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Abstract 

Introduction: Depression, a leading public health problem, is linked with social stigma and 

other cultural intricacies.  Although depression occurs across all communities, its impact is 

more among the deprived sections. This study explores depression among lower social strata 

in northern Bihar, near the India-Nepal border. 

Objectives: Study prevalence of depression and help-seeking behavior among scheduled 

caste community (SC) and non-scheduled caste community(non-SC) in northern Bihar. 

Methods:  A total of 400 adults(200 SC& 200 non-SC) were interviewed from villages 

having high density of SC population in the Raxaul Block, East-Champaran district, Bihar. 

They were screened for depression using PHQ-9 and their help seeking behavior was studied 

using relevant part of PRIME tool. 

Results: Overall rate of depression was high in this community(19.2%); with a slightly 

higher rate for SC(20.5%).In both communities, higher age(p<0.00), poor housing(p<0.02), 

indebtedness(p<0.00)were risk factors for depression and there is a trend of lower proportion 

of depression as the level of education increases in the study subjects. Women among SC had 

higher rate of depression (29.3%), compared to  non-SC (12.3%).The means score for impact 

of depression was higher in SC( Mean 31.02,SD 5.12) compared on non-SC(Mean 25.24,SD 

6.34). A higher proportion among SC(60.9%) sought treatment for depression compared to 

non-SC(52.7%), but SC(48%) depend on traditional healers compared to non-SC(21.3%). 

Conclusions: Prevalence of depression was not much different among SC and non-SC, but 

SC seems to suffer more from depression as evidenced by higher mean score on impact of 

depression. Socio-economic improvement, provision of better treatment & awareness seems 

to be the strategy to address depression; targeted efforts are necessary for under-privileged 

groups. The higher rate of depression found in women in SC community needs further 

exploration.  
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Chapter 1:Introduction 

1.1     Background  

One proverb says ―A joyful heart is good medicine, but a broken spirit drains one‘s 

strength‖(Biblehub,2017). It means Health is not only affected by physical inputs like 

diet and exercise, but also by one‘s attitude towards life.  World Health Organization 

(WHO) has defined health as "a state of complete physical, mental and social well-

being, and not merely the absence of disease" (WHO, 2010), rightly pointing out the 

importance of mental wellbeing.  

 Mental health has been defined as.  

―Mental health is defined as a state of well-being in which every individual realizes 

his or her own potential, can cope with the normal stresses of life, can work 

productively and fruitfully, and is able to make a contribution to her or his 

community”(WHO, 2017). 

According to WHO, one in four people globally are affected by mental health 

disorder or any other neurological disorder.  Around 450 million people suffer from 

mental health disorders. Mental disorders contributing to be the leading causes of 

morbidity and disability worldwide (WHO, 2001).  There are many different mental 

disorders, with different clinical presentations. They are generally characterized by 

abnormal thoughts, feelings, emotions, behavior and relationships with others. 

‗Mental disorders include: depression, bipolar affective disorder, schizophrenia and 

other psychoses, dementia, intellectual disabilities and developmental disorders 

including autism‘ (WHO, 2017). 
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Depression is a common mental disorder, characterized by sadness, loss of interest or 

pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, feelings of 

tiredness, and poor concentration (WHO, 2012). Depression is a common mental 

illness globally, with an estimated 350 million people (WHO,2016). Depression is 

the most Common Mental Disorders (CMD), accounts for 9.7% years lived with 

disability in the 2010 (Whiteford, 2010). People with major depression have a 40% to 

60% greater chance of dying prematurely than the general population and 76% - 85% 

of people with severe mental disorder receive no treatment for their disorder in low-

income and middle-income countries (WHO 2013 – 2020 Mental health action plan).  

A higher mortality rate of 15 percent is reported among the severely depressed 

(Frances & Ross, 2001).   

There are many different scales to measure depression like Diagnostic and Statistical 

Manual of Mental Disorders, 4th Edition (DSM-IV), International Classification of 

Diseases, Tenth Revision (ICD 10) etc. with many depression scales such as Self 

Reported Questionnaire 20 (SRQ 20), Primary Care Evaluation of Mental Disorders 

(PRIME MD).   Recent studies have used - Patient Health Questionnaire 9 (PHQ 9) 

and advantage of the PHQ-9 over the others is that it exclusively focuses on the 9 

screening criteria for depressive disorders as per the DSM-IV criteria. While there is 

no clear single biomarker, there is mounting evidence of   multiple deregulated  

contributing factors, including growth factors and/or pro- inflammatory cytokines 

(Krishnan & Nestler,2008; Schmidt &Duman, 2007).  It was reported that the risk of 

depression is three times more among people belonging to Scheduled Caste or Tribe 

(Mathias et al., 2015). 

Health seeking behavior for mental health disorders vary across different countries 

depending on the health delivery systems of the country (Nithin et al., 2017).  Study 
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from central India- Up to two-thirds of people with severe mental disorders in India 

seeking help from traditional healers during their illness (Lahariya et al 2010).   

Therefore, knowing   about the different help seeking behavior  like  Psychiatrists , 

Non  psychiatric physician   traditional healers, etc.  may help with planning for  

comprehensive  community mental health services. 

1.2 Rationale of the study 

 
According to World Federation for Mental Health (WFMH): By 2020, depression 

will be  the second leading cause of  world disability and by 2030; it is expected to be 

the largest  contributor to the disease burden (Bias et al., 2007).The theme of World 

Health day  on April 7
th

2017 has been on Depression: let‘s talk (WHO, 2017)& 

world mental Health day 2012 was - Depression: A global Crisis (WHFM, 

2012).According to  study  on  ―The Major Underlying Influence in Suicide Attempts 

in Northern Bihar‖,  it was observed  that 17.7% attempted suicide cases  were  

suffering  from depression  (Sangeeta et al.,2015). The study area falls under this 

Northern Bihar. Reddy et al had reported that  there is a huge disparity in access to 

care exists in rural areas  and many often cases of depression cases are presented to 

hospitals as unexplained  somatic symptoms(Reddy et al., 1998). Risk of depression 

is three times - among people belonging to  Scheduled Caste or Tribe  (Mathias et al., 

2015 ). Among the vulnerable, a vicious cycle of poverty and depression is set up  

(Patel et al., 2003).  Therefore,  knowing  about the different help seeking behavior  

like   traditional healers,  Religious perspective (healing centers), Psychiatrists, Non  

psychiatric physician, etc.  may help with planning for  comprehensive  community 

mental health services  even  in the underserved  rural areas. So there is a dare need 

to study the prevalence of depression and the health seeking behavior of people of 

different communities in northern Bihar.  
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1.3    Objectives of the study      

To study the prevalence of depression and help seeking behavior among scheduled 

caste and non-scheduled caste communities in Raxaul block in northern Bihar. 

1.4     Research question  

What is the prevalence of depression and correlates of help seeking behavior among 

scheduled caste and non-scheduled caste community in Raxaul block, northern Bihar? 

1.5      Chapter plan for this dissertation 

The chapter one gives a brief overview of introduction, rationale of the  

Study research question and objectives. Chapter two provides a summary of the relevant 

literature that was reviewed. Chapter three describes the methodology of the study 

including study tools, data management, data analysis, variables and ethical 

considerations. Chapter four gives the result along with the descriptive tables. Chapter 

five includes the discussion of results, the conclusions, strength and limitations of the 

study and policy implications. 
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Chapter 2: Review of Literature 

2.1     Disease burden  

Mental disorders are estimated to account for 12.3 percent of the global burden of disease 

(WHO, 2001). In a population based study conducted in Asian country like Pakistan, 

prevalence was as high as 45.9 % (Gadit & Mugford, 2007). 

2.2     Disease burden in different countries   

Among the developed countries such as the USA, depression accounts for more than 15 

percent of the overall disease burden (Prince et al., 2007; Alib et al., 2002).  Depression is 

emerging as a major and growing public health burden. Its prevalence is increasing and is 

predicted to advance from its current fourth position to become the second leading cause 

of all health disabilities by 2020 (Blas & Kurup, 2010) and the first by 2030 (Kohn et al., 

2004). Mental disorders account for about 20% of the overall burden of diseases in the 

European Region, and 26% of the burden of diseases in the countries in the European 

Union (EU). Depression accounts for about 15% of all the days lived with disability. 

Some countries, such as Denmark and the Netherlands, have reported that up to 50% of 

long -term sick leave and disability payments are due to mental disorders, mostly 

depression (WHO 2010). In Low and Middle Income countries (LMIC – includes India), 

the reported prevalence is 10.6 % (Patel, 2007) which could be an underestimation as it 

does not take into account the self inflicted injuries or under-reporting (Blas & Kurup, 

2010). Despite all this, mental health remains low priority in low and middle income 

countries (LMIC) due to scarce resources (Prince et al., 2007). 
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2.3   Disease burden in India 

In India, a study showed a prevalence of depression a 8.9 %( Reddy & Chandrashekar., 

1998).  The Ganguli‘s study shows a prevalence of 37.4 % (Ganguli,2000).  Another 

study from south India found an overall prevalence to be 22.8% (Muthukumar & 

Bharatwaj, 2010).In India  and lower middle income countries depression  is associated 

with socioeconomic factors  with increased higher risk among women, especially the 

elderly ones who are divorced or widowed (Shidhaye & Patel 2010 ; Grover Dutt & 

Avasthi,2010).  People with depression after an early myocardial infarction have a greater 

risk of cardiac mortality (Pattanayak & Sagar, 2014). It also depends upon the severity of 

depression in people with extremely severe depressive symptoms found to be at greater 

risk cardiovascular death and stroke. Along with mortality, depression leads to functional 

disability. Depression affects the productivity at work place and sometime regular 

absenteeism may result in unemployment or low income (Pattanayak & Sagar, 2014). 

Zung had mentioned that in comparison to the British group, Indians patients with 

depression presents with more of psychosomatic symptoms like hypochondriasis (Zung, 

1973). In another paper, it is reported that the South Asian participants address the 

problem in moral and social terms, whereas the Europian/Americans tries to rationalize it 

from a biological point of view which includes ‗hormonal imbalance‘ and neurologic 

problem (Karasz, 2005). 

2.4     Brief summary of social stratification  

Social stratification seen almost in all countries and it varies from one region to another, it 

is a process in which the society has been divided into many layers (Bisht 2015 ; 

Srinivasan, 2011).  In other words, it is a process of   hierarchy of social members, where 
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some members are placed at a higher position than others. The Indian Caste system is a 

typical example of stratification system. The origin of caste system in India is attributed 

to the functional division of labor. The population was divided into classes on the basis of 

the functions or occupations of particular families and groups (Vivek, 2013). In Indian 

society caste system is involved in the social stratification.The caste system, stratified 

society into four divisions like Brahmins,Kshatriya,Vaishya and Sudra (Devi, 1999). This 

caste hierarchy is a reality in India, although many learned clerics claim that it is because 

of the misinterpretation of the Hindu scripts! The Brahman‘s were to study and teach the 

scriptures. They have to offer prayers and worship the God. The Kshatriya‘s role was to 

protect the people by fighting the battles. The Vaishya‘s has a role in trading business and  

they can lend  money. The Sudra‘s has to serve the other three classes (Dumont, 1980).  

As years passed, this system became rooted in the society even during these days it 

continues, perhaps it may not be that rigid as it used to be in ancient times. Over the 

years, this social stratification had become rigid and the upper strata started dominating 

the lower strata with an excuse to maintain their purity and superiority (Dumont, 1980; 

Silverberg,1968). Differences in the health status and healthcare utilization pattern by 

different castes gives an idea whether there is inclusiveness in the society or not. Many 

linkages coexist between poverty and health.  One study explored on the prevalence of 

anaemia, infant mortality rate, maternal health care and vaccinations among different 

caste groups. National family health survey- 2 (NFHS- 2) highlights differentials in health 

based on caste ( Nayar, 2007). As per the Oxford dictionary, Scheduled caste is defined as 

―The official name given in India to the lowest caste, considered ‗untouchable‘ in 

orthodox Hindu scriptures and practice, officially regarded as socially 

disadvantaged.‖(Oxford Dictionaries/ English, 2017). 
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Risk of depression is found to be three times among people belonging to Scheduled Caste 

( SC) or Scheduled Tribe (ST) (Mathias et al., 2015). Back in the 1921 census  

superintendent categorized one of the population as ‗‗Depressed class‘‘ to include those 

castes who were considered to be untouchable, socially isolated groups (Mukherjee, 

2013). Large inequities in health outcomes exist between Scheduled caste / Scheduled 

tribe and mainstream groups (NFHS-3). In general, distribution  of health outcomes are 

unequally distributed over segments of the population and this unequal distribution is 

influenced  by  social  class, economic, political conditions, gender, caste,  and 

geographical location (Balarajan et al.,2011; Bajpai  & Saraya ,2012). There is a variation 

in health care seeking  for common  ailment like diarrohea,respiratory infection among 

people belonging to SC/ST community compared to others  this could be due to barriers 

faced by these communities  in accessing care (Levesque et al .,2013). 

2.5     Etiology 

Present knowledge of depression is based on the biopsychosocial framework, i.e. the 

interplay of biological and psychosocial factors. Depression is known to inherit in 

families, there is 1.5to 3 times greater risk of depression among the first degree relatives  

( Holmans et al., 2007). Study by Margoob et al. suggest genetic role in the occurrence of 

depression and on prognosis (Margoob et al., 2008). Neurotransmitters like 

norepinephrine and serotonin could be a possible reason for depression.  This leads to 

changes in the neuro-endocrine system, immune system in people with depression. 

Stressful life events, loss of a parent or spouse and unemployment these events can 

trigger the first episode of depression and thus makes a person more vulnerable for  

Subsequent depressive episodes (Rao,1973).Research also suggests negative self 
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Esteem ,unfavorable surroundings and loss of confidence in oneself are all predecessors 

forthe development of depression (Pattanayak &  Sagar, 2014).Other factors like 

socioeconomic deprivation like poverty and discrimination increases the depression 

(Nandi et al 1979). A study from Pakistan found that many sociocultural issues are 

associated with depression/mental distress such as financial insecurity, disunity in the 

marriage, having too many children, domestic violence including verbal abuse by their in-

laws. Another study found that mental tension is often associated with somatic complaints 

of headache, white vaginal discharge, general body ache and fatigue in women (Winkvist 

& Akhtar, 1997) 

2.6    Help seeking behavior 

Health-seeking behavior has been defined as a ―sequence of remedial actions that 

individuals undertake to rectify perceived ill-health.‖ In particular, health-seeking 

behavior can be described with data collected from information such as the time 

difference between the onset of an illness and getting in contact with a healthcare 

professional, type of healthcare provider patients sought help from, how compliant patient 

is with the recommended treatment, reasons for choice of healthcare professional and 

reasons for not seeking help from healthcare professionals (Ember &  Ember, 2003). 

Even after the availability of treatment options for the depression still its remains as a 

great challenge for public health professionals. As per one study 50% of people who 

clinically diagnosed patients with depression never seek treatment (Kohn et al., 2004). 

 

2.6.1    Determinants of help-seeking behavior for depression 

Some of the qualitative analysis papers reported the below mentioned issues as the 

potential determining factors for depression. 
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People often think that treatment may interrupt their dignity and autonomy (Kuwabara et 

al., 2007) and there is a norm that to be masculine, they should not show their depression 

symptoms, while some of them sought help when all other options failed including coping 

strategy (Johnson et al.,2012). A fear of disclosure of information to others through 

medical records.  Support from friends and family is very important for the better 

prognosis. In some instances families encouraged the patients to seek treatment (Biddle et 

al., 2007).  On the contrary, if friends or family members express a negative attitude for 

the treatment, that itself can become a major barrier.  

Some of the coping strategies to avoid help seeking include denial attitude, maintaining 

secrecy about the problem also seen as a barrier against help seeking for depression. 

(Campbell, 2012). Being more religious during the time depression could be another 

escape mechanism, instead of taking proper treatment (Heifner, 1997). 

Other negative coping strategies include substance abuse like alcohol and drugs. Self-

reliance, meditation, positive thinking, gardening, reading books and other positive 

changes in lifestyle etc. are examples of positive coping strategies (Augsberger et al., 

2015). There is wrongly perceived information about the  treatment and medication, 

particularly among men due to fear that they lose masculinity (Heifner, 1997). Duration 

of the disease condition also an important factor for help seeking for depression. People 

with long standing depressive symptoms, of more than 12 months, tend to seek health 

care. One study has shown that people with long-standing depressive symptoms for 12 

months or more, was found to be an important determinant for help seeking behavior 

among people with depression(Boerema et al.,2016). Major factor for delay or not 

seeking help is due to stigma. Their concern about the societal attitude towards the 

depression or any mental illness is associated with reluctance to seek treatment (Nadeem 

et al.,2007). 
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 Study done by Sameed et al.  noticed that even  medical graduates do not seek any 

treatment for their problem from the mental health care providers due to stigma  

(Sameed et al., 2016). Relational barrier: lack of trust in the health care provider, there is 

perceived limits about physician‘s knowledge and competency to treat the depression and 

other mental illnesses. Lack of empathy, which jeopardizes the patient doctor 

relationship(Campbell, 2012; Savage et al., 2016). 

 

2.6.2      Help seeking behavior for depression in different countries 

 Community-based studies from the high income countries, such as United States of 

America, Canada, and the Netherlands, have shown that only about 22–32% of patients 

with mental disorders consult the mental health professionals (Algeria et al., 2000).This 

could be due to public largely prefers and believes in the effectiveness of non- medical 

interventions for depression, especially lifestyle interventions, such as physical activity, 

social activities, stress management and relaxation. 

 Health seeking behavior varies across different countries depending on the health 

delivery systems of the country.  For example, in the United Kingdom, all patients first 

need to go to their general practitioner.  In Australia patients with mental health problems 

often need to make an average of three professional consultations prior to first contact 

with public mental health services (Nithin et al., 2017).   

2.6.3      Help seeking behavior for depression in India 

India has made considerable progress in the health care facility, direct access to 

psychiatric services is not a common pathway for any mental illness, and faith healers are 

the first contact for mental health disorders, where there is  poor referral system. During 
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the pathways mental health care seekers go back to the traditional faith healers or 

simultaneously will be sought from qualified doctors also (Jilani et al., 2009; 

Trivedi,1979). Many  people do not know  about the training and   background   of the 

mental health care providers  and therefore  it is difficult to differentiate between  the  non 

specific mental health help from the counselors  and  other knowledgeable  professional 

treatment (Burns & Rapee, 2006). 

Lancet study on ―Traditional, complementary, and alternative medicine approaches to 

mental health care and psychological well being in India and China.‖Shows people in 

different regions seek help from traditional, alternative and complementary medicine at 

once or other (Gopichandran & Kumar, 2012). In the same way for any mental illness 

either before or after they have visited medical doctor people also seek traditional, 

alternative and complementary medicine (Kleinman, 1980).Study from central India- Up 

to two-thirds of people with severe mental disorders in India seeking help from traditional 

healers during their illness (Lahariya et al 2010). 

 Another study from Dindugal District, Tamil Nadu (Temple set in the foothills of the 

Palani range of western Ghats) - seek healing power for mental illness including 

depression identified with these institution, may reside in the site itself rather than in the 

religious leader or any medicines provided at the site (Raghuram et al., 2008).Possible 

reasons could be: stigma attached to mental illness as well as to mental hospitals is an 

important barrier.  But this research has not systematically examined the psychiatric 

status of the people coming for help at this religious centre‘s or the clinical impact of 

healing. It has focused primarily on possession and non psychotic disorders, rather than 

serious psychotic illness. There were no comparison groups &different religious 
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perspectives operate in different ways, it would be inappropriate to generalize findings 

from the study of one site to other regions or other healing centre‘s in the same region. 

2.6.4    Reasons for visiting traditional faith healers  

Some of the reasons to visit to traditional faith healers ,they are easily approachable, there 

is general perception that the treatment would be cheaper, three will be less side effects  

or possibly due to their  dissatisfaction with the modern medicine  and  trust  between the  

traditional healers and the  patients family (Padmavati et al., 2005).Study from All India 

institute of medical science (AIIMS), New Delhi shows Expenses incurred by the patients 

on visits to the traditional faith healers (TFH) and alternative medical practitioners were 

expensive (Rs 500 to 1150) compared to Psychiatrists (Rs 640 to 690) (Nithin et al., 

2017). Though the consultation would be cheaper with the Traditional faith healer, 

performing   rituals etc were expensive. A Lancet study  on China and India mental health 

alliance also shows some time the expenses incurred during the traditional faith healer 

visit could be more expensive and it lead to sell their property and assets (Thirthalli et 

al.,2016). 

A recent study from AIIMS New Delhi - the psychiatrists were the most common first 

contact service provider, sought by a group of patients with mental health problems, 

followed by non-psychiatric physicians, including the primary care doctors (Nithin et 

al.,2017). This could be due to AIIMS New Delhi being a  referral  centre for many 

patients from neighboring states. Most of the patients were from urban area and they had 

access to psychiatrists. In India 90% of people with mental disorders   are   not diagnosed  

and  untreated   due to inequitable distribution of mental health resource (Saxena et al., 

2011). Though traditional, alternative and complementary medicine assumed to be free of 

side effects but some studies reported the use of heavy metals, adulteration of ayurvedic 
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medicines (Ernst, 2002).  In Erwadi tragedy there were reports of serious human rights 

violation and    cruelty towards people with mental health illness at some traditional faith 

healing centers (Murthy, 2001).
 

2.7     Challenges in addressing the depression  

Another  aspect need to understand that people with depression report primarily as 

unexplained somatic symptoms, and usually seek help from primary care center rather 

than specialist mental healthcare providers. India faces the challenge of having too few 

trained psychiatric personnel to manage effectively the substantial burden of mental 

illness within their population. At the same time, there are practitioners of traditional, 

complementary and alternative medicine who are a potential resource for mental health 

care. It is necessary to mobilize resources for a systematic strategy to deal with the 

depression, it is essential to train and sensitize even general physicians for recognition 

and appropriate treatment. Most of the mild and moderate depressions can be well 

managed in the primary care settings (Pattanayak & Sagar, 2014). 

Studies show in Bihar following natural disaster older people tend to be more vulnerable 

for post traumatic stress disorder and depression (Telles et al .,2009).Study area falls 

among the natural disaster prone area like Kosi river flood and earthquake due to its 

geographical and topographical location. Therefore, mental distress should also be the 

agenda even during disaster relief.  
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Chapter 3: Methodology 

 

3.1     Study design: Cross sectional survey using cluster sampling. 

3.2     Study setting: Raxaul block, East Champaran District in northern Bihar. 

As per census 2011 Bihar is the third highest populated state in India with a population of 

104,099,452 88.7% of its population resides in rural area (Census of India, 2011).East 

Champaran has a population of 5,082,868 only 7.9 percent lives in urban regions of the 

district (Census of Bihar, 2011). 

The Raxaul block has a population of 2, 32,028 and 76.1% of its population resides  in 

rural areas.  It has 22,227 people belonging to the SC group, constituting roughly 10% of 

the population (District primary census. 2011). There are 26 urban wards and 42 rural 

villages in the block. For the purpose of the study, villages having more than 30% SC 

population were enlisted. There were eight such villages and they were chosen for this 

study and village names are Pantoka, Purandara, Hardiya, Gamariya, Palanwa, 

Khirichiya, Jokiyari and Laxmipur (Fig.1). 
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Fig. 1 Location map of study villages

 

 

3.3    Study population 

 Adults above 18 years, living in the selected villages of Raxaul block in, East Champaran 

District in northern Bihar. 

3.4     Inclusion criteria 

Permanent residents who were living in the study area for the past six months and who 

consent to participate in the study.  

3.5     Exclusion criteria 

Those who are severely mentally retarded or suffering from other severe diseases to the 

level that they cannot respond to the questions. 
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3.6     Sample size estimation 

 Calculated using   the open Epi version 3.01 (Kelsey, 1996; Fleiss et al., 2013).  

Anticipated prevalence of depression in non SC population as 10% and SC population as 

20% (Mathias et al., 2015).  With a confidence interval of 95 % and power of 70%, the 

required sample size was estimated to 177 in each arm, using the Open Epi version 3.01. 

The design effect was estimated to be 1.2 and so the sample size was re-estimated to 200 

in each arm.  So from each of the eight selected villages 25 subjects each from the SC and 

non-SC categories were enrolled for the study.  

3.7     Subject enrolment 

The data collection done during 15 June to 20 August 2017. The data collection done by 

the principal investigator. In each of the selected villages, the investigator went to the 

centre of the selected village and the pen rotation method used to select a direction; the 

first house in that direction was selected into the study and from there on every second 

house in the selected direction was enrolled till got the required number of 25 participants 

each from SC and non-SC communities from the location. All the permanent residents 

(those who live in the house continuously for the last 6 months) who satisfy the inclusion 

and exclusion criteria are enrolled into the study.  One person was selected from each 

household; men and women were selected alternatively from the households. In case of 

more than one eligible person of the selected sex was present in the household, the older 

person was selected.  However, more than one person was selected from five households 

housing big joint families.  All interviews are done in local (Hindi) language.On an 

average around seven participants were interviewed and screened for depression in each 
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day of the survey. And a total of 60 working days required to complete the survey. The 

questionnaire was filled by the interviewer based on the responses from the participant 

interviewed. 

3.8     Ethical consideration   

The study was conducted only after review by the Ethics committee of Sree Chitra 

Tirunal institute for Medical Sciences and Technology (SCTIMST).Written informed 

consent was obtained from the participants. The interview was conducted in an 

environment where the respondent felt secure and comfortable. The information that was 

collected was kept secure and not shared with anyone during or after the interview other 

than principal investigator (PI) and guide. Care was taken to protect the identity and 

location of the participant. No identifiers were mentioned in the interview schedule other 

than unique code.  

3.9      Data storage   

All data including the consent forms are secured by the PI shall be responsible to keep the 

data secure and to maintain confidentiality. All completed interview schedule, consent 

forms and notes would be destroyed upon the completion of three years from the data 

acceptance of thesis in keeping with regulatory requirements (ICMR,2006).  

3.10    Data entry and analysis 

Data entry was done in Excel sheets and analysis was done using IBM SPSS Version 21 

(Statistical Package for Social Sciences) for data analysis. Descriptive analysis done to 

describe and compare the characteristics of both scheduled caste community and non 

scheduled caste communities. Bivariate analysis was done to test the relation between the 

dependent variable and independent variable.  
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3.11   Study tool   

A structure interview schedule in local vernacular was used to collect data. It had 

questions on the general socio-demographic details,  a session to screen for depression 

and a third session to explore the help seeking behaviour.  Patient Health Questionnaire-9 

(PHQ9) (Anderson et al. 2002) was the tool included in the interview schedule for 

screening depression and questions about help seeking behaviour were taken from 

PRogramme for Improving Mental Healthcare (PRIME). Both these tools were used and 

validated in Indian setting by earlier researchers (Mathias et al., 2015). 

3.12    Outcome variable  

The main outcome variable for this study is depression. It is defined as 

WHO: Depression is a common mental disorder, characterized by sadness, loss of interest 

or pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, feelings of 

tiredness, and poor concentration (WHO, 2012). 

For this study depression as assessed by the PHQ-9 screening tool. PHQ 9 scale consists 

of nine cardinal symptoms of depression on which diagnosis of Diagnostic and Statistical 

Manual of Mental Disorders, 4th Edition (DSM-IV) depressive disorder is based, and the 

frequency of experiencing these symptoms in the past two weeks, with four responses for 

each namely ―not at all‖, ― on some of the days‖ ― more than half the days‖  and  ―almost 

on a daily basis‖. These responses were scored 0, 1, 2 and 3 respectively and the total 

score of all the symptoms is taken as the final score which ranges from 0 to 27 (Kroenke & 

Spitzer 2002). 
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PHQ 9  score screens those who are likely to be depressed. The symptoms asked are 

based on the International Classification of Diseases, Tenth Revision 

 (ICD 10) criterion indicating a depressive episode: Loss of interest in activities that are 

normally pleasurable, depressed mood, sleep disturbances, decreased energy or increased 

fatigue, change in appetite, feelings of self reproach or guilt, decreased ability to 

concentrate, change in psychomotor activity with agitation or retardation and thoughts of 

suicide or suicidal behavior. 

3.13     Operational definitions of outcome variable 

The composite index of  PHQ-9 score ranges from 0-27 and values above 9 were grouped 

as depression (Anderson et al., 2002). 

PHQ-9   composite index <=9    No depression 

PHQ-9   composite index   >9    Depression 

For detailed analysis depression was graded into five categories as given below(Anderson 

et al., 2002). 

PHQ-9   composite index 0-4    No depression 

PHQ-9   composite index 5-9     Mild depression 

PHQ-9   composite index 10-14 Moderate depression 

PHQ-9   composite index 15-19 Moderately severe depression 

PHQ-9    composite index 20-27 severe depression 

Impact of depression score: This composite index was estimated based on questions in 

PRIME study tool among the people with depression. 

3.14      Other explanatory variables  

Other explanatory variables studied include sociodemographic factors, socio-economic 

factors, factors to study their help seeking behavior and factors to analysis the impact of 

depression on the people.    
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The socio demographic factors were  

Age: Age was recorded as reported by the participant 

.Caste: Variable was classified whether they belong to Scheduled caste community or 

Non Scheduled caste community. 

Marital status: Information was collected on whether the participant was currently 

married, not married and widowed or others. 

Education: Level of education was classified in to illiterate, up to upper primary, high 

school and above. 

Occupation: Occupation was classified into agricultural laborers, non agricultural jobs, 

homemakers and others  

Socio economic features: 

Type of house: Classified in to Katcha house, semi pucca and pucca house  

As per the norms of Government of India to assess the quality of the housing. Where 

permanent material housing classified as pucca , Temorary material houses classified as 

Kachcha house(Anant T and Das S.2011). 

Possession of land property: Participants were asked whether they own the land or not 

Availed loan or not: Participants were asked whether they availed loan during the past 6 

months for any purpose  

Details of the loan: Purpose for availing loan, loan availed place and loan amount in Rs 

were to those participants who availed loan. 
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3.15      Help seeking behavior  

Health-seeking behavior has been defined as a ―sequence of remedial actions that 

individuals undertake to rectify perceived ill-health.‖  

―In particular, health-seeking behavior can be described with data collected from 

information such as the time difference between the onset of an illness and getting in 

contact with a healthcare professional, type of healthcare provider patients sought help 

from, how compliant patient is with the recommended treatment, reasons for choice of 

healthcare professional and the reasons for not seeking help from healthcare professionals 

‖(Ember & Ember,2003). Participants were asked about their help seeking behavior in the 

past 3 months for any health condition. 

Whether they have visited the public health facility or private health facility was asked.  

Public health facility: Govt./Municipal hospital, Primary health center (PHC)/ community 

health center (CHC), Sub center, other public sector health facility 

Private health: Private hospital, Clinic / Private mobile clinic, Pharmacy/drug store, other 

private sector health facility 

Whether they sought help for the depression was asked. 

If yes, whether the mental health care provider was qualified or unqualified was asked. 

Qualified mental health care provider: Psychiatrist, Any other medical doctor/ MBBS, 

other mental health professional like Psychologist/counselor/ mental health nurse 

Unqualified mental health care provider: Ojha, Guni Traditional faith healers, Bengali 

doctor was asked. 
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                 Chapter 4: Results 

 4.1    Descriptive statistics  

 4.1.1   Socio-demographic features  

A total of 400 subjects were studied, 200 in the SC community and 200 in the non-SC 

community (Table 1.0). 

Table 1.0 Age-sex distribution across social strata. 

 

 

 

 

 

 

 

 

 

 

 

 

 

The age of participants varies from 18-72 years (Fig.2).  Mean age of the participants in 

the SC community (Mean 39.0 years, SD=14.1)) and non-SC community (mean 37.2 

years, SD=12.6) were similar. However, there were more older people in the non-SC 

community (18.5%) compared to SC community 10.5% (Fig 2).It was observed that in 

most of these villages, the SC community live in secluded areas, which were away from 

the centre of the villages, which were mostly occupied by the non-SC community.  

           SC     Non-SC    Total  

         n (%)     n (%)    N (%) 

Sex     

Male       91 (45.5)    103 (51.5)   194 (48.5) 

Female     109 (54.5)     97 (48.5)   206 (51.5) 

 

Age 

   

Young adults 18-35 years      109 (54.5)    103 (51.5)    212 (53.0) 

Middle aged 36-55 years       70 (35.0)       60 (30.0)    130 (32.5) 

Older 56 & above years       21 (10.5)       37 (18.5)      58( 14.5) 

 

Total 

 

      200 (%) 

 

       200 (%) 

 

    400 (%) 
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Fig. 2 Histogram showing the age distribution of subjects 

 

Table 1.1 Distribution of socio-demographic features  

 

 

 

 

 

 

 

 

 

 

 

 

 

         SC   Non SC       Total  

       n  (%)    n  (%)     N  (%) 

Level of Education 

 

   

Illiterate     106 (53.0)     94 (47.0)     200 (50.0) 

Up to upper primary       70 (35.0)     63 (31.5)     133 (33.3) 

High school and above       24 (12.0)     43 (21.5)       67 (16.7) 

Occupation    

Agricultural  laborers      102 (51.0)     83 (41.5)     185 (46.3) 

Non agricultural jobs       30 (15.5)     51 (25.5)      81 (20.2) 

Home makers  and others       67 (33.5)     67 (33.5)    134 (33.5) 

Marital status     

Married      192 (96.0)    18 (92.0)    376 (94.0) 

Not married         5 (2.5)      11 (5.5)     16 (4.0) 

Widowed &others         3 (1.5)       5 (2.5)       8 (2.0) 

 

Total 

 

      200 (%) 

 

    200 (%) 

 

     400 (%) 
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Illiterates were more in the SC community compared to non-SC community whereas 

people with higher education were more among non-SC community. (Table 1.1). The 

proportion of agricultural laborers was more in the SC community (51.0%) compared to 

non SC community (41.5%). 

        4.1.2       Socioeconomic features  

       Table 2.0 Distribution of socio-economic features 

         SC     Non SC        Total 

       n  (%)     n  (%)       N   (%) 

Type of house      

Katcha    133 (66.5)       68 (34.0)     201 (50.2) 

Semi  Pucca      48 (24.0)      80 (40.0)    128 (32.0) 

Pucca      19 (9.5)      52 (26.0)       71 (17.8) 

Availed loan or not      

Yes    106 (53.0)      88 (44.0)      194 (48.5) 

No      94 (47.0)     112 (56.0)       206 (51.5) 

Ownership of land 

property 

     

Yes     133 (66.5)      151 (75.5)       284 (71.0) 

No      67 (33.5)        49 (24.5)        116 (29.0) 

 

Total 

 

    200 (%) 

 

      200 (%) 

 

         400 (%) 

 

Majority of SC community (66.5%) lives in low quality houses (Katcha) compared to 

only 34.0% in the non-SC community.  Also more people from non-SC community live 

in better (Pucca) households (Table. 2.0). Table 2.0  also shows that more people from the 

SC community (53.0%) had availed loan during the past 6 months compared to non - SC 

community (44.0%).  
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        4.1.3    Details of indebtedness 

       Table 3.0 Details of loan availed during the past six months 

 

        SC  Non SC       Total 

       n  (%)     n  (%)      N (%) 

Main purpose of availing 

loan 

   

Agriculture purpose       12 (11.3)      5 (5.6)      17 (8.8) 

Business purpose       17 (16.0)     27 (30.6)     44 (22.7) 

House construction purpose       15 (14.1)     14 (15.9)     29 (14.9) 

Treatment purpose       32 (30.1)     22 (25.0)     54 (27.8) 

Marriage purpose      30 (28.3)     20 (22.7)     50 (25.8) 

Loan availed from    

Govt. and other banks     14 (13.2)     32 (36.3)     46 (23.7) 

SHG     38 (35.8)     21 (23.9)     59 (30.4) 

Money lender      45 (42.4)     21 (23.9)     66 (34.0) 

Relatives        9 (8.4)     14 (15.9)     23 (11.9) 

Loan amount  

(in Rs ) 

   

Up to 20,000      39 (36.7)      26 (29.5)      65 (33.5) 

20,001-50,000      47 (44.3)      45 (51.1)      92 (47.4) 

50,001-2,00,000      20 (18.8)      17 (19.3)      37 (19.1) 

 

Total  

 

 

     106 (%) 

 

      88  (%) 

 

     194  (%) 

 

In both SC community and non-SC community, the main reasons for availing loan were 

to meet the expense for medical treatment and for marrying off their daughters (Table 

3.0).However, a higher proportion of non-SC community (30.6%) availed loan during 

past 6 months compared to SC community (16.0%) for business purpose. More 

proportion of SC people availed loan from the money lenders whereas more from the 



 
27 

 

non- SC community availed loan from banks (Table 3.0). Loan amount was ranging from 

Rs 2,000 to 2, 00,000 in both the SC community and non- SC community. 

4.2     Prevalence of depression  

Table 4.0 The prevalence of depression 

 

 

 

 

 

χ
2 

test value =0.40       p value  is 0.52  

The overall prevalence of depression was 19.2% as evidenced by PHQ 9 score. SC 

community seems to have a higher proportion (20.5%) of depression compared to the 

non-SC community (18.0%) but the difference it was not statistically significant(Table 

4.0).        

      4.2.1     PHQ 9 Score 

        Table 4.1 Distribution of  PHQ 9 score in the study subjects  

PHQ 9 score       SC  

      n (%) 

   Non SC  

      n (%) 

        Total  

        N (%) 

    

No depression      84 (42.0)       88 (44.0)       172 (43.0) 

Mild      75 (37.5)       76 (38.0)       151 (37.8) 

Moderate      22 (11.0)       23 (11.5)         45 (11.2) 

Moderately severe      11 (5.5)        7 (3.5)         18 (4.5) 

Severe        8 (4.0)        6 (3.0)         14 (3.5) 

Total       200 (%)      200 (%)        400 (%) 

         χ2   
test for trend value=2.50   p value is 0.62  

Depression           SC  

       n (%) 

   Non SC  

       n (%) 

      Total  

     N (%) 

No       159 (79.5)       164 (82)      323 (80.8) 

Yes        41 (20.5)       36 (18)        77 (19.2) 

Total       200 (%)      200 (%)        400 (%) 
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It seems that not only the rate of depression is more among SC community, but also that 

SC community suffers from more severe grades of depression than the non-SC 

community (Table 4.1). However, this difference was also not statistically significant.  

4.3     Bivariate analysis  

Table 4.2 Association of depression with sex  

 

 

 

 

 

 

* Estimatedby  χ2   
test 

A higher prevalence of depression is seen among the women (21.4%) compared to men 

(17.0%), but this is not a statistically significant difference (Table 4.2). 

Table 4.3 Association depression with Age  

* Estimated by  χ
2   

test for trend  

        No  

Depression 

    n  ( %)     

Depression 

present  

    n (%) 

Total  

   N (%) 

 

*P value  

Sex Men 161 (83.0)     33(17.0)  194 (48.5)   0.27 

 Women 162 (78.6)    44 (21.4)  206 (51.5)  

Total     323 (80.8)    77 (19.2)   400  (%)  

        No 

Depression 

     n ( %)     

Depression 

present  

      n (%) 

   Total  

   N (%) 

 

*P 

value  

 

Age (in 

years) 

Young adults 

(18-35 years) 

 

 

181 (85.4)     31 (14.6)  212 (53.0)  

 

 

 

      0.00 

 Middle aged 

(36-55 years) 

 

103 (79.2)     27 (20.8)   130 (32.5)  

 Older( 56 and 

above) 

 

      39 (67.2)    19 (32.8))    58 (14.5)  

Total 

 

     323 (80.8)    77 (19.2)    400 (%)  
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Among older age group proportion of depression was at higher level (32.8%) compare to 

other age groups (Table 4.3). 

In both SC and non-SC community, we can see that the rates of depression increases with 

advance in age and this trend is statistically significant (Table 4.3). 

Table 4.4   Association of depression with marital status 

 

 

 

 

 

 

 

 * Estimated by  χ2   
test for trend 

The prevalence of depression is more among the married compared to not married 

widowed and others (Table 4.4 ) and statistically it is not significant. Caution should be 

taken as one of the cell value is zero (Table 4.4). 

 

 

 

 

 

 

        No 

Depression 

      n  ( %)     

Depression 

present  

      n (%) 

  Total  

  N (%) 

 

*P value  

Marital  Married  
 

    304 (80.9)      72 (93.5)   376 (94.0)  

status Not married  
 

       11 (68.8)       5 (6.5)     16 (4.0) 0.18 

 Widowed 
and others  

         8 (100)        0  (0)       8 (2.0)  

Total  
 

     323 (80.8)     77 (19.2)    400 (%)  
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Table 4.5 Association of depression with level of education 

       No 

Depression  

     n  (%) 

Depression 

present  

    n  (%) 

   Total  

 

   N (%) 

*P value  

 Illiterate     158 (79.0)     42 (21.0)  200 (50.0)  

 

Level of 

Education  

Up to upper 

primary  

  108 (81.2)      25 (18.8)  133 (33.2)  

     0.54 

 High school 

and above  

    57 (85.1)     10 (14.9)   67 (16.8)  

 

Total   

     

   323 (80.8) 

 

    77 (19.2) 

 

   400 (%) 
 
 

          * Estimated by  χ
2   

test for trend 

Among illiterates proportion of depression was at high (21.0%) compare to literates 

(Table 4.5).There is a trend of lower proportion of depression as the level of education 

increases in the study subjects and statistically it is not significant. 

Table 4.6 Association of depression with type of house  

* Estimated by  χ2   
test for trend 

The prevalence of depression is more among people living in lower quality of  house ie 

katcha type of house (24.4%) compared and pucca house (16.2%) and statistically it is 

significant (Table 4.6). 

 

  No Depression  

      n  (%) 

Depression 

present  

     n  (%) 

   Total  

 

     N  (%) 

*P value  

Type Katcha 

 

   152 (75.6)    49 (24.4)     201 (50.2)  

of 

house 

Semi pucca      57 (83.8)    17 (13.0)     131 (32.8)   0.02 

 Pucca 

 

   114 (87.0)    11 (16.2)       68 (17.0)  

Total  

 

  323(80.8)    77 (19.3)       400 (%)  
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Table 4.7 Association of depression with occupation  

* Estimated by  χ
2   

test for trend 

The prevalence of depression is more among agricultural laborers compared to other 

occupation and statistically it is not significant (Table 4.7). 

Table 4.8 Association of depression with indebtedness 

 

 

 

 

 

 

 

* Estimated by χ2   
test 

The prevalence of depression is more among people who availed loan during the past 6 

months (25.3%) compared to those who didn‘t avail loan (13.6%) in the study subjects 

and statistically it is significant (Table 4.8). 

 

        No 

Depression  

      n (%) 

Depression 

present  

    n  (%) 

Total  

 

   N  (%) 

*P value  

Occupation  Agricultural 

laborers 

    142 (76.8)   43(23.2)  185 (46.2)  

 

 Non-

agricultural 

jobs 

     71 (87.7)    10 (12.3)   81 (20.3) 0.10 

 Home makers 

& Others 

   110 (82.1)    24 (17.9)   134 (33.5)  

Total   

 

   323 (80.8)    77 (19.3)   400(%)  

       No  

Depression 

      n  (%) 

Depression 

present  

     n  (%) 

Total  

 

   N  (%) 

*P value  

Availed 

loan  

Yes     145 (74.7)     49 (25.3)   194 (48.5)  

 No     178 (86.4)     28 (13.6)   206 (51.5) 0.00 

Total     323 (80.8)     77 (19.2)    400 (%)  
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Table 4.9 Association of depression with loan availed place /person (who availed 

loan during the past 6 months)  

* Estimated by  χ2   
test for trend 

 

The prevalence of depression is more among people who availed loan from money 

lenders (33.8%) compared to those who availed from banks (30.4%) or relatives (15.0%), 

and this difference is statistically significant (Table 4.9). 

 

 

 

 

 

 

 

 

 

  No Depression  

       n (%) 

Depression 

present  

      n  (%) 

   Total  

 

    N (%) 

*P value  

Loan 

availed 

place  

Banks  

 

      32(69.6)     14 (30.4)    46 (23.7)  

 Money 

lenders  

     45(66.2)     23 (33.8)     68 (33.1) 0.02 

 Relatives 

and others  

     68(85.0)     12 (15.0)     80 (41.2)  

Total 

 

    145(74.7)     49 (25.3)      194 (%)  
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4.3.1     Stratified analysis  

Table 5.1 .Association between Sex and caste in respect to depression 

* Estimated by χ
2   

test 

Earlier in table 4.0 it is seen that  SC community had a slightly higher proportion (20.5%) 

of people with depression compared to the non-SC community (18.0%)but the difference 

was not statistically significant (Table 4.2).  Women had higher proportion of depression  

(21.4%) compared to men (17.0%), which is again not statistically significant (Table 4.2). 

But on stratified analysis it is seen that among SC community, the higher rate of 

depression among women(29.3%) compared to men (9.9%) is statistically 

significant(Table 5.1) On the contrary, among non-SC community, more men had 

depression (23.3%) compared to women(12.3%) which is again statistically significant. 

(Table 5.1).  So it is presumed that there is an interaction between caste and sex in the 

occurrence of depression among the study subjects in northern Bihar. 

      Sex                                 No 

Depression 

       n (%) 

Depression   

present  

     n (%) 

 

*P value  

 

 

SC  

 

 

 

 

 

 

 

Non SC  

 

 

 

 

 

 

Men 

 

Women  

 

Total 200 (%) 

 

 

 

Men 

 

Women  

 

Total 200 (%)                                

 

 

     82 (90.1) 

 

     77 (70.7) 

 

    159 (79.5) 

 

 

 

     79 (76.7) 

 

    85(87.7) 

 

   164 (82.0) 

 

 

     9 (9.9) 

 

    32 (29.3) 

 

    41 (20.5) 

 

 

 

     24 (23.3) 

 

     12 (12.3) 

 

     36 (18.0%) 

 

 

 

0.01 

 

 

 

 

 

 

 

 

0.00 

 

 

 

 

 

 

 

0.61 

 

Total  N (%) 

 

        400 (%)          323 (80.8)             77 (19.2)                   
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Table 5.2 .Association between age and caste in respect to depression 

* Estimated by  χ
2   

test for trend . 

There was as statistically significant trend of increase of depression as age advances in 

the study subjects (Table 4.3). The same trend is seen on stratified analysis based on the 

social strata (Table 5.2). 

 

 

 

 Age (in 

years) 

Subjects      No 

Depression 

   n  (%) 

Depression 

present  

     n  (%) 

*P value  

SC  Young adults 

( 18-35 

years) 

 

 

  109    92 (84.4) 

 

    17 (15.6) 

 

  

 Middle aged 

(36-55 years) 

 

   70    52 (74.2) 

 

   18 (25.8) 

 

0.16  

 

 

 

 Older( 56 and 

above) 

   21     15 (71.4) 

 

      6  (28.6) 

 

  

 

 

 

Total n (%) 

 

 

 200 (%) 

 

   159 (79.5) 

 

      41 (20.5) 

 

 

0.00 

Non SC  Young adults 

( 18-35 

years) 

 

 

  103      89 (86.4) 

 

     14 (13.6) 

 

  

 Middle aged 

(36-55 years) 

 

   60      51 (85.0) 

 

     9  (15.0) 

 

0.01  

 Older (56 and 

above) 

   37      24 (64.8) 

 

     13 (35.2)   

  

Total n (%) 

 

 200 (%) 

 

    164 (82.0) 

 

     36(18.0) 

 

  

 

Total N(%) 

          

400 (%) 

 

   323 (80.8) 

 

    77(19.2) 
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Table 5.3 Association between type of house and caste in respect to depression 

  Type of 

house  

Subjects       No 

Depression 

      n  (%) 

Depression   

present  

     n  (%) 

*P value 

SC  Katcha 

 

  133  95 (71.4)     38 (28.6)   

 Semi pucca 

 

   46  45 (97.8)         1 (2.2)  

0.00 

 

 Pucca 

 

   21  19 (90.5)        2 (9.5)   

 Total n (%) 

 

 200 (%)  159 (79.5)  41 (20.5)   

Non SC  Katcha 

 

68  57 (83.8) 11 (16.2)   

0.02 

 Semi pucca 

 

47  38 (80.8)        9 (19.1)   

 Pucca 

 

85  69 (81.1) 16 (18.9)  

0.88 

 

 Total n (%) 

  

200 (%)  164 (82.0) 36 (18.0)   

 

Total N (%) 

          

400 (%) 

 

    323 (80.8) 

 

    77 (19.2) 

 

  

* Estimated by  χ
2   

test for trend 

The overall prevalence of depression is more among people living in katcha type of house 

(24.4%) compared to semi pucca (13.0%) and pucca house (16.2%) in both SC 

community and non SC community and statistically it is significant (Table 4.6).  

On stratified analysis, a higher proportion of   depression was found in SC community 

(28.6%) living in katcha type of house compared to non SC community (16.2%) and it is 

statistically significant. While people living in pucca houses among non SC community 

have a higher proportion of depression (18.9%) compared to SC community (9.5%) and 

statistically it is not significant. But in overall test it is statistically significant.Caution 

should be taken as some of the cell values  in the table are less than five (Table 5.3).  
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Table 5.4 Association between occupation and caste in respect to depression 

*Estimated by  χ
2   

test for trend 

The prevalence of depression is more among agricultural laborers in both the social strata 

compared to other occupations (Table 5.4).  

 

 

 

  Occupation  Subjects  

 

   No 

Depression 

   n  (%) 

Depression   

present  

    n  (%) 

*P value  

SC  Agricultural 

laborers  

 

 

 

  102 

 

   79 (77.4) 

 

 

   23 (22.6) 

 

  

 Non 

agricultural 

jobs  

 

 

   32 

 

   26 (81.2) 

 

 

    6 (18.8) 

 

 

0.71 
 

 Homemakers 

and others  

 

 

   66 

 

   53 (80.3) 

 

   13 (19.7) 

  

 Total n (%) 

 

 200  (%)    158 (79.0)     42 (21.0)  0.10 

Non SC  Agricultural 

laborers  

 

 

 

    83 

 

     63(75.9) 

 

 

    20 (24.1) 

 

  

 Non 

agricultural 

jobs  

 

    

   50 

 

     46(92.0) 

 

 

        4 (8.0) 

 

0.11  

 Homemakers 

and others  

 

   

   67 

 

     56(83.5) 

 

      11 (16.5) 

  

 Total n (%) 200 (%)      165 (82.5)        35 (17.5)  

 
 

 

TotalN(%) 

          

400 (%) 

 

    323 (80.8) 

 

     77 (19.2) 
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Table 5.5 Association between level of education and caste in respect to depression 

 

* Estimated by  χ
2   

test for trend 

There is a trend of lower proportion of depression as the level of education increases in 

SC community (Table 5.5). However,  this trend is statistically not significant. Caution 

should be taken as one of the cell value in the table are less than five (Table 5.5). 

 

 

 

 Level of 

education  

Subjects  No Depression 

       n  (%) 

Depression   

present  

      n  (%) 

*P value  

SC  Illiterate      106      80 (75.4) 

 

 

     26 (24.6) 

 

  

 Up to upper 

primary 

 

     70      58 (82.8      12 (17.2) 

 

0.28  

 High school 

and above  

 

    24       21 (87.5)         3 (12.5)   

 

 

Total n (%)  200 (%)     159 (79.5)        41 (20.5)   

Non SC  Illiterate      94      78 (82.9) 

 

 

       16 (17.1)  0.54 

 Up to upper 

primary 

    63      50 (79.3) 

 

 

       13 (20.7) 0.80  

 High school 

and above  

 

   43      36 (83.7) 

 

        7 (16.3)   

 Total n (%) 

  

 200 (%)     164 (82.0)       36 (18.0)   

 

Total N(%) 

  

400(%) 

 

    323 (80.8) 

 

     77 (19.2) 
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Table 5.6 Association between indebtedness and caste in respect to depression 

 

* Estimated by  χ
2   

test 

Among non SC community more proportion (27.3%)of those who availed loan during the 

past 6 months %) were depressed compared to SC community (23.6%) statistically it is 

significant (Table 5.6).  . 

 

 

 

 

 

 Availed  

loan or not  

Subjects      No 

Depression 

      n (%) 

Depression   

present  

       n (%) 

        *P value 

SC   

 Yes  

 

 

  106 

 

81 (76.4) 

 

25 (23.6) 

  

  

 No  

 

 

     94 

 

78 (83.0) 

 

16 (17.0) 

0.65  

  

Total n (%) 

 

 

200 (%) 

 

 159 (79.5) 

 

41 (20.5) 

  

Non SC   

Yes  

 

 

   88 

 

64 (72.7) 

 

24 (27.3) 

 0.32 

  

No  

 

                  

112 

 

100 (89.2) 

 

12 (10.8) 

  

 Total  n (%) 

 

 

200 (%)  164 (82.0) 36 (18.0) 0.01  

Total    400 (%)     323 (80.8)        77 (19.2)  
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Table 5.7 Association between loan availed place / person and caste in respect to 

depression 

* Estimated by χ
2   

test for trend 

Earlier it was seen that people who had taken loans from moneylenders had higher rate of 

depression (Table 4.9). On stratified analysis based on social strata, the same trend is 

seen.  Although it is statistically significant, caution should be taken as some of the cell 

values in the table are less than five (Table 5.7). 

 

 

  Loan availed 

place/ person 

Subjects       No 

Depression 

     n  (%) 

Depression   

present  

    n  (%) 

   *P 

value  

 

 

SC  

 
Banks 

 

    14 

 

13 (92.8) 

 

    1 (7.2) 

  

  

Money  

lenders  

 

    45 

 

25 (55.6) 

 

20 (44.4) 

0.00  

  

Relatives 

 and others  

 

   47 

 

43 (91.4) 

 

4 (8.51) 

  

 Total n (%) 

 
106 (%) 81 (76.4) 25 (23.6)   

 

Non SC  

 

Banks 
 

     32 

 

19 (59.4) 

 

13 (40.6) 

 0.02 

  

Money lenders  

 

 

     23 

 

20 (86.9) 

 

3 (13.1) 

0.06  

  

Relatives and 

others  

 

    33 

 

25 (75.7) 

 

8 (24.3) 

  

 Total n (%) 

 
    88 (%) 64 (72.7) 24 (27.3)   

 

Total N(%) 

  

 194 (%) 

 

   145 (74.7) 

 

     49 (25.3) 
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Table 6.1 Symptoms of depression lasting for more than 2 weeks across social strata. 

      SC  

   n  (%) 

  Non SC 

    n (%) 

   Total  

   N (%) 

Episodes of depression  

symptoms lasted  more 

than two weeks  

   

          Yes   

   43 (21.5) 

 

     37  (18.5) 

 

     80 (20) 

           No  

  157 (78.5) 

 

    163 (81.5) 

 

    320 (80) 

Total  

 

  200 (%)      200 (%)     400 (%) 

 

Episodes of depression features lasted more than two weeks seen more in SC community 

(21.5%) comparatively to non- SC community (18.5%)  (Table 6.1). 

4.4   Impact of depression on the lives among SC community and SC 

community 

This composite index was estimated based on questions in PRIME among the people with 

depression (N=77) 

Table 7.1 Impact of depression score among SC community and non SC community  

 

 

 

* Estimated by student T test   

The impact of depression on the lives of SC community is higher compared to non-SC 

community .SC community with a mean 31.0 and it ranges from 18 to 42 compared to 

 Mean 

 

Standard 

deviation  

Min Max *P value  

SC  

 

31.02 5.12 18 42 0.00 

Non SC  

 

25.24 6.34 2 36  
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non-SC community with a mean 25.2 and   ranges from 2 to 36 and it is statistically 

significant (Table 7.1). 

 

4.5.1    Help seeking behavior:  

Table 8.1 Help seeking behavior among study subjects in the past 3 months  

 

 

 

 

 

 

 

In SC community 61.0% sought for help for  illness compared to non SC community it 

was  46.5%.  However it is not clear from the study, whether it is because of increased 

morbidity among the SC community compared to the non-SC community or not 

(Table8.1).   

 

 

 

 

 

 

 

 

 

 

     SC  

     n (%) 

   Non SC  

     n (%) 

     Total  

     N (%) 

Health visit in 

the past 3 

months 

   

      Yes 

 

   122 (61.0)    93 (46.5)    215 (53.7) 

      No 

 

   78 (39.0)    107 (53.5)    185 (46.3) 

Total  

 

   200 (%)    200 (%)    400 (%) 
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4.5.2     Details of health visits in the past three months 

Table 8.2  Place and reason for health visit  

*limited to those who had made health visits within the past three months 

It was observed that 30.3% of SC community and 37.6% non SC community sought help 

for multiple body aches. Help seeking behavior for their mental health problem is low in 

both the SC community (2.1%) and   non SC community (2.5%) respectively (Table 8.2).   

Whereas a higher proportion of non SC community people (50.0%) sought help from the 

Govt./Municipal hospital compared to SC community (35.0%).  A higher proportion of 

non SC community (57.0%) sought help from the private hospital compared to SC 

community (39.0%)  

 

 

 

 

 

 

Where      SC  

     n (%) 

  Non SC  

   n (%) 

     Total* 

     N (%) 
Public health  facility    20 (16.4)    10 (10.7)      30 (13.9) 

Private health  facility   102 (83.6)    83 (89.3)     185 (86.1) 

Reasons    
Family planning      1 (0.8)     1 (1.1)        2 (0.9) 
Maternal health, /ANC 
/PNC 

     9 (7.3)     5 (5.4)       14 (6.5) 

Cough /fever     37 (30.3)    25 (26.9)       62 (28.8) 
Disease prevention       8 (6.6)      2 (2.1)       10 (4.7) 
Multiple  body ache     37 (30.3)     35 (37.6)       72 (33.5) 
Medical treatment for 
prevention 

      5 (4.1)        0 (0.0)         5 (2.3) 

Fracture      4 (3.3)        7 (7.5)       11 (5.1) 
Sleep problem      1 (0.8)        1 (1.1)         2 (0.9) 
Chronic disease  Eg . 
cancer ,Heart disease 
Diabetes etc  

    12 (9.8)        5 (5.4)       17 (7.9) 

Mental health problem       3 (2.5)        2(2.1)         5 (2.3) 
Other        5  (4.1)       10(10.7)        15 (6.9) 
Total   
 

    122 (%)        93(%)        215 (%) 
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8.3   Help seeking behavior for depression  

*limited to those who are depressed 

Among SC community 60.9% who were suffering from depression sought treatment for 

depression compared to non SC community 52.7% (Table 8.3). As in the case of general 

health seeking, more people with depression from SC community sought help from 

government / municipal hospitals (40.0%).  Whereas more people from non-SC 

community (61.5 %) sought treatment from private hospitals compared to SC community 

(45.0%) . 

 

 

 

 

 

 

 

 

 

Did you seek any 

treatment for these   

problems? 

        SC  

       n  (%) 

   Non SC  

    n (%) 

    Total * 

    N (%) 

 

Yes  

 

       25 (60.9) 

 

    19 (52.7) 

 

    44 (57.1) 

 

 

No 

 

      16 (39.1) 

 

    17 (47.3) 

 

    33 (42.9) 

 

 

Total  

 

 

      41 (%) 

 

    36 (%) 

 

    77 (%) 
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4.5.3      Mental health care providers for depression 

Table 8.4  Mental health care providers sought for depression in northern Bihar 

 

 

 

 

 

 

 

 

*limited to those who sought treatment 

In the SC community more proportion (48.0%) of them sought help from traditional faith 

healers compared to non SC community (21.3%) (Table 8.4).  More proportion of non SC 

community   sought help from ―any other medical doctor /MBBS‖ (47%) compared to SC 

community (20%). Only 8% in SC community and 16% in non SC community sought 

help from the qualified psychiatrist (Table 8.4).   

 

 

 

 

 

 

 

Mental health care 

provider 

       SC  

       n (%) 

  Non SC  

     n (%) 

   Total * 

   N (%) 
 

Psychiatrist 

 

       2 (8.0) 

 

     3 (15.7) 

 

    5(11.4) 

 

Any other  medical 

doctor/ MBBS 

 

       5 (20.0) 

 

     9 (47.3) 

 

   14(31.8) 

 

Ojha 

 

      4 (16.0) 

 

     2 (10.5) 

 

     6(13.6) 

 

 

Guni 

 

      2 (8.0) 

 

     1 (5.2) 

 

     3(6.8) 

 

Traditional faith 

healers  

 

    12 (48.0) 

 

     4 (21.3) 

 

    16(36.3) 

 

Total  

 

    25 (%) 

 

     19 (%) 

 

     44 (%) 
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       Table 8.5 Type of treatment received for depression  

Type of 

treatment  

        SC  

       n  (%) 

     Non SC  

     n (%) 

   Total  

   N(%) 
Medication   

 

        20 (80.0) 

 

    14 (73.6) 

 

   34(77.3) 

Counseling  

 

        2 (8.0) 

 

     2 (10.5) 

 

   4(9.1) 

Medication 

and 

counseling  

 

 

 

        2 (8.0) 

 

 

 

     3 (15.9) 

 

 

  5(11.3) 

Any other  

 

        1 (4.0) 

 

      0 (0)    1(2.3) 

Total         25 (%)      19 (%)    44(%) 

 
In both the SC community and non SC community majority (77.3%) received medication 

either from the public health facility or private health facility. It includes the medication 

from the qualified and unqualified mental health providers. How many of them received 

the antidepressant is not clear.  More proportion of non SC community (15.9%) has 

received both the medication and counseling compared to SC community (8%)(Table 

8.5). 
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Chapter 5: Discussion,conclusion and policy implication  
 

 

5.1   Discussion 

 

The study shows prevalence of 20.5 % of depression among SC community and 18.0 % 

among non SC community in Raxaul block in the East Champaran district of northern 

Bihar. Other studies from Mathias et al. show 13% among SC community and other 

community it is 7 % (Mathias et al., 2015).In Indian primary health care setting found 

depression in 21-84% of cases (Murthy, 2003; Sethi & Prakash, 1979) 

This study shows that rates of depression is higher among people living in the kaccha 

house, illiterate and those who availed loan from the Money lenders. This might be a 

reflection of the societal reality. Among the SC community, the most disadvantaged 

people are afflicted with depression and often they get the very substandard quality of 

care as most of them are availing treatment from unqualified personnel (Table 8.4).  In 

the non-SC community, probably the better off are more cognizant of the problem of 

depression among them and they do avail comparatively better treatments, from qualified 

practitioners (Table 8.4) compared to the SC community. Other studies show there is an 

association of depression, poverty   and financial insecurity (Lund C et al., 2010). Also, 

another study shows that socioeconomic factors play an important role in depression 

(Shridhaye et al.,2010). 

This study shows that as the level of education increases the depression rate   gets lower 

in both the SC community and non SC community.  Level of education has social 

consequences; Lower level of education leads to less employment opportunity; financial 
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insecurity thus leads to common mental disorders. Studies show education as a 

determinant for common mental disorders (Chatterjee et al., 2009).  

 

This study shows a trend of increase of depression as age advances in both SC 

community and non Community (Table 4.3). Prevalence of depression in older age group 

(56 years and above)  was more compare to others particularly in non SC community 

.Study from  other part of  Bihar( Katihar district) shows similar findings where 

prevalence of depression  more among the elderly people  those who belong to higher 

socioeconomic group (Soni et al.,2016). Possibly loneliness and reduced social support 

could be the reasons for higher depression rate among older age group. 

 

A study   from Nepal our neighboring country which shares borders with my study area 

Raxaul, East Champaran Bihar India.The study by Kohrt et al aimed to ―find out 

underlying caste-based disparities in mental health‖ showed that   depression and anxiety 

are mediated mainly by poverty, lack of social support and stressful life events (Kohrt et 

al., 2009). 

This study shows higher prevalence of depression among women belongs to SC 

community. This could be due to linkage between women and social determinants of 

health. Also, due to gender based norms and responsibilities (Gender and mental health 

WHO, 2002). Other studies also reports association of depression in women (Shidhaye & 

Patel 2010).On the contrary the prevalence of depression seen higher proportion among 

men belong non SC community (Table5.1).  

One more significant observation found during the survey that SC communities in most 

of these villages, the SC community live in secluded areas, which were away from the 
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centre of the villages, which were mostly occupied by the non-SC community. Thus, it 

possibly affects their psychosocial health. Ahmed et al emphasizes on psychosocial and 

biological pathways between health and discrimination (Ahmed et al., 2007). 

 

This study also shows the impact of depression on the lives of SC community is 

significant compare to non SC community.   Though government of India has taken many 

policy measures for the upliftment of Scheduled Caste /Scheduled Tribes. One example is 

the Central Education Institutes Act 2006. However it seems those efforts are not able to 

remove the social deprivation associated with the Scheduled caste.  

This study also found a higher rate of depression among those who avail loan from 

money lenders.  Unfortunately, more people from SC community are forced to avail loan 

from money lenders compared to non-SC community. This could be due to their inability 

to avail loan from their relatives who also seems to have low socio-economic status. In 

other communities, people availed loan from the banks and other lending institutes tend to 

be at greater risk of depression. Richardson et al study shows a relationship between 

indebtedness and health, particularly for depression (Richardson et al., 2013). 

The possible reasons could be low self-esteem, stressful life events and stigma associated 

with the depression. Thus, it affects their ability to earn the money. 

  

People with depression in both  the SC community and non SC community, mainly 

sought medical help from the private hospital. In public health facility, it is the primary 

health centers that were mostly utilized for their illness by the SC community. It is 

noteworthy to notice that   most of the people among both the SC community and non SC 

community sought help for multiple body ache. A study shows there is an association 
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between these kinds of somalization of symptoms and depression among women in Asian 

countries (Shidhaye  et al., 2013). 

It is an irony that many of these psychosomatic symptoms are not diagnosed properly and 

in many instances this leads to other expensive treatment options. Therefore, primary 

health care providers need to be equipped to understand the somatoform presentation and 

to give appropriate treatment. Although depression is a treatable common mental 

disorder, in India about 90% people with mental disorders are not diagnosed or left 

untreated  due to inequitable distribution of mental health resource (Saxena et al ., 2011).
 

It is necessary to mobilize resources for systematic strategy to deal with the depression, it 

is essential to train and sensitize even general physicians for recognition and appropriate 

treatment. Most of the mild and moderate depressions can be well managed in the 

primary care settings (Pattanayak & Sagar, 2014).This study shows among the SC 

community 48% of people sought help from the traditional faith healers and 

simultaneously they also seek help from other help mental care providers. 

  Another study from Madhya Pradesh shows that nearly 2/3 rd of people with mental 

disorder sought help from traditional faith healers (Lahariya et al., 2010). 

India has made considerable progress in the health care facility, Direct access to 

psychiatric services still are not a common pathway for any mental illness, In rural India 

faith healers are the first mental health care providers, especially in places where  there is 

poor health facilities. During the pathways mental health care seekers usually go back to 

the traditional faith healers or simultaneously will be seeking qualified doctors (Jilani et 

al., 2009; Trivedi, 1979).  

This study shows in both the SC community and non SC community majority of them 

received medication either from the public health facility or private health facility. It 
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includes the medication from the qualified and unqualified mental health providers. How 

many of them received the antidepressant is not clear. In non SC community people   with 

depression   have received both the medication and counseling about 15.9% compared to 

SC people with depression is 8.0%. Counseling is considered as the first line of treatment 

for mild to moderate depression (NICE, 2009) but only 8- 10.5% of them received 

counseling.  So far there's no helpline  for depression in Bihar and the entire state has 

only one mental hospital at Koelwar!  These glaring inadequacies need to be addressed to 

deal with mental health disease burden. 

 

5.2     Strengths of the study 

To the best of our knowledge, this is one of the first studies that explores the rate of 

depression among the SC population, which is the one of the most disadvantaged groups 

in India.  Moreover, the study was undertaken in the remote community block in northern 

Bihar, one of the most disadvantaged state in India.  Even with a limited sample size this 

analysis could bring in many hypotheses that highlight the differential treatment of the 

disadvantaged groups in assessing health care in remote villages.  

5.3     Limitation of the study  

This was a quantitative analysis of the rate of depression and help seeking behavior.  

Addition of a qualitative exploration would have complemented many of the findings.  

We have not taken the perspective of the health care providers in this study, which would 

have clarified many issues regarding the help seeking behavior.  
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5.4     Conclusion and policy implications   

 This study found a slightly higher occurrence of depression among SC community 

compared to non-SC community, however it was not statistically significant. In subgroup 

analysis, it becomes evident that SC community suffer more from the ill effects of 

depression, gets much poor quality of health care for depression,  and have more 

vulnerable ways of coping strategy (eg: example availing loan from money lenders) 

compared to their non-SC counterparts.   

This study raises important hypotheses like the hospitals (including both public and 

private) fail to recognize depression among the people who report to them with psycho-

somatic complaints, especially among the people from lower social strata.  This forces 

them to avail treatment from traditional faith healers and other unqualified practitioners.  

Only the better off in the society get any form of treatment from qualified hands.  These 

hypotheses need to be explored using further large-scale studies.  

Meanwhile, as an interim approach, governments should undertake measures to address 

the unfavorable social determinants like lack of proper housing, occupation, education 

and gender inequity among these vulnerable groups. Similarly,  measures to address the 

treatment gap, targeting the SC community should be taken up, by way of providing 

counseling services by sensitizing the primary and secondary care providers on signs and 

symptoms of depression in the locality.  
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A study on the prevalence of depression and correlates of help seeking behavior among 

scheduled caste and non-scheduled caste communities in Raxaul block, in northern 

Bihar. 

 

                                                        Interview schedule (Annexure A) 

Questionnaire  ID  

Location (Urban/Rural)  

Name of the village/Ward  

Date  

Age  

Part A : Basic socio-demographic information 

A1 Record start time  

 

A2 Interviewee sex Male 

1 

Female 

2 

Transgender  

0 

A3 What is the highest level of education you have 

Completed? 
 
 

 
Illiterate 
 

0 

 
Primary   (1-4 Years  of schooling) 

1 

 
Upper Primary (5-7 years of 
schooling)  

 

2 

 
High school  (8-10 years of 
schooling ) 

 

3 

 
Higher secondary ( 11-12  years of 
schooling ) 

 

4 

Graduate 5 

Post graduate  6 

A4 Your main occupation Unemployed 1 

Professional, Technical, Managerial 2 

Student 3 



 

Agriculture–Laborer 4 

Household and Domestic work 5 

Don’t know 88 

Other specify 99 

A5  Are you currently enrolled with MNREGA? Yes  1 

No  2 

Not Applicable 3 

A6  What is your current marital status? Currently Married 1 

Married, but  Gauna not performed 2 

Widowed 3 

Not married  7 

Other specify  99 

A7  What is your religion? Hindu  1 

Muslim  2 

Christian 3 

Other [Specify] 99 

A8  What is your caste? Scheduled Caste 1 

Scheduled Tribe  2 

OBC 3 

General  4 

None of the above 5 

A9  Type of House in which you are living? Kuccha 1 

Pucca 2 

Semi- pucca 3 

Don’t Know 88 

A10  Do you own any land? Yes  1 

No  2 

A11  Have you taken any loan in cash or in kind, in the last six 
months? 

Yes  1 

No  2 

A12  How much is the loan amount? Rs. -         

A13  Reason for taking loan 
 

Agriculture purpose 1 



 

 
 
 
 

Business purpose 2 

Home purpose 3 

Religious Rituals purpose 4 

Health Treatment purpose 5 

Marriage purpose 6 

Other (Specify) 88 

A14  From whom you have taken loan? 
 
 
 

Government Bank 1 

Cooperative Bank/Society 2 

Private Bank 3 

Self Help Group 4 

Moneylender 5 

Friend/Relative 6 

Other (Specify) 88 

A15 Do you have children ? Yes    1 

No   2 

 
A16 

How many sons you have? (living)   

A17 How many daughters you have? (living)   

A18 How old is your youngest child in years? (living) …….Years  
 

 

A19 How old is your youngest child in months? (living) ……….Months   

  

 



 

 
 
 

Part B Health care use   

I would now like to know about your recent experiences with obtaining health care.  I want to know if you needed health care recently in last three months, and if so, why you 
needed health care and what type of health care provider you received care from. 

 

B1.In last three months have you visited any health facility or provider for any health problem? 

 

 

 

B2.Where did it take place? 

 
 

A. Public health sector…    

 

B. Private medical sector … 

 

C. Don’t know..9 
 
 
 
 
 
 
B3 Why did you have this visit? 

 

Family planning 1 

Maternal health, /ANC /PNC 2 

Cough /fever 3 

Disease prevention 4 

Multiple  body ache 5 

Medical treatment for prevention 6 

Fracture 7 

Sleep problem 8 

Chronic disease  Eg . cancer ,Heart disease 

Diabetes etc  

9 

 

Mental health problem 10 

Other specify  …………… 11 

 

 

 

 
 
 
 

 
Yes 1  

 
NO 2  

Public health  sector 

Govt./ municipal hospital  1 

PHC/CHC 2 
 Sub center  3 
Health worker  4 
ASHA  5 
Other public  sector  health 

facility  
6 

                Private medical sector  

Private hospital  7 

Clinic / Private  mobile clinic  8 

Pharmacy/drug store  9 

Other private sector health facility  10 



 

 

Part C Screening Tool for Depression  - Patient Health Questionnaire  (PHQ9)  
 
I am going to ask if you if you have been bothered by different problems any time in the last two weeks. If you have any of these problems, I want to know if you 

were bothered for several days, more than half the days, or nearly every day. 
Over the last two weeks have you been bothered by any of the following 

problems? 

Not at all  Several days  More than half 

the days  

Nearly every day 

C1  Trouble falling or staying a sleep or sleeping too much? 0 1 2 3 

C2  Feeling tired or having little energy? 0 1 2 3 

C3 Poor appetite or  over eating? 0 1 2 3 

C4 Trouble concentrating on things, such as reading the newspaper or 

watching the television? 

0 1 2 3 

C5 Little  interest  or pleasure  in  doing things 0 1 2 3 

C6 Feeling  depressed or hopeless 0 1 2 3 

C7 Feeling  bad about yourself – or that you are a failure or have let 

yourself or your family down 

0 1 2 3 

C8  Moving or speaking so slowly that other people could have noticed? 

Or the opposite being so fidgety of restless that you have been moving 

around a lot more than usual? 

0 1 2 3 

C9 Thoughts that you would be better off dead, or of hurting yourself in 

some way? 

0 1 2 3 

C 10 Total for C1 to C9 (Add the numbers circled)  

C11 (If you checked off any problems ask)   

How difficult have these problems made it for you to do  your work, 

take care of things at home, or get along with other people? 

 

 

 

Not difficult at all 1 

Somewhat difficult 2 

Difficult 3 

Very difficult 4 

Extremely difficult  5 

C12 Apart from these past two weeks, during the past 12 months, did Yes     [   go to D1]  



 

you have other episodes of two weeks or more when you felt 

depressed or uninterested in most things, and had most of the 

problems we just talked about? No[   C13]  

C13  Total as C10( PHQ9 score)  (= ) ≤9  ( Interview stops  here)  

>9    [   go to D1]  

You have mentioned that you frequently have been bothered with some problems in the past two weeks. I will ask you some questions about these problems. 

D1 You feel out of place in the world because of these problems Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D2 You are  embarrassed or ashamed of these problems Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D3 You are  disappointed in myself due to these problems Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D4 These problems have spoiled your life Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D5 Because of these problems, you need others to make most decisions 

for you. 

Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D6 You can’t contribute anything to society because of these problems Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D7 People discriminate against you due to these problems Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 



 

 
 
 

D8 People often patronize you, or treat you like a child, just because of 

these problems 

Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D9 People ignore you or take you less seriously just because of these 

problems 

Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D10 Nobody would be interested in getting close to you because of 

these problems 

Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

D11 Others think that you can’t achieve much in life because of these 

problems 

Can’t say anything  0 

Strongly disagree  1 

Disagree  2 

Agree  3 

Strongly agree  4 

[ go to E1] 
 

E1 You have mentioned that you frequently have been bothered with 

some problems in the past, such as[having little interest in doing 

things / feeling down/ feeling tired etc]. In the past 12 months, have 

you spoken to anyone about these problems? 

Yes [   go to E2] 1 

No [   go to E3] 2 

E2 To whom have you spoken?  

 

(Multiple answers possible ) 

 

 

 

 

 

Anyone else? 

Friend 1 

Neighbor  2 

Spouse/partner 3 

Parents  4 

Relatives  5 

Siblings  6 

Employer/ coworker  7 

Other (Specify) 99 

E3  Did you seek any treatment for these problems at any time in the 

past 12 months? 

Yes [ go to E4 ] 1 

No  (Interview stops here) 2 

Don’t know 88 



 

 

(For each health care provider   complete the following) 

                       

 1. Who were service providers? 

     A. Public health sector:  

     B. Private medical sector: 

C  Don’t know …9 

 

 

2 .Whether service provider was,   

   A. Qualified …. 

  B Unqualified …. 

C  Don’t know …9 

 

 

 

3. Type of treatment received during your recent visit to the mentioned service provider    ? 

Medication …1 

 
Counselling ..2           Medication and counseling3  

 
Other specify  ..3                              

 

 

4. How much has the treatment helped you? 

 

 

 

 

5. Total expense incurred during your visit to service provider: 

 

 

 

E4. Help Seeking for Depression 

In last one year from whom  you have sought help for this problem 

 

Public health  sector 

Govt./ municipal hospital  1 

PHC/CHC 2 
 Sub center  3 
Health worker  4 
ASHA  5 
Other public  sector  health 

facility  
6 

                Private medical sector  

Private hospital  7 

Clinic / Private  mobile clinic  8 

Pharmacy/drug store  9 

Other private sector health facility  10 

Qualified  

Psychiatrist 1 

Other mental health professional 

Eg; Psychologist/counselor/ mental health 

nurse 

2 

Any other  medical doctor/ MBBS 3 

                                                                                              

Unqualified 

Ojha 

 

4 

Guni 

 

5 

Bengali doctor  

 

6 

Traditional faith healer  

 

7 

Others specify 8 

A lot 

….1 

Some 

….2 

Very little. 

…. 

.3 

 

Not at all 

…4 
Don’t know 
…..5 

How much you, your family or friends did have to pay during your visit to the mentioned service provider? 

Total expenditure on consultation fee Rs ……… Total expenditure on travel Rs ….. 



 

 

Achutha  Menon Centre for Health Science Studies 

Sree Chitra Tirunal Institute for Medical Sciences and Technology,  

Trivandrum Kerala -    695011, India 

  

                       PARTICIPANT INFORMATION SHEET  
 
 
Namaste,  

I am Dr. Prashanth Kumar, studying Master of Public Health (MPH) at Achutha Menon Centre for Health Science 

Studies, Sree Chitra Thirunal Institute for Medical Sciences and Technology, Trivandrum. As a part of my course, I am 

required to do a study. My topic is- “A study on the prevalence of depression and correlates of help seeking 

behavior among scheduled caste and non-scheduled caste communities in Raxaul block, in northern Bihar”. 

 

I kindly request you to spend some time & participate in the study. 

The purpose of the study: Depression is a common mental disorder, characterized by sadness, loss of interest 

or pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, feelings of tiredness, and poor 

concentration. People with major depression have a 40% to 60% greater chance of dying prematurely than the 

general population   & 76% - 85% of people with severe mental disorder receive no treatment for their 

disorder in low-income and middle-income countries including India.  

India has a significant number of people with depression. Depression despite the availability of treatment, It is 

noticed high a mortality rate as 15 percent among the severely depressed. The purpose of my study is to 

understand the load of depression among SC and others, its correlates and the help seeking behavior among 

SC and others in Raxaul block in northern Bihar.” 

About the study: In this study, I am conducting the interviews with persons from SC community and other 

communities. Total of 400 interviews will be done in Raxaul block for a period of 2 ½ months.  

200 participants from SC community and other communities.    

This study is being conducted by me as Principal Investigator (PI) under supervision of Dr. Biju Soman , 

Additional  Professor at Achutha Menon Centre for Health Science Studies  Trivandrum.The ethics approval 

for this study has been obtained from Institutional Ethics Committee of Sree Chitra Tirunal Institute for 

Medical Sciences and Technology. 

 



 

 

What participation will be required from your side? 

Participation involves answering some questions regarding your socioeconomic details, questionnaire and 

help seeking behavior for depression. If you agree to participate in the study, then I will interview you for 

about 30 minutes. The information given by you will be documented. After the interview I may contact you 

again only if it is found that the information documented is either incomplete or any further clarification is 

needed. 

 How the study will benefit you? 

While at present, there is no significant individual benefit; your participation in this study will help you to 

know the depression status. If your depression status is significant you will be referred to the Duncan Hospital 

Raxaul for necessary help needed for your condition by consultant psychiatrist. 

There will be no incentive in any form for participating in the study. But the results of the study will be 

helpful in further research and policy making which may benefit the society as a whole. 

What are possible harms from the study? 

Some of the questions will be of a personal nature which may make you uncomfortable. In such case you are 

free to take time to answer or if you are not willing to answer, you can ask me to skip the question. If still you 

are not willing to answer further, you will be free to terminate the interview without any obligation. 

Confidentiality of your data: 

Whatever information you share will be kept highly confidential and will only be accessible to me and my 

supervisor. All the information that is being collected will be used solely for research. Your personal details 

will not be shared with anyone at any stage. The data other than your personal identifiers will be used for 

analysis of the study. The results of the study will be published and presented in public forums. 

Can I Withdraw from the study?: 

Your participation in the study will be completely voluntary. You are free and have right to withdraw during 

the interview at any time. There will be no penalty for withdrawal or not participating in the study. 

Is there any query or doubt you want to ask? I will try to clarify it to the best of my ability. 

 

Name of the Principal Investigator: Dr.Prashanth Kumar  

 

Signature of Principal Investigator: 

 

Contact No. of Principal Investigator: 0-9472966442 

 



 

If you have any doubt/query on the authentication of this study, you may contact the SCTIMST Institutional 

Ethics Committee Secretary - Dr. Mala Ramanathan. Contact No. – 0471-2524234 

 

Are you willing to participate in the study? - Yes / No. 

 

If yes – please fill up and give signature on the informed consent provided. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                              

                          

 

 

                              

 

                          

 



 

                          Achutha Menon Centre for Health Science Studies, 

                          Sree Chitra Tirunal Institute for Medical Sciences & Technology, 

                                   Trivandrum, Kerala, 695011 

“A study on the prevalence of depression and correlates of help seeking behavior among 

scheduled caste and non-scheduled caste communities in Raxaul block, in northern 

Bihar”. 

 

                                                  Written informed consent (Annexure C) 

I, ___________________________________ have read/heard and understood all the information provided 

in the ‘Research subject information sheet’ and I have clarified all my doubts. By signing/putting thumb 

impression I confirm my voluntary participation in this study. I agree to be contacted again if any missing 

information or further clarification is needed. I understand my right to withdraw from the interview anytime 

without any obligation. I also understand that my identity will not be revealed in any published or released 

information from this study. 

 

Name of the respondent:____________________________. 

Signature of the respondent or Thumb impression (if unable to sign): _______________________________ . 

Date:                                                                    Place: 

If you are unwilling to sign/give thumb impression, but willing to be interviewed, signature of independent 

witness to consent being taken: 

Witness (if needed): I confirm that the Principal Investigator has explained all the information in the 

Research subject information sheet to Mr./Mrs./Miss 

_____________________________ and she/he has voluntarily agreed to participate in the study. 

Name of the witness:____________________________________ 

Signature of the witness:__________________________________ 

Date:                                                                      Place: 

Consent obtained: Yes / No                         Type of consent: Written / Oral 



 

Name of the Principal Investigator: Dr. Prashanth Kumar 

Signature of the Principal Investigator: _____________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  “उत्तयी बफहाय के यक्सौर ब्रॉक, अनुसूचित जातत औय अन्म सभुदामों के फीि डिप्रेशन (उदासीनता के  प्रसाय 

औय डिप्रेशन (उदासीनता) हेत ुसहामता प्राप्त कयने ऩय एक अध्ममन” 

 
                     साऺत्काय सायणी  (Annexure D) 

प्रशनावरी ऩहचान  क्रभाॊक 

 

 

 

स्थान शहयी / ग्राभीण 

 

 

 

गाॉव /  वाडड  का  नाभ 

 

 

 

ददनाॊक 

 

 

आमु 

 

 

बाग  ए  फनुनमादी   साभाजजक   जनसॊक्माककमा   जानकायी 

A1 प्रायॊब   सभम   नोट   कये  

 

A2 लरॊग ऩरुुष 

1 

भदहरा 
2 

ट्ाॊसजेंडय 

0 

A3 आऩने  अधधकत भ  ककस  स्तय   तक   लशऺा  ऩयूी   की   है? ननयऺय/कबी   स्कूर  नहीॊ  गए 0 

प्राथलभक  (1-4 सार  की  स्कूरी  लशऺा) 1 

ऊऩयी   प्राथलभक  (5-7सार  की   स्कूरी   लशऺा) 2 

उच्चा   ववद्मारम(8-10 सार   की  स्कूरी  लशऺा) 3 



 

उच्चा भाध्मलभक(11-12 सार  की   स्कूरी  लशऺा) 4 

स्नातक 5 

ऩोस्टगे्रजएुट  /  स्नातकोत्तय 6 

A4 आऩका   भुख्मा   व्मवसाम   क्मा   है? फेयोजगाय 1 

व्मसामी  /  तकननकी / प्रफॊधन 2 

छात्र 3 

कृवष   भजदयू 4 

ऩारयवारयक   एवॊ   गहृकामड 5 

ऩता नहीॊ 
 

88 

अन्म   (वववयणदे) 99 

A5  क्मा आऩ वतडभान भें भनयेगा (MNREGA)  के साथ 
नाभाॊककत हैं? 
 

हाॉ 1 

नहीॊ 2 

रागु नहीॊ 3 

A6  आऩकी   वत्तडभान  ववैादहक   जस्थनत  क्मा   है? शादीशुदा 
 

1 

शादीशुदा 
ऩय  गौना   नहीॊ   हुआ 

2 

ववधवा 3 

शादी  नहीॊ   की 7 

अन्म   (वववयण  दे) 99 

A7  आऩका   धभड  क्मा  है? दहन्द ू 1 

भुजस्रभ 2 

कक्रजस्चमन 3 

अन्म  (वववयण  दे) 99 

A8  आऩका   जाती  क्मा  है? अनसुूधचत  जाती 1 

अनसुूधचत  जन जाती 2 

अन्म वऩछड़ा   वगड 
 

3 

साभान्म वगड 4 

इन   भे से  कोई  नहीॊ 5 

A9  आऩ  ककस  घय  भें  यहते  है ?  उसका  प्रकाय कच्चा 1 

ऩक्का 2 

आधा  ऩक्का 3 



 

ऩता नहीॊ 88 

A10  क्मा  आऩकी  स्वमॊ  की   कोई  जभीन   है? हाॉ 1 

नहीॊ 2 

A11  क्मा आऩने   वऩछरी  छ  भाह  भें   ब्माज  मा  बफना   
ब्माज  का  कोई  ऋण लरमा  है? 
 

हाॉ 1 

नहीॊ 2 

A12  ककतना  ऋण लरमा  है? रु         

A13  ऋण रेने  का  क्मा  कायण था? 
(एक  से  अधधक  कायण  सॊबव  है) 

 

कृवष  के  लरए 1 

व्मवसाम के लरए 2 

घय के  लरए 3 

धालभडक   कामड  के  लरए 4 

इराज के  लरए 5 

वववाह के  लरए 6 

अन्म  (वववयण  दे) 88 

A14  आऩने  महाॉ  ऋण  कहाॉ  से  लरमा  है सयकायी   फैंक 1 

सहकायी  फैंक /  सलभनत 2 

ननजी फैंक 3 

स्वमॊ  सहामता  सभूह 4 

साहूकाय 5 

दोस्त /रयश्तेदाय 6 

अन्म  (वववयण  दे) 88 

A15 क्मा  आऩके  फच्च े है? हाॉ 1 

नहीॊ 
 

2 

 
A16 

आऩकी  ककतने  रड़के  है?    (जीववत)   

A17 आऩकी  ककतनी  रड़ककमा  है?(जीववत)   

A18 आऩके   सफसे  छोटे  फच्चेका  उम्र  ककतने  वषड  है? 

(जीववत) 

 

 
…….. वषड 
 

 

A19 आऩके  सफसे  छोटे  फच्चे  का  उम्र  ककतने भाह  है? 

(जीववत) 

 

…… भाह.  

  

 



 

 
 
 
Part B स्वास्थ  सेववो  के  उऩमोग  के  सम्फन्ध  भें  जानकायी 
भ ै अफ    आऩ  स े स्वास्थ सवेावो  के  फाये  भें आऩका  अनुबव  जानना  िाहुॊग, भ ैजानना  िाहूॊगा  की  आऩ  को  स्वास्थ  सवेावो  की  आवशमकता  ऩड़ी  थी   अगय  हाॉ   तो   क्मों ? औय ककस  प्रकाय  की सवेा 
आऩको   स्वास््म  सवेा  प्रदान  कयनेवारो  स े  प्राप्त   हुई 

 

हाॉ 1 
 

 
नहीॊ 2 
 

 

B1वऩछरे  तीन  भहीनों  भें  क्मा  आऩने  ककसी  बी  स्वास््म  सुववधा  मा  प्रदाता  के  लरए  ककसी  स्वास््म  सभस्मा  का दौया  ककमा   है? 
 

 

 

B2 आऩ कहाॉ / ककसके ऩास  गए  थे? 
  सावडजननक  स्वास्थ  सेवा 

सयकायी  / भुजन्सऩर  अस्ऩतार 

 

1 

प्रथालभक स्वस्थ  कें द्र/साभुदानमक  

स्वस्थ  कें द्र 

 

2 

उऩ स्वस्थ  कें द्र 

 

3 

स्वास््मकभी 
 

4 

आशा  कामडकत्माड 
 

5 

अन्म  स्वास््म  सेवाएॊ 6 

 
 

A. सावडजननक  स्वास्थ  सेवा….. 

B      ननजी   धचककस्ता   ऺेत्र…….    

       C      ऩता नहीॊ..9 

 
 
 
 
 
 
 

 

 

 

 

ननजी  धचककस्ता  ऺेत्र 
ननजीअस्ऩतार 7 

ननजी चलरत अस्ऩतार 8 

औषधरम  /  दवादकुान 9 

अन्म ननजी  स्वास्थम  से  सम्फाददत   सेवाएॊ 10 

 

 

 

 

ऩरयवाय  ननमोजन 1 

भाततृ्व  स्वास्थम  /प्रसव  ऩूवड  जाॊच / प्रसव  उऩयाॊत  जाॊच 2 

खाॊसी /फुखाय 3 

फीभायी  का  योकथाभ 4 

ववलबन्न  तयह   के  शायीयक  ददड 5 

स्वमॊ  के  उऩचाय  हेतु 6 

हड्डी   टूटने   की  जाॊच 7 

नीॊद  न आना 8 

अन्म   गॊबीय  फीभारयमाॊ  उदा :  कैं सय ह्रदमयोग,  भदभुहे   इत्मादद 9 

भानलसक  स्वास््म   सभस्मा 10 

अन्म  (वववयण  दे) 11 

 

B3 आऩने  महाॉ  भरुाकात  क्मों  की  थी? 

 

 

 

 
 
 
 
 
 



 

 

 
C डिपे्रशन  (उदासीनता)   स्रीतन ॊगटूर   (PHQ9)  
 

 

अफ  भै  आऩ   से   उन   ववलबन्न   सभस्माओ    के   फाये   भें   ऩछूनेवारा   हूॉ   जो  की   पऩछरे   दो   हफ्ते   भें   कबी   आऩ  को   हुआ   ऐॊव   जजस   के   कायण   आऩको  ऩयेशानी      का   साभना   कयना   ऩड़ा 

 

वऩछरे   दो  सप्तो   के   दौयान   आऩको   ककतनी   फाय    ननम्नलरखखत    ऩयेशानी     मा    सभस्मा   आमी    थी ? 

बफरकुर 

नहीॊ 
कुछ  ददन  

तक 

आधे  से  

अधधक  ददनों  
तक 

रगबग
प्रनत 

ददन 

C1  नीॊद  आने   भें   तकरीक   मा   अधधक   से      जमदा   नीॊद   आना 0 1 2 3 

C2  थकान    भहससू   कयना    मा    ताकत   भें    कभी   भहससू    कयना 0 1 2 3 

C3 बूख   कभ   रग्न    मा   जरूयत   से    ज्मादा   खाना  0 1 2 3 

C4 ककसी    बी   चीज    ऩय    ध्मान    रगा    ने    भें   ऩयेशानी   जसेै   की    सभाचाय    ऩत्र   ऩढ़ते   वक्त   मा   टी वी    देखते   सभम  0 1 2 3 

C5 काभ   कयने    भें   कभ  ददरचस्ऩी   मा   उत्साह   भें   कभी 0 1 2 3 

C6 खखन्न   मा   दखुी    यहना    ननयाश    भहसूस   कयना 0 1 2 3 

C7 आऩ   खुद   के   फाये   भें   फयुा   भहसूस    कयते   हैं   मा   आऩ   असपर   हो   गए   है   मा    आऩ   को रगता  है   की   आऩके   कायण   आऩके   

ऩरयवाय   को  नीच े  देखना   ऩड़ा   है 

0 1 2 3 

C8  इतना   धीये   चरना   मा   फोरना    की    रोगो   की   ध्मान    भें   आ जामे  मा    इसके    ववऩयीत   जरूयत   से   ज्मादा   घभूना    कपयना   मा   फेचनै   

यहना 

0 1 2 3 

C9 ववचाय   आना    की   भय    जाना    ही   ठीक  है   मा    स्वमॊ   को   नुकसान   ऩहुॊचाने   का      ववचायआना 0 1 2 3 

C10 C1   से   C9   तक   कुर   मोग (घेये  भें लरखे   अॊको   को   जोड़े)  



 

C11 इन   सभस्माओॊ  के   चरत े  आऩको   अऩना   कामड   कयने   भें   घय   के   कामो  भें  मा   अन्म   रोगो  के  साथ  यहने  ककतनी   

कदठनाई   आमी? 

  

 कोई कदठनाई नहीॊ 1 

थोड़ी फहुत कदठनाई 2 

कदठनाई 3 

अधधक कदठनाई 4 

अधधक फहुत कदठनाई 5 

C12  

ऊऩय   फताई   गए   २ सप्तहा के आरावा वऩछरे एक सार भें क्मा आऩके साथ कबी ऐसा हुआ है जफ आऩ २सप्तह तक मा उससे अधधक सभम तक उदास  

 

मा अनभने यहे है औय   क्मा   वह सबी सभस्माएॊ ऐसी ही थी    जजनके   फाये भें  अबी अऩने चचाड  की? 

हाॉ(D1 ऩयजाएॊ) 
 

 

नहीॊ(C13 ऩयजाएॊ) 
  

C13  C 10 के अनसुाय कुर मोग  (वऩएचक्मसू्कोय9 ) ≤9  (साऺात्कायमहाॉ सभाप्त हो 
जाता है) 
  

>9    ( D1 ऩयजाएॊ)  

आऩने  उल्रेख  ककमा  है  कक वऩछरे  दो  हफ्तों  भें  आऩको  अक्सय  कुछ  सभस्माओॊ  से  ऩयेशान ककमा  गमा है।भैं  इन  सभस्माओॊ  के फाये  भें  आऩको  कुछ  सवार  ऩछूूॊगा 
 

D1  

 आऩ इस सभस्मा  के  कायण  अऩने आऩको  दनुनमा  से  अरग  थरग  भहससू 

 

कयते है 

 

कह  नहीॊ  सकते 0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D2  

आऩ  इस  सभस्मा  के  कायण  शलभिंदा  मा  रजज्जत  है 

 

कह  नहीॊ   सकते 0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D3   0 



 

 

आऩ   इस  सभस्मा  के  कायण   खुद भें   हताश है   

कह  नहीॊ  सकते 

बफरकुर   असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D4  

 

इस  सभस्मा  ने  आऩका  जीवन  ख़याफ  कय  ददमा  है 

 

कह  नहीॊ   सकते 0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D5  

 

इस   सभस्मा के  कायण  आऩको  अऩने  अधधकाय    ननणडम   रेने  के  लरमे   दोसयो  की  आवश्मकता  ऩड़ती  है 

 

कह  नहीॊ  सकते 0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D6  

 

इस  सभस्मा के    कायण  आऩ   सभाज   भें  अऩने  सहमोग   नहीॊ   देते  है 

 

कह  नहीॊ  सकते 0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D7  

 

रोग  आऩसे इस   सभस्मा के  कायण      ऩऺऩात  कयते  है 

 

कह  नहीॊ  सकते 0 

बफरकुर   असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 



 

 
 
 

D8  

 

इससभस्मा के  कायण अक्सय  रोग  आऩको  राचय  सभझते  है मा  आऩसे 

फच्चो  जसैा  व्मवहाय  कयते  है 

 

कह  नहीॊ  सकते 

0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D9  

 

रोग   आऩको  गॊबीयता  से  नहीॊ  रेते   एवॊ  नजयअॊदाज  कयते है 

 

कह नहीॊ  सकते 

0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D10  

 

इस   सभस्मा के  कायण  रोग   आऩ  भें  ददरचस्ऩी  नहीॊ  रेते  मा  दयूी  फनाते    

है 

 

कह  नहीॊ  सकते 

0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

D11  

इस    सभस्मा के कायण रोग सभझते है की आऩ जजॊदगी भें ज्मादा कुछ हालसर  

 

नहीॊ कय सकते 

 

कह नहीॊ  सकते 

0 

बफरकुर  असहभत 1 

असहभत 2 

सहभत 3 

बफरकुर सहभत 4 

E1 ऩयजाएॊ 

E1 आऩने   फतामा   की  आऩ  कुछ  सभस्माओॊ  के  कायण  कुछ  ददनों 
 

से  कदठनाई  भहससू  कय  यहे  है  जसेै (काभ  कयने  भें  ददरचस्ऩी  की  कभी /  

 

ननयाश  भहसूस  कयना /थका  हुआ  भहसूस  कयना  इत्मादद ) वऩचरे  १२   

 

भहीनो  भें  इस  सभस्मा  के  सम्फॊद  भें  क्मा  आऩने  ककसी  से  फात  की  है  ?   

 

हाॉ E2 ऩयजाएॊ 
1 

 

नहीॊ E3 ऩयजाएॊ 
2 

E2  

 

आऩ  ने   ककस  से   फात   की  है?  एक  से  अचधक  कथन  सॊबव  है 

(सबी  राग ु  कथनो   ऩय  गोरा रगाए) 

 

 

 

 

 

 

 

 

 

 

 

 

 

कोई  औय 

 

दोस्तों  से  

1 

ऩड़ोलसमों  से 

 

2 

 

ऩनत  /ऩत्नी /सहमोगी 
 

3 

 

भाता  /वऩता 
4 

 

बाई/ फहन 

5 

 

रयश्तेदाय 
6 

 

ननमोजक  / सहकभी 
7 

 

अन्म  (वववयण  दे) 

99 

E3   

क्मा  आऩ  ने  वऩचरे   १२  भहीनो  भें  इस  के  इराज  के  लरए   ककसी  को  
ददखामा  था? 

 

हाॉ E4 ऩयजाएॊ 
1 

 

नहीॊ  (साऺात्काय  महाॉ  सभाप्त  हो जाता है) 

2 

 

ऩता नहीॊ 
88 



 

वऩचरे  एक  सार भें  इन  भें  से ककन  सेवा  प्रदाताअोो से  इस  सभस्मा  के  लरए प्राप्त  की है? 
 

 

1. आऩ  कहाॉ   / ककसके  ऩास गए  थे?  

A.सावडजननक  स्वास्थ  

सेवा….. 

B. ननजी  धचककस्ता  
ऺेत्र…….    

C .ऩता नहीॊ ..9 

 

 

 

 

 

 

2 .,  सेवा   प्रदाता  क्मा था? 
   A मोग्म  भेडडकर (एजकेुशन) 
लशऺा …. 
. 
    B मोग्म भेडडकर (एजकेुशन 

)लशऺा नहीॊ… 
      C   ऩता नहीॊ ..9 

 

 

 

 

3. आऩने  वऩछरी  भुराकात  के  दौयान  फतामे  गए  सेवा   प्रदाता   से ककस  प्रकाय  का   उऩचाय    प्राप्त ककमा 

दवाईमा   1 ऩयाभशड    2          दवाईमा औय ऩयाभशड ..3 अन्म  (वववयण  दे)  3 

 

 

4.उऩचाय   से  आऩको   ककतनी  सहामता  प्राप्त  हुई ? 

 

 

 

 

 

            E4    डिपे्रशन  (उदासीनता)  हेतु  सहामता  प्राप्त  कयना. 

सावडजननक  स्वास्थ   सेवा 
सयकायी  /भुजन्सऩरअस्ऩतार 

 

1 

प्रथालभक स्वस्थ  कें द्र/साभुदानमक  

स्वस्थ  कें द्र 

 

2 

उऩ स्वस्थकें द्र 

 

3 

स्वास््मकभी 
 

4 

आशा  कामडकत्माड 
 

5 

अन्म  स्वास््म सेवाएॊ 6 

ननजीधचककस्ताऺेत्र 
ननजी  अस्ऩतार 7 

ननजी  चलरत अस्ऩतार 8 

औषधरम  / दवा दकुान 9 

अन्म  ननजी  स्वास्थम से   सम्फाददत   सेवाएॊ 10 

 

मोग्म  भेडडकर (एजकेुशन) लशऺा  

नहीॊ 
ओझा 4 

गुनी 5 

फॊगारी डॉक्टय 6 

ऩायॊऩरयक  ववश्वास  धचककत्सक 
 

7 

अन्म  (वववयण  दे) 8 

मोग्म  भेडडकर  (एजकेुशन) लशऺा 
भनोधचककस्तक 1 

अन्म  भानलसक  स्वास््म  कुशर  उदा: 
:भनोववग्नाननक  /ऩयाभशदाडता /भानलसक  स्वास््म 

नसड 

2 

गैय ववशेषग्न  धचककस्तक  : 

कोई  अन्म धचककस्तक  एम्फीफीइस 

3 

फहुत 

1 

कुछ 

2 

फहुत कभ 

3 

बफरकुर   नहीॊ        
4 

ऩता  नहीॊ 
5 



 

5.  सेवा   प्रदाता के लरए आऩकी भुराकात   के  दौयान  ककए  गए  कुर  खचड 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

आऩने  /  आऩके /  ऩरयवाय  मा  दोस्तों  ने   फतामे  गमे  सेवा  प्रदाता  से  वऩछरी  भुराकात  के   दौयान  ककतना  ऩसैा  खचड  ककमा? 

 

कुर  ऩयाभशड  शुल्क  रु………….. 

 

मात्रा  भें   कुर   खचड   की   गमी  यालश   रु…………... 



 

 
 
अितुा  भेनन  सेंटय  पॉय  हेल्थ  साइॊस  स्टिीज 
श्री चित्रा ततरुनार इॊस्टीट्मटू पॉय भेडिकर साइॊसेज एॊि टैक्नोरॉजी,  
बत्रवेंद्रभ केयर - 695011 
 
            बाग रेने वारी सिूना ऩत्र ( Annexure E) 
 
नभस्ते, 
भैं डॉ। प्रशाॊत कुभाय हूॊ, स्वास््म ववऻान अध्ममन के लरए अचथुा भेनन सेंटय 
भें श्री ऩद्मा धथरुनर इॊस्टीट्मटू पॉय भेडडकर साइॊसेज औय टेक्नोरॉजी, बत्रवेन्द्रभ 
भें ऩजब्रक हेल्थ के भास्टय (MPH) का अध्ममन कय यहा हूॊ। भेये ऩाठ्मक्रभ के 
एक दहस्से के रूऩ भें, भझु ेएक अध्ममन कयना होगा। भेया ववषम है – “उत्तयी 
बफहाय के यक्सौर ब्रॉक, अनुसूचित जातत औय अन्म सभुदामों के फीि डिप्रेशन (उदासीनता) 
के प्रसाय औय डिप्रेशन (उदासीनता) हेतु सहामता प्राप्त कयन ेऩय एक अध्ममन ” 
 
भैं आऩको कुछ सभम बफताने औय अध्ममन भें बाग रेने के लरए अनयुोध 
कयता हूॊ। 
 
अध्ममन का  उद्देश्म: 

डिप्रेशन  (उदासीनता)  एक  साभान्म भानलसक ववकाय  है, जजस भें उदासी, ब्माज 
मा खुशी की हानन, अऩयाध की बावना मा कभ आत्भ-भलू्म, ऩयेशान नीॊद मा 
बखू, थकान की बावनाएॊ,औय खयाफ  एकाग्रता। साभान्म जनसॊख्मा की तुरना 
भें प्रभखु के साथ डिप्रेशन(उदासीनता)रोगों को सभम से ऩहरे की भौत का 40% 

से 60% अधधक भौका लभरता है औय 76% - गॊबीय भानलसक ववकायवारे 85% रोग 
बायत सदहत कभ आम वार ेऔय भध्मभ आम वार ेदेशों भें उनके ववकाय के 
लरए कोई इराज नहीॊ कयत ेहैं। 



 

बायत भें डिप्रेशन(उदासीनता)के साथ फहुत से रोग हैं उऩचाय की उऩरब्धता के 
फावजूद अवसाद, मह गॊबीय रूऩ से डिप्रेशन(उदासीन) रोगों के फीच भतृ्म ुदय 
15% है।  
भेये अध्ममन का उदे्दश्म उत्तयी बफहाय के यक्सौर ब्रॉक भें वमस्कों के अनुसूचित 
जातत औय अन्म रोगों के फीच डिप्रेशन(उदासीनता) का बाय सभझना,इसके 
सहसॊफॊधधत औय डिप्रेशन (उदासीनता) हेत ुसहामता  प्राप्त कयन ेऩय एक अध्ममन 
कयना है। " 
 
अध्ममन के फाये भें: इस अध्ममन भें, भैं अनसुधूचत जाती औय अन्म सभदुामों 
के रोगों के साथ साऺात्काय का आमोजन कय यहा हूॊ। यऺौर ब्रॉक भें कुर 2 
½ भहीनों के लरए 400 इॊटयव्म ूहोंगे। अनसुधूचत जानत सभदुाम औय अन्म 
सभदुामों से 200 प्रनतबाधगमों 
मह अध्ममन भेये द्वाया प्रभखु अन्वेषक (ऩीआई) के रूऩ भें डॉ। फीज ूसोभन, 
अचथुा भेनन सेंटय पॉय हेल्थ साइॊस स्टडीज बत्रवेंद्रभ के अनतरयक्त प्रोपेसय के 
रूऩ भें आमोजजत ककमा जा यहा है। इस अध्ममन के लरए ननैतकता अनभुोदन 
श्री धचत्रा नतरुनार की सॊस्थागत नीनतशास्त्र सलभनत से प्राप्त की गई है।. 
 
आऩके ऩऺ से क्मा बागीदायी की आवश्मकता होगी? 
सहबाधगता भें आऩके साभाजजक आधथडक वववयण, प्रश्नावरी औय अवसाद के 
लरए व्मवहाय की तराश भें कुछ सवारों के जवाफ देना शालभर है। मदद आऩ 
अध्ममन भें बाग रेने के लरए सहभत हैं, तो भैं आऩको रगबग 30 लभनट के 
लरए भरुाकात कयेगा। आऩके द्वाया दी गई जानकायी को प्ररेखखत ककमा 
जाएगा। साऺात्काय के फाद भैं आऩसे कपय से सॊऩकड  कय सकता हूॊ अगय मह 
ऩामा जाता है कक दस्तावजे की गई जानकायी अधयूी है मा कोई औय 
स्ऩष्टीकयण की आवश्मकता है।  
 
 
अध्ममन आऩको कैसे राब देगा ? 



 

वतडभान भें, कोई भहत्वऩणूड व्मजक्तगत राब नहीॊ है, इस अध्ममन भें आऩकी 
बागीदायी आऩको अवसाद की जस्थनत जानने भें भदद कयेगी। मदद आऩकी  
डिप्रेशन(उदासीनता) जस्थनत भहत्वऩणूड है तो आऩ अऩनी जस्थनत के लरए जरूयी 
भदद के लरए डॊकन हॉजस्ऩटर यऺौर से जुड़ेंगे। 
अध्ममन भें बाग रेने के लरए ककसी बी रूऩ भें कोई प्रोत्साहन नहीॊ होगा। 
रेककन अध्ममन के ऩरयणाभ आगे शोध औय नीनत फनाने भें भददगाय होंगे, 
जजससे ऩयेू सभाज को पामदा हो सकता है। 
 
अध्ममन से सॊबापवत नकुसान क्मा हैं ? 
कुछ प्रश्न ननजी प्रकृनत का होंगे जो आऩको असवुवधाजनक फना सकते हैं। ऐसे 
भाभरे भें आऩ उत्तय देने भें सभम ननकारने के लरए स्वतॊत्र हैं मा मदद आऩ 
जवाफ देने के लरए तमैाय नहीॊ हैं, तो आऩ भझुसे सवार छोड़ने के लरए कह 
सकत ेहैं। मदद आऩ अबी बी जवाफ देने के लरए तैमाय नहीॊ हैं, तो आऩ बफना 
दानमत्व के साऺात्काय को सभाप्त कयन ेके लरए स्वतॊत्र होंगे। 
 
आऩके िटेा की गोऩनीमता: 
आऩके द्वाया जो बी जानकायी साझा की जाती है वह अत्मधधक गोऩनीम यखी 
जाएगी औय केवर भेये औय भेये ऩमडवेऺक के लरए ही ऩहुॊच मोग्म होगी एकबत्रत 
की जा यही सबी सचूनाओॊ का उऩमोग केवर अनसुॊधान के लरए ककमा जाएगा 
आऩके व्मजक्तगत वववयण ककसी बी स्तय ऩय ककसी के साथ साझा नहीॊ ककमा 
जाएगा। आऩके व्मजक्तगत ऩहचानकताडओॊ के अरावा डटेा का उऩमोग अध्ममन 
के ववश्रेषण के लरए ककमा जाएगा। अध्ममन के ऩरयणाभ सावडजननक भॊचों भें 
प्रकालशत औय प्रस्तुत ककए जाएॊगे। 
 
 
क्मा भैं अध्ममन से तनकार सकता  हूॊ ? 
अध्ममन भें आऩकी बागीदायी ऩयूी तयह से स्वजैच्छक होगी। आऩ स्वतॊत्र हैं औय 
ककसी बी सभम साऺात्काय के दौयान वाऩस रेने का अधधकाय है। अध्ममन भें 
बाग रेने मा बाग रेने के लरए कोई जुभाडना नहीॊ होगा। 



 

क्मा कोई प्रश्न मा सॊदेह है जजसे आऩ ऩछूना चाहत ेहैं? भैं अऩनी ऺभता का 
सफसे अच्छा कयन ेके लरए इसे स्ऩष्ट कयने की कोलशश करूॊ गा। 
 
प्रधान अन्वेषक का नाभ: डॉ। प्रशाॊत कुभाय 
 
प्रधान अन्वेषक के हस्ताऺय: 
 
प्रधान अन्वेषक के सॊऩकड  सॊख्मा: 0-9472966442 
 
मदद आऩके ऩास इस अध्ममन के प्रभाणीकयण ऩय कोई सॊदेह / प्रश्न है, तो 
आऩ एससीटीएभएभटी इॊस्टीट्मशूनर एधथक्स कभेटी सेके्रटयी- डॉ। भारा 
याभनाथन से सॊऩकड  कय सकते हैं।  
सॊऩकड  नॊफय - 0471-2524234 
 
क्मा आऩ अध्ममन भें बाग रेने के लरए तैमाय हैं? – हाो ोॊ/ नही। 
 
 मदद हाॊ - तो कृऩमा बयें औय सधूचत सधूचत सहभनत ऩय हस्ताऺय दें। 
 
 
 
 
 
 
 
         
 
 
         
 



 

 
        अितुा  भेनन  सेंटय  पॉय  हेल्थ साइॊस स्टिीज, 
  श्री चित्रा ततरुनार इॊस्टीट्मटू पॉय भेडिकर साइॊसेज एॊि टेक्नोरॉजी, 
           चथवॊड्रभ, केयर, 695011 
 
‘’ उत्तयी बफहाय के यक्सौर ब्रॉक, अनुसूचित जातत औय अन्म सभुदामों के फीि डिप्रेशन 
(उदासीनता) के प्रसाय औय डिप्रेशन (उदासीनता) हेत ुसहामता प्राप्त कयने ऩय एक अध्ममन ‘’ 
                                           
                  लरखित सचूित सहभतत (Annexure F) 
 
भैं, ___________________ ने 'अनसुॊधान ववषम सचूना ऩत्र' भें दी गई सबी 
जानकायी ऩढ़ री है / सभझ री है औय सभझ लरमा है औय भैंने अऩने सबी 
सॊदेहों को स्ऩष्ट ककमा है। अॊगूठे के प्रबाव ऩय हस्ताऺय / डारने से भैं इस 
अध्ममन भें अऩनी स्वजैच्छक बागीदायी की ऩजुष्ट कयता हूॊ। भैं कपय से सॊऩकड  
कयने के लरए सहभत हूॊ अगय कोई राऩता सचूना मा आगे स्ऩष्टीकयण की 
आवश्मकता है। भैं ककसी बी दानमत्व के बफना ककसी बी सभम साऺात्काय से 
वाऩस रेने का भेया अधधकाय सभझता हूॊ। भैं मह बी सभझता हूॊ कक इस 
अध्ममन से ककसी बी प्रकालशत मा जायी जानकायी भें भेयी ऩहचान नहीॊ होगी। 
 
प्रनतवादी का नाभ: ____________________________ 
 
प्रनतवादी के हस्ताऺय मा 
अॊगूठे का ननशान (मदद हस्ताऺय कयने भें असभथड): 
_______________________________ 
 
तायीख: 
 
जगह: 
मदद आऩ हस्ताऺय कयने / अॊगूठे का छाऩ  देन े 



 

 के लरए तैमाय नहीॊ  हैं, रेककन साऺात्काय  रेन ेके  लरए  तैमाय हैं, सहभनत  
के  लरए  स्वतॊत्र गवाह  के हस्ताऺय  ककए  गए हैं: 
गवाह (मदद आवश्मक हो): भैं ऩजुष्ट कयता हूॊ कक प्रधान अन्वेषक ने रयसचड 
ववषम सचूना ऩत्र भें सबी जानकायी श्री / भसड / भसै ऩय सभझाई है। 
___________________________________________ औय वह / उन्होंन े
स्वेच्छा से अध्ममन भें बाग रेने के लरए सहभनत व्मक्त की है। 
गवाह का नाभ: ______________________________________ 
 
गवाह के हस्ताऺय: ___________________________________ 
 
नतधथ: स्थान: 
 
सहभनत प्राप्त: हाॉ / नहीॊ सहभनत का प्रकाय: लरखखत / भौखखक 
 
प्रधान अन्वेषक का नाभ: डॉ प्रशाॊत कुभाय 
 
प्रधान अन्वेषक के हस्ताऺय: _____________________। 
नतधथ: स्थान: 
 






