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Resumé

Introduction:

La dépression est la deuxieme maladie chronique rencontrée en soins primaires. Les
variations interindividuelles et interculturelles peuvent modifier I’expression des symptomes.

L’étude Family Practice Depression and Multimorbidity (FPDM) de I’European
General Practice Research Network (EGPRN) a permis de sélectionner la Hopkins Symptom
Checklist en 25-items (HSCL-25) comme la plus appropriée a diagnostiquer la dépression
selon les critéres d’efficacité, de reproductibilité et d’ergonomie versus DSM.

L’objectif était de synthétiser les traductions linguistiques, effectué a partir de
I’anglais, préalablement réalisés en Galicien, Castillan, Catalan, Francais, Italien, Grec,
Croate, Bulgare, Allemand, Polonais.

Méthode :

Une traduction aller-retour par une procédure Delphi a été réalisée pour obtenir un
consensus. Un panel de médecins généralistes experts a été recruté par un investigateur
national (NI) dans chaque pays. Les données quantitatives ont été faites grace a une échelle de
Likert. Les consentements et 1’anonymat ont été¢ guaranti par les NI. Les traductions retour
ont été¢ réalisées a I’aveugle de I’original.

Résultats :

Le panel d’experts répondait aux critéres d’inclusion. Une seule ronde delphi a été
nécessaire en Pologne, Bulgarie, Castille et Catalogne, concernant 1’ Allemagne, une version
existait déja, les items ont été acceptés avec des remarques, deux rounds furent nécessaires en
France, Croatie, Gréce, Galice et en ltalie apres désaccord des experts sur certains items.
Aucun autre round n’a été nécessaire.

Discussion:

Le choix d’une méthode de traduction Aller-Retour par procédure Delphi adaptée et la
qualité du panel d’experts garantissent une traduction fidéle de la HSCL-25. L’intérét de ces
traductions a partir de 1’anglais est dans 1’enseignement, la recherche et la pratique en soins
primaires.

Conclusion:
Une traduction de la HSCL-25 est disponible dans 9 langues européennes. La

prochaine étape est une analyse culturelle de la traduction qui assurera la reproductibilité
sémantique entre la version originale et la traduction.
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Abstract

Introduction:

Depression is the second most common chronic disorder in primary care. Inter-
individual and cross-cultural variations can alter the expression of symptoms.

The 25-item Hopkins Symptom Checklist (HSCL-25) was selected by the Family
Practice Depression and Multimorbidity (FPDM) study of the European General Practice
Research Network (EGPRN) as the most appropriate to diagnose depression according to
criteria efficiency, reproducibility and ergonomics versus DSM.

The objective was to synthesize the linguistic translations previously produced in
Galician, Castilian, Catalan, French, Italian, Greek, Croatian, Bulgarian, German, Polish.

Method:

Backward-forward translation by Delphi rounds was used to make consensus. A panel
of general practitioners (Gp) experts was recruited by a national investigator (NI) in each
country. The quantitative data was made with a Likert scale. Consents and anonymity were
guaranteed by NI. The backward translation was carried out blind from the original.

Results:

The panel complies with the inclusion criteria. A single round delphi was needed in
Poland, Bulgaria, Germany, Castile and Catalonia, a German version already existed, items
were accepted with commantaries. Two were necessary in France, Croatia, Greece, Galicia,
Italy after experts disagreed on few items. No more rounds were necessaries.

Discussion:

Delphi procedure and the quality of the panel of experts guarantee a validated and
reliable translation of the HSCL-25. The interest of these translations from English is in
teaching, research and practice in primary care.

Conclusion:

A translation of the HSCL-25 is available in 9 European languages. The next step is a
cultural analysis of the translation which will ensure the semantic reproducibility between the
original version and the translation.
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1-Introduction

Depression is the second most common chronic disorder seen by primary care
physicians (1), first responders in most European Countries (2,3).The multi-morbid patients
over 50 years are especially at risk (4-10).

Prevalence and incidence rates of depression are different according to regions and
European countries (11-15). These Variations can be explained by différences in the health
care system, practices, concepts and objectives as well as cultural variations in the expression
of the disease (25, 16-22).

Depression combinate associated various symptoms. It is a syndromic disease difficult
to diagnose. Patients often have difficulty assessing their psychological pain to doctors (23,
24), thus, clinicians may underestimate or overestimate the contrary, the severity of the
disease (25-26). The difficulties to diagnose and assess the severity of depression lie in this
inter-individual variability (27). Those difficulties may lead to inappropriate care and causes
public health problems (28-31).

Diagnostic and Statistical Manual of Mental Disorders (DSM) can be considered as a
diagnostic and categorical gold standard to diagnose depression (32). It is rarely used by
practitioners (33, 34). General Practitioners (GPs’) seem to be uncomfortable with the
definition of depression and can result in delayed diagnosis and a no optimum care (25, 35-
37).

Collaborative primary care mental health models can improve care and outcomes for
patients. With this aim, the EGPRN developed collaborative research in Primary Care
Medicine throughout Europe. This network requires a reliable, efficient and ergonomic tool
which will take into account cultural and linguistic differences across Europe (38).
International experts from different cultures, speaking different languages and with different
health systems have to undertake a consensus (39), to identify such tools. These tools have to
be acceptable and informative for both GPs and for secondary care (Psychiatrist,
Psychologist) and to improve their collaboration (40-42). Screening for depression can bring
added value to the identification of the condition if it can be undertaken in a routine manner in
the doctor’s surgery’ but only if followed by good-quality treatment, either in primary care or
in specialized psychiatric care (43).

The family practice depression and multi-morbidity study (FPDM) started in 2011.
The first step was a systematic literature review in order to select the candidate tools. This
systematic review investigated all diagnostic tools that were validated for depression versus
DSM-IV/5, in adult patients excluding pregnant and post-partum women. At the end of this
step, seven tools were selected (44,45).

The second step was a consensus procedure aiming to select a single tool among the
seven candidates. The method chosen to reach a consensus was RAND/UCLA (Research
ANd Development corporation / University of California Los Angeles) procedure.(46) HSCL-
25 was designated to be the most appropriate tool for depression diagnostic in adult patients in
Family practice in Europe, according to its criteria combined of effectiveness, reliability and
ergonomics (47).

The third step consisted in translating this tool in the language of every country taking
part in the FPDM study, following the same formal consensus method (48), with the support
of European General Practice Research Network (EGPRN).
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The HSCL-25 was translated in 10 different European languages (Croatian, Greek,
Polish, Bulgarian, Italian, Galician, Castilian, Catalan, French and German) with the same
Delphi consensus method adapted for Forward-Backward translation was followed for each.

The aim of this study was the linguistic synthesis translation.
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2-Method
2.1. Definition of HSCL-25

The HSCL-25 is a self-report questionnaire on the existence and severity of both
anxiety and depression symptoms during the previous week, used to identify psychiatric
illness in primary care (49). It includes 25 items: 10 items about anxiety and 15 about
depression (50). The patient is considered as a “probable psychiatric case” if the mean rating
on the HSCL-25 is > 1,55. A cut-off value of > 1,75 is generally used for diagnosis of major
depression defined as “a case, in need of treatment” (51,52). The HSCL-25 was used in
primary care in family planning services, among refuges and among migrants (53-55).

For the translation to retain the same meaning as the original, a Forward-Backward
translation (47)(56) was conducted following a formal consensus method, the Delphi
procedure. Formal consensus is an appropriate method to reach a solid consensus
transparently on a little investigated subject (57). Delphi procedure, reliable and efficient is
used frequently in health care as a rigorous way to reach consensus in defined clinical areas
(58-61). It is a systematic interactive method which involves a panel of experts using iterative
procedures. It can be done quickly to make a single convergent final recommendation. This
process requires to follow four rules: anonymity of participants (ensures responses reliability
and avoids contamination), iteration (allows participants to refine their views in the light of
the progress of the group's work), control feedback (under the responsibility of the
investigator), statistical aggregation of group’s responses to allow a quantitative and
qualitative analysis of the data (46)(62-64).

2.2. Consents and anonymity

In each country, the Investigator was the National investigator (NI). He asked the
participants for their signed consent (annex 2), anonymized the expert responses and delivered
an identification number for later identification. The name of each expert was not transmitted
to others (46). Only NI’s consent was sent to the team of investigators (annex 3, annex 4). As
the study involved no patient, it didn’t require an ethics committee‘s decision.

2.3. Participants

Pilot Team (PT): The EGPRN French team was familiar with the Delphi
methodology. It requested the consent of each national investigator as well as voluntary
participation in the study and an absence of conflict of interest statement. It ensured that the
whole process followed the protocol. It didn’t take part in the translation phases or in Delphi
rounds. The Forward-Backward translation had to be validated by the daily board of the
study, composed of members of EGPRN all active within the research process.

National Investigators (NI): The NIs” were in charge of recruiting translators and
experts. They acted between each phase and between two Delphi rounds. They didn’t act
when a Delphi round was running.

Translators: The NIs’® selected translators to make up two translation teams.
Translators had to be knowledgeable about health care terminology. The Forward translation
team involved one member of the GPs’ research group and one official translator in every
country. The Backward translation team involved one (or two) GP(s’) and one official
translator (46). The two teams should not have involved the same person (65).
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Experts panel: Initially, 20 to 30 experts were recruited in order to keep at least 15
participants until the end of the last round (according Delphi’s quality standards criterias. The
selection criteria for every expert were: being native to country of origin and speaking their
native language; being an English speaker; being a GP. Over half had to have teaching or
research activities. In order to assess the representativeness of the panel by its maximum
variation, the experts informed their gender, area of practice, years of practice and
publications.

2.4. Forward Translation

The PT sent the HSCL-25 original English version to the NI who sent it to the
Forward translation team. This team translated HSCL-25 from English to language of the
country aiming to retain the same meaning as the original.

There were 32 elements to translate: the introductory sentence, the 25 items, the 4
adjectives corresponding to the proposals, and two sentences relating to the use of the survey
(explanatory sentence).

An exception for Germany, a German version of the HSCL-25 already existed. The
forward translation was not performed. The Delphi procedure was applied directly to the
German version. This made it possible to verify the quality of this translation for a
qualitatively representative panel of GP.

2.5. Delphi rounds

At the beginning of the first round, NIs’ sent by mail the original English version and
translated version in Galician, Castilian, Catalan, Bulgarian, Greek, Croatian, Italian, French,
German, Polish with the entire rules of procedure. GPs’ experts received records individually.
NIs didn’t use a mailing list in order to assure anonymity which increases the reliability of
responses and avoids contamination (discussion between experts).

Experts expressed their level of agreement on each proposal by using a 1 to 9 Likert
scale. This Likert scale was an agree/disagree scale, symmetric, odd, that measured the
intensity of their feelings on each proposal, taking into account the maintenance of the
meaning between the original and the translation proposal, the ergonomics and the ease of
understanding. Experts rated the proposal from 1 (absolutely no agreement) to 9 (fully
agreement) and had to comment when rating less than 7. Consensus was defined for an
excerpt’s translation when it was rated 7 or above by over 70% of the panel (66), so it was
accepted directly and didn’t enter the following rounds; if not (proposal didn‘t reach
consensus), the NI and the Forward official translator synthesized experts comments to
propose a new translation proposal for this excerpt. Time between two rounds had to be less
than four weeks. The following round began when the NI sent to the experts separately for
each excerpt that didn’t reach consensus: the original English version, the unaccepted
proposal with all the experts’ comments on this proposal, the new proposal. Experts rated the
new proposal in the same way as the first round. The following rounds rolled out in an
identical manner. This process was repeated until all excerpts found a consensual translation.
The number of rounds was not limited (67).

At the Delphi procedures end, there were a HSCL-25 consensual versions in different
European languages.

2.6. Backward translation
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NI sent the final Galician, Castilian, Catalan, Bulgarian, Greek, Croatian, Italian,
French, German or polish version of HSCL-25 to the backward translation team who had to
translate it into English. The translators should not have the knowledge of the original version
(blind-back translation principle). Finally, he sent the Backward English version to the PT
(68).

21



3-Results
3.1. Forward

The NI submitted the questionnaire to one official translator who was
knowledgeable about health care terminology and GPs’ researchers whose native language
were the country where they worked. A consensual Forward translation of HSCL-25 was
proposed.

3.2. Panel

11 experts from 8 European countries participated in the RAND / UCLA. They were
all GPs’, EGPRN members, and fluent in English. The panel was composed of 72.7% women.
90.9% of experts practiced in urban areas of more than 5 000 inhabitants and 9.1% worked in
urban areas from 2000 to 5000 inhabitants. In terms of qualifications, 72.7% were teachers
and researchers, 27.3% were only researcher. The average of international publications per
leader was 13.8, for a total of 152 publications. The average of years of practice was 21.3
years, and 12.4 in terms of years of research (Table 1).

. . Number of . Interljatiqnal Years of Years of
Experts Gender Country University Statement - - Office type publication .
inhabitants practice research
number
Spain .
1 F . Teacher/Researcher >5000 GPs group office 15 20 14
(Galicia)
2 F Spain Teacher/Researcher >5000 GPs group office 13 22 25
(Cataluna) group
GPs and
3 F Greece Teacher/Researcher >5000 paramedic group 14 30 18
office
4 M Italy Researcher >5000 GPs group office 23 7 6
5 F Germany Researcher 200005000 | ractice stop 19 23 5
since 2 years
6 M Poland Teacher/Researcher >5000 GPs group office 20 30 12
7 F Croatia Teacher/Researcher >5000 Alone 6 20 12
8 F Croatia Teacher/Researcher >5000 GPs group office 18 30 20
9 F Bulgaria Teacher/Researcher >5000 GPs group office 9 14 12
10 F Germany Researcher >5000 GPs group office 4 18 7
11 M France Teacher/Researcher >5000 GPs group office 11 20 5
Male: 27,3% _ _ B
Female:72,7% Average=13,8 Averge=21,3 | Average=12,4

Table 1 : Leader panel

F = female
M = male

GPs = General Practician

22




The NI obtained experts consents and asked them for their characteristics (Table 2).

14 (Germany) to 31(castille) experts were recruited for the Delphi procedure. In
compliance with selection criteria, they were all GPs, all in family practice, all English
speakers.

The European panel consisted of 111 (=51,6%) male and 104 (=48.4%) female.

9.7% of experts worked in city <2000 inhabitants, 19.3% in a city between 2000 and
5000 inhabitants and 71% in a city> 5000 inhabitants.
Clinical experience was analyzed according to years of activity: an average of 16.6
years experience.
81.4% (175) were academic researchers and/or teachers. Experts published 156

studies.
Number
Country Greece | Croatia | Poland | Bulgaria | Italy | Galicia | Germany | Castille | Catalonia | France or
Average
number of GPs’ 26 16 30 22 18 20 14 31 22 16 215
Male 13 3 12 9 12 14 6 20 13 111
Gender
Female 13 13 18 13 6 6 8 11 9 104
Average years of 10,9 | 192 | 11,9 | 205 | 172 | 223 16,7 19,5 15,7 125 | 16,6
practice activity
Number 24 16 26 8 13 17 9 27 20 15 175
Academic Average
researcher years of
and/or | researching | 506 | 11.54 | 13.08 | 7,7 | 14,02 | 13,09 10 12,02 | 105 626 | 10,33
teacher and/or
teaching
Publication 26 15 10 5 12 19 6 30 22 11 156
f <2000 |38,40% | 6,25% | 25% | 4,50% |16,70% | 0% 0% 0% 0% 6,30% | 9,70%
A
pr;e;icc’e 2000 - 5000 | 34,60% | 6,25% | 37,50% | 22,70% | 11,10% | 0% | 21,40% | 6,50% | 9,10% | 43,75% | 19,30%
>5000 | 26,90% | 87,50% | 37,50% | 72,70% | 72,20% | 100% | 78,60% |93,50% | 90,90% | 50% | 71%

Participants of the
second round

No second No second No second
round round round

No second | No second
round round

57,70% | 93,75% 94,40% | 100% 93,75%

Table 2: Experts’ panel

GPs’= General practicians
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3.3. Number of Delphi round

In Poland, Bulgaria, Germany, Castille, Catalonia, there was only one round Delphi, in
the others country two rounds were necessary to get final translations.

Almost all proposals were accepted in round one (273/320: 85.3%) (Table 3). Excerpt
that did not reach consensus entered the second round, the NI and the Forward official
translator synthesized experts comments to propose a new translation proposal for those
excerpts. NI sent to the same experts’ panel (following the same procedure): the original
English version, the unaccepted proposal and all the experts” comments on this proposal, the
new proposal. Experts rated the new proposal in the same way as for the first round. The
delay between two rounds must be less than four weeks.
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Item/Country Galicia | Castille | Catalonia | France | Italy |[Bulgaria| Croatia | Greece |Germany | Poland
1 C C C C C C C NC C C
2 C C C C C C NC C C C
3 C C C NC NC C NC NC C C
4 C C C C C C C C C C
5 C C C NC C C C C C C
6 NC C C NC NC C C C C C
7 C C C C C C C C C C
8 C C C C C C C C C C
9 C C C NC C C NC C C C
10 NC C C NC C C NC C C C
11 C C C C C C NC NC C C
12 C C C NC NC C C C C C
13 C C C C C C C NC C C
14 C C C NC C C NC C C C
15 C C C NC C C NC C C C
16 C C C C C C NC C C C
17 C C C NC C C NC C C C
18 C C C C C C C NC C C
19 C C C NC C C C C C C
20 C C C NC C C NC NC C C
21 C C C NC C C NC NC C C
22 C C C C C C C C C C
23 C C C NC C C C NC C C
24 C C C C C C C NC C C
25 NC C C NC C C C C C C
o e e e [welcleclec]lec]e]ce
Not at all C C C C NC C C C C C
A little C C C NC C C C C C C
Quite bit C C C C C C C C C C
Extremely C C C C C C C C C C
The HSCL-25 score is calculated by
dividing the total score (sum score of
items) by the number of items
answered (ranging between 1,00 and
4,00). It is often used as the measure of C C C NC NC C C C C C
distress.
The patient is considered as a
“probable psychiatric case” if the mean
rating on the HSCL-25 is > 1,55.
A cut-off value of > 1,75 is generally
used for diagnosis of major depression
defined as “a case, in need of
treatment”. This cut-off point is
recommended as a valid predictor of c c c NG C C C C c c

mental disorder as assessed
independently by clinical interview,
somewhat depending on diagnosis and
gender.The administration time of
HSCL 25 is 5 to10 minutes

Table 3: Results of the first Delphi round

C = Consensus
NC = No Consensus
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3.4. For each lanquage

3.4.1. Galician

There were two Delphi rounds to validate the Galician Forward of HSCL-25. Three
items were not accepted in the first round: item n°6, 10 and 25:

-Item N° 6 (Trembling): the first proposal was “Trema”, present indicative of the verb tremar.
The average rate was 7.25/9 and seven experts (35% rated strictly less than 7). It was
apparently an agreement problem. The second proposal was “Ten tremores”. In the second
round, every expert rated 7 or above (seven, eleven and two experts rated respectively 7, 8
and 9). The consensus was reached with a high level of agreement for this excerpt. The
Backward translation was the same as the original version: « Trembling ».

- Item N° 10 (Feeling restless): the first proposal was “Séntese inquedanza”. The average rate
was 7.2/9 and seven experts (35%) rated strictly less than 7. The second proposal was:
“Séntese inquedo”. This second proposal reached consensus with a good level of agreement.
The Backward translation was the same as the original version: « Feeling restless ».

- Item N° 25 (Sleep disturbance): the first proposal was ‘“Problemas para durmir”. The
average rate was 7.45/9 and seven experts (35%) rated strictly less than 7. “Durmir” is a verb
which could be translated in « to sleep » and its meaning is closer to « stay asleep » than « fall
asleep ». It could produce a confusion or at less a restriction. The second proposal was:
“Alteracions do sono”. Two experts, who rated 5 and 6 made the same comment: “Durme
mal”. The Backward translation was « Sleep disorders» which is very close to the original
version « Sleep disturbance». Finally, few comments appeared on the new proposals: and they
were widely accepted.

NI sent the final Galician version of HSCL-25 to three translators forming the
Backward-translation team who translated it back to English. They were knowledgeable about
health care terminology. One was a philologist and the two others are FPs. The blind-back
translation principle was respected.

Finally, he sent the Backward English version to the PT.

3.4.2. Castilian

All items were accepted in the first round Delphi but several translations required
comments, the most discussed items of forward translation were the Final excerpt , the
beginning excerpt, item1, 4, 8, 11 12, 14, 16, 18, 19.

The Castilian version obtained was translated in English by four independents
translators, which gave us one backward blind translation. They were knowledgeable about
health care terminology, and their native language was Castilian. One of them was a
Philologist and others were FP researchers. The blind-back translation principle was
respected.

3.4.3. Catalan

All items were accepted in the first round Delphi but several translations required
comments, items 2, 5, 10, 11, 14, 18 21, 25, the final excerpt.

The Catalan version obtained was translated in English by three independents
translators, which gave us one Backward blind translation, one official translator and two FPs.
The native language of the translators was Catalan and they were knowledgeable about health
care terminology.
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Choose the best answer

que mellor

answer to indicate

resposta per

Choose the best

que mejor describa

Original english Galician Catalan Castilian
version
Forward Backward Forward Backward Forward Backward
Escolla a resposta Choose the best Trii la millor elija la repuesta

Choose the best

Introductary - o . answer to indicate . answer to describe
for how you felt over describa como se how you felt indicar com s'ha como se ha sentido
sentence - - - how you felt how you felt over
the past week sentiu durante a during the last sentit en la derrera - durante la semana
during last week the last week
semana pasada week setmana passada
Being scared for Estar espantat
1 Being scared for no Asustase sen no reason / Being sense rTF:otiu Being scared for Se asusta sin Being scared for
reason motivo suddenly scared no reason motivo no reason
f aparent
Or NO reason
2 Feeling fearful Ten medo Feeling fearful Sentir por Feeling fearful Siente miedo F_eeling
afraid/fearful
3 Faintness Debilidade Weakness Debilitat Weakness Debilidad Weakness
4 Nervousness Nerviosismo Nervousness Nerviosisme Nervousness Nerviosismo Nervousness
5 Heart racing Palpitacions Heart pounding Cor accelerat Racing heart Palpitaciones Palpitations
6 Trembling Ten tremores Trembling Tremolos Tremulous Tiembla Trembling
7 Feeling tense Séntese tenso Feeling tense Sentir-se tens Feeling tense Se siente tenso Feeling tense
8 Headache Dor de cabeza Headaches Mal de cap Headhache Dolor de cabeza Headhache
Feeling panic
9 Feeling panic Sente panico /Having panic Sensacio de panic Sense of panic Siente panico Feeling panic
attacks
10 Feeling restless Séntese inquedo Feeling restless Sensac io de Sense of Siente inuietud Feeling restless
inquietud restlessness
. . Sente que lle falta Feeling low in Sensacio de manca Siente que le falta | Feeling a lackof
11 Feeling low in energy enerxia energy d'energia A lack of energy energia energy
. Culpase a si Blaming yourself Culpar-se un . Seculpaasi .
12 Blaming oneself mesmo for things mateix Blaming your self mismo Blaming oneself
. . Chora con . . - . . - . .
13 Crying easily facilidade Crying easily Plor facil Crying easily Llora con facilidad Crying easily
. . Perda do apetito Loss of sexual Pérdua de l'interés loss of sexual Pierde el interés Losing interest in
14 Losing sexual interest - .
sexual interest sexual interest sexual sex
15 Feeling lonely Séntese s6/soa Feeling lonely Sentir-se sol Feeling lonely Se siente solo Feeling alone
. Séntese sen . Sentiment de Feeling of Se siente sin Feeling of
16 Feeling hopeless esperanza Feeling hopeless desesperanca hopelessness esperanza hopeless
17 Feeling blue Séntese triste Feeling blue Sentir- se trist Feeling sad Se siente triste Feeling sad
18 Thinking of ending Pensa en acabar Having thoughts Pensaments de Thoughts of Piensa en acabar a Thinking of
one’s life coa stia vida of ending your life suicidi suicide su vida ending your life
19 Feeling trapped Séntese atrapado Feeling trapped Sentir-se atrapat Feeling trapped | Se siente atrapado | Feeling trapped
Worrying too
. Preocupase en much about things | Preocupar-se en Worrying too Se preocupa n Worrying too
20 Worrying too much exceso / Worrying too exces much exceso much
much
. Feeling no interest . . I . .
21 Feeling no interest Non sente interese in anything / Sentlm'e_nt dg A lack of interest No siente interés Not mtere_sted in
por nada . - manca d'interes por nada anything
Feeling no interest
. . Feeling that - . Feeling that . Feeling that
Feeling that everything | Sente que todo lle 2 Sentir que tot és g Siente que todo le I
22 is an effort supon un esforzo everything is an un esforg everything is an cuesta un esfuerzo everything is an
effort effort effort
23 Worthless feeling Séntese indtil Feeling worthless Sentir-se inutil Feeling useless Se siente inutil Feeling useless
24 Poor appetite Falta de apetito Loss of appetite | Pérdua de la gana Loss of appetite Falta de apetito Poor appetite
25 Sleep disturbance A el 6l Sleep disorders | Alteracio de la son Sleeping Problemas para Problems sleeping

sono

disturbance

dormir

Table 4: Forward/backward: Galicia, Catalan, Castilian

[ ] Accepted after two rounds
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Original english Galician Catalan Castilian
version Forward Backward Forward Backward Forward Backward

Not at all En absoluto Abls\?lutely not/ Gens Not at all En absoluto Not a bit
@ ot at all
>
g a little Un pouco A little Una mica A little Un poco A little bit
)
Lo} quit a bit Bastante Quite a lot Bastant Quite a bit Bastante Quite a bit
<

extremely Moito Alot Molt Alot Mucho A lot

1st explanatory sentence

The HSCL-25 score
is based on pencil-
and-paper self-report
of 25 questions about
the presence and
intensity of anxiety
and depression
symptoms over the
last week.
Participants answer
to one of four
categories for each
item on a four-point
scale ranging from
1.00 to 4.00

A puntuacién
HSCL-25 baséase
nun cuestionario
autocumplimentado
con lapis e papel,
de 25 preguntas
sobre a presenza e a
intensidade de
ansiedade e
sintomas
depresivos na
Gltima semana. Os
participantes
responden unha de
catro categorias
para cada item,
nunha escala de
catro puntos que
van desde 1 a 4.

HSCL-25 scores
are based on a 25-
item paper-based
questionnaire on
the presence and
severity of anxiety
and other
depressive
symptoms in the
last
week.Participants
answer one of four
categories for each
item on a 1-to-4
rating scale.

L'escala HSCL-25
es basaenun
questionari auto
administart de 25
preguntes, sobre la
presenciai la
intensitat de
simptomes
d'ansietat i
depressio en la
darrerra setmana,
Els participants
responen a una de
les quatre
categories per a
cada item en una
escala de quatre
punts que va de I'1
al 4,

The HSCL-25 scale
is based ona self-
administred
questionnaire of 25
questions about the
presence and
intensity of anxiety
and depression
symptoms in the
last week. The
participants answer
to one of the four
categories for each
item, in a four-point
scale ranging from
1.00 to 4.00

La puntuaion
HSCL-25 se basa
en un cuestionario

autocumplimentado
con lapiz y papel,
de 25 preguntas
sobre la presenciay
la intensitad de
ansiedad y sintomas
depresivos en la
ultima semana. Los
participantes
responden una de
cuatro categorias
para cada item, en
una escala de
cuatro puntos que
van desde 1 a 4.

The HSCL-25 score
is based on survey
that is self-
administered with
pen and paper. It
has 25 questions
about the presence
and intensity of
anxiety and
depressive
symptoms over the
last week. The
participants answer
one of the four
categories for each
item on a four-point
scale ranging from
1.00 to 4.00

2nd explanatory sentence

The HSCL-25
score is calculated
by dividing the
total score (sum
score of items) by
the number of
items answered
(ranging between
land4). Itis
often used as the
measure of
distress. The
patient is
considered as a
“probable
psychiatric case”
if the mean rating
on the HSCL-25 is
> 1.55. A cut-off
value of > 1.75 is
generally used for
diagnosis of major
depression
defined as “a case,
in need of
treatment”. This
cut-off point is
recommended as
avalid predictor
of mental disorder
as assessed
independently by
clinical interview,
somewhat
depending on
diagnosis and
gender. The
administration
time of HSCL 25
is 5 to 10 minutes

A puntuacion do
HSCL-25 calculase
dividindo a
puntuacién total (a
suma de todas as
preguntas) entre o
ndmero de
respostas (cuxa
puntuacion oscila
entre 1,00 e 4,00).
Usase de forma
habitual para medir
o nivel de angustia.
Considérase que o
paciente € un “caso
psiquiatrico
probable” se o
valor medio do
HSCL-25 é>1,55.
Polo xeral, Usase un
valor de corte >
1,75 para
diagnosticar a
depresion maior,
definida como “un
caso que precisa
tratamento”. Este
valor de corte
recoméndase como
un predictor valido
dun trastorno
mental, avaliado
independentemente
por medio de
entrevistas clinicas,
ainda que depende
en parte do
diagnostico e do
xénero. O tempo de
realizacion do
HSCL-25éde5a
10 minutos.

HSCL-25 scores
are calculated by
dividing the total
score (sum of all
the questions) by
the number of
answers (scores
ranging from 1.00
to 4.00). The
questionnaire is
frequently used to
measure anxiety
levels.Patients with
mean rating HSCL-
25 scores of 1.55 or
greater are
considered to be
likely psychiatric
casesIn general, a
cut-off score of
1.75 is used to
diagnose cases of
major or chronic
depression defined
as requiring
medical treatment.
This cut-off point is
recommended as a
strong predictor of
a mental disorder,
independently
assessed through
clinical interviews,
yet partially
dependent on the
diagnosis and
gender.

La puntuacio total
de HSCL-25 es
calcula dicidint la
suma de la puntacio
desl diferents items
pel numero d'items
contestats. El
resultat total oscil-
la entre 1,00 i 4,00,
Aquesta escala
sovint s'utilitza com
a mesura de
I'angoixa. El
pacient és
considerat com a
"probable cas
psiquiatric” si la
qualificacio mitjana
del HSCL-25 és >
1,55. Generalment
s'utilitza un punt de
tall>1,75 per al
diagnostic de la
depressio major i es
defineix com "cas
de precisa de
tractament”, Es
recomana aquest
punt de tall com un
predictor valid de
trastorn mental com
ho seria l'avaluacio
independent per
entrevista clinica,
depenent en part
del dignostic i del
génere. El temps
d'administracio del
HSCL-25ésde5a
10 minuts,

The total HSCL-25
score is calculated
by dividing the sum
of the different
items score of items
answered. The total
score ranges from 1
to 4. This scale is
often used as the
measure of anxiety.
The patient is
considered as a
“probable
psychiatric case” if
the HSCL-25
avergae is >1.55.
Usually, a cut off
point off >1.75 is
used to diagnose
major depression
and it's defined as
““a case, that needs
treatment”. This
cut-off is
recommended as a
valid predictor of
mental disorder as
would to be
independent
evaluation by
clinical interview,
depending in part
on the diagnosis
and gender.
Administration time
of HSCL 25 is from
5 to 10 minutes

La puntuacion del
HSCL-25 se calcula
dividiendo la
puntuacion total
(sumando la
puntuacion de todos
las preguntas) entre
el numero de
respuestas (varia
entre 1,00 y 4,00).
Se usa
habitualmente para
medir el malestral
pscicologico, El
paciente se
considera "un
probable caso
psiquiatrico” si el
valor medio del
HSCL-25 es >1,55,
Por lo general se
usa un valor de
corte de >1,75 para
el diagnostico de
depression mayor,
definida como un
"'caso que necesita
tratamiento". Este
valor de corte se
considera un
predictore valido de
un trastorno mental,
evaluado de forma
independiente
mediante entrevista
clinica, aunque
depende en parte
del diagnostico y el
género. El tiempo
de administracion
del HSCL-25 es de
5 a 10 minutos.

The HSCL-25 score
is calculated
dividing the total
score (the sum of
the score score of
all questions) by the
number of items
answered (ranging
between 1 and 4). It
is usually used to
measure the level of
anxiety. The patient
is considered as a
“probable
psychiatric case” if
the avergae of the
HSCL-25 is > 1.55.
A cut-off value of >
1.75 is generally
used for diagnosis
of major depression
defined as “a case,
thats needs
treatment”. This
cut-off point is
considered a valid
predictor of mental
disorder, assessed
in an independent
way by a clinical
interview, although
it depends , in part,
on the diagnosis
and gender. The
administration time
of HSCL 25 is from
5 to 10 minutes.

Table 4: Forward/backward: Galicia, Catalan, Castillan

28




3.4.4. French

There were two Delphi rounds to validate the French Forward of HSCL-25: Nine
excerpts entered the second round fourteen translation proposals were accepted by the experts
in the first round. Eighteen proposals did not reach this agreement. They had to be
reformulated for a second round using the comments collected. Indeed, item 3, 5, 6, 9, 10, 12,
14, 15, 17, 19, 20, 21, 23, 25, adjective « a little », the first and second explanatory sentence.

Converging comments from experts have emerged for innaccepted proposals. For
example: the forward of «sleep disturbance » did not accepted and the majority of the
comments proposed to replace the translation « vous n’arrivez pas a dormir » by « votre
sommeil était perturbé ».

All new proposals from the translation team were accepted during the second round
There were differences between the initial version in English and the bacward for many
proposals. The meaning of the words, the syntax, the quotations and the strength of the
proposals seemed to be different possibly in relation to the French language. The comparison
of the two English forms will allow cultural analysis.

3.4.5. Italian

There were two Delphi rounds to validate the Italian Forward of HSCL-25. Almost
all proposals were accepted in round one. Five excerpts entered the second round.

Five proposals were not accepted at the first round (3; 6; 12; 27; 28). Indeed, only 61%
of the panel agreed with proposal 27 and 67% with proposals 3; 6; 12; 28.

These proposals were accepted at the second round: just one participant made a
comment regarding the third item: “sentirsi intimoriti, mi sembrerebbe meglio” that is
“sentirsi intimoriti, seems to me better”.

The Italian version obtained was translated in English by two independents translators,
which gave us one backward blind translation. The native language of the second translator
was Italian and he was knowledgeable about health care terminology.

3.4.6. Bulgarian

All items were accepted in the first round Delphi but several translations required
comments. The most discussed items were the item 11, 12, 22:

-item 11 and 12 with the two, 7 answers between 7-9. Two comments emerged about
these items. The first concerned, item 11 “Feeling low in energy”, “VYcemaHne 3a noHuxkeHa
ereprust’” in Bulgarian. The FPs experts had commented: nurmca na / Hamanena. For the term
“low”, three words had the same meaning in Bulgarian: monmxeHa, iurca Ha, HaMaJeHa.

- item 22 “Feeling that everything is an effort”, “YyBcTBO, Ue BCHYKO H3MCKBa
yemnue” in Bulgarian. The FPs experts had commented: ce ciyusa ¢ / craBa c. same for the
term «is an ... », three words had the same meaning in Bulgarian: usucksa, ce ciyusa c,
cTaBa C.

The Bulgarian version obtained was translated in English by two independents
translators, which gave us one backward blind translation. The native language of the second
translator was Bulgarian and he was knowledgeable about health care terminology.
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Original english
version

French

Italian

Bulgarian

Forward

Backward

Forward

Backward

Forward

Backward

Choose the best

Veuillez choisir la
réponse qui décrit le

Please choose the
answer that

Scegliere la risposta

Choose the answer that

HUs6epete oTroBopa,
KOWTO Haif-1o6pe

Choose the answer

Introductary | answer for how you mieux comment describes best how | piu adatta sucometi | best describes how you | ommcsa kak cre ce | which describes best
sentence felt over the past globalement vous you generally felt sei sentito nell'ultima have been feeling 4yBCTBAJH TIpe3 how you felt over
week vous sentiez toute la throughout last settimana during the past week U3MHHaIaTa the past week:
semaine derniére week. ceMHIIa
1 Being scared for no | Vous aviez peur sans You felt scared Avere paura senza Being afraid with no YyscrBo 3a ymaxa | Being scared for no
reason raison without any reason motivo reason 6e3 npuunHa reason
2 Feeling fearful Vous Q/f(#]:yséentlez You felt frightened Essere timorosi Feeling fearful YyBCTBO 3a CTpax Feeling fearful
Vous aviez une . .
3 Faintness sensation You felt dizzy SEIEHRIDL Faintness OrnagHanocT Faintness
i A mancamento
d'étourdissement
4 Nervousness Vousn\écr)\t;:;;ntlez You felt nervous Essere nervoso Feeling nervous Hepsroct Nervousness
" Vous ez You felt that your
. I'impression que N . .
5 Heart racing . heartbeat was Avere tachicardia Tachycardia Cobpuebuene Heart racing
votre cceur battait
. abnormally fast
anormalement vite
Vous aviez la
6 Trembling sensation de You had a shaky Tremore Trembling Tpenepese Trembling
feeling
tremblement
7 Feeling tense Vous vous sentiez You felt tense Sensazione de Feeling tense ‘lyscTso 33 Feeling tense
9 tendu tensione Y HaIPEeKEeHUe 4
8 Headache Vous a\(’j':iéfgs MaUX ¢ you had headaches Avere mal di testa Experiencing headache I'naBoGoiune Headache
9 Feeling panic VLS \,I]C;';J]Si(;fgs Sl You felt panicked Sensazione di panico Panicky YyBCTBO 32 MAHHKA A sense of panic
10 Feeling restless Vous vous sentiez You felt agitated Sensazione de Feeling restless ‘Iysctso Ha A sense of anxiet
9 agité 9 irrequietezza 9 6€e310KOoMCTBO y
11 Feeling low in energy Vouamanqmez You didn’t have any Sentirsi stanco Feeling tired Vcemane 3a A sense of low
d’énergie energy TIOHVMIKEHA €HEPTHS energy
Vous ressentiez une
12 Blaming oneself sensation de You felt guilty Avere sensi di colpa Blaming oneself Camoo6BuHEeHHE Self-accusation
culpabilité
13 Crying easily V?aucsi Izlr?]lé;'f z You cried easily Piangere facilmente Often tearful ITnaunuBoct Tearfulness
. Vous ressentiez un ,
14 Losing sexual désintérét pour la vie ) You were not Perdere l'interesse Losing sexual interest 3ary0ara Ha Los_s of sexual
interest o interested in sex sessuale CeKCyaJleH HHTepeC interest
. Vous aviez la S . YyBCTBO 38 A sense of
15 Feeling lonely sensation de solitude You felt lonely Sentirsi soli Feeling lonely crOTHOCT loneliness
. Vous vous sentiez Sentirsi senza . YyBCTBO 32 A sense of
16 Feeling hopeless désespéré You felt hopeless speranza Without hope 6€e3HANEKHOCT hopelessness
17 Feeling blue Vous aviez le cafard You felt down Sentirsi tristi Feeling sad Hyscram ce Feeling blue
HCIIAaCTCH
Thinking of ending Vous aviez pensé a You thought about Avere pensieri di Thinking about taking Mucnu 3a .
18 s M : B - SR i . Thoughts of suicide
one’s life mettre fin a votre vie { ending your own life togliersi la vita one's life €amMoy6HiiCTBO
; Vous vous étes senti s . . YyBcram ce KaTto B .
19 Feeling trapped pris au piége You felt trapped Sentirsi intrapollati Feeling trapped canan Feeling trapped
. Vous vous inquiétiez You worried too . - IpurecHsiBaMm ce .
20 Worrying too much trop much Preoccuparsi troppo Worrying too much TBBDIE MHOTO Worrying too much
Vous n’étiez plus You weren’t
. . S i . . . Non avere alcun . . . UyBcTBO 3a 3ary6a A sense of a loss of
21 Feeling no interest inté-ressé par quoi interested in interesse No interest in anything A HHTeDECT interest
que ce soit anything any more P
Feelln_g th_at Tout était un effort Everything was an | Sentire che tutto & uno | Feeling that everything | Yysctso, ue Bcnuko A sense that
22 everything is an our vous effort for you sforzo is an effort H3UCKBA yCHIINE everything needs
effort P Y y effort
Vous aviez le .
23 Worthless feeling sentiment d’étre nul, You felt rubb[sh, Sentirsi inutile Feeling of uselessness Hyscrso 3a A sense of worthless
bon i good for nothing 6e3rone3HocT
on a rien
24 Poor appetite Vous aviez perdu You lost your Avere poco appetito Loss of appetite Jlow anerur Poor appetite
PP I’appétit appetite P PP PP PP
25 Sleep disturbance WiBR B TITE | R Your sleep was Disturbu del sonno Sleep disturbance Hapymwenns na ceust | Sleep disturbance

perturbé

disturbed

Table 5: Backward/Forward: Italian, French, Bulgarian

[ 1 Accepted after two rounds
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1st explanatory sentence

The HSCL-25 score is
based on pencil-and-
paper self-report of 25
questions about the
presence and intensity
of anxiety and
depression symptoms
over the last week.
Participants answer to
one of four categories
for each item on a four-
point scale ranging
from 1.00 to 4.00

La HSCL-25 est un
auto-questionnaire en
25 questions relatives

ala présence et a
I’intensité des
symptomes d’anxiété
et de dépression durant
toute la semaine
derniere. Les
participants cotent
chaque proposition,
sur une échelle en
quatre points, cotée de
lad.

The HSCL-25 is a
self-assessment
questionnaire with 25
questions relating to
the presence and
intensity of anxiety
and depression
symptoms during the
whole of the previous
week. The people
taking part rate each
statement, on a four
point scale, ranging
from1to 4

dell’HSCL-25 si basa
su un‘autovalutazione
in carta e penna di 25
domande sulla
presenza e intensita sui
sintomi di ansia e
depressione nell'ultima
settimana. |
partecipanti
rispondono a una delle
quattro categorie per
ogni elemento in una
scala di 4 punti che si
estende da 1 a4.

based on a self -
assessment on pen and
paper of 25 questions
regarding the presence
and intensity of the
symptoms of anxiety
and depression during
the last week. The
participants reply to
one of the four
categories for every
item on a scale of 4
points which ranges
from 1 to 4.

CaMOCTOSTEITHO
[OI'bJIHEH HHCTPYMEHT
Ha XapTUEH HOCHTEI,
BKJIIOUBaL 25 BbIIpoca
32 HAJIMYUETO U
HMHTEH3UBHOCTTA HA
CHMIITOMHU Ha
TPEBOXKHOCT U
Jierpecus 1pes
nocyieHaTa
ceJMHIA. Y YaCTHULIUTE
n30upar eaHa ot
KaTeropuuTe 3a BCsKa
MO3MIMSL TI0 CKajla OT
yerupu Touku ot 1.00
10 4.00.

Original english French Italian Bulgarian
version
Forward Backward Forward Backward Forward Backward

I5) Not at all Pa? du tout Strongly disagree” Niente Nothing CbBceM HE Not a bit

S d’accord

43 A little Un peu d'accord Agree a little Poco Slightly HesnauuTenHo A little bit
.%’, Quit a bit Plutét d’accord Rather agree Abbastanza Significantly CBBCEM MaKo Quite a bit
@ Extremely Cog"!glcezcts?:lent Completely agree Moltissimo Very much W3BbHpEnHO Extremely

Pesynratst o HSCL-
1l punteggio The HSCL-25 score js | 22 C¢ 0CHOBABAHA  { po igey ot is hased

on self-completed
instrument on paper,
including 25 issue of
the presence and
intensity of symptoms
of anxiety and
depression in the last
week.
Participants choose
one of the categories
for each itemon a
scale of four points
from 1.00 to 4.00

2nd explanatory sentence

The HSCL-25 score is
calculated by dividing
the total score (sum
score of items) by the
number of items
answered (ranging
between 1 and 4). Itis
often used as the
measure of distress.
The patient is
considered as a
“probable psychiatric
case” if the mean rating
on the HSCL-25 is >
1.55. A cut-off value of
21.75 is generally used
for diagnosis of major
depression defined as
“a case, in need of
treatment”. This cut-
off point is
recommended as a
valid predictor of
mental disorder as
assessed independently
by clinical interview,
somewhat depending
on diagnosis and
gender. The
administration time of
HSCL 25is 5 to 10
minutes

Le score du HSCL- 25
se calcule en divisant
la somme des
cotations des
propositions par le
nombre de réponses
regues. Le résultat
final est compris entre
1,00 a 4,00. Il est
couramment utilisé
pour mesurer la
souffrance
psychologique. Le
patient est considéré
comme «
probablement atteint
d’une maladie
psychiatrique » si le
score moyen du
HSCL-25 est supérieur
ou égala 1,55. Un
score supérieur ou
égala 1,75
diagnostique
généralement une
dépression majeure et
défini « un patient
nécessitant un
traitement ». Ce seuil
est considéré comme
un score prédictif
validé des troubles
mentaux. 1l a été
évalué de maniére
indépendante par des
études cliniques. 11
varie peu quelles que
soient les situations
diagnostiques et le
sexe.
Remplir le
questionnaire HSCL-
25 prend entre 5 et 10
minutes.

The score of the
HSCL-25 is calculated
by dividing the sum of

the statement ratings
by the number of
collected answers. The
final result ranges
from 1,00 to 4,00. It is
currently used to
measure psychological
suffering. The patient
is considered to be
“probably suffering
from a mental illness”
if the average score of
the HSCL-25 is higher
or equal to 1,55. A
score that is higher or
equal to 1,75 generally
reveals a major
depression and
indicates that “a
patient needs
treatment”. This
threshold is considered
to be a validated
predictive score for
mental disorders. It
has been assessed by
independent clinical
studies. It varies little
regardless of
diagnostic context and
gender. Filling in the
HSCL-25
questionnaire takes

between 5 and 10

minutes.

1l punteggio
dell’HSCL-25 si
calcola dividendo il
punteggio totale
(somma dei punteggi
degli elementi) con il
numero di elementi
risposti (che variano
da 1,00 a 4,00). Spesso
si usa come misura di
ansieta. Il paziente &
considerato come un
"probabile caso
psichiatrico" se il
punteggio medio
del’HSCL-25 ¢ >1,55.
Un cut-off che sia >
1,75 € normalmente
usato per la diagnosi
di depressione
maggiore definita
come "un caso che
necessita di
trattamento”. Questo
cut-off &
raccomandato come
un valido predittore di
disordine mentale
come valutato in modo
indipendente da un
colloquio clinico,
dipendente in qualche
modo dalla diagnosi e
dal genere. Il tempo
di somministrazione
dellHSCL-25¢eda5a
10 minuti.

The HSCL-25 score is
calculated by dividing
the total score (the
sum of the scores of
the items) by the
number of items
replied to (which vary
from 1.00 to 4.00). It
is often used to
measure anxiety. The
patient is considered to
be a "likely psychiatric
case" if the average
score of the HSCL-25
is > 1.55. A cut-off
point of > 1.75 is
normally used for the
diagnosis of worse
depression defined as
“a case that requires
treatment™. This cut-
off is recommended as
a reliable predictor of
mental disorder as
evaluated
independently via a
clinical discussion,
dependent in part on
the diagnosis and the
type. The HSCL-25
takes between 5 and
10 minutes to
complete.

HSCL-25 pesynrarsT
ce M3YUCIISIBA, KAaTO Ce
paszenn oomusT Opoit
TOYKH (COOp TOYKHU 11O
KpuUTepuii) Ha 6posi Ha
OTTOBOPEHHTE
KpUTEepuH (BapHparn
mexay 1,00 u 4,00).
Toii uecto ce
H3I0J13Ba KATO MsPKa
3a CTpaJlaHue.
TTaumeHThbT ce mpueMa
KaTo "BEpPOSITHO
TICUXHATPUYUCH
ciydaii", ako cpeaHara
orenka no HSCL-25 e
>1,55. I'pannuHa
croiiHoct ot > 1,75
0OUKHOBEHO ce
U3I0JI3Ba 32
JIMarHOCTHIHPaHe Ha
TEKKA JACTPECHs U
ompeeIst ciydas Kato
""ciryydaii, Hyxaen| ce
or nedyenue". Tasu
rpaHU4Ha CTOMHOCT,
MOJTyYeHa HE3aBUCUMO
OT KIMHUYHOTO
MHTEPBIO U 3aBUCEINA
IO OIpeie/ieHa CTeCH
OT JMarHo3aTa M 1oJa,
ce MpenopbpyuBa KaTo
BaJIMJICH MPEAUKTOP 32
MCHXHYHO
pascTpoicTBo.
Bpewmero 3a
nposexane HSCL-25
e or 5 10 10 MuHyTH.

The HSCL-25 result is
calculated by dividing
the total score (total
score of items) by the
number of the items
answered (ranging
from 1,00 and 4,00). It
is often used as a
measure of distress.
The patient is
considered as “a
probable psychiatric
case” if the average
rating on HSCL-25 is
> 1,55. The borderline
value of > 1,75 is
commonly used for
diagnosing major
depression defined as
“a case, in need of
treatment”. This
borderline point
obtained
independently by the
clinical interview and
somewhat depending
on diagnosis and
gender is
recommended as a
valid predictor of
mental disorder. The
administration time of
HSCL-25 is 5 t010
minutes

Table 5: Backward/Forward: Italian, French, Bulgarian

[ ] Accepted after two rounds
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3.4.7. Croatian

There were two Delphi rounds to validate the Croatia Forward of HSCL-25.

Almost all proposals were accepted in round one. Nine excerpts entered the second
round butl1l items were problematic.

- 5 items (numbers 2, 3, 9, 10, and 15) were only gender problems about items talking
about fear and loneliness and the NI decided not to have a second round in relation to these.

- Item11: Feeling low in energy, the first translation was about feeling of losing power
or feeling weak. The participant’s comments here were about a lack of energy.

- Item 16: feeling hopeless, the 7 comments were more about desesperation than the
loss of hope.

- Item 17: feeling blue, the 5 comments were more about melancholy than sadness.

- Item 21: feeling no interest, the 5 comments were more about feeling indifference
than any interest.

- Item 14: losing sexual interest, the 5 comments were about the loss of interest while
the first translation was about the absence of sexual relation.

- Item 20: worrying too much, the 5 comments were about worrying beyond measure
unless first translation was just about worrying.

The progression of consensus after the new proposal of the NI and the first translator
for these 6 items was highly satisfying. At the end of the second round, the most frequenty
rate for all proposal was 9. The average of satisfaction for each rate at the end of the second
round is presented in table 5.

The forward translation was done by a second official translator (different from the
first one) and blind-knowledge of HSCL-25 and whose mother tongue was Croatian.

3.4.8. Greek

There were two Delphi rounds to validate the Greek Forward of HSCL-25. Almost all
proposals were accepted in round one. Nine excerpts entered the second round:
- Item N°1 (Being scared for no reason): the first proposal was “Eipot tpopoxpatnuévog
xopic artio ». Various synonyms were proposed in comments: « tapaypévog 1 eopiopévog »
and « tpopayuévog ». The second proposal was: « Eipot tpopayuévog yopic aitia ». This
second proposal reached consensus.

- Item N°3 (Faintness): the first proposal was “Advvouia ». Various synonyms were proposed
in comments: « Awobvpukn tdon », « atovia /aicOnpa advvapioc« The second proposal was:
« Alobnua MmoBupudg ». This second proposal reached consensus.

- Item N°11 (Feeling low in energy): the first proposal was “AicOdvopat kénwon . Various
synonyms were proposed in comments: “Agv &y evépyewn”, “Atcbavopor eEavtAnuévos”,
“AtcOavopar yopic evépyeln”,”Noiwbw va €yovv méoel ov umotopieg pov”.The second
proposal was: « AicOdvouar 6t1 dev Exm evépyeta ». This second proposal reached consensus.

- Item N°13 (Crying easily): the first proposal was “Kiom gokoro ». The second proposal
was: « Ebkoro khaua ». This second proposal reached consensus.
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- Item N°18 (Thinking of ending one’s life): the first proposal was “Zkéyeig vo dmoetl (o)
téhog ot Cmn ». Various synonyms were proposed in comments: « £y® oke@tel va dOO®
téhog ot (o1 (wov)». The second proposal was: « Tkéetopat va ddowm téhog ot Lo ». This
second proposal reached consensus.

- Item N°20 (Worrying too much): the first proposal was “Avnovy® mapo ToAv ». Various
synonyms were proposed in comments: « avinovyd mapa oAb ». The second proposal was:
« Avnovyd vrepPorkd ». This second proposal reached consensus.

- Item N°21 (Feeling trapped): the first proposal was “AwcOdvopor va pnv &
evolapépovto ». Various synonyms were proposed in comments: « aioOdvopat 61l dev Exm
EVOLOQEPOVTO », « aucOavopol mTog g pe evolopépel timote ». The second proposal was:
« AioBdvopar 611 Timote dev eivan evolapépov ». This second proposal reached consensus.

- Item N°23 (Worthless feeling): the first proposal was « AteOdavopat ava&iomta ». Various
synonyms were proposed in comments: « atoBdvopor avé&log », « aicOnua ava&iomrog »,
« onoBavopar dypnotog », « £y Vv aichnon o0t dev a&ilw timote », « acBhvopor otL dev
&yo xopd a&io».  The second proposal was: « AwsOdvopar o6t dev a&ilm timote ». This
second proposal reached consensus.

- Item N°24 (Poor appetite): the first proposal was “Avope&io ». Various synonyms were
proposed in comments: « petwpévn Opeén yo eoyntd », «dev €xm Opeln », « PEIOUEVN
6pe&n ».The second proposal was: « Meiwon tg 6peéne ». This second proposal reached
CONsensus.

NI sent the final Greek version of HSCL-25 to two translators forming the backward
translation team who translated it back to English. They were knowledgeable about health
care terminology. They were both GPs. The blind-back translation principle was respected.

3.4.9. Polish

There was only one round Delphi to validate the polish translation. All the proposal
were ranked 7 or above at 90% for one sentence, 93,3 % for five sentences, 96,6% for six
sentences, and 100% for the 20 remaining sentences.

The Polish version was then translated back to English by two independent translators;
therefore we have two different backward translations.
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Original english Croatian Greek Polish
version Forward Backward Forward Backward Forward Backward
I1zaberite jedan Emo.éCre my
o0ddo oero" Choose one answer KoAVTEPN Choose the best Wybierz najlepsza Please select the
Introductar Choose the best answer na'+g 4YQ1 4b3) Il'e that best describes | amdvinon yu to answer for how vou | @dpowiedz dotyczaca answer best
Y| for how you felt over the AT ! how you have been ThG Y Pana/Pani describing your
sentence opisuje kako ste se RN A have been feeling . . >
past week osiecali tiiekom feeling in the past acBavonkate over the past week samopoczucia w ciggu physical and mental
Jecatn ty week ™mv TedevTaio ostatniego tygodnia state during last week.
proslog tjedna
£fdopddo
Being scared for no Bili ste bezrazlozno You have been Eipat Being scared for no
1 lageni scared for no TPOUOYHEVOG reason Bac si¢ bez powodu Ungrounded fears
reason uplase reason K ®pig outiow
eeling fearfu ojali ste se - ) eeling fearfu oczucie strachu ear
2 Feeling fearful Bojal You have been ‘(:(‘)‘E?g:g&gg Feeling fearful P h F
. Bili ste slabiYou have You have been AioOnpa : . L
3 Faintness P ——— weak o Faintness Omdlenia Fainting
ervousness ili ste nervozni erviosismo ervousness Nerwowosé ervousness
4 N Bili . YOL:1 Qre:;/:ulgeen Nerviosi N ” N
5 Heart racing UbILZ:;g Z?Q; Je Yg:er nhfs (;t ngas Tayvraipio Heart racing Kotatanie serca Palpitations
remblin rhtali ste f pEHOVAL rembling rzenia remors
6 Trembling Drhtal Y"I‘r‘eﬁ;ﬁ;’ge” Tpepodi Trembl D T
eeling tense ili ste napeti . eeling tense czucie napigcia motional tension
7 Feeling t Bil You have been f;‘g’ggvvt‘;i‘ﬁ Feel U E |
. You have had a . .
8 Headache Boljela vas glava headache Tovoképoiog Headache Bole gtowy Headaches
eeling panic ili ste u panici : j eeling panic czucie paniki panic attac
9 Feeling p Bil You h;:sltc)een in Atigslvs;m Feel U K K
10 Feeling restless Bili ste uznemireni You L\;\s/:tbeen Alfgg;;# @ Feeling restless Uczucie niepokoju Anxiety
. . Niste imali dovoljno You haven’t had AwcOavopan 6t Feeling low in . . .
11 Feeling low in energy energije enough energy S energy Poczucie braku energii lacking energy
. s You have blamed Katnyopd tov Blaming (myself) Obwinianie samego
12 Blaming oneself Okrivljavali ste se yourself EOVT6 oV oneself siebie Self blame
. . s e You have felt like . . - . S . .
13 Crying easily Bili ste plagljivi iy Evkolo KAGpa Crying easily Placzliwosé Excessive weeping
Niste bili You have not been Andreo Losing sexual Utrata popedu
14 Losing sexual interest zainteresiraniza | interested in sexual | cefovoikod ’Ing pope Loss of sexual drive
A ] . interest seksualnego
spolni odnos intercourse £VOLOPEPOVTOG
15 Feeling lonely Bili ste usamljem YOL:Oh:evli", felt Affv[’[‘:;zm Feeling lonely Poczucie osamotnienia i Feeling of loneliness
. Osjecali ste You have felt Awbdvopon . Poczucie Feeling of
16 Feeling hopeless sebeznadno hopeless AnEATIOPEVOG Feeling hopeless beznadziejnosci hopelessness
17 Feeling blue Bili ste sjetni Yn(;:lgiri\\éic?l?sn gg:zgg)g Feeling blue Poczucie przygnebienia | Feeling of depression
s . s - . You have been ZKEPTOLOL VOU . .
18 Thinking 0If_fendlng ones Rajé?llzsiiltl:;vﬁ St thinking about ddow téhog oTn Th(::';,':%:f)e ?itzéng Mysli samobojcze Suicidal thoughts
fe taking your life Cony Y
. Osjecali ste sekao da | You have felt as if Awbdvopon . . Lo .
19 Feeling trapped ste u Klopci trapped raSEvEvOG Feeling trapped Poczucie uwiezienia | Feeling of entrapment
. Bili ste previse You have worried Awcbavopan ] Lo . .
20 Worrying too much Zabrinuti to0 much royBevyévos Worrying too much Zamartwianie si¢ Excessive worrying
. . . . . AwcOdvopon 6t : f
. . Bez interesa za bilo Without interest in . ; . . Poczucie braku Feeling of lack of
21 Feeling no interest o~ anything mz\)/; f;zpzt\\//m Feeling no interest saimteresowat interests
. o Awbdvopon 6t Feeling that
22 Feeling that everything is Sve vam je bilo Everything seemed 10, T0 Kabeti evervihin gre uires | Uczucie, ze wszystko Feeling that
an effort naporno too hard for you xpewdletat va yan e?for? jest cigzarem everything is a burden
KOV Tpooddeio
. Osjecali ste se You have felt AtoBdvopat 611 . Poczucie, ze jest si¢ Feeling of low self-
23 Worthless feeling bezvrijedno worthless dev a&ilo tinote Worthless feeling bezwarto$ciowym esteem
24 Poor appetite Imali ste slab apetit | Y haa;:e?i?g poor legg:];”g Poor appetite Staby apetyt poor appetite
25 Sleep disturbance Imah:;:\gr?jzl;ma sa| You ST:gp;i)r:gblem AI%T:V%T)XSQ Sleep disturbance Zaburzenia snu Sleep disorder

Table 6: Forward/backward: Croatian, Greek, Polish

[ 1 Accepted after two rounds
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Original english Croatian Greek Polish
version
Forward Backward Forward Backward Forward Backward
o Not at all Nimalo Not at all Kaborov Not a bit Brak None
>
8 A little Malo Alittle Atyo Alittle Troche Some
D
S Quit a bit Dosta Quite a bit Apketd Quite W duzym stopniu Considerable
<
Extremely Jako Alot Iéapa ToAD Very much Bardzo mocno Very strong

1st explanatory sentence

The HSCL-25 score is
based on pencil-and-
paper self-report of 25
questions about the
presence and intensity
of anxiety and
depression symptoms
over the last week.
Participants answer to
one of four categories
for each item on a
four-point scale
ranging from 1.00 to
4.00

HSCL-25 skor sastoji
se od 25 pitanja koja se
rjeSavaju jednostavno
olovkom i papirom, a
temelji se na
samoprocjeni
prisutnosti i intenzitetu
ansksioznih i
depresivnih simptoma
tijekom proslog tjedna.
Ispitanici odgovaraju
jednom od Cetiri
kategorija za svako
pitanje na skali od 1-4

HSCL-25 score
consists of 25 items
easily completed with
pencil and paper, and
is based on self-
assessment of presence
and on intensity of
anxiety and depression
symptoms in the past
week. The respondents
answer by one out of
four categories for
each itemona 1-4
scale

H Babporoyio tov
HSCL-25 Bacileton oe
ypomtd
EPOTNUATOAOYIO
avtooaglordynong 25
EPOTHOEDV GYETIKA [E
NV TEPOLGIN KoL TNV
£vToon Tov
GUUTTOUATOV GyYOVG
Ko KotdOAyMG Katd
mv TedevTaio
gfdopdda. Ot
GUUHETEXOVTES
AmaVTOVV G€ pia omd
TG TEGOEPIG
Kotnyopieg yio kOe
EPOTNHUO GE P
KAipoko, €0povg
1e660pmV PabudV pe
Téc and 1 péxpr 4

The HSCL-25 score is
based on a written
self-assessment
questionnaire of 25
questions about the
presence and intensity
of anxiety and
depression symptoms
during the last week.
Participants answer to
one of four categories
for each question on a
scale of four points
which ranges from 1
to4

Ocena testu HSCL-25
oparta jest na
kwetionariuszu 25
pytan, w ktorym
zakre$la si¢ na
papierze obecnosé i
nasilenie objawo6w
lgku i depresji w ciagu
ostatniego tygodnia.
Badani odpowiadaja
na jedno z czterech
mozliwych opcji na
skali mierzacej
wartosci od 1 do 4

The evaluation of the
HSCL-25 test is based
on a questionnaire
consisting of 25
questions where the
respondents mark on
paper the presence and
intentisty of the
symptoms of fear and
depression during last
week. Respondents
choose one of the four
options on the scale
from 1 through 4

2nd explanatory sentence

The HSCL-25 score
is calculated by
dividing the total
score (sum score of
items) by the
number of items
answered (ranging
between 1 and 4). It
is often used as the
measure of distress.
The patient is
considered as a
“probable
psychiatric case” if
the mean rating on
the HSCL-25is 3
1.55. A cut-off value
of 31.75 is generally
used for diagnosis of
major depression
defined as “a case,
in need of
treatment”. This
cut-off point is
recommended as a
valid predictor of
mental disorder as
assessed
independently by
clinical interview,
somewhat
depending on
diagnosis and
gender. The
administration time
of HSCL 25is 5 to
10 minutes

Skor HSCL-25 se
izraCunava dijeljenjem
ukupnog zbroja (zbroj

skora pojedinih
pitanja) s brojem
odgovorenih pitanje

(raspon od 1,00 do

4,00). Obi¢no se

koristi za mjerenje

distresa.Pacijent se
smatra « vjerojatno
psihijatrijskim
slucajem » ako je
srednja vrijednost na

HSCL-25 > 1,55.
Razdjelna tocka (cut-
off) >1,75 se koristi za

dijagnozu velikog

depresivnog
poremecaja i to kao
,,slucaj koji zahtjeva
lije¢enje”. Razdjelna
tocka se preporuca kao
validni prediktor
mentalnog poremecaja
podjednako kao i sama
procjena neovisnim
klini¢kim intervjuom,
dijelom ovisan o
dijagnozi i spolu.
Vrijeme za
ispunjavanje HSCL-25
je 5-10 minuta.

HSCL-25 score is
calculated by dividing
the total sum (sum of

scores of individual
items) by the number
of answered items
(range from 1.00 to
4.00). It is usually used
for distress
measurement. The
patient is considered ‘a
probable psychiatric
case’ if the middle
value at HSCL-25 >
1.55.The cut off point
>1.75 is used for
diagnosis of major
depressive disorder as
'a case requiring
treatment. The cut off
point is recommended
as a valid predictor of
mental disorder
roughly the same as
the assessment by
independent clinical
interview itself, partly
dependent on
diagnosis and
gender.HSCL-25
completion time is 5-
10 minutes.

H Bobporoyia Tov
HSCL-25 vroloyileton
SLupdvToG TN
cuvoAkn Pabporoyia
(aOporotiky
Bobporoyia tov
£POTNUATOV), S14 TOL
aplOpod Tov
epoTudTev Tov O
XPOVOG OPYNONG TOV
HSCL 25 givou 5 émg
10 Aemtd.amavTnOnkav
(kopouvopevo peta&d
tov 1,00 éwg 4,00).
Zoyvé ypnotpomoteitat
Yl TN péTpion mg
dvopopiag. O acbevng
Oswpeiton cav "mhavo
YOYLTPLKO
MEPIGTUTIKO™ €AV 1
péom Pabporoyia Tov
HSCL-25 givon
>=1,55. To 6pto Tov
>= 1,75 yevikdg
xpNoonotsiTon yio Tn
Sdyvwon g peilovog
KotabAnymg mov
opiletar g
"nepintwon mov ypriiet
Oepameiag”. Avtd to
06plo cuvicTatol Gov
£vag £yKupog
TPOYVOOTIKOG dEIKTNG
YOYIKNAG StaTapoyngc,
OnMmG eKTIHATOL
ave&dptnra and v
KAVIKN €wcova, N
onoia e&optdTon
KOmOG o
Siiyvoon kot 10 VAo

The HSCL-25 score is
calculated by dividing
the total score (the
sum of the score of the
questions) by the
number of the
answered questions
(ranging between 1.00
and 4.00). The patient
is considered as a
“probable psychiatric
case” if the mean
score of the HSCL-25
is >=1.55. A cut-off of
>=1.75 is generally
used for the diagnosis
of major depression,
which is defined as “a
case requiring
treatment”. This cut-
off point is
recommended as a
valid predictor of
mental disorder, as
evaluated
independently by the
clinical overview,
which depends on the
diagnosis and the
gender a bit. The
administration time of
HSCL-25 is between 5
and 10 minutes. Often
it is used to measure
stress.

Wynik testu HSCL-25
jest obliczany poprzez
podzielenie catkowitej
liczby punktéw (suma
punktow z kazdej
pozycji testu) przez
liczbg pozycji na ktore
udzielono odpowiedzi
(w skaliod 1 do 4).
Czgsto stuzy on do
pomiaru dystresu.
Pacjenta uwazamy za
"prawdopodobny
przypadek
psychiatryczny" jesli
$rednia ocena w tescie
HSCL-25 jest >/
(wigksza lub rowna)
1,55.Wartos¢
graniczng>/ (wigksza
lub réwna) 1,75
ogolnie przyjmuje si¢
w diagnozowaniu
cigzkiej depresji,
definiowanej jako
»przypadek
wymagajacy leczenia.”
Warto$¢ ta jest
zalecana jako istotny
czynnik w
przewidywaniu
obecnosci choroby
psychicznej,
wymagajacej jednak
niezaleznego wywiadu
klinicznego i w
pewnym sensie zalezy
od rozpoznania i pici.
Czas na wykonanie
testu HSCL 25 wynosi
od 5 do 10 minut

The HSCL-25 score is
calculated by dividing
the total score (sum
score of items) by the
number of items
answered (ranging
between 1,00 and
4,00). It is often used
as the measure of
distress. The patient
is considered as a
“probable psychiatric
case” if the mean
rating on the HSCL-
25is31,55. The
HSCL 25 test lasts
from 5 to 10 minutes.
A cut-off value of 3
1,75 is generally used
for diagnosis of major
depression defined as
““a case, in need of
treatment”. This cut-
off point is
recommended as a
valid predictor of
mental disorder as
assessed
independently by
clinical interview,
somewhat depending
on diagnosis and
gender.

Table 6: Forward/backward: Croatian, Greek, Polish

35




3.4.10. German

All items were accepted in the first round Delphi but several translations required
comments the most discussed items were the second explanatory sentence, item 1, 7, 10, 11,
16, 21 and 25.

Seven (15%) of the 46 items ranked below 7 are not commented and 22 (36%) of the
61 comments concern items ranked above 6.

The NIs sent the final German version of HSCL-25 to two independent translators
who translated it back to English. The translator from Hannovers team translated the items
and the one from Gottingens team the instructions. Their native language was German and
they were knowledgeable about health care terminology, so the blind backward translation
principle was respected.
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4. Discussion

4.1. Main results

HSCL-25 was translated in 3 languages family: Romance (Galician, Castilian, Catalan,
French, Italian), Slavic (Croatian, Bulgarian, Polish) and Greek. , a german version already
existed.

About Romances language : the French was the language which the most that (18) were
not accepted during the first round delphi, it was, most of the time, the tense used in common
language, the present, which led to several modifications on the final translation, compared to
the forward version that used the past tense. The meaning of the words, the syntax, the
quotations and the strength of the proposals seemed to be different possibly in relation to the
French language For the Hispanic languages (i.e Castilian, Catalan and Galician) and Italian,
the translation had to be adapted on the gender, and more precisely on the male plural form for
the Italian scale, which was the usual way of speaking in that country. Two round was
necessary in Italy (5 items unaccepted) and Galicia (3 items unaccepted).

For the German, all items were accepted in the first round Delphi. Unfortunately, it was
not possible to ensure the linguistic stability of the German version of the HSCL-25 in general
practice, as a German translation already existed. Moreover, the number of experts at the end
of the first Delphi round was insufficient (14).

About Slavics languages: for Croatia, 11 items were not accepted during the first round,
most of the time it was used the present perfect, which is a tense of state and not of action.
Regarding Polish and Bulgarian all items were accepted after the first round.

For the Greek 9 items were unaccepted after the first round, the HSCL-25 translation
was mainly based on an adaptation according to the gender.

HSCL-25 was achieved. All translations were linguistic relaible of the original version.
Previous translations of other forms of HSCL (HSCL-37) had failed to maintain this linguistic
stability by their mode of translation (69, 70). This work was a real novelty, by the assured
reproducibility of the translation result.

There was not need lot of round Delphi, in fact, only two rounds Delphi was necessary
in Galicia, France, Italy, Croatia, Greece and only one in the rest of the countries. This low
number of rounds is due to Hopkins Syndrom Check List which is very stable and a alpha of
Cronbach very high (it is used as a lowerbound estimate of the reliability of a psychometric test
like HSCL-25).

This study (under the auspices of EGPRN) proved that HSCL 25 is the best possible
tool, in terms of efficiency, reliability and ergonomics, to diagnose depression in European
Primary Care medicine in a research perspective; they used a RAND/UCLA methodology,
based on an SRL (71) and a Rapid Review (72). HSCL-25 allowed collaborative research,
subject to validate outpatients in primary care daily practice.
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4.2. Teachingq, research and practice future applications

The ergonomics of HSCL-25 will reassure students of the feasibility of such tests in
Primary Care Medicine. Teachers could use this validated tool as the basis of their courses for
depression diagnosis in FM. They could have enough confidence in the reliability and
efficiency data to teach it to their students.

Translation in ten European language of HSCL-25 allows collaborative research, multi-
centered in daily practice throughout Europe. This cross-sectional tool could allow transversal
research between psychiatry and primary care.

The comparison between the backward and forward translation will allow: on the one
hand, the ultimate control of the linguistic quality translation work of the whole process and on
the other hand, to identify the differences between the two English versions which are not
reducible despite the quality control.

Currently, migration is increasing in Europe (due to the complex geopolitical context,
globalization...), HSCL-25 has already been used in clinical settings both for refugee and
general populations (69, 70). These translations can help doctors in primary care to diagnose
depression while not speaking the patient's language.

HSCL-25 will allow homogenization of diagnoses and can be the treatment of
depressive patients later.

4.3. Strenght and limits
4.3.1. Strenght

The strength of the study is based on its methodology and the selection of GPs experts.

Quality of methodology:

The entire initial protocol was respected throughout the study. The translation of HSCL-
25 was obtained using known and reputed tools for maintaining this stability, a Delphi process
and a Likert scale (60, 61, 73, 74).

The scientific committee of the study choose the Delphi procedure because of its
capacity to be conducted quickly and cheaply. Because the Delphi procedure does not require
any face-to-face meeting, it preserves anonymity, limits leadership effect and conflicts of
interest and allows a rich panel of experts without any geographical constraints (75-77).

Delphi process with FPs experts performed an expert consensus on Galician, Catalan,
Castillan, French, Bulgarian, German, Croatian, Italian, Greek, Polish translation of the HSCL-
25. It must integrate idiomatic expressions, colloquial health phrase and emotional terms in
common use in order to be easy to use in GP practice and research.

The Likert scale is an international validated, qualitative and ordinal scale. The
ranking 7 or above guaranteed an adherence to the translation (50, 64, 78, 79).
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The HSCL-25 seems to be a very stable questionnaire because almost all excerpts
translations were accepted in one round. Half of the countries needed two Delphi round:
Greece, France, Galicia, Croatia, and Italy. All proposals were accepted in the second round.

The Delphi procedure was adapted to evaluate an issue quickly, with low cost and
without geographical constraints.

It allowed a convergent tendency to be obtained from various subjective elements. It
was also a reproducible consensus of opinion (47).

Quality of the panel

In this study, 11 Nationals leaders, 224 experts and 23 independants translators
participed. The panel is very heterogeneous, cosmopolitan, it’s a great strenght of this linguistic
translation This very high proficiency guaranteed the Delphi procedure’s high quality.

The average of international publications for national leaders was 13.8, for a total of
152 publications. The average of years of practice was 21.3 years, and 12.4 in terms of years of
research. All leaders were research and 72,7% were teachers. Leaders were instrumental in
selecting a varied and heterogeneous panel of experts.

The experts were 81,4% teaching and/or researching activity in a Family Medicine
Training Unit. Their clinical experience was very high. They were all english fluent. This very
high proficiency guaranteed the Delphi procedure’s high quality.

The translators were specialized in the linguistics of their country and spoke very well
English, they were selected by the national leaders.

The choice of a panel of general practitioners is made to have a vision of the primary
care specialist useful in everyday practice. The Delphi protocol required that they be
qualitatively representative and varied (60, 74).

Collaborative research work

This work was included in a European cooperative study responding to the need of
general practitioners in Europe (35).

The repetition of translations in all the different languages strengthened the overall
value of the results obtained.

One of the aims of this research was to create a diagnostic tool that can be used in
different European countries in primary care research (80).

4.3.2. Selection bias

In order to constitute the panel, experts were chosen to ensure a maximum of
heterogeneity and to increase its representativeness (56). According to Delphi procedure, GPs
experts were sufficient and selection criteria were strictly followed: they were native of the
country and it was their native language, they were English speaking and were in GP practice.

The experts were 81,4% teaching and/or researching activity in a Family Medicine
Training Unit.

To constitute the panel, experts were chosen to ensure a maximum of heterogeneity, to
increase its representativeness (56).

39



Males were more represented with 51, 6%.

About geographical heterogeneity, GPs experts were working in different locations. For
example in Spain (Catalonia, Castille, Galice), no GPs’ experts were working in a city <2000
habitants. It can be explained by the high proportion of academic researchers and by Spain
health organization. In Spain there is at least one health center in each municipality but GPs’
work in larger health centers, with usually 4-10 GPs for 6000-15000 patients. On the contrary,
in Greece, 38.4% of GPs' work in cities <2000, a majority of GPs’ were working in a rural
environment.

So the number of experts, their geographical heterogeneity, their different ways of
working, their experience reduced the selection bias.

4.3.3. Information bias

NIs’ organized the Delphi round according to protocol: they sent the same documents to
each expert, and they all received the whole protocol. No information bias was possible as
every participant had a full access to the whole data. The proposed translation and the rules of
procedure were clearly written. Furthermore, the short delay imposed by the Delphi process
was respected, therefore avoiding information bias.

4.3.4 Confounding factors

Forward-Backward is an international consensual process of translation and adaptation
of instruments. The Forward translation process aimed to respect the faithfulness of meaning in
English and in ten European languages. A specific attention was paid to choose GP researcher
and certified bilingual translator knowledgeable about health care terminology. To ensure
homogeneity, a backward translation was necessary. The backward translator was working
blind and was an academic official translator (47, 81). Each expert expressed his judgment
individually and anonymously. The lack of face-to-face meeting avoided the “opinion leader”
effect and limits conflicts of interest. All those arguments reduced the confusion bias.

Differences between the Original and the Back-translation appeared. Even if the
linguistic translation was reliable, the meaning of some items could be not completely similar.
Possible confounding bias could exist, related to the cultural differences. Those aspects will be
analysed with a cultural check (82, 83, 84). The next step is a cultural analysis of the translation
which will ensure the semantic reproducibility between the original version and the translation.
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5- Conclusion

The third phase of FPDM, using a Delphi procedure and Forward-Backward
translation, allowed the translation of HSCL-25 in Galicia, Catalan, Castilian, French, Italian,
Bulgarian, Croatian, Greek and Polish. We performed a consensual translation of HSCL-25 in
several European languages using a Delphi procedure adapted for a Forward-Backward
translation. This procedure aimed to produce the best translation, taking into account cultural
differences and special features. Delphi process was extensively used in many domains
because it does not require any face-to-face meeting and preserve anonymity, so it limits
domination effect and conflicts of interest effects.

The GPs’ can exchange more objectively with healthcare authorities and psychiatrists
on the prevalence, incidence and treatment of depression in primary care. The interest of
HSCL-25 is in research, practice and teaching.

A cultural check will verify their validity, ensuring that the meaning of every
translation remains the same compared to the original English version.

During the next step (fourth phase), every national team will test HSCL-25 to ensure its
ergonomics in a general practice setting.
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Annex 1: HSCL-25 Hopkins Symptom Checklist

Département Universitaire de Médecine Générale
22, avenue Camille Desmoulins CS 93837 — 29238 — Brest CEDEX 3
ST e Tél: 0298 016552 —fax :0298 01 64 74

UBO,

Choose the best answer for how you felt over the past week:

Iltems 1. “Not at all” 2:°Alittle” 3:Quite a bit”: | 4: “Extremely”
1 Being scared for no reason
2 Feeling fearful

3 Faintness

4 Nervousness

5 Heart racing

6 Trembling

7 Feeling tense

8 Headache

9 Feeling panic

10 | Feeling restless

11 | Feeling low in energy

12 | Blaming oneself

13 | Crying easily

14 | Losing sexual interest

15 | Feeling lonely
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16 | Feeling hopeless

17 | Feeling blue

18 | Thinking of ending one’s life

19 | Feeling trapped

20 | Worrying too much

21 | Feeling no interest

22 | Feeling that everything is an effort
23 | Worthless feeling

23 | Poor appetite

25 | Sleep disturbance

The HSCL-25 score is calculated by dividing the total score (sum score of items) by
the number of items answered (ranging between 1,00 and 4,00). It is often used as the
measure of distress.

The patient is considered as a “probable psychiatric case” if the mean rating on the
HSCL-25is 3 1,55.

A cut-off value of 3 1,75 is generally used for diagnosis of major depression defined as
“a case, in need of treatment”. This cut-off point is recommended as a valid predictor of
mental disorder as assessed independently by clinical interview, somewhat depending on
diagnosis and gender.

The administration time of HSCL 25 is 5 to10 minutes.
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Annex 2: informed consent (to translate in your lanquage)

Département Universitaire de Médecine Générale
22, avenue Camille Desmoulins CS 93837 — 29238 — Brest CEDEX 3
Tél: 02 98 01 6552 —fax : 0298 01 64 74

INFORMATION NOTICE

International Investigator Senior Coordinator
Name: Nabbe Patrice

Address: Departement de médecine générale, Faculté de Médecine de Brest, 22,
avenue Camille Desmoulins, 29238 Brest cedex 3

International Developer

Département Universitaire de Médecine Générale — 22 avenue Camille Desmoulins -
29238 Brest Cedex 3

National investigator senior coordinator:

Name:
Address:
National developer:

Dear Madam or Sir

You are invited to participate in a survey by A.AUGUSTIN (trainee in general
practice, GP...). The department of general practice from BREST. is the national developer of
that survey. He is responsible for it and assumes its organization.

Mrs/Mr ........... will explain his/her work to you. If you decide to participate you will
be asked to sign a consent form. This signature will confirm that you did agree to participate.

1. Course of study

A Delphi procedure. This Delphi procedure will be fully anonymized and it will be
impossible for a study reader to identify you.

2. Potential risk of study

There are no risks associated with your participation in this study
3. Potential benefits of the study
There is no potential benefit to this study

4. Voluntary participation

Your participation to this study is entirely voluntary.

You are free to refuse to participate and to terminate your participation in the study at
any time and without incurring any liability or any injury of this fact and without causing
consequences.

In this case you must inform the investigator of your decision

In the event that you withdraw your consent, we will conduct a computer processing
of your personal data unless written objection on your part.
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During the study, your investigator will notify you, if new facts might affect your
willingness to participate in the study.

5. Obtaining complementary informations

If desired, Patrice Nabbe or local national investigator (phone number), who can be
reached at telephone number: 00 33 674 36 43 22 at any time can answer all your questions
about the study.

At the end of the study, and at your request, your investigator will inform you of the
overall results of this research.

6. Confidentiality and use of medical or personal data

As part of biomedical research in which the DUMG Brest, Patrice Nabbe and your
national investigator offer to participate, a treatment of your personal data will be used to
analyse the results of research in light of the objective of that study which was presented to
you.

To this end, the data collected, including any survey and the data on your lifestyle will
be forwarded to the promoter of the research where the data will be processed in this study.

Those data will be anonymized and their identification will be held with a code
number.

Staff involved in the study is subject to professional secrecy.

These data may also, under conditions ensuring their confidentiality be transmitted to
the national or European health authorities.

Under the provisions of Law you have the right to access and modify. You also have
the right to object to the transmission of data covered by professional secrecy.

If you agree to participate in this study, thank you to complete and sign the consent
form. You will keep a copy of it.

51



Annex 3: Consent Form for each leader

Consent Form (for each leader with department of general practice, Brest, France |

Promoter : Département Universitaire de Médecine Générale — 22 avenue Camille
Desmoulins - 29238 Brest Cedex

Dr: NABBE
| 11 g [

Address: Departement de médecine générale, Faculté de Médecine de Brest, 22,
avenue Camille Desmoulins, 29238 Brest cedex 3, FRANCE

National leader investigator name

Address: ..o

University:

Asked me to participate in a Forward-Backward translation.

I had time to reflect on my involvement in this study. | am aware that my participation
is completely voluntary and that the study will entail no additional cost to my charge.

I can, at any time, decide to leave the study without giving reasons for my decision
and that it does without consequences.

| understood that the data collected during the research would be protected in
accordance to confidentiality. They can only be accessed by persons subject to professional
secrecy belonging to the team-investigating physician, mandated by the promoter.

| accept the computerized processing of personal data in accordance with the data
protection act. | have been informed of my right to access and rectify data concerning me.

My consent does not absolve the responsibilities of the organizers of this research. |
retain all my rights guaranteed by Law.

Done in two originals
) , the dd/mm/yyyy
Name, first name of national leader: Name, first name of the interviewee:

Signature:
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Annex 4: Consent Form for each national team

Consent Form (for each national leader with each member of local national team) |

Promoter: Deépartement Universitaire de Médecine Générale — 22 avenue Camille
Desmoulins - 29238 Brest Cedex 3

Local investigator name
Address:

University:
Asked me to participate in a Delphi consensus.

I had time to reflect on my involvement in this study. | am aware that my participation
is completely voluntary and that the study will entail no additional cost to my charge.

I can, at any time, decide to leave the study without giving reasons for my decision
and that it does without consequences.

| understood that the data collected during the research would be protected in
accordance to confidentiality. They can only be accessed by persons subject to professional
secrecy belonging to the team-investigating physician, mandated by the promoter.

| accept the computerized processing of personal data in accordance with the data
protection act. | have been informed of my right to access and rectify data concerning me.

My consent does not absolve the responsibilities of the organizers of this research. |
retain all my rights guaranteed by Law.

Done in two originals
) , the dd/mm/yyyy

Name, first name of investigator: Name, first name of the interviewee:
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LE BRIS Tanguy - THE HOPKINS SYMPTOMS CHECKLIST IN 25 ITEMS : TRANSLATIONS IN CASTILIAN,
GALICIAN, CATALAN, FRENCH, GREEK, ITALIAN, POLISH, BULGARIAN AND CROATIAN SYNTHESIS

54 pages, tables, annexes, Thése Médecine: Brest 06/2017

RESUME / ABSTRACT

Introduction : Depression is the second most common chronic disorder in primary care. Inter-individual and
cross-cultural variations can alter the expression of symptoms. The 25-item Hopkins Symptom Checklist (HSCL-
25) was selected by the Family Practice Depression and Multimorbidity (FPDM) study of the European General
Practice Research Network (EGPRN) as the most appropriate to diagnose depression according to criteria
efficiency, reproducibility and ergonomics versus DSM.The objective was to synthesize the linguistic translations
previously produced in Galician, Castilian, Catalan, French, Italian, Greek, Croatian, Bulgarian, German, Polish.

Method: Backward-forward translation by Delphi rounds was used to make consensus. A panel of general
practitioners (Gp) experts was recruited by a national investigator (NI) in each country. The quantitative data was
made with a Likert scale. Consents and anonymity were guaranteed by NI. The backward translation was carried
out blind from the original.

Results : The panel complies with the inclusion criteria. A single round delphi was needed in Poland, Bulgaria,
Germany, Castile and Catalonia, a German version already existed, items were accepted with commantaries. Two
were necessary in France, Croatia, Greece, Galicia, Italy after experts disagreed on few items. No more rounds
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