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The need for a user’s guide for the Self Reporting Questionnaire (SRQ) became
apparent after the realization that an increasing number of investigators are using this
screening test around the world. Potential researchers have found it hard to obtain adequate
information on the SRQ. Until now, no English document has been available for potential
users of this screening instrument, although a Spanish psychiatric manual for primary care
workers, which includes a section on the SRQ, has been available since 1983 (Climent and
De Arango, 1983). This latter provides information on the background of the SRQ,
recommendations on its use, a description of each question and an individual glossary and
pictorial representations of each item for respondents with a limited education.

The SR(Q-20 is an instrument with 20 items which question respondents about
symptoms and problems likely to be present in those with neurotic disorder. Versions exist
with additional questions concerning psychiatric disorders, substance abuse and epilepsy.
Results from all available studies that have used the SRQ-20 (up to 1994) are reviewed in this
present document and should provide the reader with some insight into the applications of the
instrument. Furthermore, investigators who are planning to conduct research, using a screening
instrument for mental disorders are likely to be interested in the psychometrics of the
instrument. Since the SRQ is an instroment with proven reliability and validity, this document
will be of value to them.

In addition to English, the SRQ has also been used in Afrikaans, Amharic, Arabic¥,
Bahasa Malaysia, Bengali, Filipino, French*, Italian, Hindi*, Kiswahili, Njanja Lusaka,
Portuguese*, Shona, Siswati, Somali*, South Sotho and Spanish*®. The versions marked with
an asterisk are available upon request, together with further information, from the Director,
Division of Mental Health, World Health Organization, 1211 Geneva, Switzerland.
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INTRODUCTION

Research has shown that mental disorders are common among general medical patients
but are not often identified, treated, or referred. Thexe has been increasing interest in ways
to improve the diagnosis and treatment of mental disorders in these patients,

It is currently estimated that at Jeast 500 million people in the world suffer from
mental disorders, and that only a small proportion of them receive appropriate care. In many
developing countries, in particular, trained staff are few, and specialized psychiatric facilities
are limited to large urban centres, It has become apparent therefore that the development of
human resources is vital, so that mental health care can be extended and made accessible to
a greater number of people.

Evidence of widespread and disabling psychiatric morbidity and the lack of care has
led the World Health Organization to allocate a high prioxity to psychiatric provision at
primary health care level. Within the framework of a collaborative study on Strategies for
Extending Mental Health Care, coordinated by WHO, the Self Reporting Questionnaire (SRQ)
was developed as an instrument which was designed to screen for psychiatric disturbance in
primary health care settings, especially in developing countries (Harding et al., 1980).

Use of the SRQ as a screening instrument, or more precisely, as a case-finding
instrument, has not however been restricted to primary health care settings. Applications of
the SRQ vary from research among elderly people in South Africa to research among relatives
of people with schizophrenia in a psychiatric clinic in Malaysia.

In recent years the SRQ has been used in some thirty studies from which its
psychometric properties can be assessed. The results of a review of these is presented here.
The historical background of the SRQ and instructions on its use are also included in this
document. Special attention is paid to issues of reliability and validity.,
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Originally, the SRQ consisted of 25 questions, 20 related to neurotic symptoms,
4 concerning psychotic symptoms and one asking about fits (convulsions)'. This is referred
to in the text as the SRQ-25. In some studies, just the "neurotic” and "psychotic” items are
used, and this is referred to as the SRQ-24. This document concentrates on the SRQ-20)
consisting only of the "neurotic" items, for the following reasons.

a) few patients with functional psychoses come spontaneously to primary health facilities
for help;

b) reaching psychotic patients usually calis for more active case finding by primary
health workers in the community;

¢) the need for "psychotic items” to detect psychoses 1s questionable (often, patients are

easily recognized as being psychotic, and, in most situations, psychotic patients are not
aware of their condition, hence, a questionnaire might be inappropriate).

d) the psychometric properties of these questions (e.g. their sensitivity and specificity)
have not been assessed.

A Spanish version (Climent and De Arango, 1983) also includes five items exploring
harmful alcohol use. The World Health Organization has also produced a 10 item Alcohot
Use Disorders Identification Test - AUDIT (Babor et al., 1989), This latter could be used
together with the SRQ if required.

The 4 psychotic items are:

1. Do you feel that somebody has been trying to hame you in some way?

2. Arc you a much more important person than most people think?

3. Have you noticed any mtederence or anything else undsual with your thinking?

4, Do you ever hear voices withowt knowing where they come from or which other people cannot hear?

and the fifth item is:
5, Have you cver had any fits, convulsions or falls to the ground, with movements of the arms and legs, biting of the tongue
or loss of consciousness?
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A copy of the English version of the Self Reporting Questionnaire-20 is shown below,

Do you often have headaches?

Is your appetite poor?

Do you sleep badly?

Are you easily frightened?

Do your hands shake?

Do you feel nervous, tense or worried?

Is your digestion poor?

Do you have frouble thinking clecarly?

Do you feal unhappy?

Do you ¢ry more than usual?

Do you find it difficult to enjoy your daily activities?

Do you find it difficult to maoke decisions?

Is your daily work suffering?

Are you undable to play a useful part in life?

Have you lost inferest in things?

Do you feeal that you are g worthless person?

Has the thought of ending your life been on your mind?
Do you feel tired all the time?

Do you have uncomfortable feelings in your stomach?

Are you easily tired?

yes/no
yes/no
yes/no
yes/no
yas/no
yes/no
yas/no
yes/no
yes/no
yes/no
yes/ino
yas/no
yes/no
yes/no
yes/no
yes/no
yes/no
yes/no
yes/no

yes/no
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BACKGROUND OF THE SRQ

The WHO collaborative study on shrategies for extending mental
hedalth care

The SRQ was developed as part of a collaborative study coordinated by WHO, on
strategies for extending mental health care. This study started in 1975 with teams composed
of psychiatrists, public health workers and others in Colombia, India, Senegal and Sudan.
Later, three more teams from Brazil, Egypt and the Philippines joined the original four. Some
areas were rural, some semi-rural and some semi-urban. The work was done in areas with
populations varying from 30 000 to 75 000. The areas selected had primary health care
facilities but no mental health services. This lack of mental health care was one of the key
criteria in selecting the study areas and corresponds to the realities of the vast majority of
communities in developing countries.

‘The technical stimulus for the study came from specific recommendations of a WHQ
Expert Committee that met in 1974 (World Health Organization, 1975). The Committee
strongly endorsed a policy of decentralization and integration of services and addressed itself
to the urgent problem of adequate coverage of the population advocating the provision of
basic mental health care by primary health workers. Since such workers have only a limited
training and are expected to cope with many pressing health problems, the need to limit and
define the scope of mental health care provided at this level was stressed, so that only simple
and circumscribed tasks should be included in their work.

One of the objectives of the collaborative study was to evaluate the effectiveness of
alternative and low-cost methods of mental health care introduced into basic health services.
In cooperation with local health authorities and local communities, baseline data were
collected by screening adults and children attending primary health facilities to detect mental
disorders and by means of an assessment of the attitude and knowledge of local health
workers concerning mental health and mental disorders (Climent et al., 1980).

These baseline observations showed a consistent tendency of health workers to miss
cases of mental disorders among patients seen in their routine work. Approximately two cases
out of three were missed among adults. It was clear that health workers tended to overlook
psychological symptoms when physical symptoms were also present. It is possible that their
lack of knowledge about reatment methods for psychiatric cases discouraged diagnosis. It has
therefore been one of the explicit aims of training programmes to increase health workers’
sensitivity to psychological symptoms, to improve diagnostic accuracy and to provide the
knowledge and skills for treatment.

The study design called for the development and testing of new research tools. In
particular, a reliable and valid technique of case detection was needed. Furthermore, the
technique had to be suitable for use by workers with limited training, often working in remote
health facilities.
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The process of designing such instruments is time-consuming, and it was impossible
for each team to develop new instruments based on a detailed study of local symptom
patterns, symptom frequency, and their association with mental disorders. On the other hand,
making use of an instrument developed in an industrialized country and imposing it on
culturally diverse settings would seriously limit the validity of the results. This constraint
provided the impetus for developing a screening instrument applicable in different cultural
settings: the SRQ.

Development of the SRQ

The items of the SR(Q were selected by the participants in the WHO Study, by
comparing items in four screening instruments for psychiatric morbidity, each designed for
a particular setting, but together representing a wide variety of cultural backgrounds:

1) The Patient Self-report Symptom Form (PASSR), an instrument developed and tested
in Cali, Colombia (Climent & Plutchik, 1980);

2) The Post Graduate Institute Health Questionnaire N2 developed by Wig and his
colleagues in Chandigarh after they found the Comell Medical Index to be
inappropriate for the Indian setting (Verma & Wig, 1977);

k) The General Health Questionnaire (GHQ) developed originally by Goldberg in
England (Goldberg, 1972) but subsequently validated in the United States, Australia,
Jamaica, Germany and many other settings;

4) The symptom items on the shortened version of the Present State Examination (PSE)
(Wing et al., 1974). The full version of the PSE has been adapted and tested in a wide
range of cultural settings.

This comparison produced a preliminary list of 32 items by pooling those which were
either identical or very similar in meaning. These were reviewed by the investigators in the
WHO collaborative study. Of these 32 items, 20 were finally selected by agreement of
representatives from each of the four first-phase study areas (Colombia, India, Senegal and
Sudan) as indicative of the presence of non-psychotic mental disorders. Additional selection
criteria were ease of translation and comparability of meaning between each geographic
region; both criteria facilitated transcultural comparisons (Harding et al., 1980).

The four "psychotic” items were based on items in Fonlds’ Symptom Sign Inventory
(Foulds and Hope, 1968) shown to be most effective in detecting such illnesses.
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USE OF THE SR

The SRQ was originally designed as a self-administered scale, but was also found to
be suitable as an interviewer administered questionnaire. Because of the low literacy rate in
some developing countries, respondents may have to have their questionnaires read to them.
In order to keep the results comparable within any one study, it is imperative to use the SRQ
¢ither as a self-administered questionnaire for all respondents or as an interviewer
administered questionnaire for all, and not to mix the two in a single study. When questions
are read out to respondents, it presents the researcher with the problem of the influence of
subjective elements stemming from the different backgrounds of the research workers. This
can interfere with the way items are read, the way they are answered by the patients and on
how the answers are finally scored. This chapter offers some guidelines which might be
helpful in formatting a comumon interview pattern,

In this chapter a distinction is made between the use of the SRQ as a screening
instrument and the use of the SRQ as a training instrument.
Scoring

Each of the 20 items is scored 0 or 1. A score of 1 indicates that the symptom was

present during the past month, a score of 0 indicates that the symptom was absent. The
maximum score is therefore 20.

SRQ as a screening instrument

In order to standardize the way in which the questionnaire is answered, it is essential
that respondents receive the same instructions. Therefore, the following instructions should
be added to the SRQ:

"Please read the entire introduction before you fill in the questionnaire. It is very
important that everyone taking the questionnaire follows the same instructions.

The following questions are related to certain pains and problems, that may have
bothered you the last 30 days. If you think the question applies to you and you had
the described problem in the last 30 days, answer YES.

On the other hand, if the question does not apply to you and you did not have the
problem in the last 30 days, answer NQ.

Please do not discuss the questions with anyone while answering the questionnaire.
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If you are unsure about how to answer a question, please give the best answer you
Cah.

We would like to reassure that the answers you are going to provide here dare
confidential.

It is very important that if a decision is taken that the SRQ will be interviewer
administered in a study, that all interviewers follow exactly the same procedure. (It should
be repeated here that it is preferable that self-administration and interviewer administration
should not be mixed in any one study.) In order to ensure standard interviewer administration
it is preferable to keep this to a very simple procedure. This can for instance be done by
getting the interviewers to introduce themselves in a standard way. Insist on being alone with
the subject, give a standard introduction of why the questions are being asked and then read
an adapted version of the introduction as set out for self-administration (but without the first
paragraph). The subject can be told not to discuss questions with others during the
administration and that the interviewer is not allowed to discuss the items with the subject
during the session, but could for instance go over it again with the subject after all questions
have been asked. This second round should not be used to change any ratings, but only to
allow subjects to feel that they are being listened to, and discourage them from insisting on
discussion during the first round. The subjects could be told that they really must try to
answer Yes or No, even if it is approximate and that if they fail to give either answer, the
interviewer will repeat the question once more before moving on to the next item. The only
additional intervention that could be allowed to the interviewer after the first asking may be
to remind the subject, in a standard way, that the itern can be discussed once all the items
have been answered. The question is then repeated. The above standard procedure is only
a suggestion. What is important is that a standard procedure is followed for all subjects and
by ail interviewers, if there are more than one. The procedure should be piloted for
acceptability before the SRQ) is used in a study. The above sort of procedure may sound very
"impersonal" but something like that is necessary if reliability is to be maintained.

SRQ as a training instrument

Screening of patients in general health clinics in the participating countries within the
collaborative study showed that a significant proportion of mental symptoms were reported
by patients but were not being picked-up by the health workers (Climent et al., 1980; Harding
et al., 1980; Ladrido-Ignacio et al., 1983).

The involvement of primary health workers in mental health care has made clear the
need for simple and reliable instruments for their training, so that they can improve their
diagnostic skills. In that respect, the SRQ is useful as a training device for several reasons,
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First of all, it is a simple and objective scale, easy to evaluate, which covers many
important areas of psychopathology.,

Secondly, the questions of the instrument are written in a simple language, which is
easy to understand. Only a brief training is necessary to use it properly.

Thirdly, its use does not represent a great difficulty either for the trainee or for the
trainer, making evaluation of the student’s progress an easier task. Due to highly selected
itemns and their specificity, the instrument does not allow major doubts about each of the
symptoms.

The fact that questions have been selected on the basis of their frequency, makes its
use more relevant for the student since some positive items are found in many medical
patients. Finally, the flexibility of the scale permits individual considerations regarding
training. As the primary health worker matures in content acquisition and ability to relate to
patients, the instrument allows different degrees of knowledge that could be advanced during
supervision. In the same way that there are some primary health workers capable of handling
only concrete items such as "headaches”, others are able to comprehend more complex items
such as “hallucinations”, which appear in additional questions to the SRQ-20 to screen for
psychotic disorders (SRQ-24).

The above-mentioned reasons facilitate the extension of knowledge of psychopathology
beyond the item description depending on progress, abilities and motivation of the primary
health worker.

An important aim for a training programime is to make primary health workers capable
of identifying important psychological symptoms and to make them aware of the relevance
of mental disorders in their everyday work.

This should make them more receptive of patients’ problems, because the training
programme broadens their conception of illness to its emotional components, A simple
training manual based on the SRQ items has been published in Spanish (Climent and de
Arango, 1983),
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THE VALIDITY OF THE SR&@

The validity of a test refers to how well a test measures what it intends to measure,
The SRQ has been tested for validity in a series of studies carried out between 1978 and
1993. These studies are analyzed in the section "Review of research with the SRQ". In this
section different facets of validity are dealt with individually:

- Face validity

- Content validity

- Criterion validity
Construct validity

Face validity

The term face validity is a technical description of the judgement that the iterns are
meaningful and relevant. Face validity simply indicates whether, on the face of it, the
instrument appears to be assessing the desired qualities. The criterion here represents a
subjective judgement based on a review of the measure itself by one or more experts;
empirical approaches are rarely used. As is explained in the "Development of the SRQ" on
page 4, a team of experts selected the SRQ items from different questionnaires. The SRQ
items have a high face validity, that is, they do appear to be assessing symptoms and
problems that would be expected to be present in those with mental disorders.

There may be some circumstances in which high face validity is not desirable.
Certain questions could be considered offensive by some respondents. Questions like "Do you
feel that you are a worthless person?" or "Has the thought of ending your life been on your
mind?” might be answered with "no" because respondents would feel ashamed of a positive
answer. But of course, the use of this kind of direct, personal question in screening tests is
not limited to the SRQ. On the other hand, there are situations in which patients may want
to appear worse than they actually are in order to ensure that they receive help. This is easy
to do if the items have face validity and much harder if they do not. In this case, it is worth
taking into account research done in Ethiopia by Kortmann and Ten Horn (1988), who
suggest that some of the high scorers on the SRQ used the questionnaire to emphasise their
request for a medical certificate, regardless of the severity of their iliness. The respondents
who asked for a medical certificate, belonged significantly more often to the group of high
scorers than those who did not ask for it. De Jong (1987) wrote a descriptive account of the
use of the SRQ in Guinea-Bissau, in which he also stresses the fact that respondents may
“misuse” the SRQ e.g. to report subjective feelings of being ill or to complain about
situational difficulties.

Another way of examnining face validity is to ask the target population what they think

the instrument is supposed to measure. No research done so far has ascertained the face
validity of the SRQ in this manner.

1
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Content validity

Content validity is closely related to face validity, consisting of a judgement of
whether the instrument samples all the relevant or important content or domains (Steiner and
Norman, 1992). These two forms of validity consist of a judgement by experts as to whether
the scale appears appropriate for the intended purpose. This approach to validation is called
‘validation by assumption’, meaning the instrument measures what it is supposed to because
an expert says it does. So, the theme of content validity is whether the instrument is
representative of the universe of questions that could have been asked.

The analysis is a practical or pragmatic approach, which in psychopathology refers to
clinical knowledge. The problem here is that the SRQ-20 was designed to cover "mental
distress” and more specifically neurotic disorders; there is no agreed upon definition for this
concept. It should be stressed that the SRQ was not intended to be either a substitute for, or
equivalent to, a clinical diagnosis. It was explicitly developed as the first research instrument
in a two-stage detection procedure. The first stage refers to the use of a screening test so that
probable cases will be detected, and in the second stage 4 clinical diagnosis is made. Thus,
the SRQ can do no more than express the likelihood of mental disorder. The specific nature
of the disturbance has to be determined by a "second stage" diagnostic instrument and/or a
clinical interview. Nevertheless, the questions of the SRQ might be expected to tap nto
diagnostic categories, as defined for instance, in ICD-10 or DSM-II-R.

Inherent in designing a screening test, is the limitation in the ability to assess every
mental disorder as described in the ICD-10. Consequently, content validity with respect to
covering all the "mental disorders” is fairly low. The scale has insufficient items to cover the
domain under investigation. The risk is that some people with mental disorders are not
detected by the SRQ. This issue of misclassification is treated in the paragraph on criterion
validity. On the other hand, the content validity related to covering "neurotic disorders” is
high. Table 1 sets out some mental disorders which are commonly encountered in community
settings and in general medical clinics (Goldberg and Huxley, 1992). All these disorders can
be screened by using the SRQ. At first sight, there is no question in the SRQ related to
obsessive-compulsive disorders, but since individuals with obsessive-compulsive disorders
often have depressive and anxiety symptoms, this form of disorder may be detected by the
instrument.

12
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Table 1. Diagnostic classification of some common mental
disorders, showing current international diagnostic codes
(ICD-10)

Depressive episode
Recurrent depressive disorder

Phobic anxiety disorders

Panic disorder

Generalized anxiety disorder
Mixed anxiety-depressive disorder
Obsessive-compulsive disorder

F48.0) | Neurasthenia

Another interpretation of the concept of content validity is given by Kortmann (1987,
1990) and Kortmann and Ten Horn (1988) who examined this in an Ambharic version of the
SRQ. They asked their respondents to explain their yes-answers, and to give as many
examples as possible to support their information. These explanations were used to assess
whether or not the yes-answers validate the concept psychiatrists have in mind when asking
each particular question. Do their yes-answers reflect the presence of the psychopathological
phenomena which the question intended to uncover? If a question does not have the same
meaning for the respondent as it has for the investigator, problems in transcultural
communication may emerge. Obviously, since this investigation involved only the Ambharic
version from Ethiopia, one should be cautious about making generalizations to other cultural
settings. If other investigators want to use the SRQ in a particular cultural setting for which
there is no information available, it is advisable to do a preliminary study in a small number
of patients (a pilot study) in order to evaluate that the instrument is clinically meaningful
when used in a target population. The following table summarizes the problems with the
content validity of this version according to the investigators.

13
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Table 2.  Analysis of yes-answers to the SRQ-20 (Amharic version)
by 110 Ethiopian subjects (Kotmann & Ten Horn, 1988)

[. Headache 45

29
51
31
43
34
27
34
23

2. Lack of appetite 309

3. Slecping problems 51

4, DBeing frightened 51

3. Shaking hands 29

6. TFeeling nervous 45

7. Poor digestion 32

31
10
28
33

#.  Not thinking clearly 30

9. Being unhappy 39

I0. Crying more than 21
nomally

38

11. Not enjoying activitics 49

35
26

51
51

12. Difficulty with deciston- 35
muking

11

13. Work suffering 28 14

18
18
31
50
32
30

30

14. Not feeling life is useful 27 15

13
31
10

I3, Loss of intarest in life 59 30

16. Feeling worthless 32

17, Thinking of ending life 19 16

18
10

18, Always feeling tired 33

19. Stomach problems 50 14

20. Easily tiring 37

23

T L O L o I A I A N e = ke st il sl nfbadte sl sl shenliols mibalbaden Shadt

I I e I N R R R s el el el ettt st siienis e slalhale mhells albalbaliy i edesiahe
[a—y
T s e e R I e e e B R st etk ks st mhaiaie aEadiads shodials kil phalaly ik miakeded

Total 1-20 755
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There are three stages at which a yes-answer may become invalid:

1) The respondent may give a yes-answer without having clearly understood the language
of the question. Such questions had to be repeated one or more times or needed
further explanation before an answer was obtained.

2) The respondent had other motives for saying ves than those pointing to the recognition
and confirmation of the phenomena that was being asked for. The investigators
assigned a yes-answer to this category if the respondent stuck persistently to his yes,
but appeared to be unable to give any further details or examples that made it likely
that he answered from his experience. This kind of invalid answer seemed to be based
upon the wish to benefit from the advantages of being in the sick role, such as
receiving somewhat lighter work or being transferred in order to be reunited with
other family members.

k)] The investigator, trained in western psychiatry, and the Ethiopian respondent, did not
understand one another properly, due to differences of conceptualization of the
question,

Criterion validity

The criterion validity of the SRQ is assessed by determining the relationship of the
scale with some other measure of the construct under study, ideally, a "gold standard” which
has been used and accepted in the field.

In practice, the most appropriate criterion is often a clinical assessment by a trained
investigator using a structured research interview of known reliability (Goldberg and
Williams, 1988). The underlying assumption is that the psychiatric assessment in the second
stage is correct.

A traditional way in which the relationship between the testing instrument, the SRQ,
and the criterion is assessed, is by measuring the correlation. The higher the correlation
between the scores, the stronger the evidence favouring criterion validity. In this context it
is worthwhile mentioning three studies in which the validity has been assessed by rmeasuring
the correlation.

1) Araya et al. (1992) calculated the correlation coefficients between the total score on
the Spanish translation of the Revised Clinical Interview Schedule (CIS-R; Lewis et
al., 1992) and the score on the SRQ (Spanish version) and found a figure of
r=+0.69 (n = 163).
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2) Mari and Williams (1985), using a Portuguese version of the SRQ in Brazil compared
the SRQ score with the weighted scores on the CIS (Goldberg et al., 1970). They
calculated a correlation coefficient of + (.74 (n = 260). Since coefficients of more
than 0.60 are usually regarded as highly acceptable, these results suggest the SRQ has
good criterion validity.

3) El-Rufaie and Absood (1994) calculated a correlation coefficient between the total
weighted CIS score and the "best” six SRQ questions as determined by stepwise
regression analysis. The results indicate a model in which 60% of the variation in CIS
score is explained by variations in these six questions (n = 217).

Araya et al, (1992) also reported a kappa of 0.51 (standard error [SE] = 0.07) when
they assessed the SRQ-20 against the CIS-R using a score of 12 or more on CIS-R as the
criteria for caseness. Cohen’s kappa is a measure of association which corrects for chance
agreement. It has a value of 1 if agreement is perfect, of zero if agreement is no better than
that due to chance, and a negative value if agreement is less than chance. Agreement is
usually considered satisfactory when the kappa value is between 0.40 and 0.75. In the same
study they found a kappa for the GHQ-12 of (.48 (SE = 0.07). Cohen’s kappa is usually used
for assessing inter-rater reliability and will be discussed again in the section on reliability.

Sensitivity and specificity

A common approach in measuring criterion validity in the case of screening tests, is
the use of validity indices like sensitivity and specificity. The measures calculated are
designed to indicate how well the results from the SRQ match the results from the criterion
instrument, a psychiatric assessment interview.

After administering the SRQ and a criterion interview to a group of respondents, the
respondents can be allocated to one of the cells in Table 3. With the dichotomous scores
obtained from the screening test as well as the diagnosis from the criterion instrument, the
criterion-related validity coefficients (Table 4) can be calculated.
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Table 3. 2 x 2 Decision matrix
. - L3 *
i Truth {criterion instrument resuits)
Screening disorder present | disorder absent total
instrument
results
positive | A (true positives) | B (false A+B
(above cut-off) i positives)
negative E C (false D (true C+D
(below cut-off) | negatives) - | negatives)
total LA+C B+D

Table 4.  Vadlidity coefficients

Prevalence independent indices of validity
Sensitivity = A / (A+ Q)
Specificity = D /(B + D)

Prevalence dependent indices of validity

Positive Predictive Value (PPV) = A/(A+B)

Negative Predictive Value (NPV) = D/(C+D)

Overall Misclassification Rate (OMR) = (B +C)/(A+B+C+ D)

Sensitivity is a measure of the screening instrument’s ability to detect the true cases
of mental disorder identified by the criterion instrument (ie. the probability of the test
correctly identifying a case). Specificity is a measure of the screening instrument’s ability to
identify the true non-cases identified by the criterion instrument (i.e. the probability of
correctly identifying non-cases), When the sensitivity is 100%, it means that the screening test
detects all cases. When the screening test excludes all non-cases, it has a specificity of 100%.
In theory, both sensitivity and specificity could reach a 100% level. But in practice, this is
seldom the case. In fact, the sensitivity and specificity will vary with the cut-off value used
in a study to distinguish a probable case from a probable non-case. The cut-off point between
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what is normal and what is abnormal is usually arbitrary, The choice of a particular cut-off
value involves a trade-off between sensitivity and specificity. Increasing sensitivity inevitably
causes some decrease in specificity. Conversely, increasing specificity decreases sensitivity.
Decisions on the appropriate criteria for a screening test depend on the consequences of
identifying false negatives and false positives. The following table summarizes the results
from different studies in which sensitivity and specificity figures of the SRQ have been
calculated.

Table 5. Sensitivity and specificity figures of the SRQ-20

Harding ct al. (1980) 5-11 73% - 83% T2% - B5%
Dhadphale et al. (1982) 7/8 89.7% 95.2%
Mari and Williams (1985) 7/8 83% B0%

Sen et al. (1987) 11712 9% 75%
Kortmann and Ten Horn  (1988)! 8/9

"psychiatric” group 7% 44%
"somatic” group 63% 68%
"control” group 0% 100%
Deshpande et al. (1989) 8/9 62.9% 62%
Aldana et al. (1990) 34 T0% 70%
Penayo et al. (1990) 7/8 81% 58%
Salleh (1990) 5/6 24.8% 83.7%
Araya et al. (1992) 9/10 74% 73%

Carta et al. (1993)° T/8 920% T0%
El-Rufaie and Absood (1994) 5fa 78.3% 75.2%

! Figures for the total sample are not available. The study was conducted in a ontpatient
department of a hospital. Patients who arc appointed to one of the somatic clinics constituie the
"somatic” group (n = 40); patients referred to the psychiatric ¢linic constitute the "psychiatric"
group (n = 30). A sample from the Addis Ababa (Ethiopia) community is called the "control”
group (n = 40).

*Based on the SRQ-24.
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It can be seen from Table 5 that sensitivity figures range from 62.9% to 90%, whereas
specificity figures range between 44% and 95.2%. The variability of the validity indices
highlights the fact that a screening instrument needs to be validated in a variety of settings
with different populations (Chan & Chan, 1983). The acceptability of the results depends on
the purposes of the studies. Some investigators prefer to be over-inclusive, that 18, accept the
risk of having more false positives by lowering the cut-off score; it is preferable to include
false positives rather than exclude false negatives (Carta et al., 1993). Indeed, in
epidemiological studies it might be extremely important not to lose probable cases during the
first stage of the study, since the majority of those classified as non-cases by the screening
test are not followed up. False positives will be excluded in the second stage of the study, and
the disadvantage of having too many is that it adds extra work to the second stage. False
negatives however are likely to be lost to the study altogether. In most of the studies reported
in scientific journals, a proportion of the probable non-cases is followed up in order to
calculate figures such as sensitivity and specificity. Normally the cut-off score is calculated
in a small preliminary study. If however the translation (version) of the instrument has been
used in previous studies on similar populations using the same method of administration, then
a cut-off score obtained from that study can be used.

Weighting techniques

At this point it is important to call attention to the use of weighting techniques.
Usnally, in selecting respondents for the second stage, only a randomly selected proportion
of those with low scores on the SRQ will be further examined. On the other hand, all the high
scorers should preferably be followed up. It is to be expected that there will be very few
psychiatric cases in the group of respondents who scored under the cut-off score. Since case
ascertainment is a lengthy and costly procedure, it makes sense to make such a pre-selection.
The proportion of those followed up can be increased with increasing screening scores (e.g.
0-1: 5%, 2-3: 10%, 4-5:20% = 6: 100%). The consequence of using subsamples, however,
is that findings have 1o be weighted to give valid information on the total populatton studied
and on the sensitivity and specificity of the instrument. Failing to do so will lead to inaccurate
validity indices and prevalence figures. In Appendix I, 2 weighting technique is described.

ROC curve

As awareness grew that the showing of sensitivity and specificity figures for a single
cut-off score was probably not the most sophisticated way of presenting results, a graphical
way was found to be useful: a Relative Operating Characteristics (ROC) curve, ROC analyses
for the SRQ against a criterion have been used by Mari and Williams (1985), Araya, Wynn
and Lewis (1992), Carta et al. (1993) and El-Rufaie and Absood (1994). Mari and Williams,
and Carta et al. actually presented graphs, shown in Figure 1. El-Rufaic and Absood
presented graphs not for the whole SRQ 20, but for the six best questions selected by
regression analysis and another for the eight most sensitive questions.
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Figure 1. ROC curves of the SRQ
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©1985. Cambridge University Press, ©1993. Munksgaard Intemational Publishers Lid.,
United Kingdom. Copenhagen, Denmark.

A ROC curve is obtained by plotting sensitivity against the false positive rate (the
complement of specificity) for all possible cut-off points of the screening instrument. Thus,
a ROC curve can be described as summarizing the possible set of 2 x 2 decision matrices,
that resuits when the cut-off is varied from the largest to the smallest possible value. Mari and
Williams (1985) concluded that the ROC curve was superior to the conventional method of
presenting validity data.
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Goldberg and Williams (1988) sum the advantages of using a ROC analysis compared
with giving a single value for sensitivity and specificity at one cut-off point:

- assessment of the discriminating ability of the instrument across the total spectrum of
morbidity;

- comprehensive comparative assessment of the performance of two or more screening
tests (see the paragraph on construct validity);

- assessment of the effect of varying the threshold score (i.e., raising the cut-off point
increases sensitivity at the expense of specificity).

The ascending diagonal of the graph is called the "chance line". Points on this line
express the fact that the ability of the SRQ to discriminate between "cases” and "non-cases”
i$ no better than chance. In those situations the sensitivity will be equal to the false positive
rate. The greater the height of the curve above this chance line, the better the discrimination
between "cases” and "non-cases”. Points below the diagonal reflect worse results than could
be obtained by chance alone, that is, a low discriminating ability. The investigators who
applied a ROC analysis to the SRQ, used a computer program (ROCFIT, Metz et al. 1987),
which fits a curve by a maximum likelihood technique. This ROCFIT program makes it
possible to calculate the area under the curve, which is regarded as a useful index of the
discriminating ability of the screening test. This area can take values from 0.5, implying an
ability to discriminate no better than chance to 1.0 for a test with a perfect discriminatton.

Looking at the ROC curves made by Mari and Williams, it can be seen that the valyes
were highest for Barra Funda, 0.958, intermediate for Servidor, 0.876, and lowest for
Brasilandia, 0.854. The area for the total sample was 0.90. Carta et al. did not give an exact
figure but mentioned that the area delimited by the curve and the diagonal is reasonably wide.
Araya, Wynn and Lewis calculated a figure of 0,85 (SE = 0.03) for the ROC area .

In addition to the mentioned prevalence-independent indices of validity, there are also
prevalence-dependent indices (see Table 4). The latter makes it hard to compare figures from
different studies, because prevalence figures of mental disorders from numercus studies
revealed significant differences between the figures, They were not only dependent on the
culture in which the study took place, but also on the setting (community, hospital or primary
health settings).

Predictive values

Predictive values describe the frequency with which the test results Tepresent correct
identification of the mental health status among those screened. The Positive Predictive Value
(PPV) reflects the probability that a high scorer on the SRQ will be confirmed to be a true
case in the subsequent diagnostic assessment. It is hard to achieve a high PPV when mental
disorders are rare within the population, The PPV decreases as prevalence increases.The
Negative Predictive Value (NPV) reflects the probability that a low scorer on the SRQ will
be confirmed to be 2 true non-case in the subsequent diagnostic assessment, The NPV
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increases as prevalence decreases. Because predictive values vary with the prevalence of
mental disorders in the screened population, they are useful in deciding whether to use a
particular test in a given population. In Table 6 below, it can be seen that in two studies, by
Mari and Williams (1985, 1987) and Salleh (1990), the prevalence of mental disorders is
mentioned. A prevalence figure calculated by Penayo et al. (1990) in a validation study is not
included. They identified 99 cases in a subsample of 171 respondents taken from the general
population, which means that the prevalence would reach the unlikely level of 58%. Since
those respondents with medium to high SRQ scores were deliberately selected for a clinical
interview, it is not considered to be a valid estimation of the prevalence. The paper by El-
Rufaie and Absood (1994) does not give a prevalence rate, only reporting on validity data for
the SRQ.

Table 6. Predictive values of the SRQ-20

Mari and Williams 47-56% 7/8 81 % 82 %
(1985, 1987) total total
sample sample
Penayo et al. (1990) not 7/8 73 % 69 %
mentioned 910 77 Y% 67 %
11/12 78 % 55 %
Salleh (1990) 23% 5/6 83.9 % 84.7%
El-Rufaie and Absood not given 5/6 54.7% 90.1%
(1994)

Overall misclassificuﬁon rate

The overall misclassification rate (OMR) is the proportion of respondents who are not
correctly assessed. It pives some indication of the performance of the test but one might
wrongly assume that false positives and false negatives are of equal weight. It is in fact more
interesting to know how many respondents are false positives and how many false negatives.
It is common practice to keep the false negatives as low as possible. Even so, in the "Review
of research with the SRQ" the OMRs for the SRQ are reported in the papers by Harding
(1980), Mari and Williams (1985), Kortmann and Ten Horn (1988), Salleh (1990), Araya et
al. (1992) and El-Rufaiec and Absood (1994). The figures vary from 15.7% to 33%.
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Conshruct validity

Criterion validity and construct validity both require that the test being assessed be
compared against a yardstick which is independent of the test itself. Construct validity differs
from criterion validity. There is no direct measure of the hypothetical variable underlying the
test for construct validity, whereas an independent and direct measure can be taken in
criterion related validity. With regard to the criterion validity, the mental health status of a
respondent is also measured independently from the SRQ, by using a standardised psychiatric
assessment instrument. Evidence for construct validity, however, is generally circumstantial,
e.g. the pattern of symptoms or scores seems to conform to the hypothetical construct of
mental illness / minor psychiatric disorder.

The construct validity refers to how well a scale measures the proposed underlying
factors or dimensions, in this case of mental illness. Two of the most commonly used types
of construct validation are convergent validity and factorial validity. Convergent validity
focuses on the extent to which several measures of the same concept cormrelate with each
other. For example, a high correlation between the SRQ and the GHQ is to be expected.
Through factor analysis it can be empirically demonstrated whether discernible underlying
theoretical constructs exist.

Convergent validity

Chan and Chan (1983) focused in their study on the reliability and validity of the
General Health Questionnaire (GHQ-30) in a Chinese context. They evaluated the validity of
the GHQ against the SRQ?. The results, based on 224 subjects who yielded complete data on
the GHQ and SRQ, indicated that the GHQ correlated .54 (P < 0.001) with the SRQ-20.
This is a moderately high correlation. Besides looking at the total score, Chan and Chan also
examined the ability of the GHQ and the SRQ in assigning subjects to the "case" or "non-
case” categories. As an index of agreement they employed the proportion of agreement or
concordance. For details, see Table 9B: "Review of tesearch with the SRQ". High
concordance, when a large number of subjects were declared by both instruments to be
“cases” or by both to be "non-cases”, would indicate convergent validity. It can be seen from
the Table that reasonable concordance rates of above 75% were achieved.

Araya et al. (1992) validated the SRQ-20 and the GHQ-12 simultaneously against the
criterion of the Revised Clinical Interview Schedule (CIS-R) in a primary care clinic in
Santiago, Chile. The differences between the GHQ and the SRQ were small. The SRQ-20
turned out to be slightly more specific than the GHQ (77% versus 73%) which in turn was
somewhat more sensitive (76% versus 74%). The area under the ROC curve was slightly
larger for the SRQ-20 than for the GHQ score, but this difference was not statistically
significant (Z = 1.40, P = 0.15),

z The SRQ contains 3 items taken from the GHCQ, Therefore, the results presented here should be interpreted cautionsly,
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Mari and Williams (1985) concluded that both questionnaires (SRQ-20 and GHQ-12)
showed similar results. These psychiatric screening instruments were assessed against the CIS
in three primary care settings in Brazil. The results for the total sample will be mentioned
here. The product-moment correlation between the two set of scores was +0.72. The validity
coefficients for the SRQ and the GHQ were respectively: sensitivity 83% versus 85% and
specificity 80% versus 79%. Mari and Williams (1985) concluded further after comparing
the two ROC curves that the two insttuments were similar in performance; the SRQ was
doing slightly, but not significantly, better (Z = 0.92). The area under the curves was 0.900
for the SRQ-20 and 0.872 for the GHQ-12.

In an attempt to estimate psychiatric morbidity, Rahim and Cederblad (1989) randomly
sampled 204 adults of a suburban area of Khartoum, Sudan. Those who scored high on the
Life Events Scale (Theorell, 1982; Cederblad and Hook, 1980), showed significantly more
psychiatric symptoms (65.4%) than those with medium or low life events scores (33.8% and
34.5% respectively). High scores on the SRQ were associated with a high life events score
(P<0.05). Subjects who reported marital discord and divorce had a significantly higher rate
of psychiatric morbidity (37.5%) than those who were married without conflicts or divorce
(10.5%). High scores on the SRQ were associated with marital discord or divorce (P < 0.01).
Those with a high score on the Loneliness Scale (Russell et al., 1980) had a 54.3% frequency
of psychiatric symptoms and those with minimum loneliness score had only 20.5%. Again,
a significant association was found between high scores on the SRQ and a high loneliness
index (P < 0.001). These results add evidence for a high convergent validity.

Factorial validity

In the remainder of this section, three studies in which a factor analysis has been
performed on the SRQ will be discussed. All three used a principal components technique
with varimax rotation.

Sen (1987) published the results of an analysis of depressive phenomena in India. The
Indian version of the SRQ was administered to 202 attenders at primary health care clinics.
Table 7 shows the results of the principal components analysis. This procedure isolated seven
factors. Ttems with factor loadings less than 0.5 were disregarded. The author concluded that
only factor 11 represents uniquely depressive symptoms. Although the labelling of factors can
sometimes be a subjective process, it was referred to as a "severe depression” category. Other
depressive symptoms were found in other factors. Extrapolating along the lines of reasoning
of the author, it was concluded that no proof was found for depression as a distinct diagnostic
category. Factor T, which explains 21.8% of the variance, corresponds with anxiety-depression
/ dysphoria. Factor V and VI together, represent sornatization. Factor VII covers neurasthenia.
The other factors are less clinically meaningful. The author did not however, publish the
cigenvalues of the components (factors). This factor analysis is therefore of concern because
of the lack of eigen values and because factors containing only two items such as Factors V,
VI and VII, are not normally considered as factors.
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Table 7.  Factor structure of the SR@-20 in India (Sen, 1987)

Loadings
Factor I (22%)
o Do you feel unhappy? 15
6 Do you feel nervous. tense or worried? 68
14 Arxe you unable o play a useful part in life? 51 )
Factor 11 (8%)
15 Have you lost interest in things? T7
10 Do you cry more than nsual? 62
17 _ Has the_thought of ending your life been in your mind? 51
Factor HI (7%)
4 Are you easily frightened? 74
1 Do you often have headaches? 55
8 Do you have m_)uble thinking clearly? 5 1_
Factor IV (6%)
11 Do you find it difficult to enjoy your daily activities? g5
8 Do you have trovble thinking clearly? 51
2 o Do you _ﬁnd it difficylt to make decisions? 51
Factor V (6%)
7 Is your digestion poor? 82
19 “ ___Izo vou have uncomfm;table feelings in your stomach? 8l
Factor VEG6%)
2 Is your appetite poor? 68
__3____ Do you sleep badly? 08
Factor VII (7%)
20 Are you easily tired? 81
18 Do you feel tired all the time? 14
. -

25




A USER'S GUIDE TO THE SELF REPORTING QUESTIONNAIRE (3RG2)
WHO/MNH/PSE/94.8

Iacoponi and Mari (1989) applied a factor analysis (principal components analysis with
varimax rotation of SRQ-20) to 1182 completed Portuguese questionnaires from Brazil and
extracted four factors with an eigenvalue greater than 1. Together they accounted for 41% of
the total variance (see Table 8). Only those questionnaire items loading equal or more than
0.40 are included. Factor § which has been labelled by the investigators as "Decreased
energy", consists of both anxiety and depressive items. The somatic items load primarily on
Factor II. The investigators stressed that the somatic iterns were discriminated clearly from
the other items. One might argue that the distribution of the items on factor III and IV is not
as straightforward as the investigators hoped to achieve. They labelled factor III as
"Depressive/ Anxious mood” and factor IV as "Depressive thoughts”. However, item 6 (Do
you feel nervous, tense or worried?) does not refer exclusively to a mood or a thought.
"Feeling worried" is clearly referring to depressive thoughts (factor IV). Though factor I was
not loaded highly by this question, it still led to some interpretation problems. Once again,
the factor structure supports the notion that “mental illness” is not unidimensional.

Table 8. Factor shructure the SRQ-20 in Brazil (lacoponi and Mari,
1989)

Item No. Item Loadings

Factor I - Decreased Energy - Variance, 22.3%; Eigenvalue, 4.46

20 Arc you easily tired? 649
18 Do you feel tired all the time? 623
12 Do you find it difficult to make decisions? 573
13 Is your daily work suffering? .501
S Do you have trouble thinking clearly? 493
11 Do you find it difficult to cnjoy your daily activities? 419

e e e [ ——————————— Y LS sl ] el

Factor 11 - Somatic Symptoms - Variance, 7.3%; Eigenvalue, 1.47

19 Do you have uncomfortable feelings in your stomach? 165

7 Is your digestion poor? 713

2 Is your appetite poor? 533

1 |_Do you often have headaches? 410
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Factor 1II - Depressive Mood - Variance, 5.9%; Eigenvalue, 1.17

10 Do you cry more than usual? 714
9 Do you feel unhappy? 681
6 Po you feel nervous, tense or worried? A37

Factor IV - Depressive Thoughts - Variance, 5.4%; Eigenvalue, 1.08

16 Do you feel you are a worthless person? 678
14 Are you unable to play 2 uwseful part in life? 032
17 Has the thought of ending your life been in your mind? 567
i5 Have you lost interest in things? 438

In Ethiopia, Tafari et al. (1991) described the four factor structure of the Ambharic
version of the SRQ-24 without going into statistical details. There were 2000 respondents who
filled in the SRQ in this community survey. The main finding was the fact that there was a
clear discrimination between the neurotic scale (items 1-20) and the psychotic scale (iterms
21-24). Within the neurotic scale three meaningful factors were derived:

Factor | - Cognitive items

item &, Do you have wrouble thinking clearly?
item 12. Do you find it difficult to make decisions?
item 13. Is your daily working suffering?

Factor Il - Anxiety and depression

item 4. Are you easily frightened?

itern 9. Do you feel unhappy?

itemm 10. Do you cry more than usual?

item 16, Do you feel that you are a worthless person?

Factor IIt - Sormnatic symptoms

item I, Do you often have headaches?
item 2. Is your appetite poor?

itern 7. Is your digestion poor?

item 3, Do you sleep badly?

Overall correspondence is not found among the factor siructures of the SRQ. So, at
this stage, it is too early to propose the use of factors as sub-scales. The likelthood of cultural
differences in constellations of symptoms might discourage researchers from pursuing this
possibility. An obvious explanation of differences in the factor structures is found in the
setting in which the study took place. The first two studies used the SRQ to measure
psychiatric morbidity in primary care settings, while the third study used the SRQ in a
COIMMmuNity survey,
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RELIABILITY OF THE SRQ

Although validity and reliability are usually discussed as independent concepts, validity
is in fact dependent on reliability. Assessment of reliability amounts to determining that the
instrument is measuring something in a reproducible and consistent fashion. Conceptually,
reliability reflects how free the screening test is from measurement error. The term
"measurement error” refers to fluctuations of individuals® test scores from what their actual
“true scores” would be if the test were a perfect instrurnent and scores were not influenced
by irrelevant, chance factors (Tulsky, 1990). So, the question that needs to be answered is:
"Does the test produce a score that is relatively uninfluenced by chance events?”

There are various ways to assess reliability. Before the SRQ can be accepted as an
interviewer administered screening instrument, it is essential that it is shown to provide
consistent tesults between interviewers (inter-rater reliability). Furthermore, measuring
consistency between items on a scale, the so-called "internal consistency”, is a second method
of assessing reliability. Both methods are going to be dealt with in this section. Another
method for demonstrating reliability is the measurement of test-retest reliability, which gives
an indication of consistency across time, To date, there is no research addressing the test-
retest reliability of the SRQ, Because the SRQ measures the mental health status of people,
which is variable over time, traditional test-retest estimates of reliability would have
interpretation problems. It is hard to distinguish between true change (the condition of the
respondent has improved or got worse), and unreliability (the source of variance is the test
itself). Evidence of consistency over different time periods would have been useful however,
despite the difficulties related to its measurement.

There are few reported data on the reliability of the SRQ. Only four articles have
been found which mention reliability, with researchers mainly focusing on validity indices like
sensitivity and specificity. Since reliability is a necessary condition for validity, more data on
reliability is required.

Inter-rater reliability

An inter-rater reliability coefficient of the SRQ can logically only be calculated if the
SRQ is interviewer-administered. Because of the high illiteracy rate in the developing world,
the SRQ was interviewer-administered in a majority of the studies.

Tacoponi and Mari (1989) assessed the inter-rater reliability of the SRQ-20 in primary
care settings in Sao Paulo, Brazil; 27 patients were involved in the inter-rater study and were
interviewed in simultaneous scoring sessions. The Clinical Interview Schedule was employed
as the criterion, The reliability coefficients (inter-rater) were derived from the scores of the
four interviewers: one research psychiatrist and three research assistants, This was done in two
ways. (i) The SRQ score was taken as a continuous variable with scores ranging from 0 to
14. They calculated the intra-class correlation via ANOVA (analysis of variance). The
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correlation found was 0.978 (F = 174.98). (ii) When the final SRQ score was analyzed as
a case/non-case dichotomy (i.e. those scoring below versus those scoring above a 7/8 cut off
score), it yielded an intra-class correlation of 0.963 ()° = 198.32; df = 26). Both coefficients
are close to unity, indicating that the agreement between observers was very high. Yet, the
authors cautioned the readers that the coefficients might have been lower if more respondents
had been included in the inter-rater study, since with a Jarger sample it is more likely that the
fuil spectrum of minor mental disorders would have been covered.

Another reliability study was carried out by Kortmann and Ten Horn (1988) in
Ethiopia. The SRQ was submitted to 40 patients attending a psychiatric clinic, 30 a somatic
clinic and 40 subjects not attending a clinic (control group). This study has been more fully
described on pp 13-15 of this document. The researchers examined the reliability between
four independent raters and the investigator, in determining that a yes-answer to any of the
items was valid. The pairwise interrater congruency between the four raters varied between
66% and 78%. The congruency between the opinions of the five raters (including the
investigator) simultaneously reached a kappa of 0.48.

The investigators also computed a kappa value on the agreement between four
independent raters on the validity of yes-answers given on individual items of the SRQ. This
reliability study is unorthodox because it does not provide information on agreement of the
capacity of the SRQ in selecting cases and non-cases. For that reason the results are not
included in this section. However, the results are illustrated in Table 9B.

internal consistency

One might argue that the copstruct of mental illness is not unidimensional, which
could result in low internal consistency reliability of the SRQ, since this latter is a measure
of the homogeneity of the test. On the other hand, a satisfactory coefficient might be obtained
if the underlying dimensions are strongly connected, and if it is expected that there is an
underlying general factor.

There are two investigations published in which the internal consistency of the
Portuguese version of the SRQ is measured. lacoponi and Mari (1989) used the Kuder
Richardson (KR-20) formula, which is appropriate for scales composed of dichotomous items.
When the variance of the total composite (four interviewers interviewing 1182 respondents)
was considered together, a very satisfactory coefficient of 0.81 was obtained.

Tafari et al. (1991) computed the itern-total correlations in research in Ethiopia, using
a translation of the SRQ into Amharic on 2000 respondents. For the individual items,
correlations of 0.40 and above were found. Exception to the rule was item 5 (hands shake),
0.33. These comelations demonstrate a highly acceptable degree of internal consistency and
at the same time add evidence to the idea that there is an underlying general factor of mental
illness as stated above.
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RESEARCH REVIEW

This section analyses the results of the research with the SRQ to date. Only those papers that were
published in scientific journals, have been selected for this review. For reasons of clarity, a table format is
chosen with the following headings:

I} Author(s} and Year
2} Couniry and City

)] Purpose of the study
4) Sample and Setting
5 MNumber of SRQs

6) Cut-off scores

7 Instrument used for the second stage
8) Findings

N Validity assessment
10) Reliability assessment
11) Comments

Headings 1 through 7 are described in Table 9A and the rest is described in Table 9B. Added together
the two tables read as one. The heading " Author(s) and year” is common to both tables. The contents of the table
are meant to be seif-explanatory. To give an impression of the use of the SRQ throughout the world, the
following figure is ingerted.

Figure 2. Research with the SRQ throughout the world

P
Micaragua -y Senegal
-4 A

b
I

. 5
Colombiq Guineq Bissou .‘r'_‘
Ecupdor v
Brazil
wangy Swaziland
South Africa
Chile

The designations employed and the presentation of material on this map do aot imply the expression of any
opinion whatsoever on the part of the World Health Organization concerning the legal staras of any country or
concerning the delimitation of its fronticrs or boundarics.
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Table 2A. Review of research with the SRQ

8) Findings
9) Validity assessment
10) Reliability assessment
11) Comments
* In the majority of cases where an instrument was used in the sccond stage, this was either the

Present State Examination - PSE (Wing, Cooper and Sartorius, 1974) or the Standardised Psychiatric
Interview - SPI, also referred 1o as the Clinical Intervicw Schedule - CIS (Goldberg et al., 1970). The
Revised Clinical Intervicw Schedule - CIS-R, has also been used (Lewis et al., 1992)

The way, however, that the instruments were used in the sccond stage has been very variable,
and an indication of this will be given in the following table in column 7 on second stage instrument
and method. In most cases the structured interview was used as the basis for making a clinical
Jjudgement. In some cases the papers report that this judgement was based on ICD or DSM-III or IR
criteria, usually following a structured interview, but occasionally without this. Thus where there was
a second stage, this was carried out with either 1. The PSE, 2. The SPI/CIS or CIS-R, 3. An
unspecified structured interview, 4. A presumed unstructured psychiatric assessment, since no
structured interview is mentioned.

Any of these four laiter could be followed by the making of a clinical judgement/diagnosis
by a psychiatrist on the basis of the interview, sometimes using ICD or DSM criteria.

There are five studies in which the structured interview was actually scored (rather than being
used as the basis for making a clinical judgement) and this score taken as the criterion against which
the SRQ was judged (PSE = 1, CIS = 3, CIS-R = 1) (Araya, 1992; Carta, 1993; El-Rufaie and
Absood, 1994; Mari and Williams, 1985; Sen, 1987). In the case of the PSE, ID-Catego level 5 and
above was uscd as a case/non-case cut-off. In the case of the CIS and CIS-R, the score was
sometimes used 1o produce a case/non-case dichotomy (e.g. weighted score of 20 or above = case),
and sometimes the score was also treated as a continuous variable and a correlation against the SRQ
score was calculated.
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A USER'S GUIDE TO THE SELF REPORTING QUESTIONNAIRE (SR
WHO/MNH/PSF/94.8

Table 9B. Review of research with the SRQ

s

Country and City

Purpose of the study

Sample and Setting
Nurnber of SRQs

Cut-off scores

e

Instrument used for the second stage
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