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Introduction

The prevalence of depression in the community is high. Therefore, it is necessary to examine the information needs on depression in the community. This cross-sectional study aimed to translate and evaluate the psychometric properties of the Depression Information Needs Scale (DINS) among the general population.





Methods

The translation and assessment of the validity and reliability of the DINS were conducted from February 2022 to May 2023 in Gonabad, Iran. The inclusion criteria in this study were individuals 18 years or older, those living in Gonabad for 1 year or more, and participants who provided written informed consent. Sample sizes of 546 and 629 were used for the exploratory factor analysis (EFA) and confirmatory factor analysis (CFA), respectively. The reliability of the DINS was examined using three methods: McDonald’s omega coefficient, test–retest reliability, and Cronbach’s alpha coefficient.





Results

Most participants were women, had a bachelor’s degree, and were married. The values of 0.959 for scale content validity index averaging (S-CVI/Ave) and 0.817 for content validity ratio (CVR) were calculated. In the EFA section, four factors with eigenvalues greater than 1 were extracted and explained 63.861% of the variance. Only two items were not placed in related or acceptable factors and were deleted. Finally, based on the results of the goodness-of-fit indexes (e.g., RMSEA = 0.074, CFI = 0.944, NFI = 0.930, and GFI = 0.911), the scale was approved with 18 items and 4 factors: lived experience (4 items), general (facts about depression) (6 items), research and policies (4 items), and specific treatments (4 items). For all the DINS items, the McDonald’s omega coefficient, Cronbach’s alpha coefficient, and Intraclass Correlation Coefficient (ICC) were 0.953, 0.950, and 0.957, respectively.





Conclusion

The Persian version of the DINS was validated with 18 items and 4 factors, and this scale can be used to assess depression information needs in the general public and specific groups.





Keywords: psychometric, validity, reliability, depression, translation





Introduction

Depression is one of the most common mental illnesses, affecting approximately 280 million people around the world. Depression is one of the main causes of suicide, the major cause of disability, and the second leading cause of death among individuals 15–29 years of age (1–4). A systematic review study in Iran has shown that 52% of Iranian elderly (5) and 42.3% of Iranian children suffer from depression (6). In another systematic review, 2.3% of men and 4.8% of Iranian women had major depression disorder (7).

Depression is associated with loss of pleasure, sadness, guilt, weak focus, appetite disorders, sleep disorders, and fatigue (8). Studies have shown that depression is associated with decreased social performance and quality of life and increased risks of chronic diseases such as hypertension, diabetes, coronary artery disease, and even death (3, 9, 10). Depression prevention can reduce the burden of depression disorders, the occurrence of new episodes of major depression disorder, and costs (11). One of the initial depression prevention strategies is education and public awareness programs (12, 13), which in turn strengthen individual empowerment, improve self-management, improve treatment, facilitate decision-making, and ultimately improve mental health (14).

Unfortunately, in mental health educational resources, individuals’ educational needs in terms of mental health are rarely considered, and it is necessary to conduct needs assessment before any educational intervention is conducted to ensure its effectiveness (14). Assessment of information needs identifies the gap between current and desired situations. Needs assessment also facilitates community participation in programs, creating a basis for program analysis and preventing resource loss (15, 16). It will not be possible to understand and recognize the needs for depression information without a valid and reliable tool (14).

A study by Ghadirian et al. in 2017 in a population of people aged 18 to 68 living in Tehran showed that approximately half of the participants were not only unable to identify the signs and symptoms of depression but also did not intend to seek help (17). These findings indicate that Iranian adults have unmet informational needs related to depression. In another study of medical students in Iran, it was found that approximately 64.4% of the students were not able to recognize the signs and symptoms of depression, which highlights the depth of this information gap because it is expected that medical students will have more knowledge in this field (18). The results of another study conducted in 2020 on the general Iranian population revealed an inadequacy of depression literacy in most participants (19). These studies collectively highlight the unmet informational needs of depression and the necessity of comprehensive needs assessment and the implementation of targeted educational interventions. Furthermore, these studies raise the possibility that previous education on depression was not based on individuals’ real information needs and was not successful in promoting depression literacy. Therefore, untargeted depression education could only result in a waste of public funds.

One of the best tools for examining depression information needs is the Depression Information Needs Scale (DINS), which was designed by Griffiths and Crisp. The questionnaire has 20 questions and 4 subscales of lived experience, general (facts about depression), specific treatments, and research and policies (14). Based on the our search, there was not a suitable instrument can assess the unmet information needs of the Iranian population regards to depression. Given the importance of depression and the information needs for this disease, this cross-sectional study aimed to translate the DINS into the Persian language and evaluate its psychometric properties among the Iranian general population.





Methods

This cross-sectional study was conducted in Iran involving 1,175 patients referred to health centers from February 2022 to May 2023.




Sample size

Based on the previous studies by Tabatchnick and Williams, the recommended sample size for this type of study would be 500 or more (20, 21). Different samples need to be performed for exploratory factor analysis (EFA) and confirmatory factor analysis (CFA) (22). In this psychometric study, EFA and CFA were assessed using different sample sizes: 546 for EFA and 629 for CFA.





Sampling

Stratified random sampling was applied in this study. Considering that the target population of this study involved adults aged 18 years and older, community health centers were selected as the most suitable locations for sampling. In these centers, all members of society in any age group, including children, teenagers, adults, and the elderly, have electronic health records, and in this way, they receive health services either by telephone or in person. As a result, these centers provided researchers with the most comprehensive sampling frameworks; thus, they were selected as our sampling settings. After selecting all Gonabad health centers (n = 3) as strata, simple random sampling was performed according to the sampling framework and population ratio of each center. The inclusion criteria in this study were individuals aged 18 years or older, those living in Gonabad for more than 1 year, and participants who provided written informed consent to participate in this study. The only exclusion criterion in this study was an incomplete response to the questionnaire (questionnaire with more than 20 % missing data).





Instruments

The DINS, developed by Griffiths and Crisp, is one of the instruments used for assessing depression information needs, with 20 items and 4 subscales: lived experience (with 5 items), general (facts about depression) (with 7 items), research and policies (with 4 items), and specific treatments (with 4 items) (14). The items were scored using a five-point Likert scale, with 0 indicating completely disagree and 4 indicating completely agree. The minimum score is 0 and the maximum is 80, and a high score indicates that people need more information on depression (14). The validity results of this tool provided four factors, and the DINS had good reliability (Cronbach’s alpha coefficients of the general subscales, specific treatment, research and policies, and lived experience were 0.95, 0.92, 0.91, and 0.96, respectively) (14).





Translation and cultural adaptation

At first required written consent was obtained from Dr. Kathy Griffiths. After that, the DINS was translated according to the translation and cultural adaptation guidelines (23). First, two translators were recruited to translate the DINS from the original language into the target language (English to Persian). In the second stage, the research team combined the two translations and discussed possible differences. In the third step, two translators translated the combined version of the second step from the target language to the original language (Persian to English). In the fourth step, the two English translations were merged, and the merged English version was translated into Persian in the final step and used to evaluate the validity and reliability of the DINS.





Validity

To assess the content and face validity, the tool was sent to 11 experts (psychology professionals and specialists in health education and promotion), and their comments were used in the questionnaire. Also, qualitative face validity of the items of DINS were evaluated by 11 people in target group. Quantitative content validity was assessed using content validity ratio (CVR) and scale content validity index averaging (S-CVI/Ave). In the S-CVI/Ave section, each question of the DINS was assessed in terms of relevance (24), and a value >0.9 is acceptable for the S-CVI/Ave section (25), and a value >0.59 is acceptable for CVR (26). The modified kappa value was also calculated for each DINS item. A value from 0.40 to 0.59 is fair, a value from 0.60 to 0.74 is good, and a value >0.74 is excellent (24, 27).





EFA

Exploratory factor analysis was used to identify extractable factors. To this end, a factor loading ≥0.4, a scree map, and a maximum of 25 rotation repetitions were considered (28, 29). To perform the EFA, sample size sufficiency was assessed by Bartlett’s Test of Sphericity (BTS) and Kaiser–Meyer–Olkin (KMO) (30, 31). This section was implemented using SPSS v24.





CFA

Factors extracted in EFA were assessed in CFA using AMOS v24. In this section, to prepare the data for analysis, the Mahalanobis test was used to find the outlier data. To check the data normality, skewness and kurtosis were used. After preparing the data, factors extracted were evaluated by goodness-of-fit indexes such as the comparative fit index (CFI), Tucker–Lewis index (TLI), parsimonious normed fit index (PNFI), relative fit index (RFI), chi-square (χ2), degree of freedom (df), parsimony comparative fit index (PCFI), normed fit index (NFI), incremental fit index (IFI), root mean square error of approximation (RMSEA), and goodness-of-fit index (GFI) (32–34). Based on the literature, the acceptable value for each goodness-of-fit index is IFI >0.9, TLI >0.9, PNFI >0.5, RMSEA <0.08, GFI >0.9, NFI >0.9, CFI >0.9, χ2/df <5, PCFI >0.5, and RFI >0.9 (32–35).





Reliability

The reliability of the DINS was examined using three methods: McDonald’s omega coefficient, test–retest reliability, and Cronbach’s alpha. In test–retest reliability, the Intraclass Correlation Coefficient (ICC) was calculated. To check the reliability, 37 participants were studied, and the questionnaire was completed two times; the second time was 1 month after the first time. To evaluate reliability, two software programs (JASP v0.11.1.0 and SPSS v24) were used. Regarding Cronbach’s alpha, 0.6 ≤ α ≤ 0.7 is acceptable and α ≥0.8 is very good (36). ICC >0.9 is excellent, 0.75 ≤ ICC ≤ 0.9 is good, 0.5 ≤ ICC ≤ 0.75 is moderate, and ICC <0.5 is poor (37). In general, a reliability coefficient greater than 0.70 is acceptable (38).






Results




Demographic characteristics

In EFA, 51.1% (n = 279) were male, and in CFA, 53.7% (n = 338) were female (Table 1). In the EFA and CFA, the mean (SD) age of the participants was 33.91 (13.12) and 33.17 (13), respectively.


Table 1 | Frequency distribution of demographic characteristics.







Face and content validity

After the validity assessment by 11 experts, two items in qualitative face validity and three items in qualitative content validity were modified (using simple and appropriate Persian words), respectively. In terms of quantitative content validity, values of 0.959 for S-CVI/Ave and 0.817 for CVR were calculated. The modified kappa for the 18 items was excellent, and the value for all items was 0.926 (Table 2).


Table 2 | The I-CVI and modified kappa for each item of the DINS.







EFA section

There were no missing data in this section. The results of the KMO (0.936) and BTS (χ2 = 7,603.659, df = 190, P < 0.001) showed that the samples were sufficient for EFA. In this section, four factors with eigenvalues greater than 1 were extracted and explained 63.861% of the variance (Table 3, Figure 1). The results of Table 4 show the place of each item in extracted factors and based on the original scale; only two items did not place in related and acceptable factors. Item D7 (“How I can help someone who is depressed”) moved from the general (facts about depression) factor to the lived experience factor, and item D12 (“People’s experiences of which treatments work for their depression”) moved from the lived experience factor to the specific treatments factor. After checking these results, two items, i.e., D7 and D12, were deleted (Table 4).


Table 3 | The four-factor structure of the Persian version of the DINS.






Figure 1 | Scree plot of the factor analysis of the Persian version of the DINS.




Table 4 | Rotated factor matrix of the Persian version of the DINS.







CFA section

In this section, data were normal and there were no missing data. After that, four extracted factors with 18 items were evaluated by CFA. The results of Table 5 show that the factor loading of all items was greater than 0.7 (Table 5, Figure 2). Based on the results of Table 6, the model fit indicators (such as RMSEA = 0.074, NFI = 0.930) indicated that the final model was acceptable with 18 items and 4 factors: lived experience (4 items), general (facts about depression) (6 items), research and policies (4 items), and specific treatments (4 items) (Table 6). The final Persian version of the DINS was uploaded as Supplementary Material (Appendix 1).


Table 5 | Factor loadings of the Persian version of the DINS.






Figure 2 | Standardized parameter estimates for the factor structure of the DINS.




Table 6 | The model fit indicators of the Persian version of the DINS.







Reliability section

Table 7 shows the scale reliability results. For all DINS items, the McDonald’s omega coefficient, Cronbach’s alpha coefficient, and ICC were 0.953, 0.950, and 0.957, respectively. The reliability of each factor is presented in Table 7.


Table 7 | Reliability and descriptive statistics of the Persian version of the DINS.








Discussion

This study aimed to evaluate the psychometric properties of DINS. In general, the Persian version of the DINS demonstrated robust psychometric properties.

Similar to the original DINS and according to the EFA results, the Persian version of the DINS also yielded four factors (general, lived experience, research and policies, and specific treatment) with specific values greater than 1 capable of predicting 63.861% of the variance. According to the EFA results, only two items were not in the relevant and acceptable factors, and 18 items were placed in the four main subscriptions. In addition, these four factors were examined in the CFA stage, and all questions in the questionnaire were confirmed.

In this study, the first factor was “general (facts about depression),” which was confirmed with six questions. This factor relates to the general facts of depression, including symptoms, causes, periods, treatment, outbreaks, and sources, and emphasizes that community members with depression have information needs regarding the general factors of the disease that must be properly available to them. The results of a study by Prins on perceived needs to take care of mental health and depression in the Netherlands showed that information needs were not provided by one-third of the participants about their illness or were provided at a very small amount (39). It is difficult to manage a disease when individuals with depression are not sufficiently well informed about their illness (40). On the other hand, numerous studies have shown that when people obtain accurate information about their illness, they are more likely to follow treatment, and unmet information needs can lead to delayed or inadequate treatment, poor adherence, increased stigma, and a higher risk of relapse or recurrence (41, 42). Therefore, a tool that can assess the depression information needs of individuals is necessary for conducting interventions.

According to the results of this study, the second factor to be approved was “lived experience,” which was confirmed by four questions. The lived experience factor refers to the personal experiences of people with depression regarding coping strategies during the acute period to improve their depression, their treatments, and others’ attitudes toward depression. In the study by Jorm et al., it was mentioned that the beliefs of people with experience of depression about mental disorders differ from those of health professionals. Therefore, patients with depression may have very different opinions from physicians regarding what interventions are useful (43). As a result, the experiences of depression patients can be part of the important information needs for the general people. Some studies have emphasized the critical role of lived experience perspectives in understanding and addressing the unique information needs of people with depression (2, 44). Therefore, incorporating these insights can lead to more impactful, person-centered resources and interventions to support those affected by this condition.

The third factor that was approved was “research and policies,” which was confirmed with four questions. The focus of this factor is on workplace policies, government policies, financing research, and research-related depression results. By understanding the specific areas where information is lacking and implementing policies that enhance access to this information, stakeholders can better support individuals struggling with depression. Patients’ information about the results of research on depression can help them better understand the disease and its effective treatments (45). Policies can also increase confidence among patients with depression in accessing the required care services. Therefore, awareness of research findings and policies is an important information requirement for people with mental disorders (46). Griffiths demonstrated that providing information about workplace laws and government policies to individuals suffering from depression, along with updates on the latest research findings in the field, significantly improved disease management and motivated patients to adhere to their treatment plans (14). Numerous studies underscore the critical role of research and policies in understanding, prioritizing, and addressing the multifaceted information needs of people with depression (2, 47). Therefore, by using an appropriate tool that can measure this factor, more comprehensive and effective informational resources and interventions can be developed to support people affected by depression.

According to the results of this study, the fourth factor that was approved was “specific treatments,” which was confirmed by four questions. This factor refers to information about specific treatments for depression and the side effects of treatments and psychological treatments. The results of a qualitative study by Fossey et al. showed that patients with mild to moderate mental disorders lack information regarding diagnosis and treatment options (48). Bowskill et al. also reported patient dissatisfaction with the information provided by health professionals for mental disorder therapies, including the nature, treatment period, and prescribed medications (49). In general, targeted information is important not only for patients with mental disorders but also for community members because mental health literacy is likely to help people diagnose the primary symptoms of mental illness and seek mental health services in the early stages of the disease (2). Various studies have emphasized the vital role of providing comprehensive and tailored information about specific treatment options to meet the needs of people with depression (14, 50). By prioritizing this aspect, healthcare providers and information resources can support depressed people in making informed choices about their care and participating more actively in the treatment process.




Strengths and limitations

The large sample size of this study and the fact that it was conducted in the public community were the strengths of the study, and the DINS is useful for different target groups. The use of a self-report questionnaire may introduce cognitive biases, which is a limitation of this research. Another limitation of this study was that it was conducted in a single region and city, which may limit the generalizability of the findings to a broader population of people with depression.






Conclusion

The Persian version of the DINS is of crucial importance at this juncture given the shift of focus and huge emphasis on mental health worldwide, including Iran. It is hoped that this scale will improve the quality of educational interventions related to depression and address the knowledge gap among the Iranian public. This scale can be used to evaluate the information needs of patients with depression, as well as the effect of various interventions to improve information. The scale can also serve as a basis for developing clinical guidelines for providing appropriate and targeted information to consumers with mental health. However, further research is required to confirm the validity and reliability of the DINS in different subgroups. The replication of the study in other regions, cities, or countries is also suggested to evaluate the transferability of the findings.
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