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Abstract

This cross-sectional study examined the prevalence and factors associated with anxiety
symptoms in Bangladeshi women aged 1545, utilizing the Anxiety subscale of the DASS-21.
A total of 1,019 participants from both urban and rural environments were evaluated,
uncovering a significant anxiety prevalence of 74%, with almost one-third exhibiting extremely
severe symptoms. Statistical analyses revealed notable correlations between anxiety and factors
such as urban living, elevated socioeconomic status, levels of education, job status, engagement
in high physical labor, use of dietary supplements, variations in appetite, and somatic
symptoms including dizziness and blurred vision. Logistic regression analysis provided
additional evidence that urban living (OR=2.08), high physical labor (OR=4.32), supplement
use (OR=2.35), and dysregulated eating behaviors serve as independent predictors of anxiety.
In contrast, factors such as age, BMI, marital status, overall physical activity, and particular
dietary patterns did not emerge as significant predictors. The results highlight the essential
requirement for mental health interventions that are culturally specific, the necessity for
broader screening with DASS-21 in community environments, and the importance of
integrative strategies that consider somatic symptoms. Future longitudinal and qualitative
studies are necessary to clarify causal mechanisms and obstacles to care, thus guiding focused

public health strategies in Bangladesh.

Keywords: Anxiety; Bangladeshi women; DASS-21; Prevalence; Lifestyle factors; Cross-

sectional study.
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Chapter 1

Introduction

1.1 Background

Women are about twice as likely as men to have anxiety disorders, especially when they are of
childbearing age. About 4% of the people in the world have these disorders (Alonso et al.,
2018). The 2022 Demographic and Health Survey in Bangladesh found that 19.5% of women
between the ages of 15 and 49 who had ever been married had moderate to severe anxiety
symptoms (Amin et al., 2025). But only 22% got professional help, and only 8% got medicine,
which shows that there aren't enough services and that there is a stigma (Raza et al., 2025).
DASS-21 is very reliable (Cronbach's a = 0.93) and works the same way for men and women
in adult samples. Still, it has mostly been used by students and professionals, leaving out people
between the ages of 15 and 45. Because of this, this strong, multi-faceted tool has not been able
to give national estimates of how common and serious the problem is (Abu Hena Mostafa Alim
et al., 2014). International meta-analyses also show that diets that cause inflammation can raise
the risk of anxiety by as much as 66% (OR 1.66; 95% CI 1.41-1.96). On the other hand, anti-
inflammatory patterns, regular exercise, and good sleep hygiene can each lower symptoms by
20-30%. These results show how important it is to include a wider range of people in research
and how necessary it is to make changes to people's lifestyles. We can better help people of all
ages with mental health problems if we know how diet and health behaviors affect them. There
haven't been any studies in Bangladesh that looked at these lifestyle factors and DASS-21
anxiety scores in women of childbearing age, though (Campisi et al., 2024). Systemic barriers
make these research deficits worse: Bangladesh spends barely 0.5 percent of its health budget
on the treatment of mental illnesses. There is around one psychiatrist for every 650,000 people,

and more than half of the population has stigmatizing views that make it hard for people to get



care (Moitra et al., 2022). To make up for these gaps, This study aims to address these
deficiencies by employing the DASS-21-BV in urban and rural cohorts of women aged 15 to
45 to (1) map the prevalence and severity of anxiety (Ahmed et al., 2022), (2) examine at
demographic predictors (age, education, income, marital status, region)(Sheoti et al., 2024), (3)
discover links between dietary inflammatory potential, physical activity, and sleep quality,
(Torabynasab et al., 2023) (4) look at cultural beliefs and barriers to seeking help through
qualitative interviews, (Al Azdi et al., 2025)and (5) create community-based interventions that

are culturally appropriate to lower anxiety and make it easier to get care(Afreen et al., 2024).

1.2 Operational Definitions of Key Constructs

Anxiety, which is a future-focused emotional state, is characterized by excessive and
uncontrollable concern, physiological hyperarousal, and cognitive issues that hinder daily
tasks. It differs from ordinary fear in that it lasts longer and is more significant than actual
threats (Craske & Stein, 2016). A demographic profile offers critical data regarding a
population, encompassing age, gender, educational attainment, income, marital status, and
geographic location. This data is employed to identify groups at elevated risk for health
complications and to develop public health interventions (Kim & Kim, 2017). A person's
lifestyle is made up of things they can change, like diet, exercise, sleep, and stress management.
These things greatly affect their risk of anxiety, and meta-analytic research reveals that

changing their way of life can lessen anxiety symptoms by 20-30% (Amiri et al., 2024).

1.3 Demographics Profile, Lifestyle, and Diet Correlate with Anxiety

Older, less educated, and poorer Bangladeshi women aged 15 to 45 are more likely to be
anxious. For instance, women between the ages of 45 and 49 are almost twice as likely to have
moderate to severe anxiety as teenagers. Furthermore, women in the lowest income group

exhibit a greater than 20% increased likelihood of experiencing anxiety compared to those in



the highest income quintile. Women in the Rangpur, Khulna, and Sylhet divisions are
substantially more likely to be anxious than women in other regions of the country (Sheoti et
al., 2024). This makes the problem even worse. Diet, exercise, and sleep are all crucial
components of life that can improve these demographics weaknesses. For instance, worldwide
meta-analyses suggest that pro-inflammatory diets can boost the risk of anxiety by up to 66%
(OR 1.66; 95% CI 1.41-1.96) (Firth et al., 2019). But moderate exercise on a regular basis,
enough sleep, and a diet similar to that of the Mediterranean can reduce symptoms by 20-30%
(Ensari et al., 2015). There hasn't been much research on the link between DASS-21 anxiety
levels, dietary inflammatory indices, exercise metrics, and sleep quality indicators in the
Bangladeshi market. More research is needed to connect these things and create culturally

appropriate therapies (Alvaro et al., 2013).

1.4 Knowledge Gap and Research Imperatives

Insufficient research exists regarding anxiety in Bangladeshi women aged 15 to 45, with
several critical gaps hindering prevention and treatment efforts. Although the Bangla DASS-
21 demonstrates high reliability (o = 0.93) and exhibits strong measurement invariance, it has
not been administered to extensive, age-stratified cohorts of reproductive-aged women, leaving
the prevalence and severity of the issue largely unknown (Ahmed et al., 2022). Secondly,
national surveys predominantly employ the GAD-7 and PHQ-9 to ascertain that 19.5% of ever-
married women experience moderate to severe anxiety (Amin et al., 2025)These the
instruments only assess general symptoms and exclude unmarried or younger women, which
complicates the understanding of the issue at hand. Third, worldwide studies show that diets
high in inflammation can raise the risk of anxiety by up to 66 percent, while following a
Mediterranean diet, staying active, and getting enough sleep can each lower symptoms by 20—
30 percent (Firth et al., 2019). No study has been conducted in Bangladesh examining DASS-

21 anxiety levels among women aged 15 to 45 in relation to their nutrition, physical activity,



or sleep quality. Fourth, the fact that only 22% of people who needed help and 8% of those
who sought therapy actually received it shows how little we know about cultural stigma and
barriers to healthcare (Raza et al., 2025). This is because there isn't much qualitative or mixed-
methods research on gender norms, stigma, and the way people seek care. In the end,
intervention research is only done on short pilot studies and doesn't include full evaluations of
community-based, culturally relevant preventive or therapeutic programs. To correct these
problems, a lot of research has to be done. This study should include DASS-21-based
epidemiology, lifestyle and sociodemographic correlations, in-depth qualitative studies, and
early intervention trials. This will help us come up with ways to help Bangladeshi women in
their peak reproductive years manage their anxiety and obtain mental health care more easily

(Koly et al., 2022).

1.5 Significance

The anxiety experienced by Bangladeshi women aged 15 to 45 warrants examination for
several reasons, including social welfare, productivity, and health. The consequences go
beyond a person's suffering to include the development of families, communities, and the
country as a whole. From a public health perspective, anxiety disorders in women of
childbearing age are the most common problems that happen during pregnancy and childbirth.
They affect 800,000 families every year and are a major cause of maternal death by suicide and
overdose in the first year after pregnancy (Fawcett et al., 2019). The economic impact is clear
in the form of lost productivity and high healthcare costs. Systematic reviews from South Asia
show that the monthly costs of healthcare and lost productivity for anxiety disorders range from
$18.68 to $805.17. In 15 out of 18 studies, lost productivity costs were always higher than
healthcare costs (McDaid et al., 2024). Mental health issues cost Bangladesh's economy
roughly 0.76% of GDP. Women who have anxiety are more than twice as likely to have poor

work performance, which is shown by less patience, trouble multitasking, trouble making



decisions, and overall, less employee engagement (Moitra et al., 2022). The impact on social
and family well-being is equally severe. Mental health problems in mothers hurt not only the
mothers themselves but also their families and communities. In countries with adequate
healthcare systems, ignoring mental health problems in women can cost $32,000 for each
mother-infant pair, which adds up to $14 billion a year (Fawcett et al., 2019). Anxiety can be
passed down from one generation to the next. Teenagers can feel depressed and stressed for
more than 20 years if their parents are sad or they have to confront challenging things. Long-
term relationship stress can lead to inherited mental health issues in subsequent generations.
It's also crucial to consider how such issues will affect the healthcare system, as women with
anxiety disorders go to the doctor a lot more often than women who don't have these difficulties
(Hammen et al., 2012). This makes Bangladesh's already strained healthcare system even
worse. Mental health receives barely 0.5% of the healthcare budget, with only one psychiatrist
for every 650,000 people (Moitra et al., 2022) .The finding is a highly significant discovery
since we still have a lot to learn. Women who can have children don't often use proven
diagnostic tools like the DASS-21, and there aren't many clinical research studies that are
appropriate for their culture. The finding shows that we need to do more focused research to
identify evidence-based ways to help this important but at-risk group of people with anxiety

disorders improve their health and quality of life.

1.6 Factor Contributing to High Anxiety in Women

Biological variables that make women more likely to be anxious throughout their reproductive
years (ages 15-45) include changes in sex hormones and sex-specific stress-response
systems: cyclical rises and falls in estrogen and progesterone modulate neural circuits of fear
and arousal, with low estrogen phases (e.g., premenstrual, postpartum) linked to increased
autonomic hyperreactivity and anxiety symptoms, while progesterone metabolites like

allopregnanolone exert GABAergic, anxiolytic effects that vary across the cycle (Kundakovic



& Rocks, 2022); women also exhibit heightened HPA-axis reactivity—greater and more
prolonged cortisol and ACTH responses to stress—due to estrogen enhancing corticotropin-
releasing factor receptor sensitivity and attenuated negative feedback, contrasting with
testosterone’s inhibitory role in men (Goel et al., 2014); neuroimaging evidence reveals that
women show stronger and more persistent amygdala activation to negative stimuli and sex-
specific amygdala—prefrontal connectivity patterns that correlate with anxiety severity (Heck
& Handa, 2019); and genetic and epigenetic mechanisms, including sex-dependent
polymorphisms in serotonin transporter and BDNF genes and hormone-driven chromatin
remodeling, further prime women’s brains for greater anxiety susceptibility in interaction with

environmental stressors (Li & Graham, 2017).

1.7 Aim and Objective

This project aims to ascertain the incidence and severity of anxiety symptoms among
Bangladeshi women aged 15—45 and to identify significant demographic, lifestyle, and socio-
cultural variables to guide evidence-based therapies. Finally, it is useful to specify the

following objectives:

e Assess the frequency and intensity of anxiety in women from Bangladesh who are 15—

45 years old using the DASS-21.

e Determining modifiable risk factors for anxiety, including demographics, lifestyle
choices (including food, exercise, and sleep quality), and cultural and societal variables.

This will facilitate the formulation of more precise preventative programs.

e The study is to investigate the obstacles that hinder women with moderate to severe
anxiety from obtaining mental health care and seeking assistance and to develop
strategies to improve their utilization of mental health services and address any

shortcomings in treatment.



e The project will develop culturally suitable methods to lower anxiety levels and
improve mental health results, such as community-based mental health literacy
programs, integrated primary care screening processes, lifestyle adjustments, and

policy changes (Ginsburg, 2009).



Chapter 2

Methodology

2.1 Project Framework and Duration of Data Collection

A descriptive, cross-sectional survey was conducted in urban and rural communities of Dhaka
division (Mirpur, Shantinagor, Narayanganj), and Brahmanbaria districts (Akhaura),
Munshiganj district (Sreenagar, and Bikrampur), Kishoreganj district, Rangpur district

Bangladesh, from January to June, 2025.

2.2 Participants and Sampling

A total of 1019 women aged 15 to 45 years were recruited using purposive sampling. Inclusion
criteria required Bangladeshi residency and voluntary consent, while exclusion criteria (as per
supervisor guidance) eliminated women who had been pregnant or lactating within the
preceding six months; were using iron supplements or medications that affect hemoglobin; had
chronic illnesses (e.g., diabetes, renal, cardiovascular); had blood disorders; had undergone
recent surgery or experienced major blood loss; suffered from autoimmune conditions; were
undergoing chemotherapy or radiation; had an extreme BMI (< 17 kg/m? or > 30 kg/m?);
experienced gastrointestinal malabsorption; had recent or chronic infections; adhered to

restrictive diets without supplementation; or faced significant psychological trauma.

2.3 Questionnaire Details

There were three components to the survey: First, a demographic profile that includes age
group (15-25, 26-35, 36-45), education level (illiterate, primary, secondary, graduate+),
profession (service, business, housewife, student, unemployed, other), marital status

(unmarried, married, divorced, widowed), body weight (kg), height (ft/in), monthly family



income (thousand BDT), and area of There are three primary parts to the assessment: First,
demographic information like where they live (urban/rural), how many people live in their
household, whether they smoke (smoker/non-smoker/ex-smoker), and whether they drink
alcohol or use recreational drugs (yes/no). Second, a history of their lifestyle and diet that
includes specific diet types (e.g., vegetarian, keto), recent changes in appetite (overeating, loss
of appetite, no change), supplement use, sleep problems, taking medication often, feeling too
tired to do daily tasks, feeling dizzy or having blurry vision during normal work activities, their
level of physical activity (high labor, medium, none), and how often they exercise (=5
times/week: regular, irregular, none). Finally, the seven-item Anxiety subscale of the Bangla
DASS-21 (listed 2, 4, 7, 9, 15, 19, 20) which measures physical arousal (Antony et al., 1998a).
The people who answered scored each sentence on a 4-point scale: 0 = Not at all, 1 = Rarely,
2 = Sometimes, and 3 = Frequently. This showed how they felt throughout the prior week.
Question 2(a): This question checks for physiological arousal alertness that comes with worry
by asking if the person knew their mouth was dry. Question 4(a): "I had trouble breathing"
(for example, breathing too quickly or not being able to breathe without doing anything
physical). Question 7: "I felt shaky" (like in my hands)—this shows neuromuscular indications
of anxiousness (tremors). 9th question: "I was worried about times when I might panic and
make a fool of myself”. The fifteenth question is, "I thought I was going to panic." Question
19: "I was aware of the action of my heart in the absence of physical exertion" (in other words,
conscious of a rise in heart rate or a heartbeat). "I was scared for no good reason" is the 20th

question. (Shah et al., 2021).

Lovibond (1995) developed the Depression Anxiety Stress Scales-21 (DASS-21), a concise
self-report instrument that assesses the intensity of symptoms in three domains—depression,
anxiety, and stress—over the preceding week. It has 21 questions, which are divided into three

7-item subscales. Each query is evaluated using a 4-point Likert scale. The scale employs a 4-



point Likert system, with 0 indicating "Did not apply to me at all" and 3 signifying "Applied
to me most of the time." The Anxiety subscale consists of seven items designed to assess the

level of autonomic activity (Antony et al., 1998b).

The raw scores from these seven items (ranging from 0 to 21) are summed and then multiplied
by two to align with the original 42-item DASS norms (ranging from 0 to 42)(Antony et al.,

1998b).

Severity Levels of Anxiety Classified Using DASS-21 Score:

Score Range Anxiety Severity Level
0-7 No or minmmal anxiety
8-9 M:ld anxiety
10-14 Moderate anxiety
15-1% Severe anxiety
20+ Very severe

2.5 Ethical Consideration

Informed assent was obtained from all participants, and ethical approval was granted by the

Southeast University Ethics Committee (SEU/Pharm/CECR/022/2024).

2.6 Statistical Analysis

The data analysis procedure utilizes Microsoft Excel 2021 and IBM SPSS Statistics version
27. The datasets were systematically entered, organized, sorted, tabulated, and classified in
Microsoft Excel to facilitate subsequent analysis. Subsequently, the software referred to as

SPSS was utilized for data analysis, and to evaluate the differences in anxiety and associated

10



factors, a chi-square analysis was conducted. A Pearson correlation test was conducted using
SPSS to assess the linear relationships between outcome variables and the severity of anxiety

symptoms. Analyses were considered statistically significant if the p-value was below 0.05.

11



Chapter 3

Result

Anxiety symptoms were assessed on the DASS-21 scale among 1,019 participants. The study
aims to evaluate the correlation between anxiety levels and demographic profiles, lifestyle and
dietary history, as well as aspects pertaining to mental health. The data analysis utilized Chi-
Square tests to ascertain significant relationships among variables, and binary logistic
regression analysis to evaluate correlations between dependent and independent variables, with
results classified by subgroups such as age, BMI range, marital status, living status, educational
attainment, occupational status, economic status, residential area, family type, smoking habits,
physical exercise, daily physical activity, specific dietary practices, dietary supplements,
medication intake, appetite changes, fatigue or drowsiness, dizziness or blurred vision, and

sleep disturbances.

3.1 Prevalence of Anxiety among the Adult Females

= Anxiety No Anxiety

Figure 1: The Incidence of Anxiety among Women
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The overall incidence of anxiety among adult females aged 1545 is illustrated in this figure,

with 74% of the population reporting anxiety and 26% reporting no anxiety.

3.2 Severity of Anxiety Symptoms in Adult Female Population

Anxiety
32%
26%
20%
13%
9%
Normal Mild Moderate Severe Extremely

Severe

Figure 2:Severity of Anxiety Symptoms in Adult Female Population

In figure 2, out of 1019 respondents, 749 participants exhibited indications of anxiety. In the
demographic of females aged 15-45, 26% are identified as having normal mental health, 9%
are experiencing mild anxiety, 20% are classified with moderate anxiety, 13% are categorized

as having severe anxiety, and 32% are dealing with extremely severe anxiety.

13



3.3 Comparison of Anxiety Levels Among Different Age Groups

172
135
95
- 84
68 65
63 55 61
36 39
“30 h

Normal Mild Moderate Severe Extremely
Severe

m15-25 m26-35 m36-45

Figure 3: Comparison of Anxiety Levels among Different Age Groups

Figure 3 illustrates the differences in anxiety severity among three distinct age groups (15-25,
26-35, and 3645 years; total n = 1,019). Individuals aged 15 to 25 demonstrate the highest
occurrences of both normal (n = 135) and extremely severe (n = 172) anxiety levels, while
those in the 2635 age group reach a peak in extremely severe anxiety (n = 95) but present
lower overall numbers. The 36—45 age group exhibits a more even distribution, with normal (n
= 72) and moderate (n = 61) anxiety being the most prevalent categories. The chi-square test
indicated that there was no significant relationship between age group and anxiety severity ()*

=2.719, df = 2, p = 0.257).
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3.4 Anxiety Severity Levels by Body Mass Index (BMI) Range

179

141 i 563

105 113
76 79
52
39
24 27 24
10 11 10

Normal Mild Moderate Severe Extremely
Severe

= CED (<18.5) = Normal (18.5-24.9) m Overweight (>25.0)

Figure 4: Anxiety Severity Levels by BMI Range

The fourth figure illustrates the levels of anxiety severity categorized by BMI classifications
(CED <18.5, normal 18.5-24.9, overweight >25.0; total n = 1,019). Participants with a normal
BMI most commonly reported both normal anxiety levels (n = 141) and extremely severe
anxiety (n = 179), while those who were overweight similarly showed peaks at normal (n =
105) and extremely severe (n = 129) anxiety levels. Participants with CED exhibited reduced
absolute counts while reflecting a bimodal pattern, with both normal and extremely severe
categories each comprising n = 24. The chi-square test indicated that there was no significant
relationship between BMI range and the prevalence or severity of anxiety (y*> = 1.654, df = 2,

p=0.437).
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3.5 Distribution of Residential Area among the Participants

m Urban © Rural

Figure 5: Distribution of Residential Area among the Participants

Figure 5 illustrates the residential distribution of study participants and highlights the
relationship between residence and anxiety levels. The sample consists of 45% urban residents
(n=459), with 396 individuals (86%) indicating anxiety. In contrast, rural residents make up
55% of the sample (n=560), where 353 individuals (63%) reported experiencing anxiety. The
results of the chi-square test indicated a highly significant association between residential areas

and the prevalence of anxiety (¥*> = 69.945, df =1, p <0.001).

3.6 Participants' Anxiety Levels by Marital Status
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Figure 6: Participant's Anxiety Levels by Marital Status

Figure 6 illustrates the levels of anxiety severity categorized by marital status (n = 1,019). The
data reveals a bimodal distribution among both married and unmarried participants, with peaks
observed at normal anxiety levels (married: n= 165; unmarried: n=99) and at extremely severe
anxiety levels (married: n = 166; unmarried: n = 153). Divorced respondents primarily fall into
the extremely severe category (n = 9), while widowed participants exhibit lower counts across
the severity levels. The y? test revealed no statistically significant relationship between marital

status and the prevalence of anxiety (y*> = 6.299, df = 3, p = 0.098).

3.7 Participants Economic Level in Relation to Anxiety
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Figure 7: Participants Economic Level in Relation to Anxiety

Figure 7 illustrates the prevalence of anxiety across different economic levels, indicating rates
of 67% among the low-income group, 73% within the middle-income group, and 82% for the
high-income group. The chi-square test reveals a significant relationship between economic

status and the prevalence of anxiety (y*=17.104, df =2, p <0.001).

3.8 Anxiety Severity Distribution by Educational Level
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Figure 8: Anxiety Severity Distribution by Education Level
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Figure 8 presents a detailed analysis of anxiety severity across different educational levels. It
shows that individuals with graduate degrees or higher report the highest numbers in both the
normal (n = 60) and extremely severe (n = 155) anxiety categories. In contrast, those with only
primary education tend to group more within the normal anxiety range (n = 91), displaying
significantly lower counts in the severe categories. Groups with limited literacy and those with
secondary education show distributions that are intermediate. A chi-square test revealed a
significant relationship between education level and anxiety severity (y*> = 45.810, df=3,p <

0.001).

3.9 Prevalence of Anxiety with Association to Daily Physical Activity

;

\

= No Activity = High Physical Labor = Medium Level

Figure 9: Prevalence of Anxiety with Association to Daily Physical Activity

Figure 9 presents the prevalence of anxiety in relation to daily physical activity levels. The
participants engaged in high physical labor exhibited the highest anxiety rate at 92%, followed

by those with no activity at 75%, and those with medium-level activity at 71%. A chi-square
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test indicated a significant relationship between activity level and the prevalence of anxiety (%

=19.812, df =2, p < 0.001).

3.10 Occupational Status Influences the Distribution of Anxiety
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Figure 10: Occupational Status Influences the Distribution of Anxiety Severity

Figure 10 illustrates the distribution of anxiety severity among various occupational categories,
including students, housewives, service workers, business owners, and the unemployed, with
a total sample size of 1,019. Students and housewives show bimodal distributions, with the
most significant frequencies observed in the normal (students: n = 96; housewives: n = 132)
and extremely severe (students: n = 152; housewives: n = 104) anxiety categories. Service
workers predominantly experience moderate (n = 37) and extremely severe (n = 61) anxiety
levels, while business owners exhibit minimal anxiety overall (normal: n = 0; extremely severe:
n = 3). Participants who are unemployed show increased numbers in both the normal (n = 15)
and extremely severe (n = 12) categories. It is noteworthy that students exhibit the highest
absolute count of extremely severe anxiety. A chi-square test revealed a significant correlation

between occupational status and anxiety severity (x> = 19.897, df =4, p < 0.001).
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3.11 Analysis of Chi-Square Test Qutcomes

The prevalence of anxiety was notably elevated in (1) individuals with graduate education or
higher compared to those with primary education (84% vs 61%, p <0.001), (2) business owners
in contrast to housewives (100% vs 67%, p < 0.001), (3) high-income groups relative to low-
income groups (82% vs 67%, p < 0.001), and (4) urban residents compared to their rural
counterparts (86% vs 63%, p < 0.001). Furthermore, the prevalence of anxiety was higher in
smokers compared to non-smokers (100% vs 73%, p = 0.045), in supplement users versus non-
users (83% vs 72%, p =0.001), and among those on medications compared to those not taking
them (84% vs 70%, p < 0.001). The data indicates that respondents experiencing appetite loss
(78% compared to 69%, p < 0.001), excessive eating (86% compared to 69%, p < 0.001),
tiredness/drowsiness (78% compared to 68%, p < 0.001), dizziness/blurred vision (81%
compared to 66%, p < 0.001), and difficulty sleeping (79% compared to 71%, p = 0.006)
demonstrated a greater prevalence of anxiety. Physical exercise (78% vs 73%, p =0.281), BMI
categories (75% vs 72%, p = 0.437), marital status (77% vs 71%, p = 0.098), family type (75%
vs 70%, p = 0.056), and specific diet (78% vs 73%, p = 0.468) did not show significant

associations with anxiety.

Table 1: Distribution of Variables and their Association with Anxiety among the Respondents
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Total N=1,019

Anxiety N=749

Yes
n % n % X2 df p-value
Age (years)
15-25 495 49 360 | 73 2.719 2 0.257
26-35 275 27 212 | 77
36-45 249 24 177 | 71
BMI (kg/m?)
CED (<18.5) 79 8 55 70 1.654 2 0.437
Normal (18.5-24.9) 564 55 423 | 75
Overweight (>25.0) 376 37 271 | 72
Marital status
Married 561 55 396 | 71 6.299 3 0.098
Unmarried 422 41 323 | 77
Divorced 14 1 12 86
Widowed 22 2 18 82
Level of education
Illiterate 102 10 78 76 | 45.810 3 <0.001
Primary 231 23 140 | 61
Secondary 306 30 211 | 69
Graduate or above 380 37 320 | 84
Occupational status
Student 410 40 314 | 77 | 19.897 | 4 <0.001
Housewife 402 39 270 | 67
Service 155 15 128 | 83
Business 6 0.6 6 100
Unemployed 46 5 31 67
Economic status
Low 344 34 232 | 67 | 17.104 | 2 <0.001
Middle 414 41 302 | 73
High 261 26 215 | 82
Residence area
Urban 459 45 396 | 86 | 69.945 1 <0.001
Rural 560 55 353 | 63
Family type
Nuclear 671 66 506 | 75 3.666 1 0.056
Joint 348 34 243 | 70
Smoking habit
Smoker 11 1 11 | 100 | 4.009 1 0.045
Non-smoker 1008 99 738 | 73
Physical exercise
Yes 96 9 75 78 1.162 1 0.281
No 923 91 674 | 73
Daily physical activity
No activity 185 18 138 | 75 19.812 | 2 <0.001
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High physical labor 98 10 90 | 92
Medium level 736 72 521 | 71
Specific diet
Yes 58 6 45 78 0.526 1 0.468
No 961 94 704 | 73
Dietary supplements
Yes 169 17 141 | 83 | 10.254 1 0.001
No 850 83 608 | 72
Intake of medications
Yes 235 23 198 | 84 | 18.130 1 <0.001
No 784 77 551 | 70
Changes in appetite
Loss of appetite 326 32 255 | 78 | 19.685 2 <0.001
Excessive eating 103 10 &9 86
No change 590 58 405 | 69
Tiredness or drowsiness
Yes 556 55 432 | 78 | 11.054 1 <0.001
No 463 45 317 | 68
Dizziness or blurred vision
Yes 501 49 408 | 81 | 31.852 1 <0.001
No 518 51 341 | 66
Difficulty in sleeping
Yes 345 34 272 | 719 7.629 1 0.006
No 674 66 477 | 71
Anxiety
Yes 749 74 418 | 56 | 25.817 1 <0.001
No 270 26 102 | 38

3.12 The Correlation between Continuous Variables and Anxiety

We performed binary logistic regression to identify factors associated with anxiety (table 2).
Respondents aged 1525 years had lower odds than those 36—45 years (OR 0.63, 95% CI 0.38—
1.05, p < 0.075). Urban residence increased odds (OR 2.08, 95% CI 1.30-3.32, p < 0.002), as
did high physical labor versus medium activity (OR 4.32, 95% CI 2.02-9.22, p < 0.001) and
dietary supplement use (OR 2.35, 95% CI 1.35-4.10, p < 0.003). Loss of appetite (OR 1.49,
95% CI 1.07-2.08, p<0.017), excessive eating (OR 2.77, 95% CI 1.52-5.08, p<0.001),
dizziness/blurred vision (OR 2.57, 95% CI 1.71-3.88, p<0.001), and difficulty sleeping (OR

1.19, 95% CI1 0.80—1.79, p<0.395) were examined (Das et al., 2021)

23



Table 2: Regression Analysis of Variables Correlated with Anxiety among Respondents

Anxiety
N=749
OR 95% CI p-value

Age (years)

15-25 0.632 0.382 to 1.047 0.075
26-35 1.302 0.859 to 1.972 0.213
36-45 1

BMI (kg/m?)

CED (<18.5) 0.964 0.550 to 1.689 0.899
Normal (18.5-24.9) 1.103 0.805to 1.511 0.541
Overweight (>25.0) 1

Marital status
Married 0.491 0.158 to 1.527 0.219
Unmarried 0.663 0.179 to 2.451 0.538
Divorced 0.913 0.137 to 6.069 0.925
Widowed 1
Level of education
Illiterate 0.853 0.399 to 1.821 0.681
Primary 0.670 0.385t0 1.167 0.157
Secondary 0.734 0.448 to 1.201 0.218
Graduate or above 1
QOccupational status
Student 1.941 0.884 to 4.260 0.098
Housewife 0.994 0.480 to 2.058 0.987
Service 1.832 0.822 to0 4.081 0.138
Business 676014776.872 0.000 0.999
Unemployed 1
Economic status
Low 1.110 0.635 to 1.939 0.714
Middle 0.936 0.569 to 1.540 0.795
High 1
Residence area
Urban 2.080 1.302 to 3.324 0.002
Rural 1
Family type
Nuclear 1.133 0.784 to 1.637 0.508
Joint 1
Smoking habit
Smoker 118105209.047 0.000 0.999
Non-smoker 1
Physical exercise
Yes 1.164 0.621 t0 2.179 0.636
No 1
Daily physical activity
No activity 1.047 0.708 to 1.547 0.819
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High physical labor

4319

2.024 t0 9.217

<0.001

Medium level

Specific diet

Yes

0.507

0.224 to 1.151

0.104

No

Dietary supplements

Yes

2.352

1.350 to 4.097

0.003

No

Intake of medications

Yes

1.189

0.727 to 1.945

0.491

No

Changes in appetite

Loss of appetite

1.492

1.073 to 2.076

0.017

Excessive eating

2.774

1.515 t0 5.077

0.001

No change

Tiredness or drowsiness

Yes

1.041

0.699 to 1.550

0.842

No

Dizziness or blurred vision

Yes

2.573

1.705 to 3.880

<0.001

No

Difficulty in sleeping

Yes

1.192

0.795 to 1.789

0.395

No

Anxiety

Yes

1.968

1.388 to 2.792

<0.001

No
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Chapter 4

Discussion

The current study offers an in-depth evaluation of anxiety symptoms in a cohort of 1,019
Bangladeshi women aged 15-45, utilizing the Anxiety subscale of the DASS-21. The overall
prevalence of anxiety (74%) was significantly greater than the rates observed in previous
studies involving students and professionals using the DASS-21, highlighting the extensive
impact on the community in both urban and rural areas. The severity distribution indicated that
almost one-third of participants faced very severe anxiety, whereas more than half displayed at
least moderate symptoms. Chi-square analyses revealed notable associations between the
prevalence of anxiety and various demographic, socioeconomic, and lifestyle factors.
Additionally, binary logistic regression underscored independent predictors such as urban
living, engaging in high-physical-labor activities, the use of dietary supplements, changes in

appetite, and the presence of somatic symptoms.

Previous uses of the Bangla DASS-21 have primarily concentrated on specific groups—Ilike
university students or healthcare workers—indicating a moderate to severe anxiety prevalence
of approximately 30—35%. In contrast, this community sample indicated a prevalence of 74%,
which is more than double previous estimates. This discrepancy likely indicates variations in
sampling frames: earlier studies often omitted unmarried and rural women and were typically
conducted in controlled institutional environments. The deliberate selection of both urban and
rural districts allowed us to encompass a broader sociocultural and economic range, thus
uncovering a significantly heightened level of anxiety burden. Furthermore, previous research
has established the DASS-21's high reliability (o = 0.93) (Ahmed et al., 2022) and its

measurement invariance across various demographic subgroups. This study reaffirms those

26



psychometric properties while broadening normative anxiety estimates to encompass a vital

reproductive-aged population (Abu Hena Mostafa Alim et al., 2014)

Chi-square tests indicated significant associations between anxiety prevalence and factors such
as urban residence, economic status, education level, occupational status, physical activity
level, smoking, supplement use, medication intake, appetite changes, dizziness/blurred vision,
and sleep difficulty. In a comparison between urban and rural populations, it was found that
86% of urban participants experienced anxiety, while only 63% of rural women reported
similar feelings (y*> = 69.95, p <0.001). Women in urban settings often encounter heightened
environmental stressors such as overcrowding, noise, and pressures related to academics or
work, which can intensify symptoms of anxiety. The prevalence of anxiety increased from 67%
in low-income groups to 82% in high-income groups (¥* = 17.10, p <0.001). Interestingly, a
correlation was observed between higher income and increased anxiety levels, indicating that
the burdens of financial obligations, job pressures, or societal expectations might surpass the
benefits typically associated with economic advantages. In terms of education level, women
with graduate degrees exhibited the highest prevalence of anxiety at 84%, whereas those with
only primary education showed the lowest prevalence at 61% (y*> = 45.81, p <0.001). Higher
levels of education might be associated with more competitive academic or professional
settings, enhanced self-awareness of symptoms, or varying tendencies to seek help, which

could lead to a rise in reported prevalence.

Occupational Status: Business owners (100%) and service workers (83%) demonstrated the
highest levels of anxiety (%> = 19.90, p <0.001). Owning a business in resource-constrained
environments can lead to considerable financial and operational challenges. Individuals in
service roles frequently encounter the pressures of customer engagement and unpredictable
schedules, which can intensify stress reactions. Physical Activity: Engaging in high-physical

labor correlated with a 92% prevalence of anxiety (> = 19.81, p < 0.001). Physically
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demanding jobs can lead to ongoing fatigue, strain on the musculoskeletal system, and various
workplace risks, which can further exacerbate psychological stress. Somatic and Behavioral
Factors: Smoking (100% vs. 73%, x> = 4.01, p = 0.045), supplement use (83% vs. 72%, y*> =
10.25, p = 0.001), medication intake (84% vs. 70%, %> = 18.13, p < 0.001), appetite changes
(*=19.69, p <0.001), dizziness/blurred vision (}*> = 31.85, p <0.001), and sleep difficulty (y>
=7.63, p = 0.006) were all associated with increased anxiety levels. The results correspond
with the DASS-21’s emphasis on autonomic arousal and somatic symptomatology, illustrating
that physical and behavioral changes occur alongside emotional distress. The analysis revealed
that factors including age group, BMI category, marital status, family type, general physical
exercise, and specific diet did not demonstrate significant associations, suggesting that these
elements alone may not serve as reliable predictors of anxiety prevalence within this

population.

Binary logistic regression revealed multiple independent predictors of anxiety following the
adjustment for confounding variables: Urban Residence: Women residing in urban settings
exhibited more than double the likelihood of experiencing anxiety in comparison to their rural
counterparts (OR 2.08; 95% CI 1.30-3.32; p = 0.002), highlighting the influence of urban
stressors. High-Physical Labor: Participation in high-physical labor significantly elevated the
likelihood of experiencing anxiety, with an odds ratio of 4.32 (95% CI 2.02-9.22; p < 0.001)
compared to medium activity, underscoring the mental health impact of demanding work. The
use of dietary supplements was associated with a 2.35-fold increase in the likelihood of
reporting anxiety (95% CI 1.35-4.10; p = 0.003). The utilization of supplements could indicate
potential health issues or efforts to independently address symptoms, suggesting an increased
level of health-related anxiety. Appetite Changes: A notable loss of appetite (OR 1.49; 95% CI
1.07-2.08; p = 0.017) and instances of excessive eating (OR 2.77; 95% CI 1.52-5.08; p =

0.001) emerged as significant findings, indicating that dysregulated eating behaviors may serve

28



as both indicators and possible contributors to anxiety. Dizziness and blurred vision were
associated with 2.57 times greater odds of experiencing anxiety (95% CI 1.71-3.88; p <0.001),
which is consistent with the DASS-21’s focus on physiological arousal. In the adjusted model,
variables such as age, BMI, education, marital status, family type, smoking habit, general
physical exercise, specific diet, medication intake, tiredness/drowsiness, and sleep difficulty
lost their significance. These factors may have indirect effects on anxiety or may necessitate

interaction analyses to better understand their roles.

The high incidence of anxiety and modifiable factors have practical implications: Expanded
Screening: Primary care and community health practitioners should screen all women of
reproductive age, especially unmarried and rural women, using the DASS-21 to detect anxiety
early. Targeted Interventions: Urban clinics should create stress-reduction programs for urban
life and high-labor jobs. Ergonomic changes, break scheduling, and mental health assistance
can reduce the effects of hard labor. Integrating Somatic Assessment: Clinical examinations
could ask about appetite changes, supplement usage, and somatic symptoms like dizziness as
anxiety markers, leading mental health referral. Health Literacy Campaigns: Since only 22%
of worried women sought professional care, public health campaigns must enhance knowledge
of anxiety symptoms, particularly bodily manifestations, and eliminate stigma to encourage

help-seeking.

The data suggest various research avenues: Prospective longitudinal studies are needed to
determine causal linkages between urban stresses, professional demands, lifestyle practices,
and anxiety trajectories. In-depth qualitative study should examine cultural views and
impediments to care to explain why better-income and graduate-educated women had more
anxiety despite more resources. Dietary Assessment Refinement: To explain the lack of
relationship between particular diets and anxiety prevalence, detailed dietary inflammatory

index studies customized to Bangladeshi foods and meal patterns are needed. Intervention
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studies: Randomized controlled studies should investigate community-based, culturally
appropriate treatments such peer support groups, stress management seminars, and integrated

primary care screening for DASS-21 anxiety reduction.

There are several limitations that should be taken into account: Cross-Sectional Design: The
establishment of causality is not feasible; there remains a possibility of reverse causation
between anxiety and lifestyle behaviors. The sampling frame employs purposive sampling
across four districts and one division, which restricts the generalizability of findings to the
broader population of Bangladeshi women. Additionally, the exclusion of pregnant or lactating
women, individuals with extreme BMI, and those with various clinical conditions could lead
to an underestimation of the true prevalence within high-risk subgroups. Self-Report Bias: The
use of self-administered questionnaires can lead to recall bias and social desirability effects,
especially concerning sensitive subjects like mental health and substance use. Residual
Confounding: Unmeasured variables—such as comorbid depression, social support, and
childhood trauma—could impact anxiety outcomes and must be considered in future
multivariable models. The DASS-21 accurately detects anxiety symptoms, but organized

clinical interviews would improve diagnostic accuracy.

By addressing these limitations with broader sampling, mixed-methods designs, and
longitudinal follow-up, future studies will be enhanced and will contribute to evidence-based

strategies aimed at alleviating anxiety burden among Bangladeshi women.
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Chapter 5

Conclusion

According to this study, 74% of Bangladeshi women between the ages of 15 and 45 suffer from
anxiety, with one-third reporting really severe symptoms. We expanded prior student- and
professional-based estimates (30-35% moderate—severe) to a larger, reproductive-aged
population by using the DASS-21 across urban and rural cohorts. Higher income and graduate
education, in contrast to expectations, were associated with greater symptom burden, while
urban residence, high-physical-labor occupations, dietary supplement use, appetite
disturbances, and autonomic symptoms (dizziness/blurred vision) emerged as independent
predictors of anxiety. While characteristics including age, BMI, marital status, and particular
diets were not predictive, chi-square analysis highlighted substantial relationships between
anxiety and socioeconomic, vocational, and somatic variables. These results highlight the
necessity of developing workplace and urban stress-reduction strategies, integrating somatic
symptom evaluation into primary care, and extending DASS-21 screening outside of clinical
and academic contexts. To clarify causal pathways, improve nutritional evaluations customized
for local contexts, and assess culturally aware, community-based treatments, future research
should use qualitative and longitudinal methodologies. Purposive sampling, cross-sectional
design, and self-report biases are among the limitations that call for careful generalization.
However, in order to lessen the hidden anxiety pandemic among Bangladeshi women of
reproductive age, our work offers vital epidemiological and analytical underpinnings for

focused mental health interventions.
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Appendix A.

Appendix-1

A Study on Hemoglobin Levels and Mental Health Status Among Adult Females in
Bangladesh

[T eI NRaAie Wy RecaliRta Widl @32 WAE FTE SRBRE o G0
]

This survey has been designed to evaluate any correlation between hemoglobin levels and the
mental health of adult females (15-45 years) in Bangladesh. The research has received ethical
approval from the Committee of Ethical Compliance of Southeast University
(SEU/Pharm/CECR/022/2024). This is a completely anonymous survey, ensuring your identity
remains confidential and your privacy is respected. All collected information will be used
solely for this study and kept confidential. Your consent to participate in this survey is crucial.

Thank you for your cooperation in this important initiative.

[@2 TRFIT FETHCT eeRTE WA (S¢-8¢ I79) RNkt W@l @3k T FIeg=
TS (] T AT SIS Gz F1 2ACR | ST ASAS 28 liioa (afes wwife
F5a (SEU/Pharm/CECR/022/2024) (ATF CfoF Seme (TR | @5 @5 s19ef @ if
S, TCS ST ARG (N2 AF G WA CANATIONE HHI T2l T | TG TS O3
WYNIG G2 IR G5 HI2R T RAIAR (oM 1 70 | 92 TR SLHARCN G AT
SIS A5 el | 93 @ERslel SAIICS AI2MIF TSI Sy =517 1]

Please Express Your Consent to Participate in the Research and Processing of
Anonymous Data for Scientific Purposes [z SR G5 (@1 (TH1 179l @3
ATFRIFACE TR T3 AT TS AT 5o |

- I am an adult female from Bangladesh and have no objection to the privacy
policy of this survey and the information collected. I voluntarily agree to take
part in this study.

[N aFe AT 1 e[TT N2e| G2 G2 FAFR ColiFi el Fifo @3z 79Ee o e @
@ Bolfe (12 | A TR @3 SIREe @ge e 179 1]

o =Y @&%e (I do agree)
0 =Y @F%e =12 (I do not agree)
FH: ¥

Please tick one box for each statement [ &fsfB Sfera &5 (T SealB WoIT TOINO(F AACHC SIS
39 7 @l fofwe Teee]
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Section 1: Demographic questions

1.1 391 I2CA (A ge in years)

0 5¢-2¢ (15-25)

0 *Y-9¢ (26-35)

0 \0Y-8¢ (36-45)

1.2 fRrwE &1 (Level of education)
0 PISICeTl T 712 (Illiterate)

0 & (Primary)

0 e (Secondary)

0 NIe(Fred/ ST (Graduate/above)
1.3 o7 (Profession)

0 BIFE (Service)

0 95971 (Business)

o 52 (Housewife)

0 RI4 (Student)

0 IO Bl FAC=A 7l (Unemployed)
0 ¥=31§ (Others) (Please specify)
1.4 (332 @93 (Marital Status):
0 9fkQifR® (Unmarried)

o fRifz® (Married)

O Ok (Divorced)
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o &1 (Widowed)

1.5 @o-(HfeCe (Body weight in Kg):

1.6 S5©l- ?ﬁ‘ @ 3fpre (Height in Feet and Inches):

1.7 *If43tE= SN @e- 2t (51F1) (Monthly family income) (BDT in thousand):
1.8 RIS Q=TI<¢l (Area of residence)

0 *I*< (Urban)

O &N (Rural)

1.9 I ACY IO NP A4S (Number of people living with you):
1.10 AT S9319? (Smoking status?)

0 gXof1& (Smoker)

O E&ﬂ“’ﬂﬁ (Non-smoker)

O &&= @‘ﬁ@ (Ex-smoker)

1.11 SHAERA T &Il REAMAers @34 (TR S5 (Alcohol or any recreational drugs
consumption habit?)

0 351 (Yes)
o (No)
Section 2: Lifestyle and diet history (GiRai€171 @3 4my F*iFe )

2.1. @i F @i g AN HCd? (Do you follow a specific diet e.g., vegetarian,
keto)?

0 351 (Yes)
o =l (No)

2.2 S o YR (I T2feT Yifiaes T FErE? (Did you experience any recent
change in your appetite?)
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0 &), wifefaes WeTa wresy (Yes, overeating habit)
O %41 SN ST (Loss of appetite)
0 (& S (72 (No change)

23 oo & @ ff Q@ SO sgE @t F@ AE? (Do you take any
Food/Nutritional/vitamin supplements):

0 351 (Yes)
o =l (No)

2.4. =9 & SRU[AS) Wﬁﬁ% YO P YN Ffea @i wifoees) ACR? (Do you experience

difficulty sleeping or have any experience of sleeping disorders?)

0 351 (Yes)

o <l (No)

2.5. i <5 i3 (I 4 8y (4? (Do you take any sort of medications frequently?)
0 351 (Yes)

0 =l (No)

M &1 =7, &R P I [If yes, name of medicine(s)]

2.6. S fF e e TRt (6 Q@ FI8 I smivza 207 2ITe? (Do you feel tired
or drowsy doing daily chores more than usual?)

0 351 (Yes)
o =l (No)

2.7. i 5 iR Feii Fer FACS NI (TR TSR FE I A9 (TS 21=? (Do you often
feel dizzy or have blurred vision while doing normal work?)

0 351 (Yes)

ol (No)
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2.9. S Crmve =NIARE FIFFCoF W@l 2 (Are you involved in daily physical activity?)
0 S *NIK19F ®N (High physical labor)

o WA B (Medium level)

0 (I FILFAI9 (72 ((TF FE7) (No activity at all (desk job))

2.10. seif 5 Atz s HAi5aR FEfie I5RIS FE@? (Do you perform regular exercise at
least five times a week?)

o S (Regular)

o afvafye (Irregular)

0 G372 73 (Not at all)

Section 3: Mental health related information (Y55 %1785 Rg9a ©2%)
1 (s). &= 782 =0© F8 =7 (I found it hard to wind down)

0 ACHIER 71l (Not at all)

0 FMIDE (Rarely)

O WITA ¢S (Sometimes)

0 &1%2 (Frequently)

2 (a). AN Ve GRS W00 N<F] = (I was aware of dryness of my mouth)

0 GCHICE2 1 (Not at all)

0 e (Rarely)

O SCA NS (Sometimes)

0 &2 (Frequently)

3 (d). @S & feamE Eﬁ% 12 = (I couldn't seem to experience any positive feeling at all)

0 GFICER =1l (Not at all)
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o e (Rarely)
O ST NS (Sometimes)
0 &8 (Frequently)

4 (a). AN nN<TH A TS W09 H3] 23 (1 experienced breathing difficulty (e.g., excessively
rapid breathing, breathlessness in the absence of physical exertion))

0 GCHICE2 1 (Not at all)
o e (Rarely)

O NG NS (Sometimes)
0 &8 (Frequently)

5 (d). (PIC g Fler & 17 ol 2RI 212 71 (1 found it difficult to work up the initiative
to do things)

0 GCHICE2 1 (Not at all)

o vifbe (Rarely)

O SCA NS (Sometimes)

0 &8 (Frequently)

6 (s). (I *fifFfore Wi wfelzes afsfeamm a2 (1 tended to over-react to situations)

0 GFIER =1l (Not at all)

o e (Rarely)

O NG NS (Sometimes)

O &2 (Frequently)

7 (a). [T sifafgfore 2151?,@ o] T | (N, 2T (I experienced trembling (e.g., in the hands)

0 ACIEE 71l (Not at all)
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o e (Rarely)
O NG NS (Sometimes)

0 &8 (Frequently)

8 (s). WNF WA = AN AF (WSAI5F NS (AN F (1 felt that I was using a lot of
nervous energy)

0 GCHICE2 1 (Not at all)
o e (Rarely)

O NG NS (Sometimes)
0 &8 (Frequently)

9(a). N wfelzes 76w S 132 WrefEe 20T TR (1 was worried about situations in which [

might panic and make a fool of myself)

0 GCHICE2 1 (Not at all)
o vifbe (Rarely)

O SCA NS (Sometimes)
0 &8 (Frequently)

10 (d). ST S 2 A SR TN ©Iea| [ (72 (1 felt that I had nothing to look forward
to)

0 G(HICER 1 (Not at all)

o e (Rarely)

O SCA NS (Sometimes)

0 &2 (Frequently)

11 (s). = fcer fcer q1enf@e =01 912 (1 found myself getting agitated).

0 GFIER 71l (Not at all)

43



o e (Rarely)

O NG NS (Sometimes)

O &R (Frequently)

12 (s). TeTs =18 F4ce 211 71 (1 found it difficult to relax)
0 GFIER =1l (Not at all)

0 Fibe, (Rarely)

O NG NS (Sometimes)

0 &15R (Frequently)

13 (d). =f 8 @3 ToI1T G iR (I felt down-hearted and blue)
0 ATIHIER 71l (Not at all)

o e (Rarely)

O NG V&S (Sometimes)

0 &152 (Frequently)

14 (s). (I 5y SIeti7 @lfSFeet (oitet =N 5725 Face o1 7 (1 was intolerant of anything that
kept me from getting on with what I was doing)

0 ACRHIEE 71l (Not at all)

0 ¥Ibe (Rarely)

O NG V&S (Sometimes)

0 &R (Frequently)

15 (a). SNIF N0 R/ Iy AreTE =iy (I felt I was close to panic)
0 ACHIER 71 (Not at all)

0 e (Rarely)

44



O NICA V&S (Sometimes)
0 &1%2 (Frequently)

16 (d). S SRR (F I 5 SWE Sefee F40e AN =1l (I was unable to become
enthusiastic about anything)

0 AtHIER 71l (Not at all)

0 e (Rarely)

O NG V&S (Sometimes)

0 &152 (Frequently)

17 (d). SINE Gi_= W’iﬂw N =7 (I felt I wasn't worth much as a person)
0 G(HICER 1 (Not at all)

0 FMIDE (Rarely)

O SCA NS (Sometimes)

0 &2 (Frequently)

18 (s). SR W 2 WIN AFG =*{F[ed WF (1 felt that I was rather touchy)
0 GFICER 71l (Not at all)

o e (Rarely)

O NG V&S (Sometimes)

O &R (Frequently)

19 (). =fY 59 U SgITe SwE IF 40P O] T (I was aware of the action of my heart
in the absence of physical exertion (e.g., sense of heart rate increase, heart missing a beat)

0 GFIER 71l (Not at all)

o e (Rarely)
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O NICA V&S (Sometimes)

0 &1%2 (Frequently)

20 (a). AN FINE FIF QTR ©F ¢TI TR (I felt scared without any good reason)

0 GCICER 1 (Not at all)

0 e (Rarely)

O NCA NS (Sometimes)

0 &8 (Frequently)

21 (d). ST N 2 Gk S= (1 felt that life was meaningless)
0 GFICER 71l (Not at all)

o e (Rarely)

O NG NS (Sometimes)

0 &158 (Frequently)

** Blood Hb level:— g/dL
** Are you aware about your Hb level? Yes

Any comments

Thank you for completing this survey.

NI I FPRS: sifge:
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Appendix-2

SRA R 00 Fagpmns VA Y
szidws  SOUTHEAST UNIVERSITY & =228
ser . SEV S Phavm | QCWOR-I/M‘_, e 1311322

m":“;:’::;‘:)mhwhﬁud-muMthmmm

Name of the Investigators: Dr. Md, Rabiul Islam, School of Pharmacy, BRAC University and
v Md Siddigal Islam, Department of Pharmacy, Southeast University

CECR Reference No.: SEU/FPharmVCECRNO222024

Ethical Approval
mamomirynunummjmmﬁummumnumm-d
mental health heath status umong the adult females in Bangladesh™ presented by Dr. Md.
Rabiul Istam, School of Pharmacy, BRAC University and Dr. Md. Siddiqul Istam, Department

Commitiee for Ethical Compliance in
Standards of Department of Pharmacy,

of Pharmacy, Southeast University was reviewed by
Rescarch and was found to be compliant with Ethical

SEU.
Dr. Israt Jahan Bulbul
Convener (Acting) L -
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Appendix-3

QUESTIONNAIRE FOR THE INFORM-CONSENT

5. @2 ST FCHF &F, STs 3R 7@fe FIC 5 A : &)/
QIS (ATICRN?
L. @R I (T IS *REF, WAF 93 e (&l L&/ =l
Jf= i 20 =@ 7, @ Ry [ qe? wrfze seee?
©. g3 I AT *IKF AL (I -5 (T 0 551/ =l
TS (o] 1 T 7, & T T SRR CRA?
8. G2 ST TP AR TG IR I Ao %51/ Al
gI7eNG 18 2R f6?
@, O3 ST FCH SH @R, TRC(emi, W< {7 AFE &5/ =
Rraimesieof i D8N O aze FICS ARTA?
b, ST FCH SRHAERCT el WA (et NI )
T F00R?
q. T {5, o)l ©itq Tale (1, oM SRS NS : &5/ =
JoTI F141 2P
b, SITITN BN SRR Ty S (I AN NF 12 &5/
Fwereiel (7El 1 71, @ 9D i AR w1ore |ieg?

S oq

93 SR FCHG ST, (S @ SIS 9T 2Jof &7 (9T, ¥ Moore ATy T
&S S 7S 2T TR | AT FCH AR T AN (@I e 1 oMl =17l ereRife
23 WF AN (Ner TARET FF 2 | TodR, TN 2R FCATE WN F-efrefirs
T 92 NS 9 FIFT FAR |
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Appendix-4 (DASS-21 Tools)

11

i

13

1?

113

Il

DASS 21 MAME DATE B ora e

Fleawe read pach ilafement ard drce & romsber 0, 1, 2or § which ndicaie hos mech the f@afement apsled foyou
oy the ool wewk. Theare are no right or srong amsrers. Do mol aperd Bon much e on éry alalsmenl.
Tl o b ol b au falkoem:

0 O nof apply 8o rmae Gk all - NEVER
U Sppird ke me o worme degnes, or some of e Hme - SORETIRES

2 Bpphed b ma 00 coreiderable degres, or b good part ol Sre - OFTER
1 Bpphed be: me wary much, or moat of She Hee - BLMOAT ALRAYS FOROFFICE LEE

M & O & D A& 5

1ieund B hird & wirdd deram L] 1 F 5
| weans. wweare of drgramin ol ey mesh [ (| N ]
sl dn 'l sisars S0 ampermne e Ay positten Belng &8 &l [ | 2 ]

| e rd Breas e cifeu By (g, Fewvinee by rapsd Breas hing
Ereathlenanims in She abwerce of plryscal sasrsong

I zund il défioull o werk wp B niSstier 1o ge Sing a1z s
I'iendid Bo ovwr-react 1o siuabons a 1 I 3
| pmrwreyd Bremhng ey, in Bhe hare) L] 1 F 5
1k that | wik whiing @ lof o neracu arsrny [ | 2 ]

1wk waeriid abuul dbuation in which | might panic and muks & fool of

v |

1 b Hral | s b g b ok Sonsrd o o|la]z]s
| fourd reesel | gethng agfated [ (| N ]
1 fourd it dificull Bo mwlin [ | 2 5
1 el domam-hunirbind and blue [ | 2 5
1wk imiolirant of arpEhing that ept e froes getting on with ebe® | s ol 3 3
dang

1l | wiii el 15 panic @l 1] 2 ]
| #was unable 10 become enthueadic sborl aryFhing L] 1 F 5
1 Fel | wisin't wearth rmuh in @ peron @l 1] 2 ]
el Hhk | wis rifheer Bouchy L] 1 F 5

I e of the acSen of ey hiart in the abnenmce of physica s ton feg
wmur of hiarl rabe neneine, beart rehang a beat]

el scianiad withou? g good resson [ - A -

ek Sat ke win meaningess @l 1] 2 L]
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