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Abstract: Maternal depression is a global mental health and a public health priority. Despite the
priority its active detection is still a challenge. We tested the accuracy of an adapted version of
Community Informant Detection Tool for Maternal Depression (CIDT-MD) in rural settings of
Pakistan. Using a single stage design, trained community informants (lady health workers and lay
peers) identified women (pregnant and/or with children) with symptoms of probable depression
using CIDT-MD. This was immediately followed by diagnostic interviews of all the women using the
Structured Clinical Interview for the Diagnostic and Statistical Manual (SCID-V) for current major
depressive episode by trained assessors, blinded to the outcome of CIDT-MD. Data were analyzed
using Statistical Package for Social Sciences (Version 25.0, IBM Corp., Armonk, NY, USA) and
FACTOR software (Version. 10.3.01, Virgili University, Tarragona, Spain). Descriptive statistics, factor
analysis, validity, reliability and known group validity was conducted to evaluate the psychometric
properties of the adapted CIDT-MD. In all, 425 women, with mean age of 28 years (SD = 4.7),
participated. Nearly 10% were illiterate, while the rest (90%) had an education ranging from eight to
15 years of schooling. The majority (73.2%) of the participants had 1–3 children while only 17.4%
had >3 children. The sensitivity and specificity of CIDT-MD in detecting depressive symptoms
was 97.5% (95% CI: 94.2–99.1) and 82.4% (95% CI: 77.8–86.4) respectively. It’s positive predictive
value (PPV), 77.3% (95% CI: 72.9–81.2) and the negative predictive value (NPV) was 98.17% (95% CI:
95.7–99.2). While factor analysis revealed high inter-item correlation for most items (0.62–0.77) with
an adequately fair Kaiser-Meyer-Olkin (KMO) sampling adequacy (0.73), significant Bartlett’s test of
sphericity (p < 0.001). Uni-dimensionality for the CIDT-MD based on one-dimensional congruence
(0.97), explained common variance (0.85), excellent internal consistency (0.90), good criterion validity
(Area Under Curve = 81%), tester-test reliability (0.87–0.89) and statistically significant known group
analysis (p < 0.001). The adapted version of the Community Informant Detection Tool for Maternal
Depression is a valid and a reliable tool for active case detection of maternal depression in rural
settings of Pakistan.

Keywords: accuracy; community; informant; detection; maternal; depression; Pakistan

1. Introduction

Maternal depression, due to its burden in low–middle income settings [1], is a public
health priority for both mothers and children [2,3]. Despite the burden, it still remains
underrecognized and faces a huge treatment gap [4]. However task shifting or task sharing
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is now an evidenced approach to bridge the treatment gap and deliver psychosocial inter-
ventions through lay health workers or lay peers [5–7]. The World Health Organization’s
(WHO’s) mental health Gap Action Programme (mhGAP), reiterates that, in resource
constrained settings, primary health care structures should be utilized for both detection
and provision of mental health services as part of the task shifting agenda [8]. Research
in low resource settings indicate that this raises an issue of women being missed in these
primary care facilities as they have poorer health seeking behaviors and seldom access the
facility to have themselves screened for depression [9,10].

A more proactive, community based, active case detection approach is needed. Such
an approach of active case detection for common mental disorders exists and was developed
by Jordon et al. in Nepal [11]. This community-based approach employs context-specific
pictorial illustrations of key symptoms of common mental health problems linked with
non-stigmatizing idioms and matching vignettes (aided with visual illustrations and two
questions) to detect mental health problems like alcohol-use disorder, epilepsy, and psy-
chosis) [11]. This approach was based on the premise that detection is best achieved by
community informants through illustrative recognition and broadly matching the people
the informants encounter in daily routine in their area of work and responsibility. The
subsequent accuracy testing of the tool also revealed good internal consistency (α = 0.83)
and reliability of the above mentioned conditions among the community [12].

Traditionally, maternal depression either involves its screening through valid and
standardized tools such as Edinburgh Postnatal Depression Scale (EPDS) or the Center
for Epidemiologic Studies Depression Scale (CES-D) or self-administered tools such as the
Patient Health Questionnaire (PHQ-9) [13,14]. Although the use of these tools is simple
and cost effective [14], certain barriers such as low literacy populations and administration
time limit their use low resource settings [15,16]. More over majority of the health workers
have neither the time nor training to administer such question based screening tool [17].
However, health workers called lady health workers (LHWs) in Pakistan are residents
of the same community they serve and provide promotive and preventive maternal and
child health services at the household level [18]. The lady health workers visit each house-
hold within their catchment area on a monthly basis (some households are visited more
frequently depending on the situation and need). By virtue of the work and knowledge
of households especially women, the LHWs are best placed for active case detection of
maternal depression and subsequent link up of these women with the primary care facility
medical staff for confirmation [6]. Keeping in line with the approach used in Nepal, a com-
munity informant based detection tool for maternal depression was adapted in Pakistan.
Details of the adaptation process can be found elsewhere [19].

Detection tools that are used, need to have high degrees of accuracy when compared
to a gold standard [20]. Psychometric properties such as sensitivity and specificity are
common measures used to measure the accuracy of detection tools [21].The community
informant detection tool developed in Nepal when compared with a diagnostic gold
standard that is, the Composite International Diagnostic Interview (CIDI) was able to
accurately assign case-ness for the majority of persons (64%) that matched with pictorial
vignettes [12,22]. The goal of this active detection approach that was adapted in Pak-
istan [19], is not to make a specific diagnosis when used by Lady Health Workers of lay
Peers but rather to identify mothers with maternal depression symptoms, with high degree
of accuracy, so that they can seek timely advice and confirmation of diagnosis by the
primary care physicians. Keeping in line with same strategy as used in Nepal we adapted
the tool for active case detection for maternal depression in Pakistan [19].The CIDT-MD
adaptation procedure has several steps. First, perceived causes and idioms of symptoms
of depression, as well as physical and psychological effects were found out by in-depth
interviews with depressed and recovered mothers, mothers-in-laws and community health
workers (lady health workers and lay peers). Subsequently, an inventory of local idioms
and perceived causes was made, and selection of most relevant idioms was done through
prioritization by an expert panel of Pakistani mental health professionals. Based on the
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analysis; vignettes for symptoms of depression and perceived causes was made and to
facilitate the process of prompt recognition of people that potentially match the vignette,
pictorial illustrations were developed for individual symptoms of maternal depression. In
order to assess the comprehensibility of the tool focus group discussions was done with
the end users community health workers (lady health workers and lay Peers) subsequently
the tool was finalized by an expert panel of Pakistani mental health professionals [19]. The
current paper focuses on reporting the accuracy of the Community Informant Maternal
Depression Detection Tool (CIDT-MD) used by community-based informants that is Lady
Health Workers and lay Peers in in the community settings of Pakistan. However, despite
its nature as an active detection tool, CIDT-MD is essentially a tool to assess probable
depression. Moreover, according to traditional psychometrics, the tool has data pertaining
to a set of symptoms (observed variables) for the detection of depression (latent construct).
Hence, it was important that all relevant steps be taken to ensure that the instrument is
valid and reliable. Therefore, we present analyses to establish different facets of accuracy
(validity and reliability) in this manuscript.

2. Material and Methods
2.1. Setting

The study was conducted in one of the seven rural sub-districts of the District Rawalpindi,
called Kallar Syedan in Punjab, Pakistan. The sub-district has 11 Union Councils (UCs). A
Union Council is the smallest administrative unit consisting of 15–20 villages and has a
population of about 22,000–25,000. Each UC is serviced by a primary health care facility
called the Basic Health Unit (BHU). There are 122 lady health workers (LHWs) in the Kallar
Syedan sub-district, covering approximately 95% of the population. The average household,
within the sub-district, consists of 6.2 members. The sub-district is representative of a
typical low-socioeconomic rural area of Pakistan. This area was selected for a number of
reasons as it is geographically, culturally, and socio-economically similar to many other
sub-districts of the province and country. It is one of the first districts of Pakistan where the
WHO mhGAP has been rolled-out as a pilot and a maternal depression birth cohort and a
randomized trial trained peers delivering a perinatal depression psychosocial intervention
were ongoing [23,24]. Leveraging all of these on-going activities and studies, one third
of UCs (3 out of 11) of Kallar Syedan were purposively selected for the adaptation and
accuracy testing of CIDT-MD.

2.2. Recruitment of LHWs and Peers

In the first instance, the 44 LHWs and 18 peers (n = 62) within the selected three UCs
were approached to take part in the study. We ensured they fulfilled the criteria of being a
community informant which meant: (a) they had to have an in-person contact with the
mothers within the last one month and be aware of their client’s overall health condition
and (b) be knowledgeable of their overall socio-economic and household circumstances.

2.3. Instruments
2.3.1. CIDT-MD

The Community Informant Maternal Depression Tool (CIDT-MD) was adapted after a
multistep iterative process. Details of the adaptation process are reported elsewhere [19].
The tool has three sections. The first section has a set of nine illustrations based on
the women/mothers experiencing symptoms of depression. These symptoms being (i)
difficulty in sleeping, (ii) loss of appetite, (iii) agitation, (iv) lack of concentration, (v)
helplessness, (vi) fatigue, (vii) loss of interest, (viii) low mood and (ix) suicidal ideation.
All done in a culturally appropriate and sensitize manner. The second section of CIDT-MD
has a set of visual analogue based Likert scale questions for the informants to rate. The
first question is about the likelihood of matching of illustrated symptoms on the tool vs.
the symptoms the informant knows about. The 4-point Likert scale being (i) no match,
(ii) some match, (iii) most match and (iv) complete match. Then there were three more
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questions with binary (Yes/No) response pertaining to daily functioning, chronicity, or
recurrence and suicidal ideation. The third section consists of need for help seeking in case
of depression. The mother and family are informed by the community informant regarding
the set of symptoms and the need to seek further help from the primary care physician.

2.3.2. Structured Clinical Interviews of DSM Disorders (SCID)

The SCID module for current major depressive episode was used as the gold standard
to test the accuracy of CIDT-MD. The SCID is a semi-structured interview that generates
case vs. non-case diagnosis of current major depressive episode by inquiring about the
individual symptoms of depression based on the Diagnostic and Statistical Manual (DSM)
classification of disorders. To make a diagnosis of depression at least five symptoms are
needed, including depressed mood or loss of interest [25]. The SCID module of depression
within the perinatal populations has been used extensively adapted and across culturally
validated and can be used by trained non-mental health specialists and has been used
extensively in the study area site [26–29].

2.3.3. Training of Community Informants to Use CIDT-MD

Based on this criteria the selected Community Informants (i.e., LHWs and Peers)
were given training in a two hour session on the Community Informant Detection Tool for
Maternal Depression (CIDT-MD) at the Basic Health Units of the three UCs in sub-district
Kallar Syedan. The training covered introduction to maternal depression, brief discussion of
the symptoms of depression and stigma associated with mental health problems. Followed
by role plays to enhance learning and coding to the tool. The community informants were
trained to use the tool in four steps: identification, matching, day to day functioning/self-
harm, and help seeking. This classroom-based training was followed by field practice
sessions. Each community informant were asked to fill out the tool for at least four women
within their respective catchment areas. This helped to address issues and ambiguities in
items and scoring rubric of CIDT-MD as shown in Figure 1.
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2.4. Data Collection Procedure

After the training and field practice, data collection took place over 4 months (June–
September 2019). Using a single stage design in which all 62 community informants (LHWs
and Peers) carried out active case detection of “probable cases” or “probable negative cases”
in their respective fields among pregnant women and mothers with up to three years olds.
There were no refusals among the community informants and since they interact with the
mothers frequently at the household level so they fulfilled the criteria of recruitment. All
the set of trained community informants (which included both LHWs and Peers) were
given a list of women eligible to have their individual CIDT-MD tools filled out on a
given day. This was done separately as this did not require any interaction between the
informants and the women on the list. Simultaneously, all these women on the list, on the
same day, were assessed by trained female assessors at household for depression, using the
SCID diagnostic interview. These women were only interviewed for their diagnosis by the
assessment team. Community informants just filled out the tool based on their knowledge
of the women’s symptoms. This approach had minimalistic respondent fatigue which
contributed to a high response rate. See Figure 2.All data were collected electronically.
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2.5. Sample Size

Based upon the literature review, the sample size was calculated using the formula:

nSe = z2 × Se (1 − Se)/d2 × Prev (1)

The sensitivity (Se) of the tool used in Nepal was taken as reference 92%, with a 95%
confidence interval (z = 1.96) and the population prevalence (Prev) of Maternal depression
as 26% and an accuracy (d) of 0.05 the sample size calculated was 435. The sample size was
also calculated with the specificity (Sp) of the tool used in Nepal taken as a reference, that
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is 66% with a 95% confidence interval (z = 1.96), and the population prevalence of maternal
depression as 26% and a precision (d) of 0.05 using the formula:

nSp = z2 × Sp (1 − Sp)/d2 × (1 − Prev) (2)

The sample size was 466. To find the accuracy of the tool the value of 435 was taken as
the sample size.

2.6. Ethics

Ethical approval was taken from institutional review board (IRB) of Human De-
velopment Research Foundation (HDRF) and Health Services Academy (HSA) (Ref No
IRB/004/2019).

2.7. Study Variables

The study variables introduced in the data analyses included individual items on the
CIDT-MD tool, diagnosis of depression according to SCID current major depressive episode
and social stressors: which included being overwhelmed with domestic responsibility,
poverty, ailments, and experience of domestic violence.

2.8. Data Analysis

All data were analyzed using SPSS (Version 25.0, IBM Corp., Armonk, NY, USA) and
FACTOR software (Version. 10.3.01, Virgili University, Tarragona, Spain). For all the tests a
maximum error of 5% was accepted.

2.8.1. Descriptive Statistics

Socio-demographic, maternal characteristics were given as frequencies (percentages)
and mean (S.D). The participants identified with depressive symptoms by Community
Informants were compared with those without depressive symptoms verified by SCID
across various socio-demographic characteristics using the chi square test, in the case of
categorical data.

2.8.2. Face Validity of CIDT-MD

It was done by an expert panel consisting of consultants in psychiatrists, psychologists
and public mental health experts. They convened the final adaptation process. In addition
an Item impact measurement technique was also used. The panel of experts scored the
importance of each item with a 5-point Likert scale, from slightly important (score1) to
very important (score 5).

2.8.3. Content Validity

Quantitative content validity was evaluated by the content validity ratio (CVR) and
content validity index (CVI). For CVR calculation, experts assessed the item essentiality.
The score of each item of the Community Informant tool was considered within a three-
degree range of “not essential, useful but not essential, essential” from 1 to 3 points. CVR
varies between 1 and −1. The total score of CVR was determined by Lawshe table (1975)
and based on the number of the expert. In this study, 5 experts were included, so any item
with a CVR of more than 0.5 was accepted.

2.8.4. Construct Validity

Principal factor analysis (PFA) was used to evaluate the construct validity with poly-
choric correlations to evaluate the latent constructs of CIDT-MD. In order to evaluate the
adequacy of sampling to perform exploratory factor analysis, sample size was important,
so KMO test and Bartlett’s sphericity test was used to confirm the adequacy of sampling in
PFA. The KMO index ranges from 0 to 1. KMO more than 0.7 is interpreted as acceptable
and large sample size that was suitable for EFA. The Bartlett’s test of sphericity should
have significant results (p < 0.05).
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The suitability of each item for inclusion in the factor analyses was judged using
several criteria: KMO measure for individual items >0.5 in anti-image matrix and poly-
choric correlation of at least 0.2 for individual items, revealed by the covariance matrix.
Thereafter, number of factors to retain were based on three criteria: Eigen value >1, propor-
tion of variance explained by each factor, visualization of Cattel’s scree plot and Horn’s
parallel analysis. Suitability of each item for inclusion in the scale, was assessed using the
communality value >0.20 and a minimum factor loading of 0.32.

2.8.5. Goodness of Fit

Goodness of fit was assessed using the root mean square of residuals (RMSR) and
weighted RMSR. It was decided that, if the value of RMSR is much larger than Kelley’s
criterion value, the model would not be considered as good. While for weighted RMSR,
values under 1.0 have been recommended to represent good fit.

2.8.6. Reliability

Internal consistency and stability was used to verify the reliability of CIDT-MD.
Internal consistency would be estimated by computing Cronbach’s alpha coefficient for
CIDT-MD. The alpha values of 0.70 or above was considered as acceptable. Item-scale
correlations corrected for overlaps using Pearson’s product moment correlation coefficient,
were considered acceptable if ≥0.2. In addition, the McDonalds Omega score was also
assessed. Test-retest reliability of CIDT-MD and its subscale for two-week interval was
estimated by intra-class correlation coefficient (ICC). ICC values of 0.7–0.8 was considered
as having suitable stability.

2.8.7. Criterion Validity

The criterion validity of the CIDT-MD as assessed using SCID (gold standard) com-
parator tool. For this purpose, the receiver operating curve analysis was run, where an area
under curve of 0.80 was considered as having an excellent discrimination capacity of the
scale. Suitable cut-off point and corresponding sensitivity and specificity for the scale was
explored at this stage.

The results from the CIDT-MD and the SCID was compared and plotted as true or false
positives and true or false negatives. To verify the association between CIDT-MD and SCID,
we assessed the criterion-related accuracy of CIDT-MD to SCID by calculating sensitivity,
specificity, positive predictive value (PPV), and negative predictive value (NPV).

2.8.8. Known Group Validity

It is the ability of an instrument to be sensitive to the differences between groups
of participants that may anticipate the score differently in the predicted direction. This
was conducted for the perceived social causes of depression (overwhelmed with domestic
responsibility, poverty, physical ailments, and experience of domestic violence).

3. Results
3.1. Participant Characteristics

A total of 435 women were approached, for detection for maternal depression. In all
there were 10 refusals out of the 435 (n = 425). The mean age of the women was 28 years
(SD = 4.7). Nearly 10% were illiterate the rest had education ranging from 8–10 years of
schooling or above. The majority (73.2%) of the participants had 1–3 children while only
17.4% had more than three children. Table 1 shows the association of various demographic
characteristics of depression measured by the Community Informant Detection Tool for
Maternal Depression (CIDT-MD). Using the CIDT-MD, the probable positive (n = 150)
and/or probable negative cases (n = 275) were identified by the informants. After SCID,
was administered, 95 (63.3%) of the CIDT-MD positive cases (true positives) and 268 (98.1%)
of the CIDT-MD negative cases (true negatives) were found to have meet the diagnostic
criteria for current major depressive episode on SCID.
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Table 1. Demographic characteristics of study participants (n = 425).

Variables

CIDT-MD

p-Value

SCID

p-ValueDepressed Non
Depressed Depressed Non

Depressed

n = 150 (35%) n = 275 (65%) n = 100 (23.5%) n = 325 (76.4%)

Women’s Age

18–27 65 (43.3%) 128 (46.5%)

0.07

46 (46%) 147 (45.2%)

0.8428–37 79 (52.6%) 139 (50.5%) 52 (52%) 168 (51.7%)

≥38 6 (4%) 8 (3%) 2 (2%) 10 (3.1%)

Family Structure

Joint 65 (43.3%) 107 (39%)

0.05

47 (47%) 157 (48.3%)

0.63Multiple
Households 26 (17.3%) 30 (11%) 14 (14%) 125 (38.4%)

Nuclear 58 (30.6%) 136 (49.4%) 38 (38%) 43 (13.2%)

Number of Children

None 8 (5.3%) 33 (12.1%)

0.06

8 (8%) 33 (10.2%)

0.231–3 107 (71.3%) 207 (75.2%) 58 (58%) 243 (74.7%)

>3 35 (23.3%) 35 (12.7%) 26 (26%) 49 (15%)

Women Education

None 20 (13.3%) 21 (7.7%)

0.02

13 (13%) 26 (8%)

0.004

Primary 28 (18.7%) 31 (11.4% 20 (20%) 38 (11.6%)

Middle 23 (15.3%) 29 (10.6%) 15 (15%) 40.2(13%)

Secondary 40 (26.7%) 95 (34%) 27 (27%) 103 (31.6%)

Higher
Secondary 23 (15.3%) 34 (12.5%) 15 (15%) 43 (13.2%)

Graduate 12 (8%) 44 (16.1%) 9 (9%) 48 (15%)

Masters 4 (2.7%) 22 (8.1%) 1 (1%) 25 (8%)

Husband Education

None 16 (10.7%) 12 (4.4%)

0.05

10 (10%) 18 (5.5%)

0.04

Primary 13 (8.7%) 19 (7%) 11 (11%) 21 (6.5%)

Middle 24 (16%) 53 (19.4%) 21 (21%) 56 (17.2%)

Secondary 75 (50%) 119 (43.1%) 42 (40.2%) 152 (46.2%)

Higher
Secondary 13 (8.7%) 40 (14.7%) 9 (9%) 44 (13.5%)

Graduate 6 (4%) 20 (7.3%) 4 (4%) 22 (6.8%)

Masters 3 (2%) 11 (4%) 3 (3%) 12 (3.7%)

Income

Did not know 21 (14%) 36 (13.1%)

0.23

13 (13%) 45 (13.8%)

0.36

10000–20,000 46 (30.6%) 114 (41.4%) 32 (32%) 128 (45.5%)

21,000–30,000 49 (12.6%) 78 (28.3%) 35 (35%) 92 (28.3%)

31,000–40,000 24 (16%) 30 (11%) 14 (14%) 41 (12.6%)

41,000–50,000 7 (4.6%) 12 (4.3%) 3 (3%) 16 (5%)

>51,000 3 (2%) 3 (1.1%) 3 (3%) 3 (1%)
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3.2. Face Validity

We used a multistep qualitative iterative approach to culturally adapt the Community
Informant Detection Tool for Maternal Depression for administration by lay health workers
(process and scoring found elsewhere [19]. The process entailed five evidence informed
steps, namely the selection of an appropriate tool for adaptation through scoping review
of literature, detailed formative research to explore the perceptions of key informants,
formulation of culturally appropriate illustrations, feedback of end users on the barriers and
facilitators of detection, and finally approval of the detection tool by panel of mental health
experts. The panel of experts in psychiatry and public health convened the final adaptation
process by rephrasing the items and making each response more comprehensible for lay
health care workers. Four items were reworded based on the general consensus of the
panel. Of particular importance was the rewording of items to reflect the specificity of the
symptoms of maternal depression. Each expert reflected the distinct insight into the tool
adaptation process (blind to the other members’ feedback) provided detailed comments on
suitability of the detection tool to be used by the community informants at each step. The
qualitative responses from the panel indicated that the tool appeared to detect maternal
depression and was psychometrically feasible, indicating adequate face validity.

3.3. Content Validity

The mean CVR across all items was 0.76 which is indicative of good content validity.
Two items from the symptom illustration was deleted either due to repetition or because
there was general agreement that they did not specifically relate to maternal depression
(e.g., low CVR). In addition, the graphic Likert scale (water glass analogy) was included
that was to aid the limited understanding of the community informants perceived by the
panel. The design and presentation of the final tool was then extensively reviewed to
ensure it was streamlined and easy to respond to.

3.4. Construct Validity

Factor validation analyses was conducted in two phases. We conducted principal
component analysis with poly-choric correlations for the CMIDT scale comprising of items
pertaining to symptoms of depression, chronicity, recurrence and day to day functioning.
In present analyses, the KMO sampling adequacy measure was found to be fair (0.73)
and Bartlett’s test of sphericity was statistically significant (p < 0.001). Assessment of the
covariance matrix (poly-choric correlations) revealed that all items has at least one inter-
item correlation of 0.2. Assessment of Eigen values revealed that two factors had an Eigen
value >1; the first factor had an Eigen value of 5.90 that explained 49.20% of the variance in
the CMIDT. While the second factor yielded an Eigen value of 1.18 explaining only 9.8%
variance, Horn’s parallel analysis based on Principal Component Analysis suggested that
only one factor be retained. All of the items yielded communality values >0.2 and factor
loading >0.32.

No floor and ceiling effects were noticed in CMIDT assessment measure for depression.
A total of 66 (15.5%) of the participants scored the minimum score of 0 and 9 (2.1%) the
highest j. If a significant proportion of people have scores at the bottom (floor) or top
(ceiling) of the range of possible scores, then the potential responsiveness of tool will be
impaired as it will not necessarily measure change.

3.5. Uni-Dimensionality Measures & Goodness of Fit

The overall assessment of uni-dimensionality for the CMIDT was based on the values
of one-dimensional congruence (0.97), explained common variance (0.85) and mean of
item residual absolute loadings 0.25. All these statistics suggested that the data should
be treated as uni-dimensional. Goodness of fit was assessed using RMSR by taking into
account Kelley’s criterion and weighted RMSR considered acceptable at 1.0.
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3.6. Reliability

The Internal consistency between CIDT-MD items was excellent. The standardized
Cronbach’s revealed excellent internal consistency valued for all 18 items was 0.90. The
Cronbach’s alpha co-efficient for CIDT-MD domains were as follows: Illustrations of
symptoms of depression (nine items), 0.92; matching to Pictorial illustrations (five items),
0.87 respectively. This was also revealed by excellent values of McDonald’s ordinal Omega
(0.90) and greatest lower bound to reliability (0.97). However, the GLB and Omega are
more appropriate in large samples due to positive sampling bias. The inter-data collector
reliability was assessed by correlating the results of two observations for the same mother
by two lay health care workers. The ICCs for the inter-data collector reliability of CIDT-MD
ranged from 0.87 to 0.89 (p < 0.01). (Table 2). Reliability analyses also identified several
items with poor alpha coefficient, which were excluded from the factor analyses. These
items pertained to the social stressors and recurrence of depressive symptoms.

Table 2. Reliability and Factor Validity Statistics of Tool (After Deletion of Redundant Items).

Items Corrected Item-Total
Correlation

Squared Multiple
Correlation

Cronbach’s Alpha
if Item Deleted Factor Loading Communality

Difficulty in
sleeping 0.783 0.655 0.853 0.64 0.42

Loss of appetite 0.750 0.626 0.854 0.57 0.32

Agitation 0.703 0.532 0.857 0.59 0.35

Lack of
Concentration 0.778 0.663 0.853 0.67 0.45

Helplessness 0.730 0.605 0.856 0.57 0.32

Fatigue 0.689 0.551 0.858 0.68 0.46

Lack of Interest 0.581 0.413 0.866 0.76 0.58

Low mood 0.767 0.698 0.854 0.84 0.70

Suicidal ideation 0.374 0.495 0.873 0.85 0.71

Day to day
functioning 0.157 0.309 0.877 0.80 0.67

Chronicity 0.312 0.322 0.873 0.65 0.42

Self-
harm/Suicidal

Ideation
0.113 0.274 0.879 0.73 0.54

3.7. Criterion Validity

Received operating curve analysis (Figure 3) comparing CIDT-MD scores with gold
standard comparator of SCID based on the sum scores of CIDT-MD reveled an excellent
value for area under curve of 81.50%. A cut off value of 3.5 on CIDT-MD was revealed as
having a good sensitivity value of 81% and specificity of 69.4%.

Whereas, the criterion related scores based on complex scoring criteria where the
presence of one symptom was rated as a probable case of depression revealed the sensitivity
of CIDT-MD to be 97.5% (95% CI: 94.2–99.1) and specificity was 82.4% (95% CI: 77.8–86.4).
Similarly the positive predictive value (PPV) was 77.3% (95% CI: 72.9–81.2) and the negative
predictive value (NPV) was 98.17% (95% CI: 95.7–99.2).
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3.8. Known Group Validity

In known group validity, an independent sample t test revealed that women who ex-
perienced poverty, physical ailments, domestic experience violence, and felt overwhelmed
with domestic responsibility scored significantly higher on CMIDT. There was a significant
difference between both groups in terms of perceived social causes (p < 0.05) as shown in
Table 3.

Table 3. Known Group Validity showing Association between CIDT-MD and Perceived Cause (Psychosocial Stressors).

Stressors Response Mean Standard Deviation p-Value

Overwhelmed with domestic responsibility
No 3.67 3.19

<0.001
Yes 4.70 2.65

Poverty
No 3.82 2.96

<0.001
Yes 5.60 2.64

Ailments
No 3.83 3.06

<0.001
Yes 5.13 2.55

Experience of domestic violence
No 3.86 2.78

<0.001
Yes 8.28 2.71

4. Discussion

This study provides the evidence that the Community Informant Detection Tool for
Maternal Depression (CIDT-MD) satisfies the criteria for an active or pro-active case detec-
tion tool for an important public health priority condition through community workers.
This paper shows that accurately assigning case-ness among depressed pregnant women
and mothers through a pictorial vignettes based approach works well. CIDT-MD exhibited
good psychometric properties, including high reliability and exhibited adequate sensitivity
when compared with a diagnostic gold standard. It has a simple unidimensional factor
structure and showed good content and face validity. This pro-active case detection tool is
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therefore culturally appropriate and valid for community settings of Pakistan and is likely
to be applicable in other similar settings.

The tool exhibited excellent sensitivity (0.97) and specificity (0.82) of detection for
maternal depression among rural pregnant women and mothers with up to three year olds.
The results suggest better accuracy compared to the Community Informant Tool for Detec-
tion of Depression in Nepal [12]. However, these findings are in contrast with some existing
screening tools, such as Patient Health Questionnaire -9 (PHQ-9), Center for Epidemiologi-
cal Studies-Depression,(EPDS), Center for Epidemiological Studies-Depression (CES-D),
etc., that have exhibited higher sensitivity in certain studies [30–39]. However, there are
concerns that in resource constrained settings in case of universal screening this higher
sensitivity would come at the expense of high false-positive rates that would undermine
the cost effectiveness of using screening tools. The positive and negative predictive values
(PPV = 0.77, NPV = 0.98) of the CIDT-MD for detecting maternal depression varied slightly
in comparison with CIDT in Nepal (PPV = 0.64, NPV 0.93) respectively [12]. Similarly the
estimate of the positive likelihood ratios for the detection of depression in our sample was
high (5.56) in comparison to CIDT (2.71) in Nepal. The degree of variation found is likely
to be due to the prevalence rates of depression, the difference in diagnostic criteria and
language of administration used across these studies. Perhaps other reasons could be that
the Nepalese tool had more than one disorder pro-actively detected and using a two staged
design to assess the accuracy of their tool [12].

The preliminary feedback from our set of community informants during the training
and subsequent supervision of CIDT-MD, indicated that sufficient information was given
in a relatively shorter duration, that was found very useful (thus acceptable and feasible
to use and adopt). CIDT-MD was also regarded simple in its use since clear pictorial
representations of many of the symptoms and vignettes made it easy to understand by the
community informants [19]. This puts it at an advantage of doing relatively longer training
sessions, extensive supervision, and cost required for the administration of screening
tools at a mass scale [15,40,41].It was conjunction to the evidence that suggests that the
approaches that incorporated the use of community informants (LHWs, peers etc.) have
exhibited the potential and capacity to identify maternal depression [42]. This is not
to mention that such a pro-active case detection approach also holds population level
advantages due to greater population being covered at a household level by community-
workers, especially in low-income settings like Pakistan.

In comparison to the existing screening tools that are based on the DSM-IV diagnostic
criteria and ICD-10 criteria [15,39] this proactive case detection is based on frequency of
symptom detection [43]. This simplified tool with prototype matching with dichotomous
response on individual symptoms has demonstrated comparable validity to screening tools
based on scoring criteria and cutoff points. In practice, such active case-finding enhances
the accessibility of mental health services in settings, such as Nigeria and India. [44,45].

A priori sample size estimation was done for the current study which reflects the
findings of a recent systematic review in which only less than 10% of validation studies used
this recommended method for sample size determination to achieve given precision [46].
Secondly, using a single stage design in which same day diagnostic interviews were done
by masked assessment team for all the participants as opposed to just the “high scorers” A
single stage design helps address possibility of measuring different symptom profiles in
the same individual, given the potential for fluctuations in the mental state within a period
of 24 h [47].

The factor structure of the adapted CIDT-MD was rigorously evaluated and found
to explicitly exhibit unidimensional measure of depression indicating a good homogene-
ity of items. The evaluation of the factorial structure is the first step in the accuracy
study [48]. Conversely, some other studies analyzing screening tools yielded multi-factorial
construct [49,50]. Differences may be explained by the fact that the screening tools are
mostly tested in population with different ethnicities and cultures, and analysed with
diverse rotation methods and factor loading coefficients. The construct validity of the
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CIDT-MD was analysed using the polychoric factor analytic technique that had a favorable
internal consistency; as evidence indicates that polychoric correlation is an ideal analytic
technique for variables that are dichotomous or ordinal [51]. Conversely, evidence indi-
cates that a number of studies used principal component analysis, a variable reduction
technique that may not be appropriate for underlying factor structure of psychometric
instruments [52]. The results are remarkably similar to the other studies conducted using
the Community Informant Tool for Detection (CIDT) in similar low resource settings in
Nepal and Kenya [12,53]. The psychosocial stressors identified among the participants in
the adaptation study were inter-personnel conflicts, domestic abuse, poverty, and phys-
ical ailments. Literature also confirms that in LMIC there is relatively high prevalence
of maternal depression due to exposure of women to multiple stressors such as poverty,
lack of social support, violence, conflict, migration, disasters, and exposure to intimate
partner violence.

4.1. Future Implications

While the findings of this study need to be replicated in other settings, the study has
several implications for the field of global mental health specially to help pro-actively detect
maternal depression. The strong sensitivity and specificity of the tool further strengthens
the argument that active case detection for maternal depression can be done feasibly and
reliably through community informants. The CIDT-MD is easy to administer in settings
such as Pakistan where mental health systems are non-existent. Pakistan has nearly a
hundred though Lady Health workers (90,000–110,000) [54] covering nearly 80% of the
rural population can be a source for active case detection for maternal depression among
women and mothers to help link up with health systems and appropriate management.
However, in their current workload, they can effectively administer active cased detection
tools that can be integrated into their routine work. As it has been proven effective,
CIDT-MD may not only be used in similar areas in Pakistan, but rolled out to other
areas for further adaptation. CIDT-MD may be adapted in different formats (e.g., mobile
app-delivered) and different local languages (Sindhi, Balochi, Pashto) across a variety of
populations afflicted with maternal depression.

4.2. Strengths & Limitations

This study has several strengths including use of a single stage design with a di-
agnostic interview as the gold standard, masked assessments, culturally adapted tool,
appropriate sample size, broader inclusion criterion (perinatal women and women with
3 year old children), including both cases and non-cases (participating in the diagnostic
interview stage) and finally using robust analytical approaches to illustrate accuracy includ-
ing identifying the factor structure of the CIDT-MD and its goodness of fit, several facets of
validity including face validity, content validation, and criterion validity. However, these
results need to be interpreted with caution as the generalizability of this community infor-
mant detection in the absence of existing community-based workers (e.g., LHWs and/or
Peers) might be poor because LHWs work in close collaboration with the community and
knowledgeable of issues and conditions of the communities they serve. Similarly, the
generalizability of the findings to populations within Pakistan that do not speak Urdu will
also be limited.

5. Conclusions

This research shows that CIDT-MD is an accurate and a feasible tool to use for pro-
active case detection of maternal depression in low resource settings using community
informants. The CIDT-MD is easy to administer in settings such as Pakistan where mental
health systems are non-existent. Pakistan has approximately 100,000 lady health workers
covering nearly 80% of the rural population. The LHWs can become a huge resource to help
active case detection for maternal depression and help link them up with health systems
and eventually reduce the treatment gap of maternal depression.



Int. J. Environ. Res. Public Health 2021, 18, 1075 14 of 16

Author Contributions: Conceptualization, S.M. and S.S.; methodology, N.A.; software, A.W.; valida-
tion, A.W. and S.M.; formal analysis, A.W. and S.M; investigation, A.B.; resources, S.B., M.S.;data
curation, S.M.; writing—original draft preparation, S.M. and S.S.; writing—review and editing, S.M.,
S.S., A.W. and M.W.R.; visualization, N.A.; supervision, S.S.; project administration, S.A.K. and
M.W.R. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of
Human Development Research Foundation (HDRF) and Health Services Academy (HSA) (Ref No
IRB/004/2019 on 31 May 2019).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Gelaye, B.; Rondon, M.B.; Araya, R.; Williams, M.A. Epidemiology of Maternal Depression, Risk Factors, and Child Outcomes in

Low-Income and Middle-Income Countries. Lancet Psychiatry 2016, 3, 973–982. [CrossRef]
2. Herba, C.M.; Glover, V.; Ramchandani, P.G.; Rondon, M.B. Maternal Depression and Mental Health in Early Childhood: An

Examination of Underlying Mechanisms in Low-Income and Middle-Income Countries. Lancet Psychiatry 2016, 3, 983–992.
[CrossRef]

3. Hanlon, C. Maternal depression in low- and middle-income countries. Int. Health 2012, 5, 4–5. [CrossRef] [PubMed]
4. De silva, M.J.; Lee, L.; Fuhr, D.C.; Rathod, S.; Chisholm, D.; Schellenberg, J.; Patel, V. Estimating the Coverage of Mental Health

Pro-grammes: A Systematic Review. Int. J. Epidemiol. 2014, 43, 341–353. [CrossRef]
5. Weinmann, S.; Koesters, M. Mental Health Service Provision in Low and Middle-Income Countries: Recent Developments. Curr.

Opin. Psychiatry 2016, 29, 270–275. [CrossRef] [PubMed]
6. Munodawafa, M.; Mall, S.; Lund, C.; Schneider, M. Process evaluations of task sharing interventions for perinatal depression in

low and middle income countries (LMIC): A systematic review and qualitative meta-synthesis. BMC Health Serv. Res. 2018, 18,
205. [CrossRef]

7. Grote, N.K.; Katon, W.J.; Russo, J.E.; Lohr, M.J.; Curran, M.; Galvin, E.; Carson, K. Collaborative Care for Perinatal Depression in
Socioec-onomically Disadvantaged Women: A Randomized Trial. Depress Anxiety 2015, 32, 821–834. [CrossRef] [PubMed]

8. World Health Organization. mhGAP Intervention Guide Mental Health Gap Action Programme Version 2.0 for Mental, Neurological and
Substance Use Disorders in Non-Specialized Health Settings; mhGAP Interv Guid Ment Neurol Subst Use Disord Non-Specialized
Heal Settings Ment Heal Gap Action Program; World Health Organization: Geneva, Switzerland, 2016; pp. 1–173.

9. Hossain, S.J.; Roy, B.R.; Hossain, A.T.; Mehrin, F.; Tipu, S.M.M.U.; Tofail, F.; El Arifeen, S.; Tran, T.D.; Fisher, J.; Hamadani, J.D.
Prevalence of Maternal Postpartum Depression, Health-Seeking Behavior and Out of Pocket Payment for Physical Illness and
Cost Coping Mechanism of the Poor Families in Bangladesh: A Rural Community-Based Study. Int. J. Environ. Res. Public Health
2020, 17, 4727. [CrossRef]

10. Azale, T.; Fekadu, A.; Hanlon, C. Treatment gap and help-seeking for postpartum depression in a rural African setting. BMC
Psychiatry 2016, 16, 196. [CrossRef]

11. Jordans, M.J.D.; Kohrt, B.A.; Luitel, N.P.; Lund, C.; Komproe, I.H. Proactive Community Case-Finding to Facilitate Treatment
Seek-ing for Mental Disorders. Nepal. Bull. World Health Organ. 2017, 95, 531–536. [CrossRef]

12. Jordans, M.J.D.; Kohrt, B.A.; Luitel, N.P.; Komproe, I.H.; Lund, C. Accuracy of proactive case finding for mental disorders by
community informants in Nepal. Br. J. Psychiatry 2015, 207, 501–506. [CrossRef] [PubMed]

13. Ali, G.C.; Ryan, G.; De Silva, M.J. Validated Screening Tools for Common Mental Disorders in Low and Middle Income Coun-tries:
A Systematic Review. PLoS ONE 2016, 11, e0156939. [CrossRef] [PubMed]

14. Zubaran, C.; Schumacher, M.; Roxo, M.R.; Foresti, K. Screening Tools for Postpartum Depression: Validity and Cultural
Dimen-sions. Afr. J. Psychiatry 2010, 13, 357–365.

15. Kagee, A.; Tsai, A.C.; Lund, C.; Tomlinson, M. Screening for common mental disorders in low resource settings: Reasons for
caution and a way forward. Int. Health 2013, 5, 11–14. [CrossRef]

16. Hanlon, C.; Medhin, G.; Alem, A.; Araya, M.; Abdulahi, A.; Hughes, M.; Tesfaye, M.; Wondimagegn, D.; Patel, V.; Prince, M.
Detecting perinatal common mental disorders in Ethiopia: Validation of the self-reporting questionnaire and Edinburgh Postnatal
Depression Scale. J. Affect. Disord. 2008, 108, 251–262. [CrossRef]

17. Van Heyningen, T.; Honikman, S.; Tomlinson, M.; Field, S.; Myer, L. Comparison of Mental Health Screening Tools for Detecting
Antenatal Depression and Anxiety Disorders in South African Women. PLoS ONE 2018, 13, e0193697. [CrossRef]

http://doi.org/10.1016/S2215-0366(16)30284-X
http://doi.org/10.1016/S2215-0366(16)30148-1
http://doi.org/10.1093/inthealth/ihs003
http://www.ncbi.nlm.nih.gov/pubmed/24029837
http://doi.org/10.1093/ije/dyt191
http://doi.org/10.1097/YCO.0000000000000256
http://www.ncbi.nlm.nih.gov/pubmed/27100045
http://doi.org/10.1186/s12913-018-3030-0
http://doi.org/10.1002/da.22405
http://www.ncbi.nlm.nih.gov/pubmed/26345179
http://doi.org/10.3390/ijerph17134727
http://doi.org/10.1186/s12888-016-0892-8
http://doi.org/10.2471/BLT.16.189282
http://doi.org/10.1192/bjp.bp.113.141077
http://www.ncbi.nlm.nih.gov/pubmed/26450582
http://doi.org/10.1371/journal.pone.0156939
http://www.ncbi.nlm.nih.gov/pubmed/27310297
http://doi.org/10.1093/inthealth/ihs004
http://doi.org/10.1016/j.jad.2007.10.023
http://doi.org/10.1371/journal.pone.0193697


Int. J. Environ. Res. Public Health 2021, 18, 1075 15 of 16

18. Pakistan Ministry of Health; PHC Wing. National Program for Family Planning and Primary Health Care: The Lady Health
Workers’ Programme. 2008. Available online: http://www.who.int/pmnch/countries/ali_akhtar_hakro_Pakistan.pdf (accessed
on 1 November 2020).

19. Mohsin, S.; Atif, N.; Rabbani, W.; Tariq, A.; Khan, S.A.; Tariq, M.S.S. Cultural Adaptation of Community Informant Tool for
Detec-tion of Maternal Depression in Rural Pakistan. Front. Psychiatry 2020. under review.

20. Gelaye, B.; Tadesse, M.G.; Williams, M.A.; Fann, J.R.; Stoep, A.V.; Zhou, X.-H.A. Assessing validity of a depression screening
instrument in the absence of a gold standard. Ann. Epidemiol. 2014, 24, 527–531. [CrossRef]

21. Chorwe-Sungania, G.; Chipps, J. A systematic review of screening instruments for depression for use in antenatal services in low
resource settings. BMC Psychiatry 2017, 17, 112. [CrossRef]

22. Subba, P.; Luitel, N.P.; Kohrt, B.A.; Jordans, M.J.D. Improving detection of mental health problems in community settings in
Nepal: Development and pilot testing of the community informant detection tool. Confl. Health 2017, 11, 28. [CrossRef]

23. Sikander, S.; Ahmad, I.; Bates, L.M.; Gallis, J.; Hagaman, A.; O’Donnell, K.; Turner, E.L.; Zaidi, A.; Rahman, A.; Maselko, J. Cohort
Profile: Perinatal Depression and Child Socio-Emotional Development; The Bachpan Cohort Study from Rural Pakistan. BMJ
Open 2019, 9, e025644. [CrossRef] [PubMed]

24. Maselko, J.; Sikander, S.; Turner, E.L.; Bates, L.M.; Ahmad, I.; Atif, N.; Baranov, V.; Bhalotra, S.; Bibi, A.; Bibi, T.; et al. Effectiveness
of a Peer-Delivered, Psychosocial Intervention on Maternal Depression and Child Development at 3 Years Postnatal: A Cluster
Randomised Trial in Pakistan. Lancet Psychiatry 2020, 7, 775–787. [CrossRef]

25. First, M.B. Structured Clinical Interview for the DSM (SCID). Encycl. Clin. Psychol. 2015, 1–6. [CrossRef]
26. Gorman, L.L.; O’Hara, M.W.; Figueiredo, B.; Hayes, S.; Jacquemain, F.; Kammerer, M.; Klier, C.M.; Rosi, S.; Seneviratne, G.;

Sutter-Dallay, A.-L. Adaptation of the Structured Clinical Interview for DSM-IV Disorders for assessing depression in women
during pregnancy and post-partum across countries and cultures. Br. J. Psychiatry 2004, 184, s17–s23. [CrossRef] [PubMed]

27. Rahman, A.; Iqbal, Z.; Waheed, W.; Hussain, N. Translation and cultural adaptation of health questionnaires. J. Pak. Med. Assoc.
2003, 53, 142–147.

28. Gallis, J.A.; Maselko, J.; O’Donnell, K.; Song, K.; Saqib, K.; Turner, E.L.; Sikander, S. Criterion-related validity and reliability of the
Urdu version of the patient health questionnaire in a sample of community-based pregnant women in Pakistan. PeerJ 2018, 6,
e5185. [CrossRef]

29. Mhatre, V.H.; Kelsey, C.; Martin, J.-A.L. Does Interviewer Status Matter? An examination of Lay Interviewers and Medical Doctor
Interviewers in an Epidemiological Study in Vietnam. Bone 2012, 23, 17. Available online: https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3624763/pdf/nihms412728.pdf (accessed on 2 November 2020).

30. Chen, S.; Fang, Y.; Chiu, H.; Fan, H.; Jin, T.; Conwell, Y. Validation of the nine-item Patient Health Questionnaire to screen for
major depression in a Chinese primary care population. Asia-Pac. Psychiatry 2013, 5, 61–68. [CrossRef]

31. Chin, W.Y.; Choi, E.P.H.; Chan, K.T.Y.; Wong, C.K.H. The Psychometric Properties of the Center for Epidemiologic Studies Depres-
sion Scale in Chinese Primary Care Patients: Factor Structure, Construct Validity, Reliability, Sensitivity and Responsive-ness.
PLoS ONE 2015, 10, e0135131. [CrossRef]

32. Gelaye, B.; Williams, M.A.; Lemma, S.; Deyessa, N.; Bahretibeb, Y.; Shibre, T.; Wondimagegn, D.; Lemenhe, A.; Fann, J.R.; Stoep,
A.V.; et al. Validity of the patient health questionnaire-9 for depression screening and diagnosis in East Africa. Psychiatry Res.
2013, 210, 653–661. [CrossRef]

33. Hanlon, C.; Medhin, G.; Selamu, M.; Breuer, E.; Worku, B.; Hailemariam, M.; Lund, C.; Prince, M.; Fekadu, A. Validity of brief
screening questionnaires to detect depression in primary care in Ethiopia. J. Affect. Disord. 2015, 186, 32–39. [CrossRef] [PubMed]

34. Inagaki, M.; Ohtsuki, T.; Yonemoto, N.; Kawashima, Y.; Saitoh, A.; Oikawa, Y.; Kurosawa, M.; Muramatsu, K.; Furukawa, T.A.;
Yamada, M. Validity of the Patient Health Questionnaire (PHQ)-9 and PHQ-2 in general internal medicine primary care at a
Japanese rural hospital: A cross-sectional study. Gen. Hosp. Psychiatry 2013, 35, 592–597. [CrossRef] [PubMed]

35. Liu, S.-I.; Yeh, Z.-T.; Huang, H.-C.; Sun, F.-J.; Tjung, J.-J.; Hwang, L.-C.; Shih, Y.-H.; Yeh, A.W.-C. Validation of Patient Health
Questionnaire for depression screening among primary care patients in Taiwan. Compr. Psychiatry 2011, 52, 96–101. [CrossRef]
[PubMed]

36. Azah, M.N.; Shah, M.E.; Juwita, S.; Bahri, I.S.; Rushidi, W.M.; Jamil, Y.M. Validation of the Malay Version Brief Patient Health
Questionnaire (PHQ-9) among Adult Attending Family Medicine Clinics. Int. Med. J. 2005, 12, 259–263.

37. Zuithoff, N.P.; Vergouwe, Y.; King, M.; Nazareth, I.; Van Wezep, M.J.; Moons, K.G.; Geerlings, M.I. The Patient Health
Questionnaire-9 for Detection of Major Depressive Disorder in Primary Care: Consequences of Current Thresholds in a Cross-
sectional Study. BMC Fam. Pract. 2010, 11. [CrossRef] [PubMed]

38. Breedlove, G.; Fryzelka, D. Depression Screening During Pregnancy. J. Midwifery Women’s Health 2011, 56, 18–25. [CrossRef]
39. Parsons, C.E.; Young, K.S.; Rochat, T.J.; Kringelbach, M.L.; Stein, A. Postnatal depression and its effects on child development: A

review of evidence from low- and middle-income countries. Br. Med. Bull. 2011, 101, 57–79. [CrossRef]
40. Mitchell, A.; Coyne, J.; Mitchell, A.J. Screening for postnatal depression: Barriers to success. BJOG Int. J. Obstet. Gynaecol. 2008,

116, 11–14. [CrossRef]
41. Paulden, M.; Palmer, S.; Hewitt, C.; Gilbody, S. Screening for Postnatal Depression in Primary Care: Cost Effectiveness Analy-sis.

BMJ 2010, 340, 253. [CrossRef]

http://www.who.int/pmnch/countries/ali_akhtar_hakro_Pakistan.pdf
http://doi.org/10.1016/j.annepidem.2014.04.009
http://doi.org/10.1186/s12888-017-1273-7
http://doi.org/10.1186/s13031-017-0132-y
http://doi.org/10.1136/bmjopen-2018-025644
http://www.ncbi.nlm.nih.gov/pubmed/31061029
http://doi.org/10.1016/S2215-0366(20)30258-3
http://doi.org/10.1002/9781118625392.wbecp351
http://doi.org/10.1192/bjp.184.46.s17
http://www.ncbi.nlm.nih.gov/pubmed/14754814
http://doi.org/10.7717/peerj.5185
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3624763/pdf/nihms412728.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3624763/pdf/nihms412728.pdf
http://doi.org/10.1111/appy.12063
http://doi.org/10.1371/journal.pone.0135131
http://doi.org/10.1016/j.psychres.2013.07.015
http://doi.org/10.1016/j.jad.2015.07.015
http://www.ncbi.nlm.nih.gov/pubmed/26226431
http://doi.org/10.1016/j.genhosppsych.2013.08.001
http://www.ncbi.nlm.nih.gov/pubmed/24029431
http://doi.org/10.1016/j.comppsych.2010.04.013
http://www.ncbi.nlm.nih.gov/pubmed/21111406
http://doi.org/10.1186/1471-2296-11-98
http://www.ncbi.nlm.nih.gov/pubmed/21144018
http://doi.org/10.1111/j.1542-2011.2010.00002.x
http://doi.org/10.1093/bmb/ldr047
http://doi.org/10.1111/j.1471-0528.2008.01834.x
http://doi.org/10.1136/bmj.b5203


Int. J. Environ. Res. Public Health 2021, 18, 1075 16 of 16

42. Rahman, A.; Malik, A.; Sikander, S.; Roberts, C.; Creed, F. Cognitive behaviour therapy-based intervention by community health
workers for mothers with depression and their infants in rural Pakistan: A cluster-randomised controlled trial. Lancet 2008, 372,
902–909. [CrossRef]

43. Tsai, A.C.; Tomlinson, M.; Dewing, S.; Ingrid, M.; Harwood, J.M.; Chopra, M.; Rotheram-Borus, M.J. Antenatal Depression
Case-Finding by Com-munity Health Workers in South Africa: Feasibility of a Mobile Phone Application. Arch. Womens Ment.
Health 2014, 17, 423–431. [CrossRef] [PubMed]

44. Cohen, A.; Eaton, J.; Radtke, B.; George, C.; Manuel, B.V.; De Silva, M.J.; Patel, V. Three models of community mental health
services in low-income countries. Int. J. Ment. Health Syst. 2011, 5, 3. [CrossRef] [PubMed]

45. Anthoine, E.; Moret, L.; Regnault, A.; Sébille, V.; Hardouin, J.-B. Sample size used to validate a scale: A review of publications on
newly-developed patient reported outcomes measures. Health Qual. Life Outcomes 2014, 12, 1–10. [CrossRef] [PubMed]

46. Pettersson, A.; Boström, K.B.; Gustavsson, P.; Ekselius, L. Which instruments to support diagnosis of depression have sufficient
accuracy? A systematic review. Nord. J. Psychiatry 2015, 69, 497–508. [CrossRef] [PubMed]

47. Patel, V.; Thornicroft, G. Packages of Care for Mental, Neurological, and Substance Use Disorders in Low- and Middle-Income
Countries: PLoS Medicine Series. PLoS Med. 2009, 6, e1000160. [CrossRef] [PubMed]

48. Waclawski, E.R. Health Measurement Scales—A Practical Guide to Their Development and Use. Occup. Med. 2010, 60, 156.
[CrossRef]

49. Weobong, B.; Akpalu, B.; Doku, V.; Owusu-Agyei, S.; Hurt, L.; Kirkwood, B.; Prince, M.J. The comparative validity of screening
scales for postnatal common mental disorder in Kintampo, Ghana. J. Affect. Disord. 2009, 113, 109–117. [CrossRef]

50. Fallon, V.; Halford, J.C.G.; Bennett, K.M.; Harrold, J.A. The Postpartum Specific Anxiety Scale: Development and preliminary
validation. Arch. Women’s Ment. Health 2016, 19, 1079–1090. [CrossRef]

51. Flora, D.B.; LaBrish, C.; Chalmers, R.P. Old and New Ideas for Data Screening and Assumption Testing for Exploratory and
Confirmatory Factor Analysis. Front. Psychol. 2012, 3, 55. [CrossRef]

52. Gaskin, C.J.; Happell, B. On exploratory factor analysis: A review of recent evidence, an assessment of current practice, and
recommendations for future use. Int. J. Nurs. Stud. 2014, 51, 511–521. [CrossRef]

53. Green, E.; Tuli, H.; Kwobah, E.; Menya, D.; Chesire, I.; Schmidt, C. Developing and validating a perinatal depression screening
tool in Kenya blending Western criteria with local idioms: A mixed methods study. J. Affect. Disord. 2018, 228, 49–59. [CrossRef]
[PubMed]

54. Hafeez, A.; Mohamud, B.K.; Shiekh, M.R.; Shah, S.A.I.; Jooma, R. Lady health workers programme in Pakistan: Challenges,
achievements and the way forward. J. Pak. Med. Assoc. 2011, 61, 210–215. [PubMed]

http://doi.org/10.1016/S0140-6736(08)61400-2
http://doi.org/10.1007/s00737-014-0426-7
http://www.ncbi.nlm.nih.gov/pubmed/24682529
http://doi.org/10.1186/1752-4458-5-3
http://www.ncbi.nlm.nih.gov/pubmed/21266051
http://doi.org/10.1186/s12955-014-0176-2
http://www.ncbi.nlm.nih.gov/pubmed/25492701
http://doi.org/10.3109/08039488.2015.1008568
http://www.ncbi.nlm.nih.gov/pubmed/25736983
http://doi.org/10.1371/journal.pmed.1000160
http://www.ncbi.nlm.nih.gov/pubmed/19806180
http://doi.org/10.1093/occmed/kqp179
http://doi.org/10.1016/j.jad.2008.05.009
http://doi.org/10.1007/s00737-016-0658-9
http://doi.org/10.3389/fpsyg.2012.00055
http://doi.org/10.1016/j.ijnurstu.2013.10.005
http://doi.org/10.1016/j.jad.2017.11.027
http://www.ncbi.nlm.nih.gov/pubmed/29227955
http://www.ncbi.nlm.nih.gov/pubmed/21465929

	Introduction 
	Material and Methods 
	Setting 
	Recruitment of LHWs and Peers 
	Instruments 
	CIDT-MD 
	Structured Clinical Interviews of DSM Disorders (SCID) 
	Training of Community Informants to Use CIDT-MD 

	Data Collection Procedure 
	Sample Size 
	Ethics 
	Study Variables 
	Data Analysis 
	Descriptive Statistics 
	Face Validity of CIDT-MD 
	Content Validity 
	Construct Validity 
	Goodness of Fit 
	Reliability 
	Criterion Validity 
	Known Group Validity 


	Results 
	Participant Characteristics 
	Face Validity 
	Content Validity 
	Construct Validity 
	Uni-Dimensionality Measures & Goodness of Fit 
	Reliability 
	Criterion Validity 
	Known Group Validity 

	Discussion 
	Future Implications 
	Strengths & Limitations 

	Conclusions 
	References

