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Background: The high incidence of post-stroke depression (PSD) during
rehabilitation exerts a negative effect on the treatment and functional recovery
of patients with stroke and increases the risk of mortality. It is necessary to
screen PSD in the rehabilitation stage and thus provide effective intervention
strategies. However, existing measurements used to assess PSD in the
rehabilitation stage in patients with stroke lack specificity. This study aimed
to develop a clinical measure to assess symptoms of PSD in the rehabilitation
stage.

Methods: The research team created the initial items through a literature
review and semi-structured interviews of patients with stroke. Then,
the symptom-related items were estimated by three panels: healthcare
professionals (N = 41), Delphi experts (N = 15), and patients with stroke in
the rehabilitation stage (N = 30).

Results: The literature review and semi-structured interview produced 51
symptom-related items including six domains, and the items were reduced
to 47 by the healthcare professionals. The symptom-related items were
further reduced to 33 items by a two-round Delphi consultation. The initiative
coefficients of the two Delphi rounds were 71.4 and 100%, the expert authority
coefficients were both 0.85, Kendall's W were 0.152 and 0408 (p < 0.01), and
the coefficient of variation (CV) were 0.05-0.32 and 0.00-0.18, respectively.
The item-level content validity index (I-CVI) was 0.53-1.00, the scale-level
CVl/universal agreement (S-CVI/UA) was 0.26, and the S-CVl/average (S -
CVI/Ave) was 0.85 for the first found Delphi consultation; the I-CVI was
0.67-1.00, the S-CVI/UA was 0.61, and the S-CVI/Ave was 0.97 for the
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second round Delphi consultation. All content validity indicators have been
significantly improved compared with the first round. Using mean > 4 and full
score > 0.5, combined with CV < 0.16 as the item criteria, a clinical measure
of PSD with 33 items and 6 dimensions (cognition, sleep, behavior, emotion,
body, and guilt) was finally formed after two rounds. The patients with stroke
made no further revisions after evaluation.

Conclusion: The research team developed a specific tool with good content
validity to assess the symptoms of PSD in the rehabilitation stage.

post-stroke depression, content validity, instrument development, Delphi panel,
rehabilitation stage

Introduction

Post-stroke depression (PSD) is a serious and common
complication after stroke, which mostly presents with a
depressed mood, anhedonia, and lack of sleep and exerts
negative effects on patients with stroke (Hirt et al., 2020; Wang
etal., 2020). Approximately, one-third of stroke survivors suffer
from PSD at different stages after stroke, which include the
early stage, the rehabilitation stage, and the sequelae stage
(Towfighi et al, 2017). However, other studies have shown
that the incidence of PSD during the rehabilitation stage is
much higher than in other periods after stroke (Dafer et al,
2008; Haq et al, 2010). Rehabilitation stage PSD refers to
the PSD that occurred in patients with stroke during their
rehabilitation stage (stroke within 1-6 months) (Huang and
Guo, 2001). Rehabilitation stage PSD not only plays a negative
effect on patient rehabilitation but also reduces patients’ level
of functional independence (Paolucci et al., 1999; Ezema et al,,
2019), and stroke survivors have an increased risk of mortality
where rehabilitation stage PSD occurs (Cai et al., 2019). Thus,
it is particularly important to assess the rehabilitation stage of
PSD given the increased risk of mortality and the poor prognosis
associated with PSD (Yang et al., 2017).

Presently, three types of screening tools, namely the
Diagnostic and Statistical Manual of Mental Disorders-IV
(DSM-1V), the ordinary depression rating scales, and the
specific rating scales for PSD, are used to assess the rehabilitation
stage PSD. However, they all have certain shortcomings when
screening the rehabilitation stage PSD. For DSM-1V, it may be
misdiagnosed when used to screen for PSD in the recovery
stage, and some non-PSD patients will be diagnosed as PSD
(Yue et al, 2015). It is over-professional and can only be
used by professional physicians, it is not suitable to be used
by untrained nurses (Cinamon et al, 2011). The ordinary
depression rating scales, such as the Hamilton Depression
Rating Scale (HAMD) and the Beck Depression Inventory II
(BDI-II), are not specifically designed for patients with stroke
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and may lack specificity and sensitivity. The items in these
scales may be unable to assess all the specific symptoms of
rehabilitation stage PSD (Almeida and Almeida, 1999; Wang
et al,, 2011). In terms of the specific rating scales for PSD, such
as the Post-Stroke Depression Rating Scale (PSDRS), the Yale-
Brown Single-Item Screening Question, and the Post-Stroke
Depression Scale (PSDS), the disadvantages are as follows. The
evaluation results of PSDRS are greatly affected by age, and there
is no demarcation point, which is not conducive to the judgment
of PSD (Quaranta et al., 2012; Przewoznik et al., 2016). The Yale-
Brown Single-Item Screening Question has only one item: “are
you depressed?,” which cannot fully grasp the symptoms of the
rehabilitation stage PSD and thus is unable to guide subsequent
management (Watkins et al., 2007). The sample size during
the development of the PSDS was small, and its reliability and
validity need to be further verified when used in the assessment
of the rehabilitation stage PSD (Yue et al,, 2015).

In summary, the shortcomings described above limit their
use to assess the rehabilitation stage PSD. The pathogenesis
of PSD is different at different stages and the symptoms of
PSD also vary by period (Wei et al, 2015), which generates
an urgent need for the development of a specific screening
tool for rehabilitation stage PSD. The Cannon-Bard theory
of emotion was employed as the theoretical basis for this
study (Cannon, 1929). According to the Cannon-Bard theory,
emotion is produced by the thalamus after the body encounters
stimulation (events), and it is related to physical changes.
Physical changes and emotion are two independent components
that bring different changes to individual activities as shown in
Figure 1. Stroke as a stimulus event will bring corresponding
physical changes and emotional experiences to patients, which
in turn causes changes in patient behavior. According to the
Cannon-Bard theory of emotion, the conceptual framework of
this study is constructed as shown in Figure 2. The conceptual
framework shows that the items of the PSD screening scale
were mainly constructed from three aspects: physical change,
emotional experience, and behavior. Specifically, the physical
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FIGURE 2
Conceptual framework for the measurement development.

changes of patients with stroke are diet, sleep disorders,
limb paralysis, and so on, which were concluded to be two
subaspects of physical change and sleep change; the emotional
experience includes depression, anxiety, and obsession. The
physical and behavioral changes lead to a series of behavioral
changes, such as crying, decreased activity, and interpersonal
relationship. In addition, the literature review found that
there was cognitive impairment in patients with PSD during
rehabilitation, thus cognition is added as an independent
aspect to the conceptual framework. Furthermore, we conclude
from the relevant clinical practice experience of the research
team members that guilty is common in patients with stroke,
thus it is also added to the conceptual framework as one
independent aspect (Figure 2). To sum up, this study aimed
to develop a specific screening tool for patients with stroke
in the rehabilitation stage from the aspects of cognition,
physical change, sleep change, behavior, emotion, and guilty;
and further evaluate its content validity by panels of healthcare
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professionals, Delphi experts, and patients with stroke in the
rehabilitation stage.

Materials and methods

Study phase

Through a period of 5 months from February to June
2020, we used four steps to develop and validate the screening
tool. First, we developed an initial pool through a literature
review, a semi-structured interview of patients with stroke, and
the existing screening tools. Then 43 healthcare professionals
were invited to review the initial item pool and evaluate the
relevance of each symptom-related item independently. All
the symptom-related items that were rated as relevant by
the healthcare professionals were then rated by a two-round
Delphi expert panel including 15 experts. After the Delphi
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rounds, the items were evaluated by a panel of patients with
stroke in the rehabilitation stage. Except for evaluating the
relevance of existing symptom-related items, all the evaluators
also made comments on each symptom-related item, suggested
linguistic expression, reduced the items, or suggested adding
new symptoms. The first phase of the study was qualitative,
the second and fourth phases of the study were cross-sectional
studies, and the third phase of the study was the Delphi method.
Except for the Delphi consultation, other phases of this study
were set in the hospital.

Instrument development phase 1:
Establishment of the initial item pool

The initial item pool was constructed by a literature review,
a semi-structured interview of patients with stroke in the
rehabilitation stage, and from the items in the commonly used
depression rating scales (Hamilton, 1967; Montgomery and
Asberg, 1979; Zigmond and Snaith, 1983; Sheikh and Yesavage,
1986; Maboney et al., 1994; Gainotti et al., 1997; Richter et al.,
1998; Quaranta et al., 2008; Li et al., 2016). In the literature
review, we searched the databases Web of Science, PubMed,
CNKI, Wanfang Database, and VIP database, with literature
search formulas such as (“Stroke” OR “Apoplexy” OR “Cerebral
infarction” OR “Cerebral hemorrhage” OR “Cerebral ischemia”
OR “Cerebrovascular”) and (“Depression” OR “Depressive
Disorder”) and (“Evaluation” OR “Measurement” OR “scale”).
Relevant articles were imported into Endnote X9 to remove
duplicates. Then, a preliminary screening is carried out
according to the title and abstract of the article. Finally, the
significantly relevant articles were read carefully, and relevant
items were summarized from the articles. In addition, the
research team conducted semi-structured interviews with 10
patients with stroke in the rehabilitation stage who had a Patient
Health Questionnaire-9 (PHQ-9) score greater than or equal to
5. The purpose of the semi-structured interviews is to explore
the typical symptoms of patients to supplement the item pool.
The interview outline was compiled based on a literature review
and research team discussion and were as follows: (i) are you
adapting to the environment of the rehabilitation department of
the hospital, (ii) do you have any thoughts on the rehabilitation
plan formulated by the doctor, (iii) talk about the impact of
stroke on your life, (iv) what you think of people around you,
(v) what is your family’s attitude toward you, (vi) talk about
the changes in mood during the recovery period, and did you
feel down during the recovery process, when and why, (vii)
during the recovery period, how did you sleep, (viii) during the
hospitalization, did you feel nervous and anxious, (ix) during the
recovery period, has your perspective of thinking changed, and
(x) compared with your expected results, are you satisfied with
the current rehabilitation treatment. Furthermore, the following
commonly used depression screening scales were referred to
for relevant items: the Hospital Anxiety and Depression Scale,
HAMD, BDI-II, MADRS, GDS, PSDRS, Yale-Brown single-item
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screening question, PSDS, and Early Symptom Measurement of
Post-Stroke Depression.

Instrument development phase 2: Healthcare
professional panel evaluation

A healthcare professional panel consisting of 43 healthcare
professionals rated the initial pool with 51 items. Healthcare
professionals with a primary professional title or above, who
has worked in the neurological department for 3 years or more,
who are familiar with the treatment and nursing of patients
with stroke in their rehabilitation stage, and who volunteered
to participate were included in the study. The healthcare
professionals rated on how common (1 = Not familiar with this
item, 2 = Not seen, 3 = Rare, 4 = Common, 5 = Very common)
the symptoms were observed in patients with stroke in the
rehabilitation stage independently. Items rated as very common
and common by more than 50% of the healthcare professionals
were retained in this phase and were then evaluated by the
Delphi expert (Li et al., 2018).

Instrument development phase 3: Delphi
expert panel evaluation

The research team recruited a panel of 15 experts by
purposive sampling methods (Friedman, 2010; Palinkas et al,,
2015; Samuel and Kanimozhi, 2021). Experts with a bachelor’s
degree or above, who worked for more than 3 years in related
fields (nursing, psychology, and rehabilitation), who had an
intermediate title or higher, and who volunteered to participate
were included in the study.

The 47-item pool was rated by the experts who met the
inclusion criteria via e-mail or in person, and responses were
requested within 1 week. The consultation letter for experts
includes instructions for filling in the form, general expert
information, a consultation questionnaire, and a judgment basis.
The experts rated how important (1 = Very unimportant,
2 = unimportant, 3 = Generally, 4 = Important, 5 = Very
important) the symptoms were observed in patients with stroke
in the rehabilitation stage independently. The Delphi results
were analyzed immediately after the first round to determine if
the next round of Delphi was needed. The first round of Delphi
results was given back to the Delphi experts if a next Delphi
consultation was needed. The second round of experts is from
the experts who responded to the first round.

The indicators of Delphi are as follows: initiative coefficient,
authority coefficient, coordination coefficient, the concentration
of expert opinions (mean, full score ratio, and coefficient of
variation), and content validity. The initiative coefficient was
reflected by the response rate of the experts. The response
rates were suggested over 70% or higher (Hasson et al,
2000). The degree of experts authority was estimated by
the authority coefficient (Cr). The authority coefficient (Cr)
was determined by experts self-rated judgment (Ca) and
experts familiarity with the topic (Cs). Ca was calculated
based on the level of theoretically sound knowledge, practical
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TABLE 1 Development and initial validation of post-stroke depression measure for the rehabilitation stroke patients.

10.3389/fpsyg.2022.928257

Phase 1: literature Phase 2: Phase 3: delphi expert panel evaluation Selected items
review healthcare

professional

evaluation

Sum of very First round Second round

common and

common (%)

Mean + SD  Full scoreratio CV I-CVI Mean £ SD Full scoreratio CV I-CVI
Domain and items
Cognition
1. Memory is worse than 97.7 4.80+£0.41 0.80 0.09 1.00  5.00£0.00 1.00 0.00 1.00 Selected
before (such like can’t
remember what for breakfast)
2. Thread is not clearer than 93.0 4.731+0.46 0.73 0.10 1.00  4.8740.35 0.87 0.07  1.00 Selected
before
3. Feel hard to concentrate 86.0 4.4740.83 0.73 0.19  0.80 5.00£0.00 1.00 0.00 1.00 Selected
4. Slow in speaking (moved to 86.0 4.134+0.83 0.40 0.20 0.73  4.004+0.76 0.27 0.18 0.73 Deleted?
cognition domain)
5. Less speaking (moved to 83.7 4.27+0.88 0.60 021 073  4.67£0.62 0.73 0.13  0.93 Selected
cognition domain)
6. Hard to make decisions 51.2 4.20+0.86 0.60 021 080 Deleted!
about your own affairs
(revised to “Hesitate about
doing things” after Healthcare
professional evaluation)
7. Feel bored during 46.5 Deleted
rehabilitation
8. Ruminate about one’s 93.0 4.0740.88 0.47 0.22  0.73 Deleted!
condition
9. Feel lose oneself (such as 79.1 4.53+0.64 0.60 0.14 093 4.80+0.41 0.80 0.08 1.00 Selected
life, family, etc.)
10. Feel difficult to adapt 83.7 4.334+0.72 0.53 0.17  0.80 Deleted!
transformation
11. Feel uncomfortable when 65.1 4.0740.88 0.47 0.22  0.67 Deleted!
people talking about my
illness
Feel gods is not fair to me 4.0740.88 0.40 0.22  0.73 Deleted!
about stroke®
Need attention® 3.80+0.68 0.13 0.17 0.67 Deleted?
Sleep
12. Take longer to fall asleep 62.8 4.5340.74 0.67 0.16 0.87  4.8740.35 0.87 0.07  1.00 Selected
13. Get awake frequently 69.8 4.67£0.72 0.73 0.16 0.87 4.93+0.26 0.93 0.05 1.00 Selected
14. Wake up early then can’t 72.1 4.7340.70 0.80 0.15 0.87 4.8740.35 0.87 0.07  1.00 Selected
sleep
15. Getting not enough 58.1 4.00+1.07 0.53 027  0.67 Deleted!
bedtime (less than 6 hours)
16. Feel not getting enough 62.8 4.334+0.82 0.60 0.19 0.87  4.4740.52 0.87 0.11  1.00 Selected
sleep
17. Sleep during day and be 74.4 4.671+0.62 0.67 0.13 087  4.00£0.65 0.20 0.16  0.80 Deleted?
awake at night
18. Insomnia (experts 79.1 Deleted
considered that repeat with
12)
Behavior
19. Unable to finish the 46.5 4.2740.88 0.60 0.21  0.80 Modified
rehabilitation plan
(Continued)
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TABLE1 (Continued)

Phase 1: literature
review

Phase 2:
healthcare
professional
evaluation

Phase 3: delphi expert panel evaluation

10.3389/fpsyg.2022.928257

Sum of very
common and
common (%)

First round

Second round

Mean = SD  Full score ratio CV

1-CVI

Mean & SD  Full score ratio

Cv

I-CVI

Selected items

20. Get rehabilitation exercise
on one own in the free time

Unable to initiate
rehabilitation (modified
according to the above two
items after the first round)

21. Depend other’s in daily
life

22. Willpower is not firm
enough when doing
rehabilitation exercise (moved
to behavior and revised to
“Feel difficult to hang on in
rehabilitation exercise” after
the first round)

23. Not willing to
Communicate

24. Had a suicide action

25. Hurt others verbally or
physically

26. Feel very laborious in
doing everything

Unwilling to participate in the
formulation of rehabilitation
plans®

Emotion

27. Feel depressed because
consider oneself can’t get
better (revised to “Feel
depressed” by healthcare
professionals)

28. Feel down

29. Feel worried and listless

be in bad mood (combined
with above three items)

30. Feel irritable
31. Can’t adjust one’s emotion
32. Being Emotional

33. Always want to cry
(revised to “want to cry or
have cried” after healthcare
professional evaluation)

34. Lose interest in things
surround

35. Blame others for trifles
(moved to emotional)

36. Think a lot when suffering
insomnia (moved to
emotional)

37. Emotional changes clearly
in the morning and evening

62.8

11.6
18.6

88.4

81.4
53.5

83.7
79.1
74.4
55.8

74.4

46.5

4.2740.70

4.2010.86

3.8740.83

4.60+0.74

4.0740.96

4.80+0.41

4.93£0.26

4.80+0.41
4.4010.63
4.4040.63
4.6010.63

4.5310.64

4.00+1.00

4.6710.62

0.47

0.60

0.60

0.47

0.80
0.53
0.53
0.80

0.47

0.80

0.16

0.22

0.24

0.09
0.14
0.14
0.14

0.13

0.93

0.80

0.67

0.80

0.73

1.00

1.00
0.93
0.93
0.93

0.87

4.2040.77

4.731+0.59

4.931+0.26

4.2040.77

4.931+0.26

4.9310.26
4.7310.46
4.40+0.51
4.80£0.41

5.00£0.00

4.47+0.74

4.934+0.26

0.40

0.80

0.93

0.40

0.93
0.73
0.40
0.80

0.40

0.18

0.05
0.09
0.11
0.08

0.05

0.80

0.93

1.00

0.80

1.00

1.00
1.00
1.00
1.00

1.00

Modified

Selected

Selected

Deleted!

Selected

Deleted
Deleted

Deleted!

Selected

Combined

Combined
Combined
Selected

Selected
Selected
Selected
Selected

Selected

Selected

Selected

Deleted
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TABLE 1 (Continued)

Phase 1: literature
review

Phase 2:
healthcare
professional
evaluation

Phase 3: delphi expert panel evaluation

10.3389/fpsyg.2022.928257

Sum of very
common and
common (%)

First round

Second round

Mean + SD  Full score ratio

Cv

I-CVI

Mean + SD  Full score ratio

Ccv

I-CVI

Selected items

Can't sleep because of thinking
alot? (moved to emotional
and experts considered that
repeat with 36)

Physical

38. There are disparity
between in comparing with
the ideal state (revised to
“Think that rehabilitation
exercise is not working” by
healthcare professionals)

39. Act slow

40. Feel fatigue more easily
than before (revised to “Feel
tiring to doing things” by
healthcare professionals)

41. Feel unpleasant (divided
into the following two items
after the first round)

Feel pain
Feel malaise

42. Weight changes
significantly

43, Eat more than before
44, Don’t want to eat

Feel desperate in
rehabilitation®

Guilty
45. Feel drag down the family

(divided into the following
three items)

Feel that stroke increased
financial burden on the
family

Stroke diminish the quality of
life

Stroke interfere with families’

work

46. Always feel inability
because can’t complete
Something (revised to “ Feel
inability ” by healthcare
professionals)

47. Blame on past bad living
habits

48. Blame oneself for trifles

49. Consider that stroke is a
punishment

Feel guilty”

72.1

90.7
90.7

74.4

44.2

14.0
39.5

62.8

76.7

72.1

46.5
25.6

4.5310.74

4.13+0.83

3.6040.83
4.1310.83

3.67£1.18

4.934+0.26

4.934+0.26

4.8040.56

4.7340.46

4.2040.94

4.4040.63

4.4740.52

0.67

0.80

0.53
0.53

0.80

0.87

0.80

0.73

0.47

0.53

0.47

0.16

0.20

0.23
0.20

0.32

0.05

0.12

0.10

0.22

0.14

0.12

0.87

0.80

0.93
0.73

0.53

1.00

0.93

0.93

0.73

0.93

1.00

4.20+0.56

4.8040.41

4.2740.70
4.5310.64

4.6040.63

4.934+0.26

4.934+0.26

4.9310.26

5.00£0.00

4.3340.62

4.4040.51

0.27

0.80

0.40
0.60

0.67

0.40

0.60

0.67

1.00

0.60

0.67

0.13

0.08

0.16
0.14

0.13

0.05

0.05

0.05

0.00

0.14

0.11

0.93

1.00

0.87
0.93

0.93

1.00

1.00

1.00

1.00

0.93

1.00

Deleted!

Deleted?

Deleted!
Selected

Divided

Selected
Selected
Deleted

Deleted
Deleted
Selected

Divided

Selected

Selected

Selected

Selected

Selected

Selected
Deleted

Deleted!
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TABLE1 (Continued)

Phase 1: literature Phase 2:
review healthcare
professional
evaluation

Phase 3: delphi expert panel evaluation

10.3389/fpsyg.2022.928257

Selected items

Sum of very
common and
common (%)

First round

Second round

Mean + SD  Full score ratio CV 1-CVI Mean & SD Full score ratio CV I-CVI
50. Feel have no reason to 27.9 4.2740.70 0.33 0.16 0.80 4.154+0.71 0.60 0.17  0.80 Selected
alive (revised to “Feel that
people like me deserve to die”
by healthcare professionals)
51. Feel unconfident in 67.4 4.5340.64 0.53 0.14 0.93 4.90+0.29 0.67 0.07 1.00 Selected
rehabilitation(moved to
guilty)
S-CVI/UA 0.26 0.61
S-CVI/AVE 0.85 0.97
Initiative coefficient 0.71 1.00
Authority coefficient 0.85 0.85
Kendall’s W 0.152 (%2 =126.384)* 0.408 (32 =226.682)*
Items deleted, combined, 9 deleted 1 10 deleted 2 combined 1sub-divided 3 new 5 deleted
sub-divided, new or deleted sub-divided 3 new
Total items retained 47 items 38 items 33 items

Numbers in bold italics indicate unqualified index.

Wording in italics indicate item is new, moved or revised.

Mandarin to English translation preserves original Mandarin phrasing.
Indicates one new item added after first Delphi round.

YIndicates one new item added by healthcare professionals.

!Indicates one item deleted after first Delphi round.

2Indicates one item deleted after second Delphi round.

*Indicates P < 0.01.

experience, collaborative or peer-based learning, and intuitive
feeling (Table 1). Experts familiarity with the topic was
rated by the experts as to how familiar they were with the
symptoms (1.0 = very familiar, 0.8 = familiar, 0.5 = generally
familiar, 0.2 = unfamiliar, 0 = very unfamiliar). A higher
Cr indicated a high degree of trustworthiness of the Delphi
experts. It is believed that Cr > 0.70 is the acceptable reliability
(Li et al,, 2018). The coordination coefficient refers to the
level of the overall agreement or consensus across the expert
panel members, it was confirmed by Kendall’s coefficient of
concordance (Kendall’s W). Kendall’s coefficient between 0.4
and 0.5 indicates a good level of consensus (Xiang et al., 2018).
The concentration of the experts’ opinions includes the mean,
the full score ratio, and the coefficient of variation (CV), which
were used to confirm the concentration of the experts’ opinions
and also were employed as the criteria for item retention. The
mean is the average of the scores rated by experts on each
item. The full score ratio refers to the percentage of experts
who rated the items as very important to the total number
of experts. The mean is higher when more experts rated the
items as very important or important. The higher mean score
indicates that the experts have a higher acceptable level of the
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item. The full score ratio ranged from 0 (no experts evaluated
the item as very important) to 1 (all experts evaluated the
item as very important). A higher full score ratio indicates a
higher agreement of experts on the items they rate. A lower
CV indicates good consensus for each item (Hou et al., 2019).
Content validity indicated the level of agreement among experts.
It contains the item-level content validity index (I-CVI) and the
scale-level content validity index (S-CVI). I-CVI refers to the
ratio of the number of experts rated the items as 4 or 5 to the total
number of experts. The I-CVI should be more than 0.78 when
the number of experts was more than 6 (Lawshe, 1975). The
S-CVI contains the universal agreement S-CVI (S-CVI/UA) and
the average S-CVI (S-CVI/Ave). The S-CVI/UA is the ratio of the
number of items rated as 4 or 5 by all experts to the total number
of items. S-CVI/Ave is the mean of the I-CVI. S-CVI/UA more
than 0.80 and S-CVI/Ave more than 0.90 indicates excellent
content validity (Lindsey, 1992).

Instrument development phase 4:

Rehabilitation stroke patient panel evaluation
In total, 30 patients with stroke in the rehabilitation

stage were recruited by purposive sampling to streamline
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or supplement the item pool. The inclusion criteria were
patients who were diagnosed with stroke and the diagnosis
was further confirmed by computed tomography and magnetic
resonance imaging, patients with stable vital signs and
mental clarity, patients within 1-6 months of stroke, and
patients who were able to communicate in written or
verbal. Patients with subarachnoid hemorrhage, serious heart,
liver, and renal insufficiency, cancer, unconsciousness, sensory
aphasia, or cognitive impairment were excluded from this
study. The stroke patient panel evaluated the 33-item pool
independently in this round.

Data analysis

IBM SPSS 26.0 was used for data analysis. Descriptive
statistics including the means and standard deviations,
frequencies, and percentages were used to analyze the healthcare
professionals, Delphi experts’ data, and part of the items data.
Specifically, the initiative coefficient was calculated as a
percentage, the Cr is calculated as Cr = (Ca + Cs)/2, Kendall’s
W was calculated by non-parametric test, and the full score
ratio was calculated by percentage. CV is calculated as the
ratio of mean and standard deviation. I-CVI, S-CVI/UA, and
S-CVI/AVE are calculated by percentages.

Ethical considerations

This study was approved by the ethics committee of
the data collection hospital (approval number: 2020-zz-058).
Informed written consent was signed by all study participants.
Especially, as the scale items are related to depression, the
research process may induce depression in patients with stroke.
Thus, if the patient exhibited significant emotional changes,
the investigation would be terminated, and a professional
psychiatrist will be invited to intervene.

Results
Establishment of the initial item pool

The research team summarized 10 symptom-related items
through the literature review and found eight new symptom-
related items through the semi-structured interview of patients
with stroke. Furthermore, the other 33 symptom-related items
were referred from eight commonly used depression rating
scales. Through the above process, an item pool with 51
symptom-related items including six domains was produced.
Then the research team members conducted a discussion to
determine the accuracy of the items and the 51 items were all
retained for the next development step (Table 2).
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TABLE 2 Calculated expert judgment used in authority coefficient.

Judgment based on Impact on experts’ evaluation

High Moderate Low
Practical experience 0.5 0.4 0.3
Theoretical analysis 0.3 0.2 0.1
Learned from peers 0.1 0.1 0.1
Intuitive feeling 0.1 0.1 0.1
Total 1.0 0.8 0.6

Healthcare professional evaluation

Demographics of the healthcare professionals
The working years of healthcare professionals ranged from
3 to 29 years (Mean = 8.47, SD = 6.83). In total, 26 healthcare
professionals have an intermediate professional title, three
got a senior title, and others got a primary title. Eight of
the healthcare professionals were physical therapists, 17 were
clinical neurologists, and the other 18 were registered nurses.

Healthcare professional evaluation of the items

In total, 40 items in the initial pool were rated as very
common and common by more than 50% of the healthcare
professionals, which were retained in this step. And three
new items were added, and four items were modified by
the healthcare professionals in this step (Table 2). Also, four
items were retained after discussion by the research team
although they were not rated as very common or common
by the healthcare professionals. A total of 47 items were
obtained in this step.

Delphi expert panel evaluation

Demographics of the Delphi experts

The working years of the experts ranged from 12 to 35 years
(Mean = 21.4, SD = 6.87). In total, 14 experts have a senior
title, and one got an intermediate professional title. Three of
the experts got a doctoral degree, eight of the experts got
a masters degree, and four of them got a bachelor’s degree.
Five of the experts were registered nurses, four were clinical
neurologists, and the other six were professors from universities.
The experts were from Zhejiang, Hubei, Jiangxi, Hebei, and
Shanghai provinces in China.

Delphi indicators

Initiative coeflicient: In total, 15 of the 21 invited experts
took part in the first round Delphi and then were invited to
take part in the second round Delphi. None of the 15 experts
dropped out of the second round Delphi. Thus, the response
rates were 71.4 and 100% for the first and second rounds of
Delphi consultation, respectively. Authority coefficient: The Cr
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in the first and second Delphi round was the same as 0.85, which
indicated a high level of an expert authority. Coordination
coeflicient: The Kendall’s W in the first round Delphi was 0.152
(p < 0.01) and in the second round Delphi was 0.408 (p < 0.01)
(Table 2). The Kendall’s W of the second round reached the level
of good consensus and warranted no need for the third round
Delphi consultation. The concentration of expert opinions: The
mean was 3.60-4.93 in the first round and 3.80-5.00 in the
second round. The full score ratio of the first round ranged from
0.33 to 0.87, and from 0.27 to 1.00 in the second round. The
CV was 0.05-0.32 and 0.00-0.18, respectively. The symptom-
related items with a mean less than 4.00, full score ratio less
than 0.50, or CV higher than 0.16 were considered for deletion
(Weietal., 2013). Items would be deleted if they were eligible for
one of the three indicators mentioned above. According to the
standard, 10 items were deleted after the first round, and four
items were deleted in the second round. The result is shown
in Table 2. Content validity: The I-CVI of all items was above
0.78 after the second-round Delphi. The S-CVI/Ave of the first
and second Delphi rounds were 0.85 and 0.97, respectively.
S-CVI/UA is 0.26 after the first round and 0.61 after the second
round. S-CVI/UA is affected by the number of experts, it is
generally difficult to reach 0.80 if the number of experts is large
(Almanasreh et al., 2019). Therefore, this indicator is allowed to
be lower than 0.80.

Expert opinions and revisions to the items
In the
recommendations for 24 items, and 7 experts also made

first-round  consultation, experts made

comments on the whole item pool. The recommendations

(e.g.
“Willpower is not firm enough when doing rehabilitation

varied from language expression revisions from
exercise” to “Feel difficult to hang on in rehabilitation exercise”)
to domain adjustment (e.g., “Slow in speaking” moved to
the cognition domain). Necessary revisions were made to
the items according to the suggestion by the first round of
Delphi experts. After the first Delphi round, 1 item was deleted
(repeat with item 36), 3 items were added, and 3 items were
modified according to experts’ advice. In the second-round
consultation, four experts recommended changes to nine items,
and two experts commented on the whole measure. No items
were modified or deleted based on expert opinions. Finally, 33
items reached a consensus after the second round of Delphi

consultation (Table 2).

Patients with stroke panel evaluation

In total, 30 patients with stroke in their rehabilitation
stage were recruited according to the inclusion criteria. The
age range of the participants was 37-84 years (mean = 61.53,
SD = 12.46). Most of the participants were women (73.3%), and
almost two-thirds completed 6 or more years of education. The
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illness duration of the participants ranged from 30 to 180 days
(mean = 30.00, SD = 53.97), and all of them suffered from
their first-ever stroke. The patients with stroke made no further
revisions to the screening tool.

Discussion

Through a literature review, a semi-structured interview,
and references to existing depression rating scales, a specific
screening tool with 51 items to assess the rehabilitation
stage PSD was developed. Initial validation by the healthcare
professional panel, the Delphi expert panel, and the patient
with stroke panel resulted in a 33-item measurement with an
acceptable level of consensus. And the screening tool may be the
potential to effectively assess the rehabilitation stage PSD and
thus provides a basis for formulating targeted nursing strategies
for patients with stroke in their rehabilitation stage.

Content validity of the screening tool

A two-round Delphi consultation reached an acceptable
consensus on the screening tool for the rehabilitation stage
PSD. The number of 15 experts recruited in the two-round
Delphi is enough to get a stable consensus in that the
increase in the number of experts has little effect on the
prediction accuracy when the experts number is close to
15 (Wu and Sun, 2015). The rich clinical experience and
professional knowledge of the Delphi experts ensured the
credibility of the consulting results and the multi-regional
of the Delphi experts ensured the generalizability of the
consulting results. The increasing response rate from the first
to the second round of Delphi consultation indicated that
the experts who participated in the consultation were highly
motivated and their responses were reliable (Macdonald et al.,
2000). The high authority coeflicient (0.85) of two rounds of
Delphi consultation indicated that the experts were familiar
with the symptoms and their rating on the items is reliable
(Wu et al, 2019). The coordination coeflicient increased
significantly from the first round to the second round and
reached the threshold for stopping the Delphi consultation.
It indicated that the amendments proposed by experts in
the first round have a high degree of consistency. Also, the
coordination coefficient in the second round is higher compared
to other similar studies (Zhou et al, 2019), which means
that the agreement between the experts on the symptom-
related items has higher consistency than other studies. The
content validity indicators did increase after the two-round
Delphi consultation, and all the indicators reached the standard
criteria for good content validity, which indicated that all
the symptom-related items were highly representative of the
rehabilitation stage PSD.
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Iltems deleted from the development
phases

A total of 21 items were deleted from the development
phases. For the healthcare professional evaluation, 11 items
did not meet the item retention criteria, 7 were removed, and
4 were retained based on their clinical relevance. Specifically,
the item “Unable to finish the rehabilitation plan” may be
slightly lower than the standard, which was revised and retained
after discussion; the item “Not willing to Communicate”
was obtained through a literature review (Li et al, 2018),
and it was also presented by the participants in the semi-
structured interview, so it was kept in the item pool; the items
“Blame others for trifles” and “Blame oneself for trifles” were
obtained through the semi-structured interviews, considering
the importance of the stakeholders’ feelings when examining
their psychological status, they were retained and to be rated by
the Delphi expert panel.

For the Delphi expert panel evaluation, the mean, the
full score ratio, and the CV were used as the criteria for
item selection. In the first round, 19 items did not meet the
item retention criteria, of which 10 were removed and 9 were
retained. Specifically, the items “Feel hard to concentrate,” “Feel
not getting enough sleep,”, “Blame on past bad living habits,”
“Depend on others in daily life; “Think that rehabilitation
exercise is not working,” “Slow in speaking,” “Less speaking,”
“Willpower is not firm enough when doing rehabilitation
exercise;” and “Blame others for trifles” were retained for their
clinical relevance. In addition, one item “Can’t sleep because of
thinking a lot” was removed based on expert opinion that this
item repeated with item 36.

In the second round, 8 items did not meet the item retention
criteria, 4 were removed, and 4 were retained. The items “Being
Emotional” and “Think a lot when suffering insomnia” were
retained because they were observed by 74.4% of the healthcare
professionals working in the neurological department. The
items “Feel pain” and “Feel that stroke increased financial
burden on the family” were retained because they were proposed
by a psychiatrist who was very familiar with the symptoms of
PSD. After the second round of Delphi consultation, the items
with different opinions from experts decreased compared with
the first round, which further illustrates the effectiveness and
reliability of the Delphi process. Finally, no item was deleted for
the stroke patient’s evaluation.

Iltems added in the development
phases

A total of 6 items were added in the development
phases. Three items were added by the healthcare professional
evaluation, which was “Feel God is not fair to me about

»

stroke “Can’t sleep because of thinking a lot) and “Feel
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guilty.” They were added by the clinical nurses according
to their rich clinical experience and familiarity with patients
with stroke. Besides, 3 items were added according to the

»

Delphi expert advice, which was “Need attention,” “Unwilling to
participate in the formulation of rehabilitation plans,” and “Feel
desperate in rehabilitation.” Since the research team conducted
a semi-structured interview of the patient with stroke in their
rehabilitation stage during the establishment of the item pool, no

relevant symptoms were added by the patient panel evaluation.

Strengths of the final scale

Compared with the three types of screening tools currently
used to evaluate rehabilitation stage PSD, the tool specially
developed in this study for screening rehabilitation stage PSD
has obvious advantages. First, this tool is simple to use and
takes less time, so it is more suitable for routine screening of
rehabilitation stage PSD than DSM-IV. Second, because the
tool is specially designed for the stroke population in China,
it is more sensitive and specific for PSD screening than the
general depression screening scales (HAMD, BDI-II, MADRS,
GDS, and others). Third, compared with the specific rating
scales for PSD, this tool is not only more targeted but also
can describe the symptoms of PSD more comprehensively,
laying a foundation for the management of PSD during the
rehabilitation stage. Finally, it is worth mentioning that we
have items related to the activities of daily living because some
scholars have pointed out that the patients activities of daily
living are strongly correlated with PSD (Ghaffari et al., 2020,
2021).

Limitations

Although this study established the good content validity of
the measurement, this is only the first step in the development
of this specific tool. And several limitations should be noted
in this study. First, there are relatively many items on the
scale at present, and a follow-up study will use statistical
methods to further refine the items. Second, the measurement
development steps in this study cannot prove whether this
scale can effectively distinguish patients with PSD and non-
PSD in the rehabilitation stage, and research regarding the
discriminative validity of the scale is on the way. Third, the
psychometric properties of the measurement from the statistical
perspective were not tested, therefore, future research is needed
to test the reliability and validity of the measurement in a
statistically driven approach. Fourth, the generalizability of this
measurement is limited by the cultural background, and future
research is needed to test the measurement in different cultural
backgrounds. Finally, a longitudinal study is also needed to test
its predictive validity.
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Conclusion

This study developed a 33-item specific tool. The healthcare
professionals, Delphi experts, and patients with stroke reached
a consensus on the core content of PSD symptoms of patients
with stroke in their rehabilitation stage. It indicated that the
tool, with good content validity, would be a potential tool to
assess the rehabilitation stage PSD. The finding of this study
may enhance clinical assessment and raise stroke patients’ and
their families’ awareness of the assessment and treatment of the
rehabilitation stage PSD.

Data availability statement

The raw data supporting the conclusions of this article will
be made available by the authors, without undue reservation, to
any qualified researcher.

Ethics statement

The studies involving human participants were reviewed
and approved by The First Affiliated Hospital of Wenzhou
Medical University. The patients/participants provided their
written informed consent to participate in this study.

Author contributions

JC: research design and manuscript writing. RL, YZ,
HL, and JG: data analysis. YW, JC, WD, and JL: data

References

Almanasreh, E., Moles, R., and Chen, T. F. (2019). Evaluation of methods used
for estimating content validity. Res. Soc. Adm. Pharm. 15, 214-221. doi: 10.1016/j.
sapharm.2018.03.066

Almeida, O. P., and Almeida, S. A. (1999). Short versions of the geriatric
depression scale: a study of their validity for the diagnosis of a major depressive
episode according to ICD-10 and DSM-1V. Int. J. Geriatr. Psychiatry 14, 858-865.

Cai, W., Mueller, C., Li, Y. J., Shen, W. D., and Stewart, R. (2019). Post stroke
depression and risk of stroke recurrence and mortality: a systematic review and
meta-analysis. Ageing Res. Rev. 50, 102-109. doi: 10.1016/j.arr.2019.01.013

Cannon, W. (1929). Bodily Changes in Pain, Hunger, Fear and Rage. South.
Med. J. 22:870. doi: 10.1037/10013-000

Cinamon, J. S., Finch, L., Miller, S., Higgins, J., and Mayo, N. (2011). Preliminary
evidence for the development of a stroke specific geriatric depression scale. Int. J.
Geriatr. Psychiatry 26, 188-198. doi: 10.1002/gps.2513

Dafer, R. M., Rao, M., Shareef, A., and Sharma, A. (2008). Poststroke Depression.
New York, NY: Springer.

Ezema, C. I, Akusoba, P. C, Nweke, M. C., Uchewoke, C. U., Agono,
J., and Usoro, G. (2019). Influence of Post-Stroke Depression on Functional
Independence in Activities of Daily Living. Ethiop. ]. Health Sci. 29, 841-846.
doi: 10.4314/ejhs.v29i1.5

Frontiers in Psychology

12

10.3389/fpsyg.2022.928257

collection. JFL: research design and manuscript revising.
All authors contributed to the article and approved the
submitted version.

Funding

This study was funded by the National Natural Science
Foundation of China (grant number: 71804134), the Project
of Humanities and Social Sciences from the Ministry of
Education in China (grant number: 18YJCZHO078), and the
Health Commission of Zhejiang Province (grant numbers:
2020KY631 and 2021KY780).

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Friedman, B. H. (2010). Feelings and the body: the Jamesian perspective on
autonomic specificity of emotion. Biol. Psychol. 84, 383-393. doi: 10.1016/j.
biopsycho.2009.10.006

Gainotti, G., Azzoni, A., Razzano, C., Lanzillotta, M., Marra, C., Gasparini,
F. J. J. O. C, et al. (1997). The Post-Stroke Depression Rating Scale: a test
specifically devised to investigate affective disorders of stroke patients. J. Clin. Exp.
Neuropsychol. 19, 340-356.

Ghaffari, A., Akbarfahimi, M., and Rostami, H. R. (2020). Discriminative factors
for post-stroke depression. Asian J. Psychiatry 48:101863. doi: 10.1016/j.ajp.2019.
101863

Ghaffari, A., Rostami, H. R., and Akbarfahimi, M. (2021). Predictors
of Instrumental Activities of Daily Living Performance in Patients
with  Stroke. Occup. Ther. Int. 2021:6675680. doi: 10.1155/2021/667
5680

Hamilton, M. (1967). Development of a rating scale for primary depressive
illness. Br. J. Clin. Psychol. 6, 278-296.

Haq, S. U, Symeon, C., Agius, M., and Brady, R. (2010). Screening for
depression in post stroke patients. Psychiatr. Danub. 22:533-S35.

Hasson, F., Keeney, S., and McKenna, H. (2000). Research guidelines for the
Delphi survey technique. J. Adv. Nurs. 32, 1008-1015. doi: 10.1046/j.1365-2648.
2000.01567.x

frontiersin.org


https://doi.org/10.3389/fpsyg.2022.928257
https://doi.org/10.1016/j.sapharm.2018.03.066
https://doi.org/10.1016/j.sapharm.2018.03.066
https://doi.org/10.1016/j.arr.2019.01.013
https://doi.org/10.1037/10013-000
https://doi.org/10.1002/gps.2513
https://doi.org/10.4314/ejhs.v29i1.5
https://doi.org/10.1016/j.biopsycho.2009.10.006
https://doi.org/10.1016/j.biopsycho.2009.10.006
https://doi.org/10.1016/j.ajp.2019.101863
https://doi.org/10.1016/j.ajp.2019.101863
https://doi.org/10.1155/2021/6675680
https://doi.org/10.1155/2021/6675680
https://doi.org/10.1046/j.1365-2648.2000.01567.x
https://doi.org/10.1046/j.1365-2648.2000.01567.x
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org/

Chen et al.

Hirt, J., van Meijeren, L. C. ], Saal, S., Hafsteinsdottir, T. B., Hofmeijer, J., Kraft,
A., et al. (2020). Predictive accuracy of the Post-Stroke Depression Prediction
Scale: a prospective binational observational study. J. Affect. Disord. 265, 39-44.
doi: 10.1016/.jad.2020.01.019

Hou, S, Li, B., Luo, Y., and Shang, S. (2019). Creation and Location-Specific
Revision of a Core Nursing Outcomes Evaluation System Based on Nursing
Outcomes Classification for Stroke Inpatients in China. Int. J. Nurs. Knowl. 30,
154-161. doi: 10.1111/2047-3095.12222

Huang, R., and Guo, Y. (2001). Draft recommendations for classification,
staging and treatment of stroke (National Symposium on Cerebrovascular
Disease-Guangzhou 2000). J. Clin. Neurosci. 01, 60-62.

Lawshe, C. H. (1975). A quantitative approach to content validity. Pers. Psychol.
28, 563-575. doi: 10.1111/j.1744-6570.1975.tb01393.x

Li, J., Oakley, L. D., Brown, R. L, Li, Y., Ye, M., and Luo, Y. (2016). Early
symptom measurement of Post-Stroke Depression (PSD). J. Affect. Disord. 197,
215-222. doi: 10.1016/j.jad.2016.03.038

Li,J., Oakley, L. D., Li, Y., and Luo, Y. (2018). Development and initial validation
of a clinical measure to assess early symptoms of post-stroke depression in the
acute stroke patient. J. Clin. Nurs. 27, 784-794. doi: 10.1111/jocn.14099

Lindsey, D. L. (1992). Instrument review: getting the most from a panel of
experts. Appl. Nurs. Res. 5, 194-197.

Maboney, J., Drinka, T., Abler, R., Gunter-Hunt, G., Matthews, C., Gravenstein,
S., et al. (1994). Screening for Depression: single Question versus GDS. J. Am.
Geriatr. Soc. 42, 1006-1008.

Macdonald, E. B., Ritchie, K. A., Murray, K. J., and Gilmour, W. H. (2000).
Requirements for occupational medicine training in Europe: a Delphi study.
Occup. Environ. Med. 57, 98-105. doi: 10.1136/0em.57.2.98

Montgomery, S. A., and Asberg, M. (1979). A new depression scale designed to
be sensitive to change. Br. J. Psychiatry 134, 382-389.

Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., and
Hoagwood, K. (2015). Purposeful Sampling for Qualitative Data Collection and
Analysis in Mixed Method Implementation Research. Adm. Policy Ment. Health
42, 533-544. doi: 10.1007/s10488-013-0528-y

Paolucci, S., Antonucci, G., Pratesi, L., Traballesi, M., Grasso, M. G., and Lubich,
S. (1999). Poststroke depression and its role in rehabilitation of inpatients. Arch.
Phys. Med. Rehabil. 80, 985-990. doi: 10.1016/s0003-9993(99)90048-5

Przewoznik, D. A, Rajtar-Zembaty, A. M., Bober-Plonka, B., Starowicz-Filip, A.,
Nowak, R., and Przewlocki, R. (2016). [The Post Stroke Depression Scale (PSDRS)
as a tool for evaluation of depressed mood at an early stage after cerebral stroke].
Przegl. Lek. 73, 648-651.

Quaranta, D., Marra, C., and Gainotti, G. (2008). Mood disorders after stroke:
diagnostic validation of the poststroke depression rating scale. Cerebrovasc. Dis.
26, 237-243.

Quaranta, D., Marra, C., and Gainotti, G. (2012). Post-stroke depression: main
phenomenological clusters and their relationships with clinical measures. Behav.
Neurol. 25, 303-310. doi: 10.3233/ben-2012-110236

Richter, P., Werner, ., Heerlein, A., Kraus, A., and Sauer, H. (1998). On the
Validity of the Beck Depression Inventory. Psychopathology 31, 160-168.

Frontiers in Psychology

13

10.3389/fpsyg.2022.928257

Samuel, A., and Kanimozhi, D. (2021). Item generation and content validation
of domains with item pool for the individual with knee osteoarthritis: a mixed-
method study. Rev. Pesqui. em Fisioter. 11, 11-31. doi: 10.17267/2238-2704rpf.
v11i1.3304

Sheikh, J., and Yesavage, J. (1986). Geriatric Depression Scale (GDS): Recent
Evidence and Development of A Shorter Version. Clin. Gerontol. 5, 165-173.
doi: 10.1300/j018v05n0109

Towfighi, A., Ovbiagele, B., El Husseini, N., Hackett, M. L., Jorge, R. E.,
Kissela, B. M., et al. (2017). Poststroke Depression: A Scientific Statement for
Healthcare Professionals From the American Heart Association/American Stroke
Association. Stroke 48:e30-e43. doi: 10.1161/str.0000000000000113

Wang, C., Luo, B.,, Wu, J., Pan, W., Li, Z,, and Luo, S. (2020). Diagnosis
and treatment of post-stroke depression in China: a cross-sectional survey of
350 senior clinicians in neurology, geriatrics, and rehabilitation departments. Int.
Psychogeriatr. 32, 151-153. doi: 10.1017/s1041610218001254

Wang, Z., Yuan, C., and Huang, J. (2011). Reliability and validity of the Chinese
version of Beck Depression Inventory-? among depression patients. Chin. Ment.
Health J. 25, 476-480.

Watkins, C. L., Lightbody, C. E., Sutton, C. J., Holcroft, L., Jack, C. L, Dickinson,
H. A, et al. (2007). Evaluation of a single-item screening tool for depression after
stroke: a cohort study. Clin. Rehabil. 21, 846-852. doi: 10.1177/0269215507079846

Wei, N,, Yong, W, Li, X,, Zhou, Y., Deng, M., Zhu, H,, et al. (2015). Post-
stroke depression and lesion location: a systematic review. J. Neurol. 262, 81-90.
doi: 10.1007/s00415-014-7534-1

Wei, P., Reng, J., Zhang, Q., Wen, X,, and Yang, Z. (2013). Application
of Delphi method in the construction of evaluation index system of
medical science and technology program performance. Health Econ. Res.
52-54.

Wu, L., and Sun, Y. (2015). Delphi method introduction and its application
status quo in”nursing science”. Chin. Nurs. Res. 29, 3599-3601.

Wu, X, Xun, L., Zhang, H., Zhao, Q., Shi, Y., Chen, J,, et al. (2019). Establish of
evaluation table for risk factors of postoperative bleeding in general surgery based
on Delphi method. Chin. Nurs. Res. 33, 2213-2216.

Xiang, F., Shao, Y. Q., Zhang, Y., Yuan, H., and Zhang, Y. (2018). Evaluation
index system constructed for chronic disease prevention and control policy based
on Delphi method. Shanghai J. Prev. Med. 30, 236-240.

Yang, Y., Yuzhi, S., Ning, Z., Shuo, W., Gabor, U., Chee, N., et al. (2017). Suicidal
ideation at 1-year post-stroke: a nationwide survey in China. Gen. Hosp. Psychiatry
44, 38-42.

Yue, Y., Liu, R, Lu, J., Wang, X., Zhang, S., Wu, A,, et al. (2015). Reliability
and validity of a new post-stroke depression scale in Chinese population. J. Affect.
Disord. 174, 317-323. doi: 10.1016/j.jad.2014.11.031

Zhou, K., Huo, L, He, X, Li, M, An, J, Wang, W, et al. (2019).
The Needs Self-Rating Questionnaire for Breast Cancer (NSQ-BC):
development of a tool for the needs assessment of women with breast
cancer in mainland China. J. Eval. Clin. Pract. 25, 889-895. doi: 10.1111/jep.
13113

Zigmond, A. S., and Snaith, R. P. (1983). The hospital anxiety and depression
scale. Acta Psychiatr. Scand. 67:361.

frontiersin.org


https://doi.org/10.3389/fpsyg.2022.928257
https://doi.org/10.1016/j.jad.2020.01.019
https://doi.org/10.1111/2047-3095.12222
https://doi.org/10.1111/j.1744-6570.1975.tb01393.x
https://doi.org/10.1016/j.jad.2016.03.038
https://doi.org/10.1111/jocn.14099
https://doi.org/10.1136/oem.57.2.98
https://doi.org/10.1007/s10488-013-0528-y
https://doi.org/10.1016/s0003-9993(99)90048-5
https://doi.org/10.3233/ben-2012-110236
https://doi.org/10.17267/2238-2704rpf.v11i1.3304
https://doi.org/10.17267/2238-2704rpf.v11i1.3304
https://doi.org/10.1300/j018v05n0109
https://doi.org/10.1161/str.0000000000000113
https://doi.org/10.1017/s1041610218001254
https://doi.org/10.1177/0269215507079846
https://doi.org/10.1007/s00415-014-7534-1
https://doi.org/10.1016/j.jad.2014.11.031
https://doi.org/10.1111/jep.13113
https://doi.org/10.1111/jep.13113
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org/

	Development and initial validation of a clinical measure to assess symptoms of post-stroke depression in stroke patients at the rehabilitation stage
	Introduction
	Materials and methods
	Study phase
	Instrument development phase 1: Establishment of the initial item pool
	Instrument development phase 2: Healthcare professional panel evaluation
	Instrument development phase 3: Delphi expert panel evaluation
	Instrument development phase 4: Rehabilitation stroke patient panel evaluation

	Data analysis
	Ethical considerations

	Results
	Establishment of the initial item pool
	Healthcare professional evaluation
	Demographics of the healthcare professionals
	Healthcare professional evaluation of the items

	Delphi expert panel evaluation
	Demographics of the Delphi experts
	Delphi indicators
	Expert opinions and revisions to the items

	Patients with stroke panel evaluation

	Discussion
	Content validity of the screening tool
	Items deleted from the development phases
	Items added in the development phases
	Strengths of the final scale

	Limitations
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	References


