
Indian Journal of Palliative Care • Volume 31 • Issue 2 • April-June 2025  |  177

Original Article

Psychometric Evaluation of Patient Health Questionnaire 9 Hindi for 
Use with Patients with Cancer in Community Palliative Care Settings
Tushti Bhardwaj1, Neha Arora2, Ambika Rajvanshi3

Departments of 1Social Work and 2Psychology, Dr. Bhim Rao Ambedkar College (University of Delhi), 3CanSupport, New Delhi, India.

INTRODUCTION
Chronic and advanced illnesses, including cancer, pose 
considerable emotional concerns to the patients. Depression 
is one of the most prominent and prevalent psychological 
symptoms among patients with cancer. Depression affects 
almost 20–40%[1] of patients with cancer irrespective of the 
disease trajectory.[2-4] It carries a heightened risk of emotional 
and somatic repercussions that ultimately undermine the 
quality of life of the patients.[5] It is important to identify 
and address depressive symptoms early and provide 
psychotherapeutic and pharmacological support to add 
quality to the lives of patients.[6] Unfortunately, depression 
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often goes underdiagnosed and undertreated among cancer 
patients as mainly physical symptoms overpower their 
health-related concerns.[6]

Patient Reported Outcome Measures (PROMs) are generally 
used to identify several concerns of the patients as these 
tools assess the concerns quickly and holistically. These 
assessments serve as valuable tools for gauging the severity 
of a particular issue affecting a person. A few such PROMs 
namely, the World Health Organisation Quality of Life 
Questionnaire-100 and 23, the European Organisation for 
Research and Treatment of Cancer Questionnaire, Karnofsky 
Performance Scale and Patient Health Questionnaire (PHQ) 
are widely used in Indian settings. PHQ in general and the 
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PHQ-9 depression scale, in particular, are used in both 
research and practice in mental health settings.[7-9] PHQ-9 
has been translated in Hindi, validated against DSM-IV[10] 
and previously used in psychiatric settings.
It has also been reported that many of the translations of 
PHQ variants have been conducted by MAPI using standard 
methodology and researchers have substantiated the validity 
and reliability of PHQ-9 across diverse contexts.[11-14] PHQ-9 
has also been previously validated with patients with different 
types of cancers.[1] However, a review of available literature 
suggests that the psychometric validation of PHQ-9 Hindi 
among patients with cancer, especially in palliative care 
settings, has not been extensively explored. This necessitates 
the need for psychometric validation of PHQ-9 Hindi and 
examines its responsiveness for use among patients with 
cancer. We, thus, aim to undertake psychometric validation 
of previously adapted PHQ-9 Hindi[15] with patients with 
cancer receiving palliative care services in community 
settings in northern parts of India. Palliative care services 
are provided in various settings namely, hospitals, hospices 
and home care or community settings. This research focused 
on patients receiving palliative care services in community 
settings. Few of them were also receiving curative treatment 
from hospitals in addition to home care services for the 
management of symptoms.

MATERIALS AND METHODS
Setting
The research was implemented at one of the charity 
organisations providing palliative care services in North 
India. 

Sample
Data were collected by a total of 21 palliative care teams 
to ensure representation of patients from all geographical 
locations of Delhi NCR. Each team had a target of completing 
data from 11 patients selected through a convenience sampling 
technique. Following the basic rule of thumb for validation 
studies, we targeted a minimum of 180 patients (p/M ratio of 
20 patients per item or a minimum of 150–300 patients).[16,17] 
We could achieve a sample of 228 patients (n = 228). All adult 
patients (18+ years) with a confirmed diagnosis of cancer 
and receiving home-based palliative care services, having the 
capacity to consent, ability to speak and understand Hindi 
were approached by the team during assigned data collection 
week. A subset of 50% of the total sample who gave consent 
and were available for repeat assessment were followed up on 
two more occasions at intervals of 3–4 weeks.

Data collection and validation
To ensure rigour and maintain uniformity in data collection, 
all enumerators were trained in data collection by the 
principal investigator (TB) and co-investigator (NA) through 

two group training sessions. The training was focused 
on making comprehension of every PHQ-9 item clear to 
enumerators, imparting skills to interview patients for each 
item of PHQ-9 through role plays and recording participants’ 
responses on the four given response categories. Enumerators 
were trained for coding, data management and maintaining 
summary log sheets for repeat assessment. Their progress 
was monitored by telephonic discussions with TB and field 
visits by a researcher (PC). Data collection was conducted 
in participants’ homes after obtaining written informed 
consent. Data were recorded using the paper-pen method. 
All enumerators were required to submit the data sheets 
with the field data monitor (PC and AR) before commencing 
repeat assessments to avoid chances of replication and 
subjective biases. Repeat assessment was conducted by the 
same interviewers.

Materials
The adapted version of PHQ-9 Hindi and a demographic 
sheet were used to collect data. In addition, the recently 
validated Integrated Palliative Care Outcome Scale (IPOS) 
for use in palliative care settings[18] was used to examine the 
validity of PHQ-9 against IPOS. PHQ-9 Hindi version is a 
brief nine-item scale to screen depression among patients. 
Many variants of PHQ are available; however, PHQ-9 is more 
often used in practice. PHQ-9 assesses depression through 
nine items, each of which is scored between 0 and 3, providing 
a score ranging from 0 to 27. PHQ family of measures were 
developed by researchers with a grant supported by Pfizer 
Inc.[19] All measures are in the public domain. Although 
PHQ measures are free to use, we obtained permission for 
their validation in a palliative care setting. IPOS is a 17-item 
multidimensional scale for assessing physical, emotional, 
communication, spiritual and practical issues of the patients 
with advanced illness.[20] It is widely used with cancer and 
non-cancer patients.[21]

At baseline PHQ-9, IPOS and a demographic sheet were 
used. At repeat assessment, only PHQ-9 and a single item of 
Global Health Rating were used to understand the change in 
participants’ health status from the last assessment.

Analysis
Five student volunteers were trained by TB in data 
extraction from hard copy to data entry in the Statistical 
Package for the Social Sciences (SPSS) (IBM SPSS 26). 
The field data monitor (PC) supervised data entry. TB and 
PC together checked 30% of the randomly selected sheets 
entered by each student volunteer for data entry errors and 
corrections were made. A very negligible error rate (0.08%) 
was reported in data entry, hence terminating data checking 
further.
To assess the structural validity of the scale, we used 
exploratory factor analysis through principal component 
analysis and scree plots. For confirmatory factor analysis 
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(CFA), we used structural equation modelling using IBM 
SPSS AMOS 27. We evaluated the model fit using Chi-square, 
confirmatory fit index (CFI) and root mean square error 
of approximation measures for small samples. To examine 
reliability, we used Cronbach alpha for internal consistency 
of the scale and sub-scales and item-total correlation for 
assessing the discriminate ability of the instrument. Test-
retest reliability was calculated using a t-test and inter-
rater reliability was calculated using inter-class correlation 
coefficient. We assessed construct validity by relating the 
score of the PHQ-9 baseline with IPOS-relevant items using 
Spearman’s rank order correlation. For divergent validity, 
we compared PHQ-9 scores with cancer staging as well as 
PHQ-9 scores of baselines and follow-up of those patients 
who reported improvement in their health using Cohen’s d 
coefficient. Analysis was conducted using the IBM SPSS 28 
version.

RESULTS
The study involved participants (n = 228) with diverse 
demographic and clinical characteristics. Mean age of the 
participants was approximately 51.24  (12.5) years a range 
spanning 69 years (min. 20 years and max. 89 years).
The majority of participants were female (68%), and married 
(77.2%), with either no formal education (25.4%) or primary 
education (31.1%). Most of them were either poor (43.4%) 
or lower middle (50.4%). Income status showed that 24.1% 
were living comfortably, while 32.5% found it very difficult 
to manage daily expenses. Most participants belonged to 
nuclear families (64.5%), with household sizes of 2–4 people 
(46.5%) or 5–6 people (37.3%).
The cancer types varied, most participants were in stage 
4  (30.7%) and stage 3  (17.5%). Patients with early-stage 
diagnosis (stages 1 and 2 together) were very few (9.2%). 
The cancer stage of a substantial proportion of participants 
was either unknown (10.5%) or not applicable (15.8%). 
The unknown category for cancer staging included those 
patients whose cancer stage was unknown due to the non-
availability of papers or not being aware. Not applicable 
cancers refer to those where TNM staging is not applicable 
like haematological cancers. A total of 15.4% had a history 
of cancer in their family, and comorbidities were present 
[Table 1].

Exploratory factor analysis
We followed Kaiser’s rule to identify emerging factors from 
the scree plot. The plot suggested [Figure  1] that only two 
factors should be retained as the value dropped below 1 when 
more than two factors were considered.[22] Exploratory factor 
analysis suggested a two-factor approach: Physical concerns 
(4 items) and emotional concerns (5 items). Following 
Kaiser’s rule, an item with a value >0.5 was retained to 
constitute the given factor[23] [Table 2].

Figure 1: Scree plot to identify number of factors.

CFA
CFA fit indices were CFI = 0.980 and RMSEA = 0.031, 
TLI = 0.966 indicating medium fit of the model to the data 
(χ2 = 31.679, df = 26, χ2/df = 1.218, P = 0.204). Since CFI 
and RMSEA parameters approached the minimums, they 
were within the defined parameters recommended for small 
samples.[24]

The standardised parameter estimates of the modified model 
are shown in Figure 2. Physical concerns accounted for 62–
35% of the variance while emotional concerns presented a 
relatively large variance ranging from 76% to 9% of PHQ-9 
items. Item no. 9 which centred on suicidal thoughts under 
emotional concerns had poor factor loading, that is 0.09 
followed by factor loading of item no.  3 which dealt with 
sleep disturbances under physical concerns (factor loading 
0.35). The correlation between physical and emotional 
concerns was very high (0.97) suggesting a strong fit of the 
factors in the model.
The total scores and the sub-scale scores have been calculated 
by simple addition of relevant item scores. Cases with 
missing values were not included in the analysis. Data show 
completeness, missing values were negligible and within the 
acceptable parameters.
None of the items under the physical concerns domain 
showed floor or ceiling effects, responses were very well 
distributed among all the four given options. Two items 
under emotional concerns focussing on the difficulty in 
concentration (item no. 7) and suicidal tendency (item no.9) 
reflected floor effects (61% and 69%, respectively, on the 
lowest response category, [Table  3]. Missing value for both 
sub-scales, that is physical and emotional sub-scales was 
within acceptable limits, that is <10%.[25,26] [Table 4].

Reliability
Item-total correlation
The physical sub-scale showed moderate internal consistency 
(α = 0.527), and the emotional sub-scale presented high 
internal consistency (α = 0.734). Internal consistency of the 
overall scale was also high (α = 0.759). Item-total correlation 
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Table 1: Demographic and clinical characteristics of participants 
(n=228).

Participants
n %

Sex
Female 155 68
Male 73 32

Marital status
Unmarried 9 3.9
Married/having partner 176 77.2
Window/widower 40 17.5
Divorced 2 0.9

Education
No formal education/illiterate 58 25.4
Primary (7 years of education) 71 31.1
Sr. Secondary (14 years of education) 64 28.1
Graduate and above 21 9.2

Social economic
Poor 99 43.4
Lower middle 115 50.4
Upper middle 4 1.8

Family structure
Nuclear 147 64.5
Joint 71 31.1

Cancer type
Breast (excludes skin of breast) 53 23.2
Lip, oral cavity and pharynx 36 15.8
Gynaecological cancer 18 7.9
Digestive organs 25 11
Respiratory system and intrathoracic organs 16 7
Not available/others 80 35.1

Cancer stage
Stage 1 3 1.3
Stage 2 18 7.9
Stage 3 40 17.5
Stage 4 70 30.7
Unknown/Not available 24 10.5
Not applicable 36 15.8

Table 2: Exploratory factor analysis showing two‑factor solution 
(n=228).

Components
Component 1 Component 2

PHQ item 1 0.223 0.498
PHQ item 2 0.533 0.292
PHQ item 3 0.071 0.553
PHQ item 4 0.278 0.629
PHQ item 5 0.065 0.731
PHQ item 6 0.733 0.207
PHQ item 7 0.539 0.249
PHQ item 8 0.551 0.537
PHQ item 9 0.844 −0.057
Extraction Method: Principal Component Analysis. Rotation Method: 
Varimax with Kaiser Normalisation. Rotation converged in 3 iterations. 
Component 1: Emotional Concerns, Component 2: Physical Concerns 
PHQ: Patient health questionnaire, Red colour scheme: Factor solution 
for emotional component, Yellow colour scheme: Factor solution for 
physical component

for each item of the scale was within the accepted limits 
[Table  5]. The intraclass correlation coefficient among 
physical and emotional sub-scales showed moderate 
agreement [Table 6].

Test-retest reliability

We hypothesised that there is no significant difference 
between Time 1–Time 2 and Time 1–Time 3 score of PHQ-9 
Hindi scale. To test this, we compared the sub-scale scores of 

Time 1 and Time 2 for those whose repeat assessment was 
undertaken. We also compared Time 1 and Time 3 scores 
of the same population using paired one sample t-test. We 
compared the mean difference of PHQ-9 Hindi sub-scale 
scores among baseline and follow-up assessment sub-scale 
scores among patients who felt the same. Test-retest reliability 
analysis for both Time 1–Time 2 and Time 1–Time 3 failed 
to reject the null hypothesis (H0), indicating that there was 
no significant difference between baseline and follow-up.
In addition, we also tested interclass correlation and 
interrater reliability using two-way mixed effect model where 
people effects were random, and measure effects were fixed. 
Results indicated that difference between the mean scores 
was not significant between repeated test scores.
Inter-rater reliability was moderate for physical scale with 
0.552  (0.32–0.07, 95% confidence interval [CI], n = 94) for 
average measures. Standard error of measurement was low 
(0.313). For emotional sub-scale, inter-rater reliability was 
high with 0.646 (0.44–0.77, 95% CI, n = 97). Standard error 
of measurement for emotional sub-scale was low (0.355).

Validity
As hypothesised, associations between PHQ-9 Hindi with 
IPOS Hindi individual items were all significant (P < 0.001) 
[Table  7]. Correlations between PHQ-9 Hindi sub-scales 
and IPOS individual selected items were in the predicted 
direction. The correlation was positive with IPOS items 
since higher scores on both scales indicate worse outcomes. 
For example, PHQ-9 Hindi physical sub-scale correlates 
moderately with shortness of breath, weakness/lack of 
energy, poor appetite and poor mobility. Interestingly, 
emotional items of PHQ-9 Hindi have much stronger 
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Table 4: PHQ‑9 Hindi sub‑scale floor and ceiling effects (n=228).

n=228 Number of items Mean SD Floor effect (%) Ceiling effect (%) Missing (%)
Total 09 9.5 5.5 1.3 0.4 10.1
Physical 04 5.2 2.8 3.9 1.8 6.1
Emotional 05 4.2 3.5 11.0 1.3 5.7
PHQ: Patient health questionnaire, SD: Standard deviation

Table 3: Distribution of PHQ‑9 Hindi scores at baseline assessment (n=228).

Item Not at all (0) Few days (1) More than half days (2) Almost every day (3) Mean (±SD) Missing (%)
Physical concerns 3.9 − − − 5.2 (2.8) 6.1

Lack of interest 36.4 27.2 12.3 21.9 1.2 (±1.1) 2.2
Difficulty sleeping 39.5 21.9 16.2 20.2 1.1 (±1.1) 2.2
Tired/lack of energy 10.1 33.3 27.2 28.1 1.7 (±0.9) 1.3
Loss of appetite 37.3 28.5 12.3 18.0 1.1 (±1.1) 3.9

Emotional concerns 11.0 − − − 4.2 (±3.5) 5.7
Feeling sad 24.6 41.2 16.7 16.2 1.2 (±1.0) 1.3
Feeling bad/unsuccessful 43.6 28.9 11.8 13.2 0.9 (±1.0) 2.2
Difficulty concentration 61.0 17.1 6.6 13.6 0.7 (±1.0) 1.8
Slow/figidity 52.6 23.7 8.3 12.7 0.8 (±1.0) 2.6
Suicide 69.3 16.7 4.8 6.1 0.4 (±0.8) 3.1

PHQ: Patient health questionnaire, SD: Standard deviation

Table 5: Items and item‑total correlation of PHQ‑9 Hindi sub‑scales.

Sub‑scale Item Item‑total 
correlation

Physical Lack of interest 0.543**
Difficulty sleeping 0.587**
Tired/lack of energy 0.486**
Loss of appetite 0.558**

Emotional Feeling sad 0.606**
Feeling bad/unsuccessful 0.654**
Difficulty concentration 0.577**
Slow/figidity 0.735**
Suicide 0.549**

**Correlation is significant at 0.01. PHQ: Patient health questionnaire

correlation with IPOS items namely, feeling anxious/worried, 
feeling depressed and peace. The correlation of emotional 
sub-scale of PHQ-9 Hindi with physical concerns-based 
items of IPOS was relatively weaker while correlation with 
emotional concerns of IPOS was stronger and same was true 
for physical sub-scale of PHQ-9.
PHQ-9 physical sub-scale has discriminative or known-
groups validity while with advanced cancer have higher 
mean scores (mean [M] = 10.09, standard deviation 
[SD] = 5.82) compared to those with early cancer 
(M = 7.7, SD = 4.3). Similar trend was observed in physical 

and emotional sub-scales when compared with disease 
staging. Physical sub-scale scores for patients with early 
cancer was relatively lesser (M = 5.0, SD = 2.5) than patients 
with advanced stage cancer (M = 5.5, SD = 2.9). In case of 
emotional sub-scale, mean score for early-stage cancer 
patients was much lesser (M = 2.6, SD = 2.1) than advanced 
cancer patients (M = 4.5, SD = 3.7).
In order to estimate the effect size, we calculated Cohen’s d 
using paired sample t-test for first time administration of 
PHQ-9 Hindi and second time assessment. Results obtained 
were significant (t = 3.72, P < 0.001, df = 90) whereas the 
effect size was weak (Cohen’s d = 0.388).[27]

We assessed the ability of PHQ-9 to detect change in patient’s 
status and present evidence for detecting minimally clinical 
important differences.
We hypothesised that PHQ-9 score would change if there 
were improvement or deterioration in patient’s condition 
during subsequent assessments. Conversely, PHQ-9 score 
would remain the same if patient’s status does not change 
in subsequent assessment. We included those patients who 
reported themselves as ‘better’ compared to the previous 
assessment. Moderate to strong effect sizes were shown by 
both sub-scales and the scale as a whole, though the effect 
size of physical sub-scale was relatively smaller [Table 8].

DISCUSSION
We examined the psychometric validation of PHQ-9 Hindi 
for the early screening of depression among patients with 
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Table 6: ICC of physical and emotional sub‑scales.

ICC coefficient
ICC 95% confidence interval F test with true value 0

Lower Bound Upper Bound Value df1 df2 Sig
Physical scale average measures 0.552 0.325 0.702 2.230 93 93 <0.001
Emotional sale average measures 0.646 0.449 0.770 3.073 96 96 <0.001
ICC: Intraclass correlation, df: degrees of freedom, F: Analysis of Variance

Figure  2: Confirmatory factor analysis model of Patient Health 
Questionnaire-9 (PHQ) Hindi. e: measurement error.

cancer receiving palliative care services. The process of scale 
validation involved two phases. The first phase involved the 
cultural adaptation which was already undertaken for PHQ-
9 and published elsewhere.[15] The second phase related to 
assessment of psychometric properties of the adapted scale, 

which is reported here. Findings of this research relate to 
a sample of either uneducated or less educated patients 
belonging to poor or lower middle class, living in a nuclear 
family structure.
In palliative care settings, generally most of the patients are seen 
at advanced stages which are also evident in present research 
from the cumulative percentage of patients at stage 3 and 
stage 4. Previous studies have also reported that depression 
is frequently observed among advanced stage or terminally 
ill cancer patients.[28,29] In India, previous research have also 
indicated that depressive and anxiety disorders show a crude 
prevalence of 3.3%. This has accounted for 19–33.8% of disease-
adjusted life years attributed to mental disorders.[30,31] Such 
evidence indicating high prevalence of depression and other 
psychiatric morbidities among patients with cancer makes 
it even more significant that a culturally valid instrument to 
screen patients early for depressive symptoms be developed.
Exploratory factor analysis presented a two-factor solution 
in line with the hypothesised model with two sub-scales 
namely, physical and emotional concerns. Confirmatory 
factor analysis indices in our sample were conclusive, and 
we can infer that there is a relatively good fit between the 
hypothesised model and the observed data confirming 
cross-cultural validity of PHQ-9 Hindi. Confirmatory factor 
analysis in previous research has also supported a two-
factor model of PHQ-9 being a better fit with heterogenous 
cancer population.[14,32] Notably, two items centred on 
suicidal thoughts and sleep disturbances exhibited low factor 
loadings. Previous research reported that factor loading of 
PHQ-9 was within the acceptable limits.[33] This suggests that 
PHQ-9 Hindi is a reliable measure to efficiently assess the 
concerns of patients with cancer.
PHQ-9 Hindi items were appropriately distributed. None of the 
items for this sample showed floor or ceiling effects for physical 
sub-scale; however, items on suicide and difficulty concentration 
under emotional sub-scale presented floor effect. It is important 
to note that the floor and ceiling effects of both the consolidated 
sub-scales were within the acceptable limit indicating suitability 
of PHQ-9 Hindi among cancer patients.[34-37]

Missing data analysis presented a very small percentage 
suggesting high value of data completeness. PHQ-9 has 
presented high data completeness in previous research[32] as 
well suggesting its suitability in clinical practice. This gives an 
advantage to use PHQ-9 in clinical practice for two reasons, 
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Table 7: Convergent and divergent validity‑Spearman’s rank correlation of PHQ‑9 Hindi sub‑scales with IPOS Hindi items.

PHQ Domain Shortness of 
breath

Weakness or 
lack of energy

Poor 
appetite

Poor 
mobility

Feeling anxious or 
worried

Feeling 
depressed

Feeling at 
peace

PHQ physical 0.256** 0.442** 0.406** 0.361** 0.311** 0.421** 0.323**
N 212 208 210 213 212 213 211
PHQ emotional 0.285** 0.394** 0.359** 0.411** 0.484** 0.508** 0.506**
N 213 208 212 214 213 214 213
PHQ total 0.313** 0.469** 0.422** 0.444** 0.445** 0.535** 0.457**
N 203 199 202 204 203 204 203
PHQ: Patient health questionnaire, IOPS: Integrated palliative care outcome scale, ** significant at 0.01, N: Number of cases

Table 8: MCID and effect size between baseline and first follow‑up.

PHQ Domain Assessment Time Paired Differences t df One‑Sided p Cohen’ d 
valueMean Std. 

Deviation
Std. Error 

Mean
95% Confidence 
Interval of the 

Difference
Lower Upper

Pair 1 Total PHQ Time 1 ‑  
PHQ Time 2 

4.075 5.404 0.854 2.347 5.803 4.769 39 <0.001 0.754

Pair 2 PHQ Physical Time 1 ‑ 
PHQ Physical Time 2

1.35714 3.17630 0.49011 0.36734 2.34695 2.769 41 0.004 0.427

Pair 3 PHQ emotional Time 1‑ 
PHQ emotional Time 2

2.65854 3.26810 0.51039 1.62700 3.69008 5.209 40 <0.001 0.813

PHQ: Patient health questionnaire, MCID: Minimally clinical important differences, df: degrees of freedom, t: student’s t-test

one being a brief scale and second having the quality of 
yielding high data completeness.
The overall internal consistency of PHQ-9 Hindi was found 
to be significant in the present research which is in line 
with previous evidence. Internal consistency of PHQ-9 
by previous research conducted in varied settings was 
also found to be high suggesting that the items of PHQ-9 
Hindi are consistent with each other and effective to yield 
meaningful results.[7,38] Furthermore, the present research 
noted a strong correlation between physical and emotional 
concerns. This supported the two-factor model suitability for 
such heterogeneous population which has also been reported 
in previous research.[7] However, other researchers[38,39] 
reported single factor solution of PHQ-9 with patients with 
major depressive disorder and university students suggesting 
further scope of confirmatory factor analysis of PHQ-9 
Hindi in varied populations and cultural contexts. Previous 
researchers[39-43] have also examined the internal consistency 
of PHQ-9. The present research showed a high test-retest 
reliability coefficient for the total scores which have also been 
reported by other researchers,[40-44] confirming that PHQ-9 
has excellent internal reliability.
Convergent validity of PHQ-9 Hindi was confirmed against 
IPOS Hindi. Previous research reported that the total score 
of PHQ-9 exhibited a positive correlation with the total 

score of HAMD-17.[40] We examined if emotional sub-
scales of PHQ-9 Hindi presented convergent validity with 
IPOS supporting the capability to assess depression and 
anxiety among patients receiving palliative care services. 
Findings suggested that PHQ-9 Hindi emotional sub-scales 
appropriately assess emotional concerns of the patients as 
the scores relate well with other scales both in previous and 
present research. PHQ-9 Hindi physical sub-scale confirmed 
discriminative or known-groups validity when compared 
with patients with advanced cancer who presented higher 
mean scores as compared to those with early cancer. Previous 
research have also confirmed that physical concerns of the 
patients with advanced stage cancer are more overwhelming 
than those at early stages of cancer.[45,46] This has implication 
for clinical practice necessitating early screening and 
intervention with patients who are at advanced stages of 
cancer to improve their quality of life. Alongside, PHQ-9 
Hindi has presented moderate to strong effect size in both 
physical and emotional sub-scales. Very few research studies 
have reported the effect size in their study reflecting the need 
of in-depth psychometric analysis in future research.[8,47]

CONCLUSION
PHQ-9 Hindi is a valid and reliable tool to screen Hindi 
speaking patients with cancer who may have depressive 
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symptoms. India is a multilingual and culturally diversified 
country, so it is important that PHQ-9 is tested in other parts 
of the country in other regional languages before use. This 
tool will help the practitioners in palliative care settings to 
identify patients with depressive symptoms early and provide 
appropriate timely interventions to them. PHQ-9 Hindi, 
being a brief scale, gives an edge to the practitioners to 
quickly make an assessment without any discomfort to the 
patients with cancer.
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