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Abstract

Objective: To validate the Hopkins Symptom Checklist-25 (HSCL-25) for use as a depression 

screen amongst human immuno-deficiency virus (HIV) positive pregnant women.

Method: Amongst 903 (mean age 24.8 years) HIV-positive pregnant women, a two-phased 

design included measures for health-related quality of life, perceived social support, and the 

HSCL-25 screen for depressive (HSCL-15 subscale) and anxiety symptoms. The Structured 

Clinical Interview for DSM-IV (SCID) was independently administered on a stratified random 

subsample.

Results: Internal consistency of the HSCL-25 (alpha 0.93) and HSCL-15 (alpha 0.9) was 

adequate, with expected findings demonstrated in discriminant validity analysis. A depression-

anxiety construct explained nearly 40% of the variance. Eight individual HSCL-25 items 

demonstrated an area under the curve (AUC) greater than 0.6 for DSM-IV major depression and 

the HSCL-25 and HSCL-revised had an optimal depression cut-off score of 1.06 and 1.03 for the 

HSCL-15.

Conclusion: The HSCL-25 demonstrated utility as a screen for depression; its inability to gauge 

severity of symptoms in this cultural context is discussed.
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Introduction

Human immuno-deficiency virus (HIV) infection is chiefly a heterosexually transmitted 

disease, with the greatest burden falling on sub-Saharan Africa, accounting for over 70% of 
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individuals living with HIV/acquired immuno-deficiency syndrome (AIDS) globally (1). Its 

ramifications for mental health include substantial disability from depressive disorder, to 

which socio-economically disadvantaged groups such as women are particularly vulnerable 

(2, 3). Yet most studies on depression and HIV infection have been conducted in western 

countries (4–6), on samples of well educated and gainfully employed mostly white 

homosexual men. Studies incorporating the use of structured and operational diagnostic 

criteria are almost all carried out in the US (7–10), and very few have been conducted 

among HIV-positive women (11, 12).

Depression may influence manifestations of HIV infection, through interference with 

motivation to obtain good medical care (13) as well as its associated immune dysfunction 

(14–16). There are, however, conflicting data regarding the contribution of depression to the 

course of HIV infection (17, 18), and the very nature of the association between HIV and 

depression has been questioned (19). Studies carried out outside the west (20–22) or with 

minority groups (23–25) suggest stronger associations between HIV and depression. Being 

female may confer enhanced risk for more rapid progression of HIV infection irrespective of 

reproductive status (26, 27); survival among men is 14% longer than survival among women 

at the same stage of illness (28), and HIV-positive women experience more distress than 

men, even within a monogamous relationship (29). The limited information on depression 

amongst pregnant women in the sub-Saharan African context, reveals about 24% of 

psychiatric morbidity, largely because of depression (30), the rate being about 10% when 

one focuses on depression alone (31).

Before approaching the subjects of associations and prevalence of depression, we must 

examine the problem of diagnostic methods and the utility of screening instruments. There 

are indications that standardized instruments vary in their intrinsic performance both across 

different population groups and cultures. These variations may be in part because of cultural 

differences, for example, a greater tendency to report psychological distress in somatized 

form in primary care settings has been reported in both western and non-western settings 

(32–36). While teasing out physiological vs. psychosocial causes for symptoms can be 

particularly complex in HIV-positive populations (37–39), stronger associations of 

symptoms with depression have implications for the clinical management of persons with 

HIV infection (40, 41). Studies exploring how a given population understands mental illness 

and what indigenous expressions and classifications they use can complement 

epidemiological investigations (42, 43). Additionally, the validity of any psychiatric 

instrument will depend on calibration for the population under study (44). Cut-off points for 

‘caseness’ without renorming can result in inaccurate estimates as scores that are 

numerically identical can have psychologically different meanings across cultures (45, 46). 

The premise of this study illustrated by these analyses was that a simple screening tool can 

be helpful in detecting depression in a setting where resources for training are scarce and the 

prevalence of disease is high. While access to healthcare for women in developing countries 

is often limited, their routine presentation for prenatal care allows for consistent contact in 

the Tanzanian setting, and hence this population was targeted. This article provides analysis 

of data to validate and calibrate the Hopkins Symptom Checklist-25 (HSCL-25), for use 

amongst HIV-positive pregnant women in the primary care setting in Tanzania.
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Material and methods

The sample

Between April 1995 and July 1997, 1078 HIV-positive pregnant women attending antenatal 

clinics in Dar es Salaam (Muhimbili, Mwananyamala, Temeke, Ilala and Mwenge Hospitals) 

were enrolled in a randomized controlled trial examining the effect of vitamin 

supplementation on perinatal transmission and progression of HIV. Resident women, with 

less than 27 weeks gestation (from the last menstrual period) who intended to stay in Dar es 

Salaam, were eligible to participate in the study. Fawzi et al. (47) provide information on the 

study design and methods in greater detail. The data used for this analysis are derived from 

903 women with completed initial psychosocial information prior to delivery. Post-delivery 

data were excluded from these analyses to avoid confounding because of the likelihood of 

higher symptoms of psychological distress during the postpartum period.

A stratified random sample was selected for participation in a validation substudy based on 

HSCL-25 scores 3 months after enrolment. The first 50 women who had scored at first 

psychosocial assessment above the cut-off score of 1.75 for ‘caseness’ (48) on the 

depression subscale were recruited for a structured clinical interview for the DSM-IV 

diagnosis (SCID). During the same time period of recruitment a random sample of 50 

women who had scored on or below the cut-off score of 1.75 were also asked to complete 

the SCID for the validation study.

Instruments

Socio-demographic and other background information were collected at baseline and 

psychosocial information at 3 months after baseline, 2 months after delivery, and every 6 

months thereafter.

The psychosocial instrument comprised three scales. The HSCL-25 is a widely used 

screening measure that includes symptoms of anxiety (10 items) and depression (15 items) 

derived from the 90-item Symptom Checklist (SCL-90, 48–50). The 25-item version 

(HSCL-25), is scored on a severity scale from ‘1’ (not at all) to ‘4’ (extremely), and has 

demonstrated its usefulness as a screening tool in various cross-cultural settings (51–53), 

primary care settings (54, 55), and in family planning clients (56). In refugee populations 

sensitivity and specificity for detection of DSM III major depression were estimated as 88 

and 73%, based on a cut-off score of 1.75 for ‘caseness’ (51). The Medical Outcomes Study 

Short Form-36 (SF-36) measured health-related quality of life on eight dimensions and has 

been shown to predict health outcomes over a period of time for a number of different 

clinical conditions. The SF-36 has been widely used in different cultural settings and has 

demonstrated good validity and reliability in different languages (57,58). The Kiswahili 

version of the SF-36 used in Dar es Salaam, Tanzania, revealed good internal consistency 

(Cronbach’s α ranging from 0.7 to0.92; median 0.81, 59), and expected variations in mean 

scores on its scales by age, gender, education level, socio-economic status and perceived 

morbidity and disability (60).

A 10-item perceived social support scale was derived from a questionnaire, designed ‘to 

measure functional elements of social support of patients in a primary care setting’ (61). 
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Items were selected to reflect emotional/affective support (I get/have: visits from friends and 

relatives; useful advice about important things in my life; chances to talk to someone about 

problems at work or with my housework; chances to talk to someone I trust about my 

personal and family problems; people who care what happens to me; and love and affection) 

and material/instrumental support (I get/have: help around the house; help with money in an 

emergency; help when I need transportation; and help when I am sick). Overall test–retest 

reliability for the original scale was reported as 0.66 (61). However, this calculation 

excluded the items ‘help with transportation’ and ‘help with money’. These two items were 

retained in this study given their importance in this context.

SCID is a semistructured interview schedule with modules that reflect DSM-IV defined 

disorders. It closely mirrors the clinical diagnostic process that is employed by trained 

clinicians (62) and has demonstrated its validity and reliability among English speaking 

populations (63). Symptoms are rated in a format that allows for rephrasing and asking 

additional clarifying questions, an aspect that affords helpful flexibility when its use is 

transferred to a cultural context that differs from its source. The SCID modules used to 

represent common mental disorders at primary care levels and include those for major 

depressive disorder, generalized anxiety disorder, mixed anxiety depressive disorder, and 

somatization disorder. The modules elicited reports on lifetime prevalence of DSM-IV 

disorders, as well as 1-year and 1-month prevalence; 1-month prevalence data are used in 

these analyses (64).

Instrument translation

The instruments were translated to Kiswahili and back translated to English by separate 

groups of translators and discrepancies between the various translations were subjected to a 

panel discussion of indigenous translators that included three psychiatrists with clinical 

experience in Dar es Salaam. Each item was examined to ensure face validity and a transfer 

of conceptual meaning in the Kiswahili versions. Final changes to the Kiswahili versions 

were made after piloting amongst antenatal clinic attendees prior to onset of the study to 

ensure that the idioms used would be understood by the study population.

Minor modifications of the physical functioning subscale of the SF-36 were made to 

accommodate the context of the study setting. For example, in the second item of the 

physical functioning scale reflecting moderate activities, the original version of the SF-36 

that included ‘moving a table, pushing a vacuum cleaner, bowling, or playing golf’ was 

changed to include more contextual activities such as ‘drawing water, washing clothes, and 

carrying a baby.’ In addition, ‘climbing several flights of stairs’, was changed to ‘walking up 

a steep hill’ given the limited opportunities for stair climbing in Dar es Salaam.

Data collection procedures

Research assistants at the study sites collected the psychosocial information using face-to-

face administration, as some of the study participants were illiterate. The SCID was 

administered within two weeks of administration of the HSCL-25 by two indigenous 

psychiatrists who were blind to the HSCL-25 scores.
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Statistical analysis

A summary description of socio-demographic characteristics of the sample and subsample, 

means and standard deviations (SD) of endorsed items on the HSCL-25 is provided. Internal 

consistency reliability of items on the HSCL-25, as well as the depression and anxiety 

subscales, was estimated by calculating Cronbach’s α. In addition to ensuring careful 

transfer of items that measured the constructs of general psychological distress and 

depression, factor analysis of the HSCL-25 and HSCL-15 with varimax rotation was 

conducted to further assess construct validity. Initial discriminant validity was assessed by 

establishing Pearson’s correlations for single items with overall sum scores of the HSCL-25 

and 15. Further an a priori assumption is made that high scorers on the HSCL-25 will report 

lower scores on quality of life indicators and perceived social support as measured by the 

SF-36 and the perceived social support scale, respectively. Criterion validity was determined 

using receiver operating characteristic (ROC) analysis. DSM IV criteria for probable 

depression is utilized as a ‘gold standard’ to estimate the area under the curve (AUC) for all 

possible cut-off points on individual items of the HSCL in order to generate symptoms that 

would be most predictive of major depressive disorder. Finally using ROC analysis, the 

specificity and sensitivity of the HSCL-25, the depression subscale (HSCL-15) and a 

modified version of the HSCL (HSCL-revised) that includes the most predictive items are 

estimated in order to calibrate the scales. The HSCL-revised subscale was developed 

through preliminary use of ROC analysis. The AUC was calculated for each individual 

symptom on the HSCL-25, using DSM-IV criteria for major depression as the ‘gold 

standard’. Items that yielded the highest AUCs were considered to be the most predictive of 

major depression and were included in a subscale of eight symptoms that reflected 

depression and anxiety.

Results

Socio-demographic information

The sample was comprised of relatively young women of mean age 24.8 years with minimal 

exposure to formal education, most having completed various stages of primary school 

education (7 years in Tanzania). The mean gestational age of the sample was 18 weeks, with 

an average household size of 3.6 persons and a per capita daily expenditure on food of less 

than a dollar (USD approx: 800 Tanzanian shillings). More than half of the women were 

married in monogamous partnerships and just over one in 10 were single, separated or 

divorced. The partners of married or cohabiting women had a relatively higher mean 

age(32.9 ± 4 years) and greater exposure to post-primary education(see Table 1).

Psychometric properties of the HSCL-25

Endorsement of items on the HSCL-25 at any level of severity in the sample ranged from 2 

to 26%. The most frequently endorsed items were low mood and loss of sexual interest or 

pleasure, reported by more than a fifth of the women followed by worrying too much about 

things, headaches, feeling trapped, and a series of physiological disturbance items as noted 

in Table 2.

Kaaya et al. Page 5

Acta Psychiatr Scand. Author manuscript; available in PMC 2018 December 19.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



The internal consistency of the HSCL-25 was reasonable with an overall Cronbach’s α of 

0.93 and 0.9 and 0.85 for the depression and anxiety subscales, respectively. The items of 

the HSCL-25 were subjected to a principal components analysis with varimax rotation, 

retaining factors with an eigenvalue greater than one. A factor loading on items with an 

absolute value of 0.4 or more was used as sufficient criteria for its inclusion in a scale on 

both methodological (65), and substantive grounds, given that the items with factor loadings 

between 0.4 and 0.5 reflected core physiological symptoms of depression for factors three 

and four (see Table 3). Thirty-nine percent of the variance in items on the HSCL-25 was 

explained by a depression-anxiety construct (first factor), while 25% of the variance is 

accounted for by the second factor and includes items that can be described as a 

predominantly anxiety construct. The third and fourth factors, which each explain 18% of 

the variance includes items that can best be described as psycho-physiological and 

physiological constructs, respectively.

A similar principal components analysis with varimax rotation was performed on the 

HSCL-15 depression subscale (see Table 4) and demonstrated items that clustered into two 

factors. The first factor represented predominantly psychological distress (65% of variance 

explained) while the second more physiological aspects of depression (35% of variance 

explained).

Discriminant validity was initially assessed by examining the correlation between individual 

HSCL-25 and HSCL-15 items to the overall sum scores of these scales (Table 2). Significant 

correlations are demonstrated between individual HSCL-25 items and the sum scores of the 

main and subscale. The correlation coefficients for most of the depressive items were 

slightly higher for the overall HSCL-15 compared with the overall HSCL-25 scores. 

Correlations between the total HSCL-25 score and the social support and SF-36 dimension 

scores, summarized in Table 5, supported an a priori assumption that high scores on the 

HSCL-25 (more symptomatology) would correlate negatively with perceived health-related 

quality of life scores (lower perceived health-related quality of life) and positively with 

social support (lower perceived social support).

Criterion validity

Using ROC analysis, and DSM IV criteria for probable and definite major depressive 

episode as a ‘gold standard’, AUC at all possible cut-off points is used to establish items on 

the HSCL-25 most predictive of a major depressive episode. Eleven women of ninety-nine 

who yielded diagnostic information from the SCID met definite criteria for major depressive 

episode (n =7.7% 1-month prevalence); mixed anxiety and depressive disorder (n= 3.3% 

one-month prevalence); and generalized anxiety disorder (n =1.1% 1-year prevalence). None 

met criteria for somatization disorder, and two subjects met criteria for probable depressive 

disorder. On a clinical basis, probable disorder might have been diagnosed as depressive 

disorder but both subjects did not satisfy the exclusion criteria B.10 on the SCID, related to 

‘symptoms causing significant distress or impairment in social, occupational, or other 

important areas of functioning’. Substitution of roles and responsibilities when a person is ill 

in a setting where members of the extended family live-in and role definitions are based on 

age and gender divisions rather than individual responsibilities, might influence one’s 
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perception of diminished/impaired functioning in this cultural context. Establishing 

impairment of functioning from collateral information was not possible in an antenatal clinic 

setting where relatives do not accompany women.

ROC analysis of individual HSCL-items revealed AUCs ranging from 0.495 to 0.797. Eight 

items generated AUC’s that were equal to or greater than 0.6, two being items from the 

anxiety subscale and six from the depressive subscale, substantiating clinical observations of 

an overlay of anxiety symptoms in individuals with depressive disorders in this cultural 

context. The symptoms included ‘feeling blue’ (AUC =0.80); ‘feeling trapped or caught’ 

(AUC =0.70); ‘difficulty falling or staying asleep’ (AUC= 0.70); ‘worrying too much about 

things’ (AUC= 0.68); ‘heart pounding or racing’ (AUC =0.65); ‘crying easily’ (AUC = 

0.63); ‘feeling hopeless about the future’ (AUC = 0.63); and ‘faintness, dizziness or 

weakness’ (AUC 0.61). A modified depression sub-scale (HSCL-revised) was derived from 

these eight items for screening for depression in antenatal populations and further ROC 

analysis was conducted to establish cut-off points of the HSCL-25, HSCL-15 and HSCL-

revised.

Calibration of the HSCL-25 for caseness in the Tanzanian antenatal primary care context

The ROC curves indicate that the total HSCL-25 and depression subscale scores are 

comparable with respect to their ability to detect major depressive disorder (Fig. 1). This is 

reflected in the similar estimates of the area under the ROC curve (AUC) as follows: for the 

total HSCL-25 score, the AUC was estimated as .86 [95% confidence interval (CI): 0.72–

0.99], while that of the depression subscale was also 0.86 (95% CI: 0.73–0.99). The HSCL-

revised demonstrated a slightly higher AUC estimated at 0.88 (95% CI: 0.75–1.0).

The optimal cut-off points for detecting major depression using the HSCL-25, HSCL-15 and 

HSCL-revised subscales as screening tests were1.06, 1.03 and 1.06, respectively. Although 

the HSCL-25, HSCL-15, and HSCL-revised scales demonstrated the same sensitivity at 

89%, the specificity is slightly better for the HSCL-revised (85%), compared with the 

HSCL-25 (80%) and the HSCL-15 (79%).

Given that this validation study was based on a two-phase design, where the validation 

subsample was drawn from a stratified random sample of the larger cohort, a weighted 

analysis was also performed in order to account for the different sampling fractions for each 

strata (66). This sensitivity analysis indicated similar findings, whereby the optimal cut-off 

points for the sub-scales remained at 1.03 and 1.06 for the HSCL-15 and the HSCL-revised, 

respectively. Although sensitivity and specificity were attenuated for the weighted analysis 

of the HSCL-15, 75 and 81%, respectively, results were comparable for the HSCL-revised, 

with a sensitivity of 88% and a specificity of 89%.

Discussion

In the context of this study, the more important implications of early recognition and hence 

management of depressive disorders is in improving quality of remaining life (67) and 

motivation to obtain good medical care. These aspects have important significance on 

adherence to treatment and for strategies to decrease transmission risks including maternal to 
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child transmission of HIV. In general, depressive disorders in primary care settings are often 

missed (68, 69), recognition rates across 15 sites in a WHO collaborative study ranging from 

19.3 to 70% (70). The situation in countries such as Tanzania with low human resources for 

mental health care, and high HIV sero-prevalence informs the need for valid screening 

instruments for recognition of depression that can be used by health workers with minimal 

mental health skills who work with HIV-positive women in antenatal settings.

Studies that aim at validating measures of psychological states are hampered by the lack of a 

‘gold standard’ (5, 71) and although cross-cultural deficiencies in DSM diagnostic criteria 

have been reported (72), the SCID provided an appropriate degree of structure and flexibility 

to accommodate a systematic assessment of major psychiatric disorder. Principal 

components analysis was used to examine the construct validity; factorial invariance is best 

understood as an indicator of dimensional constancy across various discrete categories 

among variables of interest. In this instance, it is evident that a core depression-anxiety 

construct emerges empirically from the data. All but one (an anxiety and panic construct) of 

the four constructs emerging from principal components analysis of the HSCL-25, indicating 

a mixture of somatic and psychological items. This supports previous observations of the 

absence of a Cartesian mind–body dichotomy in the African cultural context (73).

A large proportion of this sample of HIV-positive women manifests with a predominantly 

psychological ‘core’ symptomatology of depression and anxiety, the most frequently 

endorsed symptoms being ‘feeling sad’ and ‘loss of sexual interest or pleasure’ and 

‘worrying too much about things’. Scores for ‘loss of sexual interest or pleasure’ had lower 

correlations with sum scores on both the HSCL-25 and 15; and a relatively smaller AUC 

(0.57) on ROC analysis of individual HSCL-items, suggesting conditions other than 

depression may account for the high endorsement of this symptom. Need for future 

exploration of possible hypoactive sexual desire disorder, a condition that has been reported 

as prevalent (20%) amongst HIV-seropositive women elsewhere (13) is suggested.

The depression subscale demonstrated a comparable accuracy to the total HSCL-25 scale in 

the ROC analysis, suggesting its usefulness for the identification of ‘probable cases’ of 

clinically significant depression in the primary care settings of this study. However, the 

abbreviated HSCL-revised in this context provides for not only a more efficient but also a 

slightly more accurate method of assessment. The lower optimal cut-off score observed in 

all of the scales (compared with the more universally calibrated cut-off score of1.75), may 

reflect difficulty in establishing the conceptual equivalence of ‘scales’ across cultures, as the 

validation results suggest that any level of endorsement of depressive or anxiety symptoms 

may be clinically relevant in this population. This could suggest a cultural orientation 

towards not emphasizing that these symptoms are bothering them ‘quite a bit’ or 

‘extremely.’ The HSCL-25 mean scores on endorsed items for cases is much lower than 

similar mean scores established elsewhere (50, 51, 74), also supporting a possible under-

reporting of severity of psychological distress in this population. The findings further 

support the likelihood of cultural influences on the experience and expression of emotional 

states (75–77), and emphasize the importance of renorming adapted standardized screening 

instruments.
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The inability of the HSCL in this setting to reflect well the severity of depressive 

symptomatology is a major limitation on its use. The validated cut-off points close to 1.0 

(indicating no symptomatology) suggests need to expand upon this basic tool in the future to 

refine the identification of levels of psychosocial intervention that may be needed on an 

individual basis. It is likely that there are local idioms that are not part of the standard 

construct of depression and hence not included in the HSCL-25 that might further improve 

the sensitivity and specificity for detecting major depression in this population.

Another methodological limitation is in the conduction of this validation study among a 

HIV-positive cohort of pregnant women. It is important to note that all women in this sample 

had not progressed to AIDS at the time of the interview and the cohort was drawn from a 

larger group of women accessing general antenatal services at clinics in Dar es Salaam. 

While there is minimal information on the behaviour of conventional screening instruments 

in populations of pregnant women, there are suggestions that at least in the puerperium, 

equivalent rates for major depressive disorders with minimal overlap occurs with a variety of 

self-report symptom inventories (78). There is, however, sufficient evidence to argue for a 

need for further studies that replicate the reported properties of the HSCL 25 and its 

subscales in HIV negative pregnant women and primary care populations outside antenatal 

care.

In conclusion while the HSCL-25 is a useful screening tool for depression at primary care in 

Dar es Salaam, it is not informative for detecting severity of symptomatology. Additional in 

depth research utilizing qualitative methods of inquiry to gather information is needed to 

identify symptoms of major depression that may be specific to the Tanzanian context and 

other developing countries where HIV is highly prevalent. This will allow for the further 

adaptation of standardized instruments to improve accuracy in measurements of symptom 

severity in resource-poor settings.
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Fig. 1. 
ROC curve analysis for the HSCL-25, HSCL-15 and HSCL-revised as screens for major 

depressive disorder. *Cut-off points for subscales are as follows: HSCL-25: 1.06; HSCL-15: 

1.03; and HSCL-revised: 1.06.
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Table 3.

Factor structure of the HSCL-25 amongst antenatal clinic attendees screening HIV positive in Dar es Salaam, 

Tanzania (n = 903)

HSCL-25 Item Loadings

Factor 1: Depression-anxiety; explained 39% of variance (13 items)

Feelings of worthlessness 0.77

Feeling hopeless about the future 0.75

Feeling trapped or caught 0.71

Faintness, dizziness, or weakness 0.70

Feeling blue 0.68

Worrying too much about things 0.66

Thoughts of ending one’s life 0.65

Feeling lonely 0.63

Blaming oneself for things 0.58

Feeling everything is an effort 0.55

Feeling no interest in things 0.52

Spells of terror or panic 0.40

Crying easily 0.40

Factor 2: Anxiety-panic; explained 25% of variance (5 items)

Feeling fearful 0.79

Being suddenly scared for no reason 0.71

Spells of terror or panic 0.71

Nervousness or shakiness inside 0.70

Feeling tense or keyed up 0.59

Factor 3: Psycho-physiological; explained 18% of variance(6 items)

Heart pounding or racing 0.58

Headaches 0.58

Loss of sexual interest or pleasure 0.57

Feeling low in energy, slowed down 0.51

Poor appetite 0.48

Crying easily 0.40

Factor 4: Physiological; explained 18% of variance(5 items)

Trembling 0.75

Faintness, dizziness, or weakness 0.60

Difficulty falling sleep or staying asleep 0.56

Feeling low in energy, slowed down 0.48

Poor appetite 0.46
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Table 4.

Factor structure of the depression subscale (HSCL-15) amongst antenatal clinic attendees screening HIV 

positive in Dar es Salaam, Tanzania (n = 903)

HSCL-15 Items Loadings

Factor 1: Depression psychological, 65% of variance explained

Feeling hopeless about the future 0.76

Feelings of worthlessness 0.76

Feeling blue 0.71

Thoughts of ending one’s life 0.70

Feeling trapped or caught 0.69

Blaming oneself for things 0.68

Feeling lonely 0.68

Worrying too much about things 0.68

Crying easily 0.53

Feeling everything is an effort 0.52

Feeling no interest in things 0.49

Factor 2: Depression psycho-physiological 35% of variance explained

Poor appetite 0.77

Feeling low in energy, slowed down 0.70

Difficulty falling sleep or staying asleep 0.62

Loss of sexual interest or pleasure 0.50

Feeling everything is an effort 0.46

Feeling no interest in things 0.43
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