderate
amount

Male Functionality

طﺔﻟﺔك ﻛﯿَﻢ ﯾﺎ
ﺑﺰةﺣﻤﺔﺗﺔ

ﻧﺔﯾﺎ ﺑﺰةﺣﻤﺔﺗﺔ

ﻛﺎر  /ﺑﺰاظ

None

Tasks/activities

Very little

Cannot do

9

4

3

2

1

0

9

4

3

2

1

0

ذﯾﺎرى
ﯾﻰ
َ
داﺑﯿﻦ ﻛﺮﻧﺎ ﺛﺎرى َ
ﺰاﻧﻰ.
ﺑﻮ ﺧ َﯿ َ
AM01 Providing for
the family
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ﺿﺎظﺪﯾَﺮﯾﺎ

ﻛﺮﯾﺎر َﯾﺖ
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ﺰاﻧﻰ
َ َﺧﯿ
AM02 Looking after
family behaviors
ﻛﺎر
0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

AM03 Labor
ﺑﻮ

ﺛﯿَﺸﻜﯿَﺸﻜﺮﻧﺎ ﺷﯿﺮةﺗﺎ
ﺰاﻧﻰ
َ َﺋﺔﻧﺪاﻣﯿَﺖ ﺧﯿ

AM04 Giving advice
to family members
ﺛﯿَﺸﻜﯿَﺸﻜﺮﻧﺎ ﺷﯿﺮةﺗﺎ ﺑﻮ
ﺋﺔﻧﺪاﻣﯿَﺖ ﻛﻮﻣﺔﻟﻰ ﯾﯿَﺖ دى
AM05 Giving advice
to other community
members
ﺛﯿَﻚ طﮭﻮرﯾﻨﺎ ﺑﯿﺮورا دطﺔل
ﯾﯿَﺖ دى
AM06 Exchanging
ideas with others
ﺛﯿَﻚ ﺋﯿﻨﺎﻧﺎ ﺛﺔﯾﻮةﻧﺪﯾﯿَﺖ
ذﻧﻰ و
َ رﯾَﻜﺨﺴﺘﻰ دطﺔل
ﺰاﻧﻰ
َ َﺧﯿ
AM07 Having
harmonious
relationship with
wife and family
ﺛﺔروةردةﻛﺮﻧﺎ زاروﻛﺎ ب
رﯾَﻜﺔﻛﺎ راﺳﺖ و دروﺳﺖ
AM08 Bringing up
children correctly
راﺑﻮون ب ﺿﺔﻧﺪ ﻛﺎرةﻛﺎ ذ
ﺑﻮ ﺑﺎ ﺷﻜﺮﻧﺎ ﻛﻮﻣﺔﻟﻄﺎى
AM09. Doing things
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to improve the
community
ھﺎرﯾﻜﺎرى دطﺔل ﯾﯿَﺖ دى
AM10. Sympathizing
with others

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

ﺳﺔرةدان و ﺳﺔرةدةرى
دطﺔل ﯾ َﯿﺖ دى د ﻛﻮﻣﺔﻟﻄﺎى
دا
AM11 Visiting and
socializing with
others in community
ھﺎرﯾﻜﺎرﯾﻰ ﯾﺎن
داﺧﺎزا
َ
دةﻣﻰ
ھﺎرﯾﻜﺎرﯾﻰ
وةرطﺮﺗﻨﺎ
َ
َ
ﯾﻰ ﺛﯿَﺘﻈﻰ
َ ﺗﻮ
AM12 Asking for or
getting help when
you need it
وةرطﺮﺗﻨﺎ ﺑﺮﯾﺎرا
AM13 Making
decisions
ﺛﺸﻜﺪارى د ﺑﺰاظﺎ و
ھﺔﻟﻜﺔﻓﺘ َﯿﺖ ﺧﯿَﺰاﻧﻰ
AM14 Taking part in
family activities or
events
ﺛﺸﻜﺪارى د ﺑﺰاظﺎ و
ھﺔﻟﻜﺔﻓﺘ َﯿﺖ ﻛﻮﻣﺔﻟﻄﺎى
AM15 Taking part
in community
activities/events
ﻓﯿَﺮﺑﻮوﻧﺎ ﺷﺎرةزاﯾﯿﺎ و
.زاﻧﯿﺎرﯾ َﯿﺖ ﻧﻮى
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AM16. Learning new
skills or knowledge
ﺛﯿﺘﺔ دان ب ﺋﺔرﻛﯿَﺖ ﺧﻮ و
ﺑﺔرﺛﺮﺳﯿﺎر َﯾﺖ ﺧﻮ
AM17.
Concentrating on
your tasks or
responsibilities

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

ﺗﯿَﻜﺔﻟﺒﻮون و ﺳﺔرةدةرى
.دطﺔل ﻛﺔﺳ َﯿﻦ ﺗﻮ ﻧﺔ ﻧﯿﺎ ﺳﻰ
AM18. Interacting or
dealing with people
you do not know
ﻣﺰطﺔﻓﺘﻰ و
ﺿﻮون ﺑﻮ
َ
ﺋﺎﻣﺎدةﺑﻮون ل ﻛﻮﻣﺒﻮوﻧﯿَﺖ
.ﺋﺎﯾﯿﻨﻰ
AM19. Attending
mosque or religious
gathering
.ھﺎرﯾﻜﺎرﯾﺎ ﯾ َﯿﺖ دى
AM20. Assisting
others
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:ﺧﺎرى
ﺑﺔرﺳﻈﻰ ﺗﻮﻣﺎرﺑﻜﺔ ﺑﺮ َﯾﻜﺎ ﻧﯿﺸﺎﻧﻜﺮﻧﺎ ﻣﺎﻟﻜﺎ طﻮﻧﺠﺎى ﺑﺔراﻣﺒﺔر ﺋﺎرﯾﺸﺎ ل ﻓﻮرﻣﺎ ل
َ
َ
Record the response by marking the appropriate box next to the symptom in the table below.

ﻛﺮﯾﺎرا ذﻧﺎﻧﺔ

ﺑﺰاظﺔﻛﻰ
ﻛﺎرةﻛﻰ ﯾﺎن
ﺿﺔﻧﺪﯾﺎ زةﺣﻤﺔﺗﺎ
َ
َ

Female Functionality
 ﺑﺰاظ/ ﺋﺔرك
Tasks/activities

Amount of difficulty doing the task/activity
ﻧﺔﯾﺎ ﺑﺰةﺣﻤﺔﺗﺔ

طﺔﻟﺔك ﻛﯿَﻢ ﯾﺎ
ﺑﺰةﺣﻤﺔﺗﺔ

None
Very little

زةﺣﻤﺔﺗﺎ ﻧﺎظﻨﺠﻰ ﯾﺔ
A moderate
amount

زورا
َ
ﺑﺰةﺣﻤﺔﺗﺔ
A lot

زورا ﺑﺰةﺣﻤﺔﺗﺔ ﺗﺎﻛﻮ
ﺑﺔﺟﻰ
ﺟﻰ
َ
َ ﺛﻼ ﻧﺔﺷﯿﺎﻧﺎ
وى
َ ﻛﺮﻧﺎ

ﻧﺔ طﻮﻧﺠﺎى
Not
applicable

Cannot do
ﻧﺎظﻤﺎﻟﻰ
ﻛﺎرﯾَﺖ
َ

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

AF01 Housework
ﺧﺎرن ﻟﯿَﻨﺎن
AF02 Cooking
ﺟﻮرﯾَﺖ دى ذ ﻛﺎرﯾَﺖ دةﺳﺘﻰ
AF03 Other types of
manual labor
ﺰاﻧﻰ
َ َﺛﯿﺘﺔ دان ب ﺋﺔﻧﺪاﻣﯿَﺖ ﺧﯿ
AF04 Caring for family
members
ﺛﯿَﺸﻜﯿَﺸﻜﺮﻧﺎ ﺷﯿﺮةﺗﺎ ﺑﻮ ﯾﯿَﺖ دى
AF05 Giving advice to
others
ﺛﯿَﻚ طﮭﻮرﯾﻨﺎ ﺑﯿﺮورا دطﺔل
ﯾﯿَﺖ دى
AF06 Exchanging ideas
with others
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ﺛ َﯿﻜﺌﯿﻨﺎﻧﺎ ﺛﺔﯾﻮةﻧﺪﯾ َﯿﺖ طﻮﻧﺠﺎى
ﺰاﻧﻰ
َ َدطﺔل ﻣﯿَﺮى و ﺧﯿ
AF07 Having
harmonious
relationship with
husband+ family

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

ﺛﺔروةردةﻛﺮﻧﺎ زاروﻛﺎ ﺑﺮﯾَﻜﺔﻛﺎ
راﺳﺖ و دروﺳﺖ
AF08 Bringing up
children correctly
راﺑﻮن ب ﻛﺎرا ذ ﺑﻮ
ﺿﺎرةﺳﺔرﻛﺮﻧﺎ ﻛﻮﻣﺔﻟﻄﺎى
AF09. Doing things to
improve the community
ھﺎرﯾﻜﺎرى دطﺔل ﯾﯿَﺖ دى
AF10. Sympathizing
with others
ﺳﺔرةدان و ﺳﺔرةدةرى دطﺔل
ﯾ َﯿﺖ دى ل ﻛﻮﻣﺔﻟﻄﺎى دا
AF11 Visiting and
socializing with others
in community.
ھﺎرﯾﻜﺎرﯾﻰ ﯾﺎن
داﺧﺎزا
َ
دةﻣﻰ ﺗﻮ
ھﺎرﯾﻜﺎرﯾﻰ
وةرطﺮﺗﻨﺎ
َ
َ
ﯾﻰ ﺛﯿَﺘﻈﻰ
َ
AM12 Asking for or
getting help when you
need it
وةرطﺮﺗﻨﺎ ﺑﺮﯾﺎرا
AM13 Making
decisions
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ﺛﺸﻜﺪارى د ﺑﺰاظﺎ و ھﺔﻟﻜﺔﻓﺘ َﯿﺖ
ﺧﯿَﺰاﻧﻰ
AM14 Taking part in
family activities or
events

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

0

1

2

3

4

9

ﺛﺸﻜﺪارى د ﺑﺰاظﺎ و ھﺔﻟﻜﺔﻓﺘ َﯿﺖ
ﻛﻮﻣﺔﻟﻄﺎى
AM15 Taking part in
community
activities/events
ﻓﯿَﺮﺑﻮوﻧﺎ ﺷﺎرةزاﯾﯿﺎ و
.زاﻧﯿﺎرﯾ َﯿﺖ ﻧﻮى
AM16. Learning new
skills or knowledge
ﺛﯿﺘﺔ دان ب ﺋﺔرﻛﯿَﺖ ﺧﻮ و
ﺑﺔرﺛﺮﺳﯿﺎر َﯾﺖ ﺧﻮ
AM17. Concentrating
on your tasks or
responsibilities
ﺗﯿَﻜﺔﻟﺒﻮون و ﺳﺔرةدةرى دطﺔل
.ﻛﺔﺳﯿَﻦ ﺗﻮ ﻧﺔ ﻧﯿﺎ ﺳﻰ
AM18. Interacting or
dealing with people you
do not know
ﻣﺰطﺔﻓﺘﻰ و
ﺿﻮون ﺑﻮ
َ
ﺋﺎﻣﺎدةﺑﻮون ل ﻛﻮﻣﺒﻮوﻧﯿَﺖ
.ﺋﺎﯾﯿﻨﻰ
AM19. Attending
mosque or religious
gathering
.ھﺎرﯾﻜﺎرﯾﺎ ﯾ َﯿﺖ دى
AM20. Assisting others
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:ﺛﺸﻚ )ب( – ھﺔﻟﺴﺔﻧﻄﺎﻧﺪﻧﺎ ﺋﺎرﯾﺸﺎ

Section B: Symptom Assessment
ﺛﻰ ﻛﺮﯾﺔ ل ھﺔر دوو ﺣﺔﻓﺘﯿ َﯿﺖ
ﺋﺔظﺎ ل
َ
َ  ﺑﻮ ھﺔر ﺋ َﯿﻜﺎ ﺿﺔﻧﺪ ﺟﺎرا دﯾﺎرﻛﺔ ﻛﺔ ﺗﺔ ھﺔﺳﺖ.ﺧﺎرى ﻟﯿﺴﺘﺔﻛﺔ ب ھﻨﺪةك ﺋﺎرﯾﺸ َﯿﺖ ﺧﺔﻟﻚ ﺗﻮش دﺑﻦ ل ھﻨﺪةك دةﻣﺎ
.راﺑﻮردو و ذواﻧﺔ ﺋﺔظﺮو
Listed below are some problems that people sometimes have. For each one state how often you have felt like
this in the last 2 weeks including today.
ﺋﺎرﯾﺸﺔ
Symptom
ﺳﺴﺘﯿﻰ
ﻻوازﯾﻰ و
ھﺔﺳﺖ ب
َ
َ

ض ﺟﺎرا ﻧﺔ ﯾﺎن ﻧﺔ

ل ھﻨﺪةك دةﻣﺎ

طﺔﻟﺔك

ﺑﺔردةوام

Never or No

Sometimes

Often

Always

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

B01. Feeling low in energy, slowed
down
ﻟﻮﻣﻰ ل ﺧﻮ ﺑﻜﺔ ل دور ھﻨﺪةك ﺗﺸﺘﺎ
َ
B02. Blaming yourself for things
طﺮﯾﺎﻧﻰ ب ﺳﺎﻧﺎھﻰ
دةﺳﻜﺮن ب
َ
B03. Crying easily
طﺮﻧﻄﯿﻰ ب ﻛﺮﯾﺎر َﯾﺖ ﺳﻜﺴﻰ ﯾﺎن ذدةﺳﺘﺪاﻧﺎ
ذ دةﺳﺘﺪاﻧﺎ
َ
ﺗﺎﻣﺎ ﺳﻜﺴﻰ
B04. Loss of interest in sex or loss of
sexual pleasure
زادﺧﺎرﻧﻰ
ذدةﺳﺖ دان ﯾﺎن ﻻوازﯾﺎ
َ
B05. Poor appetite
ﺛﺎﺷﺔروذى
ھﯿﻈﯿﻰ ب
ھﺔﺳﺖ ب ذدةﺳﺖ داﻧﺎ
َ
َ
B06. Feeling hopeless about the future
.ﺪﯾﻰ
َ َﺑﻰ ﺋﻮﻣﯿ
َ ھﺔﺳﺖ ب
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B07. Feeling depressed
ﺗﻨﻰ
َ ھﺔﺳﺘﻜﺮن ب ﻣﺎﻧﺎ

0

1

2

3

ھﺰرﻛﺮن ب دوﻣﺎھﯿﻜﺌﯿﻨﺎﻧﺎ ذﯾﺎﻧﺎ ﺗﺔ

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

ﻣﺮﻧﻰ
ظﯿﺎﻧﺎ
َ

0

1

2

3

ﺿﺔﻧﺪى ﻛﺔ ﺗﻮ ﻛﯿَﻤﺘﺮى ذﯾﯿَﺖ دى
ﺑﻮى
َ
َ ھﺔﺳﺘﻜﺮن

0

1

2

3

B08. Feeling lonely

B09. Thinking about ending your life
ﺛﺔﯾﻮةﻧﺪﻛﺮﻧﻰ
ﺋﺎزادﯾﻰ ﯾﺎن
ھﺔﺳﺘﻜﺮن ب ﻧﺔﺑﻮون
َ
َ
B10. Feeling not free or caught
طﺔﻟﺔك دوودﻟﻰ ﻟﺪور ﺗﺸﺘﺎ
B11. Worrying too much about things
طﺮﻧﻄﯿﻰ ب ﺗﺸﺘﺎ
ذدةﺳﺖ داﻧﺎ
َ
B12. Loss of interest in things
ﻛﺎرةﻛﻰ ﺗﻮ ﺑﻜﺔى دھ َﯿﺘﺔ
ھﻨﺪى ﻛﺔ ھﺔر
ھﺔﺳﺘﻜﺮن ب
َ
َ
ﻛﺮن ﺑﺰةﺣﻤﺔت
B13. Feeling that everything you do is
difficult
ﻧﻈﺴﺘﻨﻰ
دةﻣﻰ
ﺑﺔرﻧﻄﺎرﯾﺎ ﺋﺎرﯾﺸﺎ ل
َ
َ
B14. Trouble sleeping
ﺪى
َ َھﺔﺳﺘﻜﺮن ب ﻧﺔﻣﺎﻧﺎ ﺋﻮﻣﯿ
B15. Feeling desperate

B16. Wishing you were dead

B17. Feeling inferior to others.
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ﻣﺎﻧﺪﯾﺒﻮون د ﻣ َﯿﺸﻜﻰ دا

0

1

2

3

ﺗﻮ دﺷﯿَﻰ ﺧﻮﺷﻰ ب ﺟﺔذﻧﺎ و ھﺔﻟﻜﺔﻓﺘﺎ ﺑﺒﺔى

3

2

1

0

0

1

2

3

ض ﺟﺎرا ﻧﺔ ﯾﺎن ﻧﺔ

ل ھﻨﺪةك دةﻣﺎ

طﺔﻟﺔك

ﺑﺔردةوام

Never or No

Sometimes

Often

Always

0

1

2

3

ﺗﺮﺳﻰ
ھﺔﺳﺘﻜﺮن ب
َ

0

1

2

3

ھﺎﺷﺨﻮﻧﺔﻣﺎﻧﻰ
ھﺔﺳﺘﻜﺮن
َ

0

1

2

3

دةﻣﺎرطﯿﺮى

0

1

2

3

ﻟﺔزﻛﺮﻧﺎ ﻟﯿَﺪاﻧﯿَﺖ دﻟﻰ

0

1

2

3

0

1

2

3

B18. The brain is tired.

B19. Able to enjoy feasts or other
celebrations
ھﺰرا ﺧﻮ طﺔﻟﺔك د ﺗﺸﺘﺎن دا ﺑﻜﺔ
B20. Thinking too much

ﺋﺎرﯾﺸﺔ
Symptom
ﺑﻰ ﺋﺔطﺔر
ﺗﺮﺳﻰ ذ
ھﺔﺳﺘﻜﺮن ب
َ ﻧﯿﺸﻜﺔﻛﻰ ظﺔ
َ
َ
B21. Suddenly feeling scared for no
reason

B22. Feeling fearful

B23. Feeling faintness

B24. Nervousness

B25. Heart pounding or racing
ﺧﺎظﺒﻮون
B26. Trembling
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دوودﻟﯿﻰ
ھﺔﺳﺘﻜﺮن ب
َ

0

1

2

3

ھﺔﺳﺘﻜﺮن ب ﺋﯿَﺸ َﯿﺖ ﺳﺔرى

0

1

2

3

ﺗﺮﺳﻰ
ﺛﺔﯾﺪا ﺑﻮوﻧﺎ ﻛﺎرﯾَﺖ
َ

0

1

2

3

0

1

2

3

B27. Feeling tense

B28. Headaches

B29. Episodes of terror or panic
رﯾﻨﺸﺘﻨﻰ ب
ھﺔﺳﺘﻜﺮن ب ﻧﺔرﺣﺔﺗﻰ و ﻧﺔﺷﯿﺎن ل
َ
رﺣﺔﺗﻰ
B30. Feeling restless, can’t sit still

ﻛﺎﻧﻰ ﺿﺔﻧﺪ
ﺋﺎرﯾﺸﺔﻛﻰ دﯾﺎرﻛﺔ
 ھﯿﻈﯿﺔ ﺑﻮ ھﺔر.ھﻨﺪةك ذ ﺋﺎرﯾﺸ َﯿﺖ ﺧﺔﻟﻚ ﺗﻮش دﺑﻦ ل ھﻨﺪةك دةﻣﺎ ﺛﺸﺘﻰ ﺗﻮﺷﻰ رﯾﺪاﻧ َﯿﺖ دﻟﺘﺔزﯾﻦ و ﺗﺮﺳﻨﺎك دذﯾﺎﻧﺎ ﺧﻮدا دﺑﻦ
َ
َ
.ﺟﺎرا ﻟﺴﺔر ﺗﺔرا ﺑﻮرﯾﺔ ل ھﺔر دوو ﺣﺔﻓﺘﯿﯿَﺖ راﺑﻮردو ذواﻧﺔ ﺋﺔظﺮو
The following are problems that people sometimes have after experiencing hurtful or terrifying events in their lives.
For each problem please state how often you
have had it in the last 2 weeks including today.
ﺋﺎرﯾﺸﺔ
Symptom
ھﺰر و ﺑﯿﺮھﺎﺗﻨ َﯿﺖ دووﺑﺎرةﻛﺮى ﺑﻮ رﯾﺪاﻧ َﯿﺖ دﻟﺘﺔزن و
ﺗﺮﺳﻨﺎك

ض ﺟﺎرا ﻧﺔ ﯾﺎن ﻧﺔ

ل ھﻨﺪةك دةﻣﺎ

طﺔﻟﺔك

ﺑﺔردةوام

Never or No

Sometimes

Often

Always

0

1

2

3

0

1

2

3

0

1

2

3

B31. Recurrent thoughts or memories of
the hurtful or terrifying events
ھﺔﺳﺘﻜﺮن ﻛﺔ ﺋﺔو رﯾﺪان ﺟﺎرةﻛﺎ دى دووﺑﺎرةدﺑﻦ
B32. Feeling as though these events
were happening again
دﯾﺘﻨﺎ ﻛﺎﺑﯿﺴﺎ
B33. Nightmares
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ﺷﯿﺎن ﻟﺴﺔر ھﺔﺳﺘﻜﺮن ب ﺑﺰةﯾﻰ

3

2

1

0

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

ض ﺟﺎرا ﻧﺔ ﯾﺎن ﻧﺔ

ل ھﻨﺪةك دةﻣﺎ

طﺔﻟﺔك

ﺑﺔردةوام

Never or No

Sometimes

Often

Always

0

1

2

3

B34. Able to feel emotions
ﻧﺔﺧﻮﺷﯿﻰ ب ﺳﺎﻧﺎھﻰ
ﺗﺮﺳﻰ و
ھﺔﺳﺘﻜﺮن ب
َ
َ
B35. Feeling jumpy, easily startled
ھﺰرﻛﺮﻧﻰ دا
زةﺣﻤﺔﺗﻰ ل
ﺛﺔﯾﺪاﺑﻮوﻧﺎ
َ
َ
B36. Difficulty concentrating
ﺧﻮ ﺛﺎراﺳﺘﻦ ذ ﺑﺰاظﯿَﺖ رﯾﺪاﻧ َﯿﺖ دﻟﺘﺔزﯾﻦ د ﺋﯿﻨﺔ ﺑﯿﺮا
ﺗﺔ
B37. Avoiding activities that remind you
of the traumatic or hurtful events
دةﻣﻰ رﯾﺪاﻧ َﯿﺖ دﻟﺘﺔزﯾﻦ
ﺑﯿﺮﺋﯿﻨﺎﻧﻰ ل
ﻧﺔﺷﯿﺎن ﻟﺴﺔر
َ
َ
وﻧﺔﺧﻮش
B38. Inability to remember parts of the
traumatic or hurtful events
ﺧﻮ دﯾﺮﺋﯿَﺨﺴﺘﻦ ذ ھﺰر و ﺑﯿﺮو و ھﺔﺳﺘ َﯿﺖ طﺮﯾَﺪا ب
راھﯿَﻨﺎﻧﯿَﺖ دﻟﺘﺔزن
B39. Avoiding thoughts or feelings
associated with the traumatic or hurtful
experience

ﺋﺎرﯾﺸﺔ
Symptom
ﻧﯿﺸﻜﺔﻛﻰ ظﺔ ﺑﺠﯿﺎوازﯾﺎ ﺑﺰةﯾﻰ و ﻟﺔﺷﻰ
ھﺔﺳﺖ ﻛﺮن ذ
َ
.دةﻣﻰ ﺗﻮ ﺑﯿﺮا ﺧﻮ ب رﯾﺪاﻧ َﯿﺖ دﻟﺘﺔزﯾﻦ دﺋﯿﻨﻰ
َ
B40. Suddenly feeling very different
emotionally or physically when
reminded of the traumatic or hurtful
events
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ھﻨﺪى ﻛﺔ ﺧﺔﻟﻚ ﺧﻮ ﺗ َﯿﻨﺎطﺔھﯿﻨﻦ ب وان
ھﺔﺳﺘﻜﺮن ب
َ
رﯾﺪاﻧ َﯿﺖ ﺑﻮ ﺗﺔ ﺛﺔﯾﺪاﺑﻮوﯾﻦ

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

B41. Feeling that people do not
understand what happened to you
ﺑﺰةﺣﻤﺔﺗﻰ ﻟﺠ َﯿﺒﺔﺟﯿَﻜﺮﻧﺎ ﻛﺎر و ﺋﺔرﻛﯿَﻦ ﺗﺔ
ھﺔﺳﺘﻜﺮن
َ
ﯾﯿَﻦ روذاﻧﺔ
B42. Difficulty performing your work or
daily tasks
ذﯾﺎﻧﻰ ﯾﻰ
طﻮﻧﺔھﻰ ﺿﻮﻧﻜﺔ ھﯿَﺸﺘﺎ ﻟﺴﺔر
ھﺔﺳﺘﻜﺮن ب
َ
َ
B43. Feeling guilty for having survived
ﺷﺔرﻣﯿﻰ ذ وان رﯾﺪاﻧ َﯿﺖ ب ﺋ َﯿﺶ
ھﺔﺳﺘﻜﺮن ب
َ
ودﻟﺘﺔزﯾﻦ ﺋﺔوﯾَﻦ ﺑﻮ ﺗﺔ رﯾﺪاﯾﻦ
B44. Feeling ashamed of the hurtful or
traumatic events that happened to you
ﺑﻮرﯾﻨﺎ دةﻣﻰ ﺗﻮ ھﺰردﻛﺔى ﺗﯿَﺪا ﺑﻮﺿﻰ ﺋﺔو ﺑﻮﺿﻰ
ﺋﺔظ رﯾﺪاﻧﺔ ﻟﺴﺔر ﺗﺔرا ﺑﻮرﯾﻦ
B45. Spending time thinking about why
these events happened to you
دى دﯾﻦ ﺑﻰ
َ ﺗﻮ ھﺔﺳﺘﺪﻛﺔى ھﺔروةﻛﻮ ﺗﻮ
B46. Feeling as if you are going crazy
ﺑﺘﻨﻰ ى ﻛﺔ ﺗﻮﺷﻰ
ﻛﺔﺳﺔﻛﻰ
ھﺔﺳﺘﺪﻛﺔى ھﺔروةﻛﻰ ﺗﻮ
َ
َ
ﺗﻨﻰ دﺑﻰ
َ ﺋﺔوان رﯾﺪاﻧﺎ
B47. Feeling that you are the only person
who has suffered these events
ﺛﺔﻗﯿﻨﻰ ذ ﻛﺔرب و ﻛﯿﻨﺎ
ﺗﺔﻧﻄﺎظﯿﻰ و
ھﺔﺳﺘﻜﺮن ب
َ
َ
B48. Feeling irritable or having outbursts
of anger
ھﺔﺳﺘﻜﺮن ﻛﺔ ﯾ َﯿﺖ دى دوذﻣﻨﻜﺎرن ﺑﻮ ﺗﺔ
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B49. Feeling that others are hostile to
you
ھﺔﺳﺘﻜﺮن ﻛﺔ ﺗﺔ ﻛﺔﺳﺔك ﻧﯿﻨﺔ ﺗﻮ ﺧﻮ ﺑﮭ َﯿﻠﯿﺔ ھﯿﻈﯿﺎ
وﯾﻈﺔ

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

B50, Feeling that you have no-one to
rely on
ذﻻﯾﻰ ھﻨﺪةك
ﺑﻮ ﺗﺔ دﯾﺎر ﺑﻮو ﯾﺎن ﺧﺔﺑﺔر طﺔھﺸﺘﺔ ﺗﺔ
َ
ﻛﺔﺳﯿَﻦ دى ﻛﺔ ﺗﻮ ﻧﺔﺷﯿَﻰ ﺑﯿﺮا ﺧﻮ ﺑﯿﻨﻰ
B51. Finding out or told by other people
that have done something that you
cannot remember
ﺗﻮ ھﺔﺳﺘﺪﻛﺔى ﻛﺔ ﺗﻮ ﺑﻮوﯾﺔ دوو ﻛﺔس ﺋ َﯿﻚ ذوان
ﯾﻰ دى دﻛﺔى
َ ﺮﯾﻰ ل
َ َﺿﺎظﺪﯾ
B52. Feeling as if you are split into two
people, one of you is watching what the
other is doing
ھﺔﺳﺘﻜﺮن ﻛﺔ ﺧﯿﺎﻧﺔك ﻟﺘﺔ ھﺎﺗﯿﺔ ﻛﺮن
B53. Feeling betrayed
ﻛﺔﺳﺔﻛﻰ ﻣﺮى ﺑﻮ ﺗﺔ دﺋﺎﺧﻈﯿﺖ
دةﻧﻄﻰ
ﻛﻮھﻠﯿَﺒﻮوﻧﺎ
َ
َ
B54. Hearing the voice of a deceased
person speaking to you
ﻛﺔﺳﺔﻛﻰ ﻣﺮى ﺑﺔراﻣﺒﺔر ﺗﺔ راوﺳﺘﯿﺎى
دﯾﺘﻨﺎ
َ
B55. Seeing a deceased person standing
in front of you
زاﻟﺒﻮوﻧﻰ ھﺎﺗﯿﺔ
ھﺔﺳﺘﻜﺮن ﻛﺔ ھﺔﺳﺘﻜﺮﻧﺎ ﺗﺔ ب
َ
ذدةﺳﺘﺪان
B56. Feeling that you have lost your
sense of control
ﻛﺔﺳﺔﻛﻰ ﻧﯿﺰﯾﻚ ﺑﻮﺗﺔ ﺑﻮوﯾﺔ
ھﺔﺳﺘﻜﺮن ﻛﺔ ﻣﺮﻧﺎ
َ
ﺟﯿﮭﺎﻧﻰ
ﺑﻮ
ﺗﺔ
دﯾﺘﻨﺎ
ﺋﺔطﺔرى طﮭﻮرﯾﻨﺎ
َ
َ
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B57. Feeling that the death of someone
close to you has changed your view of
the world
ﻟﺔﺷﻰ ﺗﺔدا
ھﺔﺳﺘﻜﺮن ﻛﺔ ﺗﺔ ﺋﯿَﺸﺔك ل ھﺔﻣﺎن ﺟﮫ د
َ
دةﻣﻰ ﺧﺔﻟﻚ د
ھﺔﯾﺔ ﯾﺎن ھﺔﺑﻮوﻧﺎ ھﺔﻣﺎن ﺋﺎرﯾﺸﺔ
َ
ﺛﻰ ﻣﺮى
َ
َ ﺋﺔطﺔرى دا

0

1

2

3

0

1

2

3

ض ﺟﺎرا ﻧﺔ ﯾﺎن
ﻧﺔﺧﯿَﺮ

ل ھﻨﺪةك دةﻣﺎ

طﺔﻟﺔك

ﺑﺔردةوام

Sometimes

Often

Always

0

1

2

3

0

1

2

3

0

1

2

3

B58. (Feeling that you are) having pain
the same part of your body or having the
same symptoms as people who have
died.
طﮭﻮرﯾﻨﻰ دذﯾﺎﻧﺎ ﺗﺔدا )وةك
ھﺔﺳﺘﻜﺮن ﻛﺔ ﻛﺮﯾﺎرﯾَﺖ
َ
ﺛﺔﯾﺪا ﻛﺮﻧﺎ ھﺔظﺎﻟﯿَﺖ ﻧﻮى ﯾﺎن دةﺳﺜﯿَﻜﺮن طﺮطﯿﯿَﺖ
دى ﺑﺰةﺣﻤﺔﺗﻦ و د طﺮﻧﻄﻦ
َ ﻧﻮى( ﻛﺔ
B59. Feeling that moving on with your
life (like making new friends, pursuing
new interests) would be difficult.

ﺋﺎرﯾﺸﺔ
Symptom

Never or No
رةﺷﯿﻰ ﺑﺔراﻣﺒﺔر ﯾ َﯿﺖ دى ﻛﺔ
ھﺔﺳﺘﻜﺮن ب زك
َ
ﻛﺔﺳﺔﻛﻰ وان ﻧﺔھﺎﺗﯿﺔ ذدةﺳﺘﺪان
َ
B60. Feeling envious of others who have
not lost someone close.
ھﺔﺳﺘﻜﺮن ھﺔروةﻛﻮ ﺗﺔ ﺷﯿﺎن ﻟﺴﺔر طﺮﻧﻄﯿﺪان ب
.ﻛﺔﺳ َﯿﻦ دى ذدةﺳﺖ داﯾﺔ
B61. Feeling like you have lost the
ability to care about other people.
ﺸﯿﻰ ﺑﻮ ﺟﮭﺎ ﯾﺎن ﺗﺸﺘ َﯿﺖ طﺮﯾَﺪاى ب
َ َھﺔﺳﺘﻜﺮن ﺑﺴﺔرﻛﯿ
ﻛﺔﺳ َﯿﺖ ﺑﺔرى ﻧﮭﻮ ﻣﺮﯾﻦ
B62. Feeling drawn to places and things
associated with people who have died.
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ﺿﺎظﻠ َﯿﻜﺮن ھﻨﺪةك ذ ھﺔﻣﺎن ﻛﺮﯾﺎر ﯾ َﯿﺖ ﻛﻮ ﺑﺔرى ﻧﮭﻮ
ﻟﻨﻚ ﻛﺔﺳ َﯿﺖ ﻣﺮى ھﺔﺑﻮون

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

3

2

1

0

0

1

2

3

0

1

2

3

0

1

2

3

B63.imitating some of the same
behaviors or characteristics of people
who have died.
ﻻﯾﻰ ﻣ َﯿﺸﻜﻰ ظﺔ
ھﺔﺳﺘﻜﺮن ب ﻧﺔ زاﻟﺒﻮون ذ
َ
B64. Feeling mentally unstable
ﯾﻰ ﻣﺮى
َ ھﺔﺳﺘﻜﺮن ھﺔروةﻛﻮ ﺗﻮ ﺑﺔرى ﻧﮭﻮ
B65. Feeling as if you were already dead
ﺿﺎظﺔرى ﯾﺎ زظﺮﯾﻨﺎ ﻛﺔس و ﻛﺎرﯾَﺖ ﺗﺔ ﯾ َﯿﺖ ﻣﺮى
ل
َ
B66. Waiting for your dead relatives to
come back
دةرﺑﺮﯾﻨﻰ ذ ھﺔﺳﺘ َﯿﺖ ﺗﺔ
ﺷﯿﺎن ﻟﺴﺔر
َ
B67.Able to express your feelings
ﺑﺸﺔرداﺿﻮون دطﺔل ﯾﯿَﺖ دى
B68. Fighting with others
ﺗﺔ ﺛﺔﯾﻮةﻧﺪﯾﺔﻛﺎ ﻻواز دطﺔل ﺋﺔﻧﺪاﻣ َﯿﺖ ﺧ َﯿﺰاﻧﺎ ﺧﻮ ﯾﺎ
ھﺔﯾﻦ
B69. Poor relationship with family
members
)ظﺔﺧﺎرﻧﻰ( ظﺔدﺧﻮى
ﺗﻮ طﺔﻟﺔك ﻣﺔى
َ
B70. Drinking too much alcohol

 ﺗﻜﺎﯾﺔ ﻧﯿﺸﺎﻧﺎ )*( داﺑﻨﺔ ﺑﺆ ھﺔر ﺳﺔرﺑﺆرةﻛﻰ )ﺗﺔﺟﺮوﺑﺔﯾﺔك( ب ﺳﺔرﺗﺔ دا.ﺋﺔم داﺧﺎزدﻛﺔﯾﻦ ﺗﯿَﺒﻄﺔھﯿﻦ ﻛﺎ ض ﺟﺆرة ِروﯾﺪاﻧﯿﻦ دﻟﺘﺔزﯾﻦ ب ﺳﺔرﺗﺔ دا ھﺎﺗﯿﻨﺔ
 ﺗﻜﺎﯾﺔ ﻧﯿﺸﺎ ﻧﺪاﻧﺎ ھﺔﻣﻮو ﺋﺔوﯾﯿﻦ طﻮﻧﺠﺎى ﺑﻜﺔ.ھﺎﺗﺒﯿَﺖ ﯾﺎﻧﺘﺔ دﯾﺘﺒﯿﺖ
We want to understand about what types of trauma experiences you had. Please place a mark (X) for all the
different experiences you had and any that you witnessed. Please mark all that apply.

DIME Manual Module 2. July, 2013.

Page 66

ﺗﺔ ﯾﺎ د ﯾﺘﻰ ب ﺳﺔر ﻛﺔﺳﺔﻛﻰ دي ﺗﺮدا
ھﺎﺗﻲ

ب ﺳﺔر ﺗﺔدا ھﺎﺗﻲ
Personally Experienced

Witnessed it happening to
others
ﺋﺔﺷﻜﺔﻧﺠﺔداﻧﺎ ﻟﺔﺷﻰ

B71. Physical torture

زﯾﻨﺪاﻧﻜﺮن

B72. Imprisonment

ھﯿَﺮﺷﯿَﻦ ﻛﯿﻤﯿﺎﯾﻰ

B73. Gas attacks

ھﯿَﺮﺷﯿَﻦ دﯾﺘﺮ ﯾﯿﻦ ﺳﺔرﺑﺎز

B74. Other military
attacks

B75. Domestic Violence

ﺗﻮﻧﺪوﺗﯿﺬﯾﺎ ﺧﯿَﺰاﻧﻰ

B76. Sexual abuse/rape
 ﻛﺮﯾﺘﻜﺮﻧﺎ ﻛﺔﺳﺔﻛﻰ ب ﺧﻮرﺗﻰ/ دةﺳﺘﺪر َﯾﺬﯾﺎ ﺳﯿَﻜﺴﻰ

 ھﯿَﺮﺷﺒﺮن ﯾﺎن روﯾﺪاﻧﺔﻛﺎ رةق،ﻛﻮﺷﺘﻦ
B77. Murder, assault or severe accident
ﯾﺎن ﺳﺔروةت و ﺳﺎﻣﺎﻧﻰ/ ذدةﺳﺘﺪاﻧﺎ ﻣﺎﻟَﻲ و
B78. Loss of home and/or property
(ھﺔر ِروﯾﺪاﻧﺔﻛﺎ ﺗﺮﺳﻨﺎﻛﺎ د ﯾﺘﺮ )دﯾﺎرى ﺑﻜﺔ
B79. Other terrifying event (specify)
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ﺛﺸﻚ )ج( – ﺛﺔﯾﻮةﻧﺪﯾﺔﻛﺎ

Section C: Relationships
ﯾﻰ
دى
َ
ﻧﻮﻛﺔ َ
ﯾﻰ رازى ب ﺟﻮرةﻛﻰ ﯾﺎن َ
ﯾﻰ رازى ب ﺗﻮﻧﺪى ﯾﺎن َ
ﺛﺴﯿﺎرى ذ ھﺔوة ﻛﺔﯾﻦ ﻟﺪور ﺛﺔﯾﻮةﻧﺪﯾ َﯿﺖ ھﺔوة دطﺔل ﯾﯿَﺖ دى .ھﯿﻈﯿﺔ ﻧﯿﺸﺎﻧﻜﺔن ﻛﺔ ﺗﻮ َ
ﻧﺔﯾﻰ رازى ب ض رةﻧﻄﺎ.
ﯾﺎن
ﺟﻮرةﻛﻰ
ب
ﻧﺔرازى
َ
رازى ﺑﻮون ب
رةﻧﻄﺔﻛﻰ
Somewhat
Agree

رازى ﺑﻮون ب
دذوارى
Strongly
Agree

ﻧﺔ رازى ﺑﻮون ب
رةﻧﻄﺎ
ض
Strongly
Disagree

ﻧﺔ رازﯾﺒﻮون
رةﻧﻄﺔﻛﻰ
Somewhat
Disagree

ب

3

2

1

0

ﯾﻰ ﺑﺔﺧﺘﺔوةرم ب ھﺔظﺎﻟ َﯿﺖ ﺧﻮ C01. I am happy
ﺋﺔز َ
with the friendships I have.

3

2

1

0

ﻣﻦ ﺿﺔﻧﺪ ﻛﺔﺳﺔك ﯾ َﯿﺖ ھﺔﯾﻦ دﺷ َﯿﻢ دطﺔل دا ﺿﺔﻧﺪ ﻛﺎر َﯾﺖ
ﺧﻮش ﺑﻜﺔم C02. I have people with whom I can
do enjoyable things.

3

2

1

0

ﻛﻮﻣﺔﻟﻄﺎﯾﻰ ﺧﻮﻣﺔ
ﺧﺔﻟﻜﻰ
ﺋﺔز ھﺔﺳﺘﺪﻛﺔم ﻛﺔ ﺋﺔز
َ
َ
C03. I feel I belong in my community.

3

2

1

0

ﺋﺔز ﺿﺔﻧﺪ ﻛﺔﺳﺔﻛﺎ دﻧﯿﺎﺳﻢ و د ﺋﺎﻣﺎدةﻧﺔ طﻮھﺪارﯾﺎ ﻣﻦ ﺑﻜﺔن و
دةﻣﻰ ﺛ َﯿﺘﻈﯿﺎ ﻣﻦ ﺑﻮ
دﻣﻦ ﺑﻄﺔھﻦ
ﺋﺎﺧﻔﺘﻨﻰ C04. I know
َ
َ
people who will listen and understand me when
I need to talk.

3

2

1

0

ﺛﺸﺘﻄﯿﺮﯾﻰ ذ ﺧﯿَﺰاﻧﺎ ﺧﻮ و
دى
ل
دةﻣﻰ ﺗﺔﻧﻄﺎظﯿﺎ ،ﺋﺔز َ
َ
َ
ھﺔظﺎﻟ َﯿﺖ ﺧﻮ راطﺮم C05. In a crisis, I would have
the support I need from family or friends

ذى )ﺑﺔردةواﻣﯿﺎ ﻛﻮﻣﺔﻻﯾﺔﺗﻰ( ﻛﺎرﺗﯿَﻜﺮﻧ َﯿﺖ ﻛﻮﻣﺔﻻﯾﺔﺗﻰ
ﻛﺎﻧﻰ ﺿﺔﻧﺪ ﺟﺎرا
ھﺔردوو ﺛﺴﯿﺎر َﯾﺖ ﺑﮭﯿَﻦ ﻟﺪور
ﺑﺔردةواﻣﯿﻰ ددةﯾﺔ دطﺔل ﻛﺔﺳﯿَﻦ دى ﻣﺔﺑﺔﺳﺖ َ
َ
َ
ﺑﯿﺮﻛﺎرﯾﻰ ،راﺑﻮون ب ﺑﺰاظ َﯿﺖ ﺋﺎﯾﯿﻨﻰ ،وةرطﺮﺗﻨﺎ ﺧﻮﻻ،
ﯾﺎرﯾﻜﺮﻧﺎ
ﺋﺔوذى
ﻛﻮﻣﺔﻻﯾﺔﺗﻰ
ﺖ
ﯿ
ﻜﺮﻧ
ﯿ
ﻛﺎرﺗ
ﺑﻮ
ﻧﻤﻮوﻧﺔ
دى.
ﻦ
ﯿ
ﻛﺔﺳ
ﯾﯿَﺖ ﻛﻮ ﻟﻨﻚ ﺗﺔ ھﺔﯾﻦ دطﺔل
َ
َ
َ
َ
طﺔﻧﻄﺔﺷﺔ ﻛﺮن دطﺔل ﻛﺔﺳﯿَﺖ دى ﯾﺎن ﺧﺎرﻧﺎ زاﻧﻰ ب ﺛﯿَﻜﻈﺔ.
ھﺔﺷﺖ ﺟﺎرا و ﺛﺘﺮ

 7 – 5ﺟﺎر

 4 – 2ﺟﺎر

 1 – 0رةك

times + 8

5-7 times

2-4 times

0-1 times

3

2

1

0
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ل ھﺔردوو ﺣﺔﻓﺘﯿ َﯿﺖ ﺑﻮرى دا ،ﺗﺔ ﺿﺔﻧﺪ ﺟﺎرا ﺑﺔردةواﻣﻰ داﯾﺔ
ﻛﻮﻣﺒﻮﻧﯿَﺖ ﻛﻮﻣﺔﻻﯾﺔﺗﻰ دطﺔل ھﺔظﺎﻟ َﯿﺖ ﺧﻮ ؟ C06. In the
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last 2 weeks, how often did you socially connect
?with your friends

3

2

1

0

ل ھﺔردوو ﺣﺔﻓﺘﯿ َﯿﺖ ﺑﻮرى دا ،ﺗﺔ ﺿﺔﻧﺪ ﺟﺎرا ﺑﺔردةواﻣﻰ داﯾﺔ
ﻛﻮﻣﺒﻮﻧﯿَﺖ ﻛﻮﻣﺔﻻﯾﺔﺗﻰ دطﺔل ﺧﯿَﺰاﻧ َﯿﺖ دى؟ C07. In the
last 2 weeks, how often did you socially connect
?with other families

ﺑﻮ ﺛﺴﯿﺎرﯾَﺖ  C13 - C08ﺿﺔﻧﺪ ﻛﺔﺳﺔﻛﺎ ذ ﺑﺰاظﯿَﺖ ﺧﻮ ﯾ َﯿﺖ ھﺔﻣﺔ ﺟﻮر ﯾﯿَﺖ ﻛﻮ ھﻨﺪةك ﺟﺎرا ﺑﻜﺎردﺋﯿﻨﻦ ذ ﺑﻮ ھﺎرﯾﻜﺎرﯾﺎ ﺧﻮ ﺛﯿَﺨﺔﻣﺔت ﺛﺔﯾﺪا ﻛﺮﻧﺎ
ﺛﻰ رادﺑﻰ ذ وان ﺑﺰاظﺎ
ﺛﺴﯿﺎرةﻛﻰ ذ ﺗﺔ ﻛﺔم
ﻜﻰ
دى ھﻨﺪةك ذ ﺋﺔوان ﺑﺰاظﺎ ﺧﻮﯾﻨﻢ و َ
ھﺔﺳﺘﺔﻛﺎ ﺑﺎﺷﺘﺮ ﺋﺔم ﺋﺎطﺔھﺪارﻛﺮﯾﻦَ .
ﻛﺎﻧﻰ ﺿﺔﻧﺪ ﺟﺎرا ﺗﻮ َ
َ
َ
دى ﺑﻮ ھﺔر ﺋ َﯿ َ
ﻧﺔﺧﻮﺷﯿﺔﻛﻰ دﺑﻰ.
دةﻣﻰ ﺗﻮ ﺗﻮﺷﻰ
ﺑﻮ ھﺎرﯾﻜﺎرﯾﺎ ﺧﻮ
َ
َ
زور ﺟﺎر

ھﻨﺪةك ﺟﺎرا

ﻛﯿَﻢ ﺟﺎرا

ض ﺟﺎرا ﻧﺔ

Often

Sometimes

Rarely

Never or
No

3

2

1

0

 C08ﻧﻈﯿَﺬC08. Pray

3

2

1

0

ﺋﺎﺧﻔﺘﻨﻰ C09. Sit together
 C09رﯾﻨﺸﺘﻦ دطﺔل ﯾ َﯿﺖ دى ﺑﻮ
َ
with others to talk

3

2

1

0

ﺳﺔﯾﺮاﻧﺔﻛﻰC10. Go for walks
 C10دةرﻛﺔﻓﺘﻦ ﺑﻮ
َ

3

2

1

0

 C11وةرطﺮﺗﻨﺎ ﺷﯿﺮةﺗﺎ ذ ﯾ َﯿﺖ دى C11. Get advice from
others

3

2

1

0

 C12ﻛﺮﻧﺎ ھﻨﺪةك راھ َﯿﻨﺎن و ﺑﺰاظ َﯿﺖ وةرزﺷﻰ C12. Do
recreation/sports activities

3

2

1

0

راﺑﺮدﻧﻰ
ﻣﺬﯾﻠﻜﺮﻧﻰ و
 C13راﺑﻮون ب ھﻨﺪةك ﺟﻮرﯾَﺖ دى ذ ﺧﻮ
َ
َ
C13. Do other types of entertainment
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APPENDIX E: EXAMPLES OF NON VERBAL RESPONSE CARDS

Nonverbal Response Card for Locally-defined Function Questions*

A little more
difficulty

No more
difficulty

A lot of difficulty

*Adapted by Chishugi Oswald, IRC/Bukavu,

A moderate

amount more
difficulty

Often cannot do
the activity

Nonverbal Response Card (symptoms)*

Not at all

A little bit

A lot

A moderate
amount

*Adapted by IRC/Bukavu, Democratic Republic of Congo
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APPENDIX F: EXAMPLE OF PILOT STUDY POST-INTERVIEW FORM
These questions are asked at the end of the interview during the pilot interviews only. The responses
are recorded on a separate sheet and discussed at the pilot interviews review meeting of researchers,
supervisors and interviewers.

What did you like about the interview? Please explain.

What did you not like about the interview? Please explain.

Were there any questions that you found difficult to understand? Which ones were they? What was
it that was difficult to understand?

Were there any questions that you did not like being asked? Which ones were they?

Overall, how did you feel about being interviewed?

APPENDIX G: EXAMPLE OF INTERVIEWEE LISTS (MULTIPLE PROBLEMS)

Sex
M/F

MH
Problem
(Y/N)

Self

Other

Self

Other

Self

Other

1

F

Y

Y

Y

Y

Y

N

N

2

M

N

Y

Y

Y

N

N

N

3

F

Y

N

N

N

N

N

N

4

F

N

Y

Y

Y

Y

N

N

5

F

N

N

N

N

N

N

N

6

F

Y

Y

Y

Y

Y

Y

Y

7

M

Y

Y

Y

N

N

N

N

8

M

N

N

N

N

N

N

N

9

M

N

N

N

N

N

N

N

10

M

N

N

N

N

N

N

N

11

M

Y

Y

Y

Y

Y

N

N

12

M

Y

Y

Y

Y

Y

N

N

13

M

Y

Y

Y

Y

Y

N

N

14

M

Y

Y

Y

N

N

N

N

15

M

Y

Y

Y

Y

Y

Y

Y

16

M

N

N

N

N

N

N

N

17

M

N

N

N

N

N

N

N

18

M

N

N

N

N

N

N

N

19

M

Y

Y

Y

Y

Y

N

N

20

F

Y

Y

Y

Y

Y

Y

Y

21

M

Y

N

N

N

N

N

N

22

M

Y

Y

Y

Y

N

N

N

23

M

Y

Y

Y

Y

Y

N

N

No

Name

Contact
Information
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Depression

Anxiety

Fear

