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Abstract

Adolescence is a challenging developmental phase, with a high incidence of the
onset of depression. Despite this, many countries in lower-and middle-income countries
(LMICs) have faced significant mental health challenges. Thailand is one of LMICs in
South-East Asia and has faced a lack of mental health resources and investment in mental
health care for young people. There is currently limited self-report of depression validated
for adolescents in Thailand. Also, despite the fact that national policy states that schools
should support children and adolescents with mental health needs, schools and teachers are
not adequately prepared to offer this support. The aim of this thesis is to provide a valid
self-report measure to identify depression symptoms in Thai young people and to diminish
unmet mental health needs in Thai adolescents by developing evidence-based mental health

education for teachers in Thai secondary schools to support adolescents with depression.

The Mood and Feelings Questionnaire (MFQ) was examined for its psychometric
properties and the optimal cut-off score with a community sample of Thai adolescents (N
= 1,275) (Chapter 3). Using the cut-off of 28 of the MFQ, 11% of Thai adolescents in this
sample had elevated symptoms of depression. In Chapter 4, the factorial structure and the
measurement invariance of the MFQ were examined by using multi-group confirmatory
factor analysis (MGCFA) This is a prerequisite for its use in cross-cultural comparisons
between Thai (N = 1,275) and British samples (N = 1,817) to better understand cross-
cultural variation in depression symptomatology. The findings indicated that a five-
factorial structure of the MFQ was confirmed across cultural groups. The measurement
invariance examination of the MFQ yielded a partial scalar invariance model across

cultural groups. This finding suggests that although the MFQ shows differences on

viii



individual items, they are generally comparable across the two cultural groups, which
provides the possibility for cross-cultural comparison in this study. Cross-cultural
comparison of depression symptoms between Thai and British adolescents was then
explored Compared to British adolescents, Thai adolescents had a significant lower mean
score in four of five factors (Vegetative Symptoms, Suicidality, Cognitive Symptoms, and
Agitated Distress) and did not differ on one factor (Core Symptoms). These studies
demonstrated that the Thai MFQ is valid and appropriate to use in community settings and

might be beneficial to use in primary care and clinical settings.

The feasibility of an evidence-based mental health training programme for teachers
in Thai secondary schools was also developed and evaluated in a feasibility study (Chapter
5). The data suggests that the training was highly acceptable to Thai teachers and may help
improve their understanding and skills related to adolescent depression. This needs further
testing in a larger randomised trial. If it is effective it could then be introduced into initial

teacher training and/or as post qualification training for Thai secondary school teachers.
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1. CHAPTER 1: General introduction



1.1 Introduction

Depression is one of the most common causes of illness and disability in the world.
At a global level, at any point in time over 4.4% of the world population are estimated to
suffer from depression (WHO, 2017a). Depression symptoms cause clinically significant
distress or impairment in individuals in many areas of functioning, e.g. physical,
occupational, and psychosocial functioning (Jaycox et al., 2009; McKnight & Kashdan,
2009; Mehta et al., 2014) that may vary according to age, gender, and cultural background
(Rey & Birmaher, 2009). The onset of depression is at its highest rate during adolescence
and increases the risk of a range of problems that can have long term effects in the transition
to adulthood. There are over 87 million people with depression living in South-East Asia
(WHO 2017). Most countries in this region belong to the low- and middle-income countries
(LMICs) group and have limited resources and investment in mental health resources and
investment in mental health care. Thailand is one of the LMICs in South-East Asia that has
faced challenges of investment as well as structural barriers that have limited the
development of mental health services for young people, including assessment tools and

treatments.

The lack of reliable and valid measures to identify depression symptoms in Thai
adolescents mean that depression is largely unrecognition and untreated. Most depression
measures for children and adolescents were developed in Western countries and validated
in the English-speaking population. Therefore, it is important to assess if these measures
are acceptable, reliable, and valid in Thailand (Roberts et al., 1991; Tsang et al., 2017). In

addition, there may be differences in how symptoms of depression are experienced in



different cultures and it is important to examine cross-cultural validity and measurement

invariance to help interpret the results of measures of depression symptoms.

Identifying depression in adolescents in Thailand could help prevent depression and
increase early intervention. However, resources for mental health services are limited in
Thailand (and many other countries) and developing community-based mental health care
IS a priority. Preventing depression is another aspect to which much importance, which
suggests that school interventions aimed at teachers and school staff help reduce the
prevalence of depression. Schools are a possible venue for building accessible mental
health services for children and young people. However, schools and the staff who work
within them are currently not organised to support students’ mental health needs. Mental
health training is not provided as part of teacher training in Thailand. Thus, practical mental
health training about adolescent depression for Thai teachers may need to be developed

and piloted to evaluate if it is feasible to deliver and implement.

The following chapter provides the overview and the classification of children and
adolescents with depression. It also considers differences in the manifestation of symptoms
across cultures in the context of conceptualising and assessing, and strategies used to

prevent and support depression in cultural contexts.

1.2 Depression in Adolescents

Overview of depression in adolescents

Adolescence is a challenging developmental phase with many biological,

psychological, and social changes (Patton & Viner, 2007). The incidence of the onset of



depression increases throughout adolescence (Avenevoli et al., 2015). A review of
worldwide prevalence reported that at any point in time approximately 2.6% of young
people experience major depressive disorder (MDD: Polanczyk et al., 2015). The clinical
diagnosis of MDD, following the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5; APA, 2013), requires the presence of at least two core symptoms (low mood or
irritability, and anhedonia) and a minimum of 5 symptoms in total, which can also include
negative thoughts about the self or feelings of guilt, disturbed sleep and appetite, fatigue,
psychomotor agitation or retardation, concentration problems or decision-making
difficulties, and thoughts about suicide. The core symptoms define depression similarly for
young people and adults, but "irritable mood” in young people is a core diagnostic
symptom equivalent to depressed mood. These symptoms must be present for most of the

day and persist nearly every day for at least two weeks.

Depression in adolescents increases the risk of various problems, including
educational impairment, physical health difficulties, peer relationships, substance misuse,
and suicidal behaviours (Breslau et al., 2017; Jacobs & Taylor, 2009; Kroning & Kroning,
2016). It is also associated with relapse later in life (Burcusa & lacono, 2007; Rey &
Birmaher, 2009) and predicts a range of mental health disorders in adulthood (Jaycox et
al., 2009). Those with depression are also at high risk of adverse psychosocial outcomes,
e.g. leaving secondary school, unemployment, early parenthood/pregnancy (Clayborne et
al., 2019). In addition, there is no gender difference in the prevalence of depression during
childhood. Gender differences in depression begin in adolescence and increases

substantially around puberty (Angold & Costello, 2006; Salk et al., 2017; Thapar et al.,



2012). The prevalence ratio in females and males is approximately 2:1 by mid-adolescence

(Jacobs & Taylor, 2009).

Risk factors and comorbidity of depression in adolescents

Depression is a complex disorder that is influenced by multiple biological and
psychological factors (Bernaras et al., 2019; Beirdo et al., 2020; Pilowsky, 2009). These
factors are likely to interact with each other to increase depression risk. Biological risks
include genetic influences (Rice et al., 2002; Shadrina et al., 2018), hormonal changes
associated with puberty (Angold & Costello, 2006; Lewis et al., 2018), and neurobiological
mechanisms (Bora et al., 2012; Chan et al., 2007; Kraus et al., 2017; Straub et al., 2019;
Thapar et al., 2012). Psychological theories explain depression as a result of exposure to
stressful life events (Low et al., 2012; Stikkelbroek et al., 2016), chronic stress (Thapar et
al., 2012), severe relationship stressors (Low et al., 2012; Restifo & Bogels, 2009) as well
as behavioural (Carvalho & Hopko, 2011; Lewinsohn, 1974) and cognitive processes

(Beck et al.,1979; Gotlib & Joormann, 2010; Orchard & Reynolds, 2018).

It is common for adolescents who have depression to also have other mental health
problems, especially anxiety disorders (Melton et al., 2016; Mineka & Vrshek-Schallhorn,
2014). Depression and anxiety frequently overlap (Melton et al., 2016); around 25-55% of
young people with depression also experience anxiety symptoms (Garber & Weersing,
2010; Orchard et al., 2016 ). Depression is also likely to be present with other psychiatric

disorders, e.g. conduct disorder and substance used disorders (Thapar et al., 2012).

The high prevalence and long-term consequences of adolescent depression lead to

high economic costs for families and society (WHO, 2017a). Although prevention may



help reduce adolescent depression and prompt identification and early intervention may
reduce the duration of depression and risk of relapse, most countries have very limited
resources dedicated to mental health services (Maramis et al., 2011). Therefore, most
depressed young people are not identified and do not receive professional or informal

support or treatment.

1.3  Cross-cultural studies of depression in adolescents

Cultural differences in the meaning and experience of depression symptoms have
critical implications for assessment, diagnosis, and treatment in clinical practices. People
from different cultural contexts and traditions may experience and define depression in
different ways. Currently, studies are increasingly exploring the cross-cultural differences
in the prevalence and symptom profile of depression, with the aim of understanding the
reasons underpinning these differences (Juhasz et al., 2012). This will help to provide the
appropriate services to various cultural populations and deliver an appropriate treatment
plan by acknowledging cultural contexts (Kirmayer et al., 2013). In this section, the

definition of culture and culture influence on depression are discussed.

Definition of culture

According to Berry et al. (2011, p.2), "culture is the shared way of life of a group
of people™. Hofstede (2011, p.3) defined culture as “Culture is the collective programming
of the mind that disguises the members of one group or category of people from others”.
Culture includes patterns of symbols, skills, beliefs, ideas, and attached values, rituals and
traditions. Cultural principles are transmitted from one person to another (e.g. from parents

to their children) and from generation to generation through processes of interaction and



communication that can shape and guide the developing individuals’ mind and behaviours
(Berry et al., 2011). Thus, humans obtain patterns of thought and behaviours through

experiences that are transmitted from the cultural group within which they live.

The term Cross-cultural psychology describes the empirical study of individuals'
experiences that lead to different behaviours in various culture groups (Brislin, 1976, p.5).

Berry et al. (2011) proposed three goals of cross-cultural psychology;

e first, to examine the hypotheses and findings of existing psychology knowledge
and theories in other cultural contexts to test their validity and feasibility in other
groups of people.

e second, to explore cultural and psychological variations regarding new aspects of
behaviours.

e third, to assemble and integrate psychological knowledge from various cultures

and generate more nearly "universal laws" of human behaviours.

Cultural influences on depression

Cultural influences of depression are gaining more attention in clinical practice with
the increasing worldwide mobility and migration. Although depression is considered to be
a universal phenomenon, the clinical features may differ across cultures (Bhugra &
Mastrogianni, 2004; Tasman et al., 2013). Most depression research has been focused on
people living in Western countries and cultures. Over the past decade, there has been
growing research that has focused on the role of culture and context in shaping individual’s

physical and mental health that may link to depression. This will help to provide the



appropriate services to various cultural populations and deliver an appropriate treatment

plan by acknowledging cultural contexts (Kirmayer et al., 2013).

One way to conceptualise cultural differences is through using the concepts of
individualistic and collectivistic orientation (Hofstede, 1980). An example of
individualistic cultures includes the United Kingdom, most European countries, and North
America. In individualistic cultures typically emphasise personal autonomy. Accordingly,
parents encourage their children to develop individual skills and reward them for
achievement and self-confidence (Johnson et al., 2013). However, these values may trigger
difficulties if achievement and success are not achieved (Aycicegi-dinn & Caldwell-harris,
2016). Experiencing powerlessness, helplessness, and detachment from the value of
individual autonomy and personal control has been hypothesised to be related to depressive

disorders (Beck et al., 1979; Marsella, 2003)

In contrast, collectivist cultures, e.g. many Asian and Mediterranean countries, are
more likely to prioritise maintaining social relationships over the autonomy and
development of the ‘self’. Asian cultures in particular are more likely to value
interdependence and collaboration. People living in collectivist cultures view the family or
society as more important than individuals and emphasise being part of the group and
prioritising group goals above individual goals (Hofstede, 2011; Tafarodi & Smith, 2001).
An advantage of these values is social sensitivity and close relationships with family,
friends, and community. However, collectivist cultures emphasise obedience to authority,
emotional self-control, and humility (Chao & Tseng, 2002. Weiss et al., 2009). When

conflict occurs in family, friends, and community groups, it is a significant source of



psychological distress and can eventually lead to mental health problems such as anxiety

and depression (Beck et al., 1979; Seangsanaoh et al., 2017; Tammariello et al., 2012).

There are other ways in which culture may influence the experience and
presentation of depression. Even core symptoms of depression, e.g. depressed mood or
irritability and loss of interest, may not be as important in all cultures (Bhugra &
Mastrogianni, 2004). For example, some cultures are more comfortable reporting
depression symptoms that are physical rather than mental. Expression of somatic
symptoms may be influenced by stigma and awareness of depression. Thus, reporting
somatic complaints is considered an appropriate and nonstigmatised reason to seek help in
Asian countries (Grover & Ghosh, 2014; Waza et al., 1999). These conceptually different
aspects of depression experience generally coexist, require different diagnostic strategies,

and may call for a different treatment plan (Kirmayer, 2001).

To sum up, there are various cultural components related to depression. Cultural
factors may influence how depression is presented, experienced and expressed. This
diversity has been relatively unexplored by clinical researchers, but emerging research
suggests broad cultural differences. Therefore, clinicians should explore and understand
their patient’s personal and cultural context to help them develop an appropriate assessment

and treatment plan (Kirmayer et al., 2013).

Cross-cultural assessment of depression in adolescents

Early detection of depression may allow for more effective health care pathways.
A growing number of measures that assess depression in adolescents are available but

importantly most of these were developed in Western countries (Angold et al., 1987;



Kaufman et al., 1997; Kovacs, 1992; Radloff, 1997). Current tools for assessing children
and adolescents for depression include symptom rating scales and diagnostic interviews
(Jacobs & Taylor, 2009). Self-report measures cannot be used to determine diagnosis, but
can indicate if young people have elevated symptoms that might warrant support and

further investigation (Hodges, 1993; Sharp & Lipsky, 2002).

Self-report measures

Self-report measures provide a relatively rapid and cost effective assessment of
depression symptoms (Myers & Winters, 2002; Paola, 2020; Santor et al., 2006). They can
therefore be used as screening measures can be used in community settings to detect
symptoms in adolescents, identify potential participants for research or treatment, and to
evaluate the outcomes of treatment (Myers & Winters, 2002). Self-report measures
typically include a checklist of symptoms of depression. Higher scores reflect elevated
depressive symptoms and elevated risk. Table 1.1 outlines the common self-report

measures of depression in children and adolescents.

These scales have been examined for their psychometric properties and are
currently adapted and used in research and clinical settings worldwide (Bernaras et al.,

2019; Stevanovic et al., 2017; Santor et al., 2006)
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Table 1.1 Screening measures for identifying depression in children and adolescents.

Scale Reference, year No. of  Core symptoms Age Country of Validated versions
items assessed* group origin
Children’s Depression Inventory (CDI) Kovacs (1992) 27 Yes 7-17 USA Arabic, Spanish,
Swedish, Chinese, etc.
Center for Epidemiological Studies Radloff (1997) 20 No 12 and USA Avrabic, Chinese,
Depression Scale for Children (CES-D) over Norwegian, Dutch, etc.
Center for Epidemiologic Studies Weissman et al. 20 No 6-17 USA German, French,
Depression Scale for Children (CES-DC) (1980) Russian, Chinese, etc.
Mood and Feelings Questionnaire (MFQ) Angold (1987) 33 Yes 8-18 USA Arabic, Norwegian,
Korean, Spanish, Thai
etc.
Reynolds Adolescent Depression Scale Reynolds (1987) 30 Yes 11-20 USA Spanish, Chinese,
(RADS) Japanese, Croatian, etc.
Beck Depression Inventory (BDI-I1) Beck et al. (1996) 21 Yes 13 and USA Arabic, Chinese,
over Dutch, French,

Spanish, etc.

Note: *Based on diagnostic criteria to DSM-5 for major depressive disorder in children and adolescents, including depressed or irritable, loss of
interest, psychomotor agitation or retardation, fatigue, feeling of worthlessness or guilt, decreased concentration or indecisiveness, sleep
disturbance, weight loss or decrease in appetite, and recurrent thoughts of death or suicide.
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Diagnostic interviews

Standardised diagnostic interviews have been developed to improve the reliability
and validity of psychiatric diagnoses (Leffler et al., 2015). These typically include both a
child and parent versions and have standard procedures and specific criteria to assess and
identify individual symptoms (Hodges, 1993). Clinicians or trained assessors can
administer interviews to elicit specific information relative to diagnostic thresholds, which
are completed by the young person or by a parent or carer. Their parents, caregivers, or
teachers are often the primary sources of information (Fisher et al., 2015). Although the
use of multiple informants’ reports is recommended, there are often differences between
informant reports of adolescents’ mental health problems (De Los Reyes et al., 2015;
Orchard et al., 2019). Adolescents have a unique perspective on their own internal
experiences (Jacobs & Taylor, 2009) and report more depression symptoms than their
parents (Orchard et al., 2019). Table 1.2 provides an overview of commonly used
diagnostic interviews of major depressive disorder in young people (Bernaras et al., 2019;

Leffler et al., 2015).

Table 1.2 Structured diagnosis interviews for depression in children and adolescents

Interview Reference Age Country  Classification Validated
, year group  of origin system versions

Diagnostic interview for Reich 8-18 USA DSM-1V, Spanish, Thali,
Children and Adolescents (2000) ICD-10 Dutch, Italian.
(DICA-IV)
The Kiddie Schedule for Kaufman 6-18 USA DSM-IV Korean, Persian,
Affective Disorders and et al. Farsi, Turkish,
Schizophrenia-Present and (2997) Icelandic, Japanese,
Lifetime (K-SADS-PL) Brazilian, etc.
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Diagnostic Interview Shafferet 6-17 USA DSM-1V, Korean, Chinese,

Schedule for Children al. (2000) ICD-10 Dutch, Icelandic,
(DISC-1V) Finnish, Xhosa
Child and Adolescent Angold & 9-17 USA DSM-1V, Spanish
Psychiatric Assessment Costello ICD-10

(CAPA) (1995)

Note: DSM-1V= The Diagnostic and Statistical Manual of Mental Disorders version 5, ICD-10 =
the International Statistical Classification of Diseases and Related Health Problems version 10.

1.4 Cross-cultural translation and validation of measurement instruments in

psychological research

A variety of standardised measures of depression have been used internationally
for the study of depression (Angold, 1987; Kovacs, 1992; Radloff, 1997), thereby allowing
researchers to compare of prevalence and symptomology in these new culture groups.
Translation and adaptation are efficient solutions for the lack of available instruments
(Widenfelt et al., 2005) and it is often assumed that they offer an equivalent measure across
cultures (Epstein et al., 2015). However, these measures of depression may not reflect
aspects of depression that are experienced in non-Western contexts. People in different
cultures may understand and respond to items differently, leading to inequivalence when
scale means are used for comparison (Stevanovic et al., 2017). The notion of measurement
invariance is as important as reliability and validity of the scale when using it cross-
culturally (Johnson, 2006). Researchers therefore need to ensure that measurement
invariance is established before cross-cultural comparisons can be made (Steenkamp &

Baumgartner, 1998).
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Translation

The aim of translating a source language version (e.g. English) into a new language
is to keep the new version as equivalent as possible to the source language version. The
two languages can have non-equivalent words, or idiomatic expressions, or specific words
that may have no meaning in a specific cultural background (Epstein et al., 2015; Widenfelt
et al., 2005). Therefore, an appropriate translation requires an equivalence of linguistic and
cultural contexts. There are several steps in preparing a translation of measurement
instruments across cultures (Borsa et al., 2012; Epstein et al., 2015; Hall et al., 2017;
Widenfelt et al., 2005). First, contracting the original author or the copyright holder to find
out if a version of the measure already exists in the language and culture where it is going
to be used. If the same language version already exists, it still must be reviewed to assess
what cross-cultural adaptation steps have been taken and to identify any limitations. Next,
at least two independent translators are needed as a translation team. Bilingual and
bicultural native speakers who are fully proficient in both languages and understand the
cultural context should be involved in the translation process. Including a clinician in the
process can be helpful in which they can review the translation and phrasing of certain

items that are suitable for the target group.

The Back-translation method is the most common technique used for cross-cultural
research (Epstein et al., 2015). This method involves having a preliminary translated
version of the measure by the first translator then translated back into the original language
by a second translator. The original version and the back-translation version are evaluated
in semantic, idiomatic, experiential, and conceptual equivalence (Borsa et al., 2012).

Discrepancies between the two versions help identify problematic items and can be
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resolved by discussion among committees of experts in the area of interest (Widenfelt et
al., 2005). Once the consensus version is adequately adapted culturally and linguistically,
evaluation of the measure with representatives of the target population is needed. This
process aims to check if the items are comprehensible to the people it targets and obtains
their feedback and suggestion to change, if necessary (Borsa et al., 2012; Epstein et al.,

2015).
Reliability and validity of the translated measure in the new context

Reliability refers to the stability, consistency, equivalence, and homogeneity of the
translated measure. Test-retest reliability aims to examine the measure's stability to see
how similar the results are when measured at two different times. Internal consistency
assesses if all scale items have the same construct of the original measure (Arnold & Matus,
2000; Souza et al., 2017). Validity describes the extent to which a measure accurately
measures what it proposes to measure. Content validity examines experts' judgement as to
whether the measure's content adequately reflects the construct that it claims to measure.
Criterion validity can be used to test the correlation coefficient between the measure and
the 'gold standard' instrument. The result must correspond to the results of the criterion
measure. Correlation between the screening measure and criterion measure (e.g. diagnostic
interview) can represent the potential of a screening tool to accurately distinguish between

adolescents with or without condition (Souza et al., 2017).

Construct validity is the most crucial concept in evaluating a measure designed to
examine a construct that is not directly observable (e.g. depression). It is vital to justify
whether the translated instrument preserves the structure of the construct as the original.

Cross-cultural validity is one type of construct validity that emphasises the degree to which
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the translated measure is an adequate reflection of the original version of the measure, e.g.

culturally adapted versions are equivalent (Souza et al., 2017).
Validation of measures for cross-cultural studies

Factor analysis is widely used to verify the construct validity of adapted instruments
(Borsa et al., 2012; Byrne, 2010). Factorial validity includes exploratory factor analysis
(EFA) and confirmatory factor analysis (CFA). EFA is a tool to explore the possible
underlying factor structure of a set of observed variables. In cross-cultural research, it is
used to check whether the factorial structure of translated measure corresponds to the
original measure. On the other hand, CFA is used to confirm that the structural model

corresponds to the original version (Byrne, 2001; Hair et al., 2019).
Measurement invariance in cross-cultural comparative studies

In cross-cultural comparative analyses, one needs to use similar measurement
instruments and methods in the originating culture to one or more other cultures (Borsa et
al., 2012). Although EFA and CFA are used for construct validation of adapted measures
when researchers aim to conduct cross-cultural comparative studies between ethnic/culture
groups, measurement invariance should also be assessed within the various groups (Juhasz
et al., 2012; Milfont & Fischer, 2010; Stevanovic et al., 2017). Measurement invariance
assesses the psychometric equivalence of a construct across groups. It suggests that a
construct has a similar structure or meaning to a different group so that the construct can
be meaningfully tested. Therefore, the researcher needs to ensure that the measure similarly
evaluates the same construct in different people across groups (Steenkamp & Baumgartner,
1998). Without evidence of measurement invariance, comparison between cultural groups

is likely invalid and unreliable (Vijver & Tanzer, 2004).
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Multi-group confirmatory factor analysis (MGCFA) is widely used to assess
measurement invariance in multi-group comparison because it enables assessing
invariance for the measure structure and the various test parameters (Byrne, 2010; Milfont
& Fischer, 2010; Vandenberg & Lance, 2000). There are four main steps for testing
measurement invariance, including (1) configural invariance to test whether the same
number of factors is the same in the different groups; (2) metric invariance (i.e. weak
invariance) is to ensure that the factor loadings are equivalent between groups; (3) scalar
invariance (i.e. strong invariance) is assessing the similarity of covariance of the latent
variables between groups; and (4) residual (i.e. uniqueness invariance) is the equivalence
of residues of the observable to test whether measurement errors are similar in the different
groups (Byrne et al., 1989; Milfont & Fischer, 2010). In general, scalar invariance needs
to be established for cross-cultural mean comparison, but in most cases, full scalar
invariance does not hold due to the noninvariant items across culture (i.e. some items are
not rated in the same way by people in different cultural group). Given that, partial scalar
invariance with a small number of noninvariant items is considered to be sufficient for

comparing latent means across groups (Byrne et al., 1989; Hair et al., 2019).

In conclusion, there is a growing interest in cross-cultural studies about adolescent
depression. The findings from these studies could help us to better understand cross-
cultural differences in depression epidemiology and symptomatology. However, this is
only possible if measurement instruments are valid within the specific cultures where they
are used. Therefore, establishing the reliability and validity of the translated measure is
crucial and needs to be established before use in a given culture. The cross-cultural validity

of factorial invariance between groups is also vital for comparing groups in cross-cultural
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studies. If the measures are not equivalent between the different groups, they are more

likely measurement biases and do not reflect the differences between groups.

1.5 Mental health resources and services for adolescents with depression

Despite the high rate and impact of depression among adolescents, a low percentage
of young people with depression access specialist mental health services, even in high
income countries (Avenevoli et al., 2015; Georgiades et al., 2019; Gulliver et al., 2010).
Studies have showed low rates of service use and this appears to be a worsening trend for
depression among young people, suggesting that the number of untreated depressed young
people may be growing (Georgiades et al., 2019; Gulliver et al., 2010; Mojtabai et al.,
2016). Understanding the factors that contribute to low rates of accessing professional
service is essential to effectively address this public health concern and to increase

accessibility of support by expanding access to community-based mental health services.

Factors that contribute to low rates of adolescents with depression accessing

professional help

Although, several effective treatments for adolescents with depression exist, e.g.
cognitive behavioural therapy (CBT) and interpersonal therapy (IPT) (Bernaras et at.,
2019), a low percentage of young people successfully access specialist mental health
services (Georgiades et al., 2019; Mojtabai et al., 2016). Several reasons have been
proposed to explain why adolescents do not seek professional help, including attitudes and
perceived stigma, low mental health literacy, low perceived sources of help, and no
knowledge of available services (Martinez-Hernéez et al., 2014; Gulliver et al., 2010;

Radez et al., 2020).
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Role of stigma in adolescent depression

Stigma is a social construct that includes negative attitudes, beliefs, prejudices, and
discrimination that motivate people to reject and social exclude people with mental health
problems (Lynch, et al., 2021). Stigma is one of the major barriers to help-seeking
behaviour among young people (Gulliver et al., 2010, Radez et al., 2020). Perceived stigma
may impact help-seeking when adolescents are concerned about the reactions of others,
including family, friends, or their local community. It can also worsen symptoms and
reduce the likelihood of getting timely support and appropriate treatment (Lynch, et al.,

2021).

Stigma can manifest itself in various ways. There is evidence that sociocultural
contexts and cultural values may shape the way stigma is expressed (Martinez et al., 2020).
In various countries, some stigmatising beliefs are more strongly endorsed than others.
Several studies suggested that stigma associated with mental health problems can affect
individuals’ symptoms presentation (Grover & Ghosh, 2014; Griffiths et al., 2006; Waza
et al., 1999). Griffiths (2006) suggested that potential reasons for these differences were
mental health service delivery systems and the availability of public mental health
awareness education programmes in each country. Reducing stigma can contribute to better
prevention and treatment for depression. Therefore, it is crucial to attempt to intervene with

educational strategies in those countries where mental health literacy is lacking.
Mental health literacy in adolescent depression

The low rate of help-seeking behaviours may be related to low mental health literacy
among young people, families, and local communities. Mental health literacy is the

“knowledge and beliefs about mental disorders which aid their recognition, management,
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or prevention” (Jorm et al., 1997, p.182). Mental health literacy is crucial as it can ensure
that mental health problems are recognised early, and help-seeking behaviour is
encouraged (Furnham & Hamid, 2014). Further, mental health literacy can be used to
prevent depression symptoms. An increase in mental health literacy may be related to
maintaining good levels of mental health and emotional well-being. Better knowledge and
more positive beliefs about depression will encourage adolescents’ help-seeking

behavioural and more likely to respond to treatment options (Altweck et al., 2015).

However, mental health literacy has generally been found to be low in adolescent
populations (Brooks et al., 2019). In addition, a previous study found that non-Western
people show less recognition and mental health is poorly understood than Western
populations (Furnham & Hamid, 2014). Clinical mental health facilities are more
accessible in Western countries, e.g. USA, UK, Australia. There is also a wide range of
mental health services available in those countries compared to non-Western countries.
Therefore, appropriate educational interventions of mental health literacy are essential,

especially in countries where mental health literacy and resources are limited.
Limited mental health services availability for adolescent depression

It is also important to consider that low rates of professional health seeking may be
response to lack of accessibility (e.g. time, transport, and cost), particularly in rural areas
(Fox et al., 2001; Gulliver et al., 2010). Other structural factors include limited mental
health service availability in some areas where families may have to travel long distances
or be placed on long waiting lists to receive care (Fox et al., 2001; Kutcher et al., 2013).
Even when adolescents enter a treatment service, many young people do not engage in

treatment (Haan et al., 2013; Wang, 2007). Variables shown to interfere with completion
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of treatment include the therapeutic relationship, family barriers, types of treatment, time

and effort concerns as well as financial issues to access service (Garcia & Weisz, 2002).

Based on the evidence summarised above, low service use rates for young people
with depression and other common mental health difficulties have prompted a range of
initiatives designed to increase the availability and accessibility of support. Expanding
access to community-based mental health care has been identified to be priority of the
grand challenges of global mental health (Collins et al., 2011). Timely intervention for
young people with depression can potentially minimise the impact and severity of the

condition.
Prevention and early intervention for adolescent depression

Due to low rates of service use and lack of accessibility to mental health care for
young people, it is increasingly acknowledged as important to develop and implement early
intervention approaches. The provision of child and adolescent mental health (CAMH)
interventions in school has been recognised for its potential to prevent the onset of mental
health problems and to reduce the incidence of mental illnesses (Fazel et al., 2014; Opler

et al., 2010).

Schools are a setting that reaches most young people; they are therefore a potential
way to provide mental health support to young people (Barry et al., 2013; Fazel et al., 2014;
Kutcher et al., 2013; Reinke et al., 2011). In addition, teachers and other welfare staff have
the opportunity to detect behaviour changes in students that could be presenting the first
signs of mental illness and can refer them to appropriate services (Fazel et al., 2014;

Graham et al., 2011).
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There are a number of challenges in successfully implementing and maintaining
good mental health practice in schools. For instance, teachers may not have the necessary
resources, knowledge or skills to support mental health needs in students (Reinke et al.,
2011). Thus, to fulfil this role and provide the initial help for students in school, teachers
and staff need to have relevant knowledge and skills to be confident in supporting
adolescents with depression. Practical training and ongoing consultation or coaching in
transporting effective mental health practices to schools will be required (Reinke et al.,

2011).

1.6 Challenging issues in mental health resources and research in low- and

middle- income countries (LMICs)

The prevalence of depression varies considerably within and between countries
across the world. It may reflect the role of contextual factors, e.g. socioeconomic status
(SES), demographic, and environmental factors, which have become a crucial
determinant of depression. There is growing interest in the relationship between SES and
mental health in low-and middle-income countries (LMICs). Low SES is associated with
a higher prevalence of depression (Freeman et al., 2016), particularly in the LMICs where
the high levels of income inequality are widespread (Maselko et al., 2018; Lorant, 2003)
and availability of mental health services in most limited (Jacob, 2011; Juengsiragulwit,
2015; Patel et al., 2008; Sharan et al., 2017).

Barriers to providing child and adolescent mental health services in LMICs

In high-income countries (HIC), child and adolescent mental health services

(CAMHS) are provided across different organisational structures. In addition to specialist
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mental health services, professional help may be available from a wide range of other
sources, these include the Children and Young People's Improving Access to Psychological
Treatment programme (CYP-IAPT) in the UK, KidsMatter in Australia, National Alliance
on Mental illness (NAMI) in the US, and Youth Mental Health Canada (YMHC) in
Canada. In particular, the role of schools has been recognised as an important role in the
initiation of pathways into mental health care and support of young people with mental

health needs in these countries.

In contrast, many countries in lower-and middle-income countries (LMICs) face
significant mental health challenges. There is a large gap between mental health needs and
the availability of mental health resources (Patel et al., 2008). People in these countries are
less likely to access mental health treatment than in HICs due to lack of access to high-
quality mental health services, human resource shortages, and lack of capacity for
implementation and policy (Jacob, 2011; Juengsiragulwit, 2015; Sharan et al., 2017;
Wainberg et al., 2017). There is also an urban-based specialist provision of CAMHS
whereby most mental health professionals are concentrated in urban areas but most of the

population is based in rural areas (Juengsiragulwit, 2015).

In addition, the shortage of funds and mental health professionals are important
challenges for LMICs (Patel et al., 2007). According to the WHO Mental Health Atlas
2017, the median number of psychiatrists per 100,000 population in many LMICs is below
2 for adults and below 1 for children and adolescents (WHO, 2017b) compared to over 10
psychiatrists per 100,000 for adults and 2 per 100,000 for young people in the USA. Lack
of experience in psychiatric patient care and limited mental knowledge and training in

primary care staff were also critical barriers to identifying mental disorders
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(Juengsiragulwit, 2015). Thus, the gap between mental health need in young people and

the resources provided remains large.

The evidence base on CAMH in LMICs is relatively small due to insufficient
skilled mental health professionals, low priority, and lack of funding for LMICs research
(Patel et al., 2008). There is also limited CAMH awareness in the community. Services for
mental health diagnosis, treatment, and referral that are based in primary care and
community health centres are also lacking (Wainberg et al., 2017) which can cause young
people or their families to delay the help-seeking process (Fox et al., 2001; Gulliver et al.,
2010). Although, epidemiological evidence is now growing from a number of LMICs
which demonstrate the validity of measurement tools of psychiatric symptoms and
demonstrate their impact on effective interventions, capacity building for mental health
services and research in LMICs need urgent attention and funding. Thus, to help decrease
the global mental health gap, implementation research is now required to understand how
to integrate and sustain mental health services within health care systems and in other

contexts of care, e.g. primary care and community settings.

Promotion of young people mental health in school settings in LMICs

Schools are one of the most critical community settings for promoting young
people's mental health, especially in LMICs (Fazel et al., 2014; Gimba et al., 2020).
However, the number of school staff and teachers who were actually trained in mental
health in LMICs was very limited (Nishio et al., 2020; Reinke et al., 2011). The number of
LMICs to date have adopted and implemented availability of school-based mental health
education programmes for teachers. For example, Nguyen et al. (2020) reported on the

adaptation and evaluation of an intervention developed in Canada and delivered in Vietnam
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and Cambodia. The Mental health & High School Curriculum Guide, “The Guide” was
delivered in a secondary school classroom by trained teachers. The intervention produced
measurable increases in mental health literacy among teachers and students in Vietnam.
However, there were less improvement in mental health literacy (e.g. recognition, stigma,
and help-seeking) amongst school staff after training in Cambodia. Nguyen et al. (2020)
proposed that this was because of challenges implementing the original programme in
Cambodia because Cambodia has culturally distinct mental health syndrome presentations

that were not incorporated into The Guide.

As Nguyen et al. (2020) demonstrates adapted intervention must align with specific
cultural contexts. Differences in the ways in which mental health illnesses are defined,
understood, and treated in non-Western cultures may also contribute to different results
(Tasman et al., 2013). Therefore, contextual factors and socio-economic settings need to
be considered for adoption and adaptation in LMICs of well-validated interventions that
have been developed in HICs contexts (Barry et al., 2013). In addition, understanding the
perspective of teachers on current mental health needs in their schools, barriers for
addressing mental health needs, issues related to their experience, and their knowledge and
skills can be useful for development and evaluation of an appropriate evidence-based

interventions in school settings in each particular context.

In summary, there is a need for an effective evidence-based intervention in the field
of mental health promotion in LMICs where mental health professionals are scarce.
Strengthening the capacity of community settings, e.g. schools. The education sector is

important to increase awareness and engagement in young people mental health.
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1.7 Conclusion

Depression is amongst the most mental health disorders in adolescents. It can
increase the risk of various problems and predicts a range of mental health disorders in
adulthood. Despite the high rate of depression among adolescents, a low percentage of
adolescents with depression access specialist mental health services. Low rates of service

used contributes to the lack of recognition of depression in adolescents.

Identifying depression early could help prevent depression and improve early
intervention. In cross-cultural depression studies, several standardised self-report measures
of depression in young people are available in research and practice but it is essential to
assess if these measures are reliable and valid to use in a specific culture as depression may
define and experience differently in different cultural contexts. Understand the reasons
underpinning these differences may help us to better understand cross-cultural variation in
depression and have implications for assessment, diagnosis, and treatment. Therefore, it is
crucial to examine cross-cultural measurement invariance of the measure used for

meaningful and valid results.

Moreover, a limited mental health service availability is one of the structure barriers
to help-seeking and receive appropriate supports, in particular in low-and middle-income
countries (LMICS). Implementing mental health practice in school can provide early
identification and intervention to young people. However, this is only possible if teachers
or school staff have necessary knowledge and skills to support mental health needs in

students. Therefore, practical training in mental health for teachers will be needed.

26



1.8 Aims of the thesis

In light of the different aspects related to adolescence depression outlined above, this
thesis has the following aims: (1) To understand Thai adolescent depression and begin to
address the mental health gap in Thailand related to depression. (2) To provide a reliable and
valid self-report measure the Mood and Feelings Questionnaire (MFQ); (3) To understand
how depression is expressed and experienced by Thai adolescents compared to Western
countries (i.e. the UK), possible factor solutions and the measurement invariance of the MFQ
as a prerequisite for its use in cross-cultural comparison between Thai and Western countries
(i.e. the UK) is examined; and (4) To diminish unmet mental health needs in Thai
adolescents, this thesis aims to develop and evaluate the feasibility of the evidence-based
mental health training programme for teachers in Thai schools to support adolescents with

depression.

1.9 Thesis overview

This thesis consists of six chapters. Three chapters represent individual papers that
have been published (Chapter 3) and submitted (Chapter 4 and 5b) for publication in
international peer-reviewed journals. Together, these chapters aim to answer the following

research questions:
Phenomenology of adolescent depression in Thailand (Chapter 2)
1. What is the prevalence of depression among Thai adolescents?

2. What are the current situation of mental health resources for Thai adolescents?
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Assessment of depression in Thai adolescents using the Mood and Feelings

questionnaire (MFQ) (Chapter 3)
3. Does the MFQ reliable and valid to use for assessing depression in Thai adolescents?
4. What is the optimal clinical cut-off of the Thai MFQ?

Cross-cultural comparison of depression symptoms between Thai and British

adolescents (Chapter 4)

5. Does measurement invariance of the MFQ establish across the Thai and British

samples?

6. What are the most common symptoms of depression reported by Thai adolescents? Are

they different or similar to British adolescents?

The feasibility evaluation of the evidence-based mental health training programme

for Thai teachers (Chapter 5a and 5b)

7. What is the perception of teachers of students’ mental health needs with symptoms of

depression?

8. What are the resources or training requirements of Thai teachers regarding the

implementations of mental health support in schools?

9. Is the mental health education training feasible and acceptable to Thai secondary school

teachers to support adolescents with symptoms of depression?
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The aims of each chapter are outlined below.
Chapter 1: General introduction

This chapter introduced the research problem, the rationale for focusing on
depression in adolescents, and outlines the aims of the thesis. Depression in adolescence
was discussed, in particular measurement instruments and mental health resources for
young people with depression. This chapter also described challenging issues in mental
health services and resources in low-and middle-income countries (LMICs), where a large

gap between mental health needs and the availability of mental health resources.

Chapter 2: Adolescent Depression in Thailand

This chapter provides an overview of Thailand’s cultural and social context. It
includes a literature review of 16 studies that measured depression symptoms in Thai
adolescents. The chapter also provides a brief history about mental health resources for
adolescents in Thailand. With the lack of mental health literacy, resources, and services,
there is a need to develop and implement community strategies to reduce the future burden

of depression in Thailand.

Chapter 3: Paper 1 Psychometric properties of the Thai Mood and Feelings

Questionnaire (MFQ) for adolescent depression

The lack of reliable and valid measures to identify depression symptoms in Thai
young people suggest that there is potential benefit in validating a self-report measure of
depression symptoms in this age group. Chapter 3 translated and adapted the Mood and
Feelings Questionnaire (MFQ), the ‘gold standard’ screening tool that has been

recommended for screening depression symptoms in young people (NICE, 2019). The
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psychometric properties of the Thai MFQ are reported and the optimal clinical cut-off was

determined and compared against a semi-structured diagnostic interview (K-SADS-PL).

Chapter 4: Paper 2 Factor structure and measurement invariance of the Mood and

Feelings Questionnaire: A cross-cultural study among Thai and British adolescents

This study evaluates the cross-cultural validity; the factorial structure of the Thai
MFQ and examined the measurement invariance of the MFQ across Thai and British
samples. The study also compared depression symptoms across Thai and British

adolescents to better understand cross-cultural variation in depression symptomatology.

Chapter 5: Developing mental health education training for teachers in supporting

students with depression in Thai secondary schools

Thailand has faced significant mental health challenges because of low-resources
and lack of attention to mental health care for young people. Therefore, mental health
promotion interventions in community settings may help reduce the prevalence of
depression. In this chapter, the development of evidence-based training about adolescent

depression for secondary school teachers in Thailand is described in two parts.

Chapter 5a: Teachers’ perception of current mental health needs of students with

symptoms of depression

To assess teachers’ perception about depression in adolescents, their attitude and
experience in supporting students with depression, and barriers to supporting mental health
needs in school settings, a sample of secondary school subject teachers and guidance

teachers took part in a semi-structure interview.
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Chapter 5b: Paper 3 Implementing a Mental health training programme about

depression for teachers in Thai schools: A feasibility study

Following the information obtained from Chapter 5a, this study developed an
evidence-based mental health training for Thai secondary school teachers and provided
preliminary feasibility and acceptability data. This study included an online survey to
assess teachers’ mental health awareness and experiences with student and additional
training needs survey. Following this, a one-day training programme was developed and
delivered to teachers to assess the feasibility of the training. Teachers completed

questionnaires assessing their knowledge and skills before and after the training.
Chapter 6: General discussion

This chapter summaries the key research findings of each study. Thesis
implications and recommendation for future research is discussed, followed by strengths

and limitations of the research.
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CHAPTER 2: ‘Adolescents depression in Thailand’
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2.1 The Thai context

Overview of Thailand

The kingdom of Thailand is located in Southeast Asia. The capital city is Bangkok.
It has a total size of 513,120 km?. Thailand shares borders with Myanmar, Cambodia, Laos
and Malaysia and is divided into four different geographical regions: north, northeast,

central and south and is administratively divided into 77 provinces.

2

< VIETNAM

\
{ B akcn .
X e e ol *udon Nakhong \\
RANGOON ” . Thani \
* ; \d .

" -“
Fhet Mahd®  gfol v

Charoen A
> Chaiyootum  Saratham €y '3 e
fthos wilotbon 5
Uthai Thars,
Nakhon ™

»
2 Loy Ratchasima »
Vo g ®  puridm &2 SiSa Aatchothan

.C:;‘ Yo gSuraBurt J*\_I.ﬂ

et

-
Karchanabun '., & \-—“-\J.
] .1 .HM
. ﬂzm.ﬂ,‘..z-;wmmg/
) & ‘ . [
5 q(’""""“" o CAMBODIA

» vyz‘] ‘/,,
. \ PHNOM ;r—

PENH
Wit Xhan b X T

e
o
p)
(r.ﬁ'www v o~ VIETNAM
o

.
‘Nekhon $i
< gl Thammarat *
v
Phuket A Phacthalung
Trang®

Senghhl
Ptrani

m Yols aNarathiwat

J

g

INDONESIA MALAYSIA

Figure 2. 1 Map of Thailand

Source http://ontheworldmap.com/thailand/thailand-political-map.jpg

48



Thailand is one of the low-and-middle income countries (Worldbank, 2020). The
current population of Thailand is 69,929,559, with about 5.5 million adolescents aged of
12 to 18 (8.3%; Worldometer, 2021). Although most people in Thailand are ethnically
Thai, there are also ethnic communities such as the Chinese, Malay, Khmer and hill tribe

peoples living primarily in the mountains of the northern area.

Thailand’s cultural and social context related to characteristics of Thai young

people

Buddhist beliefs in relation to Thai culture

The official religion in Thailand is Buddhism, and approximately 95% of the people
in Thailand are Buddhist. Therefore, Buddhism is a key component to identifying Thai
people in many ways, including lifestyle, beliefs, traditions, characters, mannerisms, and
other aspects of Thai culture (Plamintr, 1994). Therefore, it is important to understand the
key Buddhist teaching and concepts that shape characteristics among Thai young people,
for example, the Buddhist concept of Karma and Bunkhun, i.e. gratitude and indebtedness.
Buddhists believe that karma is an intentional action that is viewed as a cause and effect.
Every situation and circumstance exist because of those previously experienced that can
affect the future of a person’s life or future life (Ratanakul, 2013). Every act creates and
accumulates ‘good karma’ or ‘bad karma’, which will be returned in the form of good

things or bad things in the next life (Choowattanapakorn, 2002).

Buddhist Thai young people are taught to realise the importance of the concept
of Bunkhun for those who have done favours for them. In Buddhist-based beliefs, Thai

young people should be aware of their indebtedness and acknowledgement those people’s
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kindness by doing good in return. Thai children should feel Bunkhun to their parents,
teacher, or friend who has helped them as well as the significance of reciprocity (Holmes
& Tangtongtavy, 2000). For instance, there is an expectation for young people to look after
their parents and support them financially in old age as showing gratitude to their parents
for giving birth and raising them. Caregiving is also believed as the child's opportunity to
gain merit or good karma to a favourable for the future (Choowattanapakorn, 2002). Thus,

the idea of sending elderly parents to a care home, for example, is considered unacceptable.

Thai society and hierarchy

Thai society has hierarchical relations, which are mainly influenced by Buddhism
and Brahmanism (Duan, 2019). Social relationships are defined by superiority and
inferiority. There are different versions of the Thai languages to use with Buddhism and
monks, and royal terms with the king and royal family. All Thai people occupy a position
in the hierarchy relationship with one another according to age, sex, qualification, wealth
and power. These social positions determine the way Thais behave towards one another
and are reflected in the family, at work, and society. Gestures are also needed to be
expressed differently according to a person’s status. Young people have to ‘Wai” (i.e. a
gesture that shows respect to the older or senior) and use appropriate words or polite words
when speaking with older people (e.g. the words “Kha” (for female) and “Krab” (for male)

should be said at the end of almost every sentence to be polite (Kuwinpant, 2002).

Older people can expect to be respected and valued by younger people. Younger
and junior people will follow instruction with older or senior people even if they disagree

with them, demonstrating their respect for those people. At a very young age, Thai children

50



are also taught to be polite, respectful, and humble to older people and people of higher
status (Weisz et al., 1993). Thus, Thai people must try to locate themselves in the
hierarchical order to identify how to treat a person they want to interact with appropriately.
As such, emotion suppression is one of the coping strategies that many Thai young people
use to avoid expressing negative emotions and maintain social relationships (Weisz et al.,

1993).

Family in Thailand

It is common in many Thai families for several generation to live together. It is
common for Thais to live with their parents until they are married or stay until they have
their own family. Although, Thailand has received and assimilated the cultural habits and
characteristics of various countries around the world, especially from western cultures, the
existence of “Thainess” is still a fundamental element of Thai society because of the deeply
rooted patterns and upbringing used by Thai parenting styles. Thai parenting styles draw
Buddhist beliefs, which respect older family members and obedience to parents. Strong
family relationships are crucial to well-being in Thailand. Parental involvement in the lives
of Thai adolescent can be beneficial for reducing the odds of depression (Tammariello,
2012). Therefore, when conflict occurs in the family or when family is broken due to
separation, divorces, remarriage or parental death, it can be a major sources of
psychological distress and precipitate depression (Kwaunpanomporn, 2017: Seangsanaoh

etal., 2017; Tammariello et al., 2012).

In addition, the expectations of the roles of males and females in the family are

distinct in Thailand. Thai males typically have a higher status than females in leading their
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family, the community and the country (Kuwinpant, 2002). Most male adolescents are
expected from family to learn about Buddhist practice typically by becoming a monk. This
involves a brief period of ordination, i.e. between one week and up to a few months with a
belief that this is a way of passing on good karma to themselves and their parents. Females,
on the other hand, are restricted by many rules and norms. For example, daughters typically
perform more household work and look after the family. They are often expected to be the
primary caregivers and nurturers of older parents. High expectation from parents and over
involved in children’s lives can contribute to pressure towards young people. Weisz et al
(1993) observed Thai adolescents’ behavioural and emotional problems and found that
Thai culture may cause pressure and emotional inhibition among Thai young people, which
contribute overcontrolled problems (e.g. shyness, somatisation, and depression).
Trangkasombat & Rujiradarporn (2012) observed gender differences in depressive
symptoms in Thai adolescents and the study found that there was no difference in the

prevalence and severity of depression between Thai males and females adolescents.

Socioeconomic status in Thailand

Socioeconomic inequality in Thailand is certainly high (Thongsawang et al., 2020).
It has been recognised that the greater the income inequality in a society, the worse the
social outcomes for the society (Lorant et al., 2002). To date, previous studies evaluated
the risk factors associated with depression among Thai young people and socio-economic
status (SES) is consistently identified (Kaewpormsawan & Tuntasood, 2012; Sriphet,
2001). There are differences between families regarding family SES, which may contribute
to poor mental health, e.g. depression (Freeman et al., 2016; Fortenberry, 2003).

Adolescents from low SES families slightly increases the risk of depression and are less
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likely to use specialise mental care (Lorant et al., 2013; Fortenberry, 2003; Zou et al.,
2020). This inequality is one of the major social determinants of poor mental health in
Thailand. Therefore, strategies for tackling SES inequality to reduce depression in young

people is needed.

2.2 Literature review of prevalence of depression in Thai adolescents

There is a concerning prevalence of depression among Thai adolescents. In the
national survey reported by The Thai Department of Mental Health, (2019) the point
prevalence of major depressive disorders among the Thai population aged 15 and above
was 2.4%. Over the past decade, several studies have estimated the prevalence of
depression among young people in Thailand. Conducting a literature review is necessary
to synthesise the results of these studies and making an accurate information to guide

research and clinical work to help prevent and treat depression among Thai young people.

Literature search

Literature related to the prevalence of depression in Thai adolescents was identified
through a search of peer-reviewed academic journals during a 10-year period of time.
The key words used in the search were: (1) prevalence, (2) depression, (3) young people/
adolescents, and (4) Thailand. The search strategy was performed based on published
articles in Thai and English in domestic and international journals. First, peer-reviewed
articles were searched in various databases, including PubMed, Scopus, and Google
scholar and Thailand databases, including Thai Journal Online (ThaiJO), and ThaiLis from

January 2011 until March 2021.
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In the second step, the title and abstract of studies identified in the search were
screened to exclude studies that did not meet inclusion criteria. Studies were included if
reported the prevalence of depression in Thai young people aged between 11-19 years old
by using self-report and were published between January 2011 and March 2021. Studies
reporting only parent’s or caregiver’s report of the adolescent depression were excluded
due to established discrepancies between child and parents reports of child depressive
symptoms (Eg et al., 2018; Kim et al., 2016; Orchard et al., 2016). Other exclusion criteria
included intervention studies, studies with no access to the full text, and studies that did
not report the prevalence of depression. Next, reference lists of the selected articles were
also reviewed for finding relevant studies. Finally, information was extracted from each
study including (1) publication year; (2) sample size; (3) screening method and measures
used; (4) participant characteristics (i.e. age range and gender); (5) the percentage of
reported prevalence of depression symptoms; and (6) settings (community and clinic; see

Table 2.1).

Study Descriptive

The initial search strategy yielded 42 potentially relevant. Twenty-six studies were
not retrieved since they did not meet the inclusion criteria after the title and abstract of the
studies were screened (i.e. intervention studies and studies that did not report the
prevalence rate of depression). Sixteen studies met the inclusion criteria. They had a wide
range of sample size (from 23 to 5,345 participants) and age (10 to 22 years). Most studies
were conducted in schools (88%) with 6% in others community settings, and 6% in clinical

settings.
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Table 2. 1 Summary of studies that estimated the rate prevalence of depression in Thai
adolescents from 2011-2021

References Sample City Mean age Gender (%) Setting | Measures, | Preval-
size (age . ence rate
Cut point
range) Male | Female p )

Trangkasombat & 1,220 Bangkok M =17 39 61 School | CES-D, 18
Rujiradarporn (15-19) >22
(2012)
Tittabut & Panza 23 Chiang- M=155 | 435 56.5 | School | PHQ-9, 43.4
(2012) Mai (12-19) no data
Vatanasin et al 800 Chiang- M =16.5 50 50 School | CES-D, 42
(2012) Mai (14-19) > 16
Tuklang (2012) 426 Samutsa- M =15 46 54 School | RADS, 11

korn (12-18) > 77
Leelatrakarnkun 469 Ubonrat- M=12 60 40 School | CDI, 11
&Trangkosombat chathani

11-13 >21
(2012) ( ) -
Somrongthogn et 871 Bangkok M =16.5 43 57 Com- | CES-D, 35
al. (2013) (11-22) munity | =22
Wisitpongaree etal | 2,162 Bangkok M=11 46 54 School | CDI, > 15 1.6
(2014) (10-12) & DSM IV-
TR

Sittanomai et al 1,373 Bangkok M =15 39 60 Clinic | DSM IV- 7.7
(2014) (12-18) TR
Jiamjaroenkul & 1,107 Chiang- M =135 47 53 School | CDI, 14.6
Limsuwan (2015) Mai (12-15) > 01
Chaveepojnkamjorn | 479 Nontha- M =16.5 41 59 School | CES-D, 14
et al.(2016) buri (16-17) >22
Suksri etal. (2016) | 283 South of M =15 34 66 School | CES-D, 23.3

Thailand (12-18) =22
Suwanwaiphatthana | 442 Nakhon- M =155 39 61 School | CES-D, 46.2
et al. (2016) ratchasima (13-18) >22
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Table 2.1 (continued)

References Sample City Mean age Gender (%) Setting | Measures, | Preva-
Sz (age Cut point lence
range) | Male | Female rate (%)
Seangsanaoh et al. 265 Rayong M =17 35 65 School | CES-D, 46.4
(2017) (15-19) >22
Boonprathum etal. | 289 Samutpra- | M=13.5 38 62 School | CDI, =15 28.7
(2017) karn (11-16)
Panyawong et al. 5,345 13 cities M =15 48 52 School | PHQ-A 175
(2020) (11-19) >10
Cheung et al. 2,070 National M =155 41 59 School | CES-D, 14.7
(2020) study (13-18) >22

Note. explanation of Abbreviation: CDI Thai: Children’s Depression Inventory Thai version, CES Thai: Center for
Epidemiologic Studies-Depression Scale Thai version, PHQ9: Thai Patient Health Questionnaire, PHQ-A: PHQ 9
modified to Adolescents, RADS: The Reynolds Adolescents Depressive scale, DSM IV-TR: Diagnostic and Statistical
Manual of Mental Disorders, 4th Edition

In 14 studies, participants’ depression was assessed using Thai versions of well-
established questionnaires. These were (1) CDI Thai: Children’s Depression Inventory
Thai version, (2) CES-D Thai: Centre for Epidemiologic Studies-Depression Scale Thai
version, (3) PHQ9: Thai Patient Health Questionnaire, (4) PHQ-A: PHQ 9 modified to
Adolescents (5) RADS: The Reynolds Adolescents Depressive scale. The CES-D was most
frequently used to identify depression in Thai adolescent (8 studies) followed by the CDI
(4 studies), the PHQ 9 (1 study), PHQ-A (1 study), and RADS (1 study). Two studies
(12.5%) assessed depression using diagnostic interviews by psychiatrists based on DSM-

IV criteria.

Based on these self-report questionnaires, the prevalence of elevated symptoms of

depression varied from 11% to 46%. Estimates based on diagnostic interviews were much
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lower, i.e. 1.6% (Wisitpongaree et al., 2014) to 7.7% (Sittanomai et al., 2014; see Table

2.1).

Methodological limitations to previous studies examining elevated depression

symptoms in Thai adolescent.

The review of recent studies highlighted wide variation in estimates of the
prevalence studies of depression among Thai young people. Possible reasons for the varied
prevalence estimates include researchers using different criteria to determine depression
and from potential methodological problems with the measures used to measure the

severity of depression.

The CDI and the CES-D have often been used to measure adolescent depression
in Thailand. However, studies that estimated the prevalence of depression have used
different criteria for determining depression symptoms. For example, for the CDI, Kovacs
(1992) recommended that the cut-off score in clinical settings, where the prevalence of
depression is likely to be higher, needs to be sensitive and is set at 12 or 13. Meanwhile, in
non-clinical samples, where the prevalence of depression is likely to be lower, a cut-off
score of 20 is suggested for screening in the general population. In Thailand contexts, the
CDI Thai version's cut-off score to be used with clinical samples is at 15 (Trangkasombat
& Likanapichitkul, 1996), and cut-off scores of 19 or 21 are recommended for used in the
Thai general population (Trangkosambat, 2002). However, no published study has
examined the optimal cut-off of the CDI in Thai adolescents and therefore it is unclear how

these cut offs were established and if they are valid.
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Variability of estimates from different studies may also originate from the
shortcomings of the measures’ ability to screen and measure the severity of depression. For
example, although the CES-D is one of the most commonly used measures of depression
symptoms, it has some problems with its construct validity. In particular it does not assess
all of the symptoms of major depressive disorder, i.e suicidal ideation (APA, 2013). The
CES-D also includes items that are not symptoms of depression e.g. “People were
unfriendly” (Yang & Jones, 2007; Shafer, 2006). Although the CES-D has been translated
for use in Thai adolescents (Trangkasombat et al., 1997), its psychometric properties have
not been fully investigated in the Thai context. Trangkasombat et al. (1997), suggested that
the CES-D had high reliability and validity in assessing depression symptoms in Thai
adolescents. A cut-off point of 22 produced the best overall screening characteristics and
accuracy. However, these results were based on sample of 125 male adolescents and
therefore cannot represent all adolescents particularly given there are well-established
differences in the manifestation of depression symptoms between genders across a number

of different contexts (Salk et al., 2017).

In addition, the CDI also has some problems with wordings as each item includes
three statements that describe symptoms of varying severity and a young person is asked
to endorse the one that best describes their symptoms. This requirement to select the “best”
description is cognitively demanding, and some items have complex wording and may be
confusing (e.g. | do not do what I am told most of the time” or “I do not like being with

people many times” (Costello & Angold, 1988; Reynolds, 1994).

Given these problems with the two most commonly used self-report measures of

adolescent depression in Thailand, there is potential benefit in identifying an alternative
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measure of assessing depression symptoms that is more valid and reliable and covers all

the DSM criteria (APA, 2013) of adolescent depression.
2.3 Challenging issues in mental health resources for adolescents in Thailand
Thailand’s welfare policies related to mental health in young people

Thailand has faced significant mental health challenges because of young peoples'
limited mental health services (Kongsuk et al., 2017). There are national mental health
policies and plans established by the Department of Mental Health (MHD), the national
mental health authority. However, the public mental health care system has faced a
problem of inequitable distribution of qualified health professionals. Mental health
professionals cannot meet the needs of people because too few qualified mental health
staff are working in the public healthcare system (Pagaiya & Noree, 2009; Maramis et al.,
2011). Approximately 9,500 Thai mental health professionals, i.e. psychiatrists, mental
health nurses, psychologists, and social workers (14.36 workers per 100,000 population),
are working in mental health care (WHO, 2017b). These rates are better for Thailand than
for some of its regional neighbours, e.g. Cambodia and Vietnam, but relatively low
compared to high-income countries such as Japan, United States, and Australia. For
example, in Japan, there are 146 mental health professionals per 100,000 population

(WHO, 2017a).

Well-trained professionals, e.g. doctors, concentrate their services more in the
urban areas or the main cities (i.e. Bangkok, Chiang Mai, and Khonkaen) while there are
insufficient professional health workers in rural facilities (Wibulpolprasert & Pachanee,
2008). Furthermore, a survey of general practitioners in Thailand reported that time

constraints, lack of experience in psychiatric care, and limited mental health knowledge
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among GPs were critical barriers to identifying psychiatric disorders, e.g. there are few
diagnosis and treatment options available for those with mental health disorders (Lotrakul
& Saipanish, 2006). The consequence is that only 3.7% of Thai people with depressive
symptoms have access to services and received a diagnosis; most were adults and older
people (Kongsuk et al., 2017). As a result, depression in Thai adolescents is mainly

unrecognised, undiagnosed and also not treated appropriately.
Mental health support in community settings for Thai adolescents

One of the primary goals of the mental health strategy and policy of the Thai
Department of Mental Health (DMH, 2017) from 2017 — 2021 is to promote good mental
health, to prevent mental health problems and to improve access to services for all age
groups. This national plan calls for actions that will enhance the mental health literacy of
Thai people and shift from traditional clinic-based care to community-based mental
health services. The Thai government has sponsored media campaigns to increase
awareness of mental illness, workshops for educators and community leaders and training

for health-care staff.

For young people, the Ministry of Education is trying to promote a state of perfect
happiness in four areas: physical, mental, social and intellectual (Erawan, 2015). In the
area of mental health, the Ministry of Education co-operates with the Ministry of Public
Health to encourage schools to promote mental health and support well-being at school.
This policy reflects that awareness of the issue of mental health in Thai young people has
been increasing. However, it is also necessary to increase access to diagnosis and
treatment and to ensure an adequate number of mental health-care facilities for young

people (Tammariello et al., 2012).
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Given the limited mental health resources in Thailand, schools are one of the most
critical settings for reaching out to young people and their families in Thailand.
Particularly in the Thai social context, teachers are highly respected as they are
authoritative and knowledgeable. Therefore, mental health care in schools has the
potential to prevent and reduce the onset of mental health problems in Thailand. Thai
young people spend 9 hours a day at school, and over 96% are enrolled in compulsory
education (Education Council, 2015). Early intervention is recognised as one of the
critical principles of effective mental health promotion and prevention (Barry et al.,
2013). Therefore, early detection and prompt intervention for depression in young people

at school could reduce the prevalence and severity of depression in this population.

To promote and prevent mental health in school, teaching staff must have specific
knowledge about mental health problems and be confident and comfortable supporting
adolescents with mental health difficulties. Although school health education is widely
implemented in Thailand (e.g. life skills, sex education, and substance misuse; Erawan,
2015), school mental health education is not routine in Thailand. Therefore, developing
and implementing teacher training strategies is needed to reduce the future burden and

socioeconomic costs of depression.

2.4 Conclusion

Depression among young people is a concern in the Thai context. Cultural and
social issues related to the characteristics of Thai young people may contribute to the onset
of depression in this population. Estimates of the prevalence of depression amongst young

people are highly variable due to studies differ in study methods and assessment
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procedures. The different criteria for determining depression in those studies and
shortcomings of the screening measure properties may contribute to this variation. Thus,
the true prevalence of depression amongst Thai adolescents cannot be drawn. To provide
better and more accurate data about depression in this group, a valid self-report measure of

depression symptoms in Thai young people is needed.

In addition, there are also considerable challenges in the Thai mental health care
system. With the lack of mental health literacy, resources, and services, there is a need to
develop and implement community strategies to reduce the future burden of depression in
Thailand. However, there are limited research in Thailand focus on mental health in young
people, and this is not a sufficient volume for assessing the burden of adolescence
depression or for identifying appropriate interventions to reduce the burden. Therefore,
further research on adolescence depression is necessary for understanding the magnitude
of the burden of depression and for providing an evidence base to support new mental
health interventions, planning services, allocation of resources, enhance mental health

policies and infrastructure.
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Abstract

Background: The Mood and Feelings Questionnaire (MFQ) is a widely used screening
tool for child and adolescence depression but has not been validated with young people in
Thailand. This study aimed to assess the reliability and validity and to determine the

optimal clinical cut-off of the Thai MFQ.

Methods: The Thai MFQ was evaluated in two parts. In part 1, The MFQ was translated
and back translated into the Thai language and piloted on a small number of Thai
adolescents. Then 1,275 young people aged 12-18 years from three secondary schools in
Thailand completed the MFQ and related measures of depression. In part 2, 138 students
were invited to take part in a structured diagnostic interview (the Thai translation of the
Kiddie Schedule for Affective Disorders and Schizophrenia for School-Age Children -
Present and Lifetime Version (the K-SADS-PL). Of those, 103 students were interviewed
and completed the Thai MFQ a second time to assess test-retest reliability. Receiver
Operating Characteristics (ROC) analyses were conducted to evaluate diagnosis accuracy

and examine the optimal cut-off score of the Thai MFQ.

Results: The Thai MFQ had excellent internal consistency (o= 0.92) and good to moderate
test-retest reliability in 2-week and 4-week intervals. The Thai MFQ also had good
convergent validity with related measures of depression. The ROC analyses demonstrated
that the Thai MFQ also had excellent accuracy distinguishing between depressed and non-
depressed adolescents [AUC = 0.95, 95% CI [0.92, 0.99]. A total score of 28 on the Thai

MFQ was the optimal cut-off score (sensitivity was 0.97 and specificity was 0.83).
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Conclusion: The Thai MFQ demonstrated excellent psychometric properties and
accurately distinguished between depressed and non-depressed adolescents. It is
appropriate to use as a screening measure to identify adolescents with depression in

community settings in Thailand.
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3.1 Introduction

Depression is a common mental health problem in adolescents worldwide (WHO,
2017). Adolescence is a life stage when individuals are at high risk to the onset of
depression (Avenevoli et al., 2015). At any point in time approximately 2.6% of young
people worldwide are experiencing a depressive disorder (Polanczyk et al., 2015).
Depression during this period of life is associated with impaired functioning across
multiple life areas, including school and education, interpersonal problems, and suicidal
behaviour (Rudolph & Flynn, 2014). These impairments have long term effects in the
transitions to adulthood (Jaycox et al., 2009). The long-term consequences of experiencing
depression adolescence, mean that it is vital that assessment tools for identifying depression
can accurately establish the presence of depressive symptoms in order to provide
appropriate prevention and treatment.

Many self-report measurement instruments are used to assess depression in
adolescents in research and clinical practice (Costello & Angold, 1988). Most of these
instruments have been developed for use in the USA or Europe and their psychometric
properties have been evaluated with young people from those countries. The validity of
these instruments varies when they are translated and used in new contexts and with young
people from other cultures (Roberts et al., 1991; Stevanovic et al., 2017). It is crucial to
assess the psychometric qualities of translated questionnaires and to establish their validity
and reliability when used in different cultural contexts (He & Vijver, 2012; Vijver &

Tanzer, 2004).

There are over 87 million people with depression living in South-East Asia (WHO,

2017). Most of the countries in this region belong to the lower- and middle-income
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countries (LMICs) group (Worldbank, 2020). Thailand is one of the LMICs in South-East
Asia (Worldbank, 2011). The Thai Department of Mental Health (2019) reported that the
point prevalence of major depressive disorder among the Thai population aged 15 and
above was 2.4%. Although this prevalence rate is equivalent to the worldwide rate, the
country has faced significant mental health challenges for a range of reasons including lack
of investment and structural barriers that have limited the development of mental health
services for young people (Kongsuk et al., 2017). As a result, depression in Thai
adolescents is largely unrecognised, undiagnosed and not appropriately treated. To develop
better support and services for depressed young people in Thailand, it is important to

identify screening tools for depression that are valid and reliable.

The Children’s Depression Inventory (CDI; Kovacs, 1992), and the Centre for
Epidemiologic Studies — Depression Scale (CES-D; Radloff, 1997) have been used to
measure of adolescent depression in Thailand. Based on these questionnaires the
prevalence of elevated symptoms of depression in Thai adolescents is highly variable,
ranging from 11% to 46.2% (Pundee, 2015; Panyawong et al., 2020; Tuklang et al., 2012;
Somrongthogn et al., 2013; Suwanwaiphatthana et al., 2016). In studies that have assessed
depression using diagnostic interviews based on Diagnostic and statistical Manual of
mental disorders (DSM) criteria rates of depression were much lower and less variable, i.e.
in the range from 1.6%-7.7% (Sittanomai et al., 2014; Wisitpongaree et al., 2014). The
discrepancy in point prevalence based on these self-report questionnaires and interviews in
Thailand were similar to studies conducted in other countries e.g., China, Uganda, Egypt,

and Iran (Khalil et al., 2010; Nalugya-Sserunjogi et al., 2016; Sajjadi et al., 2013; Tang et
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al., 2019). This discrepancy suggests that self-report measures of depression are highly
sensitive but lack specificity and require further psychometric testing and improvement.

The measures of adolescent depression that have been used in Thailand have some
shortcomings in their ability to screen and measure the severity of depression. For example,
in the CDI, each item includes three statements that describe symptoms of varying severity
and which a young person is asked to endorse the one that best describes their symptoms.
This requirement to select the “best” description is cognitively demanding, and some items
have complex wording and may be confusing (e.g., | do not do what I am told most of the
time” or “I do not like being with people many times” (Costello & Angold, 1988; Reynolds,
1994). The CES-D also has some problems with its construct in particular it does not
include all of the symptoms of major depressive disorder, e.g., suicidal ideation (Nalugya-
Sserunjogi et al., 2016). It also includes items that are not symptoms of depression i.e.
“People were unfriendly” and “I felt that people dislike me” (APA, 2013; Jiang et al., 2019;
Shafer, 2006; Yang & Jones, 2007). Given these shortcomings there is potential benefit in
identifying an alternative self-report measurement of depression symptoms in Thai young
people.

In the UK, the Mood and Feelings Questionnaire (MFQ; Angold et al., 1987) is
considered to be the ‘gold standard’ screening tool for depression (NICE, 2019). The MFQ
was developed to screen DSM-1IIR depression symptoms in young people aged 8-18 years.
It has been validated in clinical and community settings and has high internal consistency
and good test-retest reliability (Daviss et al., 2006; Kent et al., 1997; Wood et al., 1995).
The MFQ discriminates between depressed and non-depressed young people (Daviss et al.,

2006; Kent et al., 1997). The MFQ has been translated into many languages such as
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Norwegian (Sund et al., 2001), Arabic (Tavitian et al., 2014), and Swedish (Jarbin et al.,
2020) using the black-translation method. The MFQ is therefore a plausible measure to
adapt for a Thai population although the psychometric properties of a Thai version would
need to be established.

In addition, to identify the diagnostic accuracy of the MFQ in Thailand it is
necessary to compare the results of the MFQ with the gold standard diagnostic tool for
depression. The Kiddie Schedule for Affective Disorders and Schizophrenia for School-
Age Children -Present and Lifetime Version (K-SADS-PL; Kaufman et al., 1997) is
considered to be the gold standard diagnostic instrument for depression in children and
young people. The K-SADS-PL has good reliability and shows good convergent validity
with self-report rating scales of depression (Kaufman et al., 1997; Lauth et al., 2010; Wood
etal., 1995). The K-SADS-PL has also been translated and validated in other countries, for
instance, Korea (Kim et al., 2004) and Iran (Shahrivar et al., 2010) and shows good
psychometric properties on those versions.

The present study had two aims. The first was to translate the MFQ into Thai and
to assess its internal reliability, test-retest reliability, construct validity and criterion
validity in a large community sample of young people. The second aim was to determine
the optimal clinical cut-off of the Thai MFQ when compared against a structured diagnostic
interview (the K-SADS-PL), which was also translated into the Thai language. These aims

were addressed in two parts of our study.
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3.2 Methods

Ethical approval

This study was approved by University of Reading Research Ethics Committee, the
UK (SREC 2018/105) and Chiang Mai University Research Ethic Committee, Thailand
(CMUREC 61/073). Informed written consent was obtained from all participants and from
the parents of young people under 18 years of age based on standards prescribed by Chiang

Mai University Research Ethic Committee.

Part 1: Psychometric properties of the Thai Mood and Feelings Questionnaire
Participants

Three public secondary schools in Thailand agreed to take part in the study; two
from Phayao province and one from Chiang Mai province. A total of 1,737 adolescents
aged between 12 -18 years old were invited to take part (male 44%, female 56%). Eighty
percent (n = 1,382) of those who were invited agreed to take part and provided written
consent from their caregiver as well as written assent for themselves. Ninety-nine young
people for whom consent was obtained were not included because they were absent from
school on the day the research was conducted. Eight young people were excluded because
more than 25% of their data were missing. Of the 1,275 adolescents who took part 39%
were male (n =500) and 61% (n = 775) were female; significantly more females than males
took part, ¥?(1) = 10.72, p = .001. The flow chart of participant recruitment is presented in

Figure 3.1.
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Invited to take part (n = 1,737)
Males = 761 (44%), Females = 976 (56%)

h

Consented (n=1,382) 80%
Males = 544(39%), Females = 838 (61%)

Did not consent (n = 355)

Com pleted questionnaires (n = 1,283)

Did not complete questionnaires
* Absent (n=99)

Males = 508 (40%), Females = 775 (60%)

L

Data included (n= 1,275)

Data did not include
+ Missing data over 25% (n = 8)

Males = 500 (39%), Females = 775 (61%)

v

A

Not willing to take part (n = 254)

Willing to take part in Part 2 (n= 1,021) (80%)
Males = 454 (44 5%), Females = 567 (55.5%)

Not invited (n = 837)

1

Invited to interview based on their MFQ score

(n = 184; males = 64(35%), females = 120 (65%)
MFQ <27 = 66 (36%); males =27 (41%), females = 39 (59%)
MFQ =27= 118 (64%); males =37 (31%), females = 81 (69%)

.| Did not consent (n = 46)

v

Consented for interview (75%)
{n =138 (75%); males =48 (35%), females = 90 (65%)
MFQ <27 = 50(36%); males = 19 (38%), females =31 (62%)

MFQ 2 27= 88 (64%); males = 29 (33%), females =59 (67%)
|

¥

» Not interviewed (n = 35)

Interviewed
(n=103; male = 19, female = §4)
MFQ < 27 = 37 (36%); male = 9 (24%), females = 28 (76%)
MFQ = 27 = 66 (64%); male = 10 (15%), females = 56 (85%)

Figure 3. 1 A flowchart of the participants recruitment for Part 1& Part 2 of the
study




Measure

The Mood and Feelings Questionnaire (MFQ; Angold, 1987) is a 33-item
questionnaire used to assess depression symptoms in children and adolescents aged
between 8 and 18 years old. Items are rated for the past 2 weeks. Each item is rated on a
three-point Likert scale of “true” (“2”), “sometimes true” (“1”) or “not true” (“0”), yielding
a maximum score of 66. The MFQ has high internal consistency (a = 0.94; Wood et al.,
1995) and can discriminate between depressed and non-depressed children and adolescents
sampled from both clinical and community settings (Daviss et al., 2006; Kent et al., 1997).
A cut-off of 27 provided optimal sensitivity and specificity in identifying young people
who met criteria for a diagnosis of major depressive disorder (Wood et al., 1995). The
MFQ has been adapted and translated into a number of languages and demonstrated an
excellent internal consistency in translated versions e.g. Norwegian (o= 0.91; Sund et al.,
2001), Arabic (o.=0.92; Tavitian et al., 2014), and Swedish version (o= 0.93; Jarbin et al.,

2020).

The Children’s Depression Inventory (CDI; Kovacs, 1992) is a 27-item self-report
questionnaire that measures of depression for children and adolescents ages 7 to 17 yeas.
It measures current levels of depression symptoms on five factors: negative mood,
interpersonal problems, negative self-esteem, ineffectiveness, and anhedonia. The CDI has
good internal consistency and test-retest reliability (Kovacs, 1992). The CDI has been
translated into Thai (Trangkasombat & Likanapichitkul, 1997) and had good internal

consistency (o = 0.83).
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The Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) is a 25-item
screening questionnaire used to assess mental health in children and adolescents aged 4-16
years old. The SDQ has four subscales to measure emotional symptoms, peer problems,
hyperactivity and inattention, and conduct problems and one subscale that assesses
prosocial behaviour. The emotional subscale includes items related to young people’s mood
and feelings which are often reported in depression measures. Therefore, the emotional
subscale was identified as a relevant measure for evaluating estimates of concurrent
validity of scales measuring depression (Bryant, 2020; Tavitian et al., 2014). In addition,
in Thailand the SDQ has been widely used to assess mental health and behavioural
difficulties in children and adolescents in schools. The SDQ Thai version (Woerner et al.,
2011) has acceptable internal consistency of total difficulties subscales (a« = .70) but

slightly low in emotional subscale (SDQ-ESS: a = 0.63)*.

Translation of the MFQ

Permission was obtained from the developer for translation of the MFQ to the Thai
language. The translation and adaptation of the MFQ followed guidance cross-cultural
adaptation of psychological instruments (Borsa et al., 2012). First, the original version of
the MFQ was translated into Thai by the first author (NF) a native Thai speaker. The Thai
version was adapted for linguistic context and aimed to preserve all essential characteristics
of the original version. Next, the Thai translation was back translated into English by a

bilingual (Thai - English) translator from the Psychology Department at Chiang Mai

1 This material has been added at the instructions of the examiners and is not included in the published
paper.
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University who did not have knowledge about the original instrument. The original version
of the MFQ was then evaluated and compared with the back-translation. All differences
were resolved by discussion. The consensus version was adequately adapted culturally and
linguistically for the target population.

The Thai translation of the MFQ was then piloted with five young people in
Thailand to check if they interpreted the questions as intended. Adolescents were asked to
express their understanding of the measure and to suggest any changes they considered
necessary. Adolescents understood all items on the MFQ. Once this was completed, the

MFQ was released for use in this study (see Appendix 4.1).
Procedures

In part 1 of the study, following receipt of informed consent, adolescents (N =
1,275) were given and completed a pack of questionnaires in their classroom during the
school day at a time convenient to their schools. These were distributed and collected by
the first author (NF). These data were used to examine internal consistency, descriptive
statistics and construct validity of the MFQ. Participants were also asked to indicate if they
were willing to take part in Part 2 of the study (diagnostic interview) and, if so, to provide

contact details for the researcher.

Research procedures and risk management process were discussed with schools in
advance. Information sheets for parents and adolescents provided information about the
safeguarding procedures. On the day of data collection, the researcher identified students

whose response to the questionnaires suggested that they were at risk of suicide or self-
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harm. The researcher informed a member of the school safeguarding team on the same day

as the risk was disclosed, following school’s safeguarding guidelines®.

Statistical Analysis

Data were analysed using SPSS version 25. Fewer than1% of items had missing
values. Participants’ data were excluded from the analysis if more than 25% was missing
(n = 8). Where fewer than 25% of item were missing, mean item substitution was used to
impute missing data. The items of the MFQ were checked for skewness and kurtosis by
using the Shapiro-Wilk test was significant for all MFQ items (p < 0.001), indicating a
violation of multivariate normality of the MFQ scores. However, due to the large sample

size, parametric tests were used in current study (Fagerland, 2012; Uttley, 2019)3.

An independent t-test was used to examine the mean difference between male and
female. The association between age and depression symptoms was assessed by a
Pearson’s correlation. Internal consistency of the MFQ was assessed with Cronbach’s
alpha. Convergent validity of the MFQ was assessed through Pearson correlation
coefficients between total score of the MFQ and the CDI total score and the SDQ Emotion

symptoms subscale.

23 These materials have been added at the instructions of the examiners and are not included in the
published paper.
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Part 2: Diagnostic interview

Participants

One thousand and twenty-one (80%) adolescents agreed to take part in a follow up
interview. Based on the MFQ score in Part 1, participants were divided into two groups
(elevated, i.e. 27 and above, and sub-threshold, i.e. below 27; Wood et al., 1995). Random
samples were then selected from each group. MadCalc version 19.7 was used to estimate
a required sample size for a Receiver Operating Characteristics (ROC) curve. The power
analysis determined a minimum sample size of 31 participants in each group (i.e. elevated
and sub-threshold group) included in ROC analyses to achieve a sufficient power of .80
with an Area Under the Curve (AUC) of .70 and a = 0.5. To ensure that there were
sufficient participants with elevated symptoms of depression, young people with elevated
MFQ scores (n = 168) were over-sampled in a ratio of 1.8 (elevated) to 1.0 (sub-threshold).
Of the 184 young people invited to the interview, 138 young people and their guardians
consented to take part (75%). Twenty-five young people could not subsequently be
contacted, and ten young people were not at school on the day of the interview. The
remaining 103 young people were interviewed (see Figure 3.1). Based on their MFQ scores
on the second administration participants were classified as having an elevated Thai MFQ

(n = 44) or sub-threshold Thai MFQ (n = 59).

Measure

The Kiddie Schedule for Affective Disorders and Schizophrenia for School-Age
Children; Present and Lifetime Version; Depressive Disorder (K-SADS-PL DSM-5;

Kaufman et al., 1997) is a semi-structured interview with well-established psychometric
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properties that generates a reliable and valid diagnosis of depression in children and
adolescents (Kaufman et al., 1997). The K-SADS-PL has been widely used in
epidemiological and treatment research (Klein et al., 2005; Shahrivar et al., 2010) and has
also been translated and adapted into many languages (Ghanizadeh et al. 2006; Kim et al.,
2004; Shahrivar et al., 2010). In the present study, the depressive disorder section of the
K-SADS-PL, revised to be compatible with DSM-5 diagnoses, was used to determine the

presence/absence of depressive disorder in Thai adolescents.

Translation of the K-SADS-PL ; Depressive Disorder

The translation and adaptation of the K-SADS-PL followed the procedure in Part
1. The K-SADS-PL; Depressive disorder was translated into Thai by the first author (NF).
The Thai version was adapted for linguistic context and aimed to preserve all essential
characteristics of the original version. The K-SADS-PL; Depressive disorder Thai version
was back-translated into English by a bilingual child and adolescent psychologist (Thai-
English) translator from the Psychology Department at Chiang Mai University. The back-
translation version was reviewed and compared with the original version. The final
translation was fixed by consensus. The completed Thai version of the K-SADS-PL;
Depressive disorder was administered to five young people in Thailand to check if they
understood the questions of the measure. Once this was completed, the K-SADS-PL was

used in this study (Appendix 4.4).

Procedures

Part 2 of the study took place between 11 and 30 days after participants completed

the self-report questionnaires. Participants took part in the K-SADS-PL interviews, which
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were conducted in a quiet room at school by the first author (NF), and completed the MFQ
after the interviews. The interviews were audio-taped and detailed assessment notes were
taken. Subsequently each interview recoding (n = 103) was coded according to K-SADS-
PL diagnostic criteria by the first author (NF). NF has enhanced DBS and was trained to
deliver and score the K-SADS-PL through training which included verbal instruction,
watching training videos, and participating in diagnostic consensus supervision meetings
where each individual symptom was discussed for parent and child, and a consensus agreed
for each symptom before reaching an overall diagnosis decision. To check reliability of the
diagnosis, 10% of the samples were double-rated by an experienced K-SADS-PL assessor
(FO). Inter-rater reliability for the presence of depression diagnoses on the K-SADS-PL

was k = .80, and on individual symptoms was k = .75.

The researcher discussed the diagnostic interview and safeguarding procedures
with the schools before the interview. The school’s safeguarding guidelines were followed
on the day of interview. Therefore, the researcher alerted the school safeguarding team on
the same day as the risk was disclosed (i.e. experienced or thoughts of self-harm or suicide).
Research procedures and safeguarding processes were also explained in information sheets

to students and their parents.

Statistical Analysis

In Part 2, the MFQ data from the second administration were used and analysed
using SPSS version 25. Diagnoses were assigned according to the K-SADS-PL. There was
no missing data on the MFQ or demographic information for the sub-sample of 103. Chi-

square test was used to determine association of categorical variables. Mean differences of
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the MFQ were examined for young people who were given a diagnosis of MDD versus
those who did not receive a diagnosis of MDD. Test-retest reliability was assessed by using
Intraclass correlation coefficients (ICCs) absolute agreement model. Based on the 95%
confidence interval of the ICC estimate, values less than 0.5 reflects poor, between 0.5 -
0.75 reflects moderate, between 0.75 — 0.9 indicates good, and greater than 0.90 is
indicative of excellent reliability (Koo & Li, 2016).4 Because the interval between
completing the MFQ at first and second administration varied, participants were allocated
to two groups. Group one completed the MFQ approximately 2 weeks apart (11-19 days,
n = 40); group two completed the MFQ approximately 4 weeks apart (20 - 30 days, n =
63). Receiver Operating Characteristic (ROC) analyses (Swets, 1988) were conducted to
examine the ability of the MFQ to discriminate between individuals with and without a

diagnosis of Major Depressive Disorder.

The ROC curve analysis provided information regarding sensitivity (the probability
that the test correctly classifies subject with condition as positive), specificity (the
probability that the test correctly classifies subject without condition as negative), positive
predictive value (the probability of the presence of disease in those with a positive test
result), and negative predictive values (the probability of the absence of disease in those
with a negative test results; Haynes et al., 2006) of the MFQ for candidate cut-off points.
As the MFQ is designed to be used primarily as a screening instrument, the optimal cut-off
was determined by favouring sensitivity over specificity; therefore, minimum sensitivity

was set as 80% as minimum specificity was set at 70% (Pettersson et al., 2015). The

4 This material has been added at the instructions of the examiners and is not included in the published
paper.
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accuracy of the MFQ in detecting depression was evaluated by the area under the curves
(AUC). AUC measures the ability of screening measures to correctly classify those with
and without the disease. AUC of 1.0 represents perfect diagnostic accuracy, AUC greater
than 0.9 reflects high accuracy, 0.7 - 0.9 moderate accuracy and below 0.7 indicates low

diagnostic accuracy (Swets, 1988).

3.3 Results

Part 1: Psychometric properties of the Thai MFQ

Demographic Characteristics

All adolescents described themselves as Thai national. Their mean age was 15.04
years (SD = 1.73; range = 12-18). There were more females than males (females = 60.8%)°.
There was no statistically significant difference in age between males and females (see

Table 3.1).

Table 3. 1 Demographic and descriptive statistics of the MFQ

Characteristics Mean (SD) Test

Demographics

Age: 12-18 years 15.04 (1.73) t(1273) =-1.62, p = .76

Males: n = 500 14.95 (1.73) ¥?(1) = 10.72, p = .001
Females: n =775 15.11 (1.73)

MFQ total: ranged 0-55 14.65 (9.97)

Male 13.32 (8.62) t(1273) =-3.8,p<.001,d = .22
Female 15.51 (10.66)

Note. MFQ = Mood and Feeling Questionnaire; SD = standard deviation.

3 This material has been added at the instructions of the examiners and is not included in the published
paper.
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Descriptive statistics of the MFQ

Using the cut-off score 27 and above recommended by Wood et al. (1995), the
mean MFQ score for the whole sample was 14.65 (SD = 9.97). Females reported MFQ

scores that were significantly higher than males (See Table 3.1). There was no association

between age and the MFQ score, r = 0.01 (p = 0.67). MFQ items that were most highly

endorsed were “I felt miserable or unhappy” (M = 0.98, SD = 0.56), “I ate more than usual”
(M =0.90, SD = 0.60), and “It was hard for me to make up my mind” (M = 0.87, SD =

0.61).
Reliability: Internal consistency of the MFQ

The internal consistency of the Thai MFQ was excellent, Cronbach’s alpha o = 0.92
(Taber, 2018). The corrected item-total correlation coefficients showed that each item
contributed substantially to the total MFQ score; these ranged from r = 0.32 to r = 0.66;
except for item 4 with a correlation r = 0.20: “I ate more than usual”. The alpha values of
the scale after deletion of item 4 did not change (a = 0.92). Therefore, all items were

retained.
Validity: Construct validity

To assess the convergent validity of the Thai MFQ we examined correlations
between the MFQ total score, total scores on the CDI, and the SDQ difficulties subscales.
There was a strong positive correlation between the MFQ and the CDI (r = .76, n = 1275,
p<0.001), and between the SDQ difficulties subscales (r =.73,n=1275, p<0.001) (Ratner,

2009).
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Part 2: Establishing cut-off for the Thai MFQ

At the second administration of the MFQ, the mean score of the elevated MFQ
group (n = 44) was 36.07 (SD = 6.95) and the mean MFQ for the sub-threshold group (n
= 59) was 15.29 (SD = 6.06), t(101) =-16.17, p < 0.001. There was no significant age
difference between participants with elevated MFQ scores and those with sub-threshold
scores t(101) = -1.31, p = .11. There were more females than males in both groups;
elevated MFQ, 2 (1) = 32.06, p < 0.001 and sub-threshold MFQ »? (1) = 10.52, p < 0.01

(Figure 3.1).

Test-retest reliability

Test-retest reliability of the MFQ was assessed by examining the intraclass
correlation coefficient of the MFQ. Forty participants completed the MFQ two weeks apart
and 63 completed the MFQ four weeks apart. Two-week test-retest was reliability was
good; ICC =0.88, p<0.001), 95% CI [0.76, 0.94] and four-week test-retest was moderately

reliable; ICC = 0.57, p < 0.001), 95% CI [0.13, 0.78] (Koo & Li, 2016).

Receiver Operating Characteristic of the MFQ

ROC curve analysis was performed to assess the accuracy of the MFQ to
discriminate between depressed and non-depressed adolescents. The diagnostic accuracy
of the MFQ was high [AUC = 0.95, 95% CI [0.92, 0.99] (Swets, 1988). The MFQ
accurately classified young people as depressed or non-depressed. Table 3.2 shows the
predicted percentage of sensitivity, specificity, positive predictive value, and negative

predictive value for each MFQ score. The examination of the ROC curve suggested that
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the optimal cut-off point for screening depression was 28, where the corresponding

sensitivity (0.97) and specificity (0.83) most closely intersected.

Table 3. 2 Sensitivity, specificity, positive predictive value, and negative predictive value
for different cut-off points of the MFQ

Cut-off (n=103) Sensitivity Specificity PPV NPV
25 0.97 0.76 0.64 0.98
26 0.97 0.79 0.67 0.98
27 0.97 0.81 0.68 0.98
28* 0.97 0.83 0.71 0.98
29 0.93 0.88 0.76 0.97
30 0.90 0.90 0.80 0.96

Note. "Optimal cut-off value; PPV = Positive predictive value; NPV = Negative predictive value

Criterion validity

Of the sub-sample of 103 adolescents who had the K-SADS-PL diagnostic
interview, 31 met criteria for major depressive disorder and 72 did not meet the criteria.
Adolescents who met diagnostic criteria for major depression reported significantly higher
MFQ score (M = 37.68, SD = 7.32) than those who did not meet criteria (M = 18.35, SD =
8.71), 1(101) =-10.82, p<0.001, d = 2.4. Using the MFQ cut-off of 28 (the present study
cut-off), the majority of participants were identified correctly as depressed or non-depressed

(n =90, 87.38%) and 13 participants had a discrepant diagnostic status (Table 3.3).

In addition, when using the cut-off score 28 with the whole sample of Part 1 (N =
1,275), there are 11% adolescents (N = 141; females = 104 (74%), males = 34 (26%) who

have elevated symptoms of depression.
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Table 3. 3 Frequencies for depression determination using the MFQ at cut-off of 28 and
the K-SADS-PL diagnosis.

K-SADS-PL diagnosis Total p
MFQ scores Depressed Non-depressed
Elevated (MFQ > 28) 30 12 42 ¥? (1) = 57.58,
Sub-threshold (MFQ <28) 1 60 61 p<0.001
Total 31 72 103

Note. MFQ = Mood and Feeling Questionnaire; K-SADS-PL= The Kiddie Schedule for Affective Disorders
and Schizophrenia for School-Age Children; Present and lifetime version; Depressive disorder.

3.4 Discussion

This is the first study to evaluate the psychometric properties and validity of the Thai
MFQ in a community sample in young people in Thailand. This study also determined the
optimal clinical cut-off of the Thai MFQ when compared against a structured diagnostic
interview (the K-SADS-PL). The results indicate that the Thai MFQ is a reliable and valid
instrument for assessing depression in Thai adolescents. The Thai MFQ had excellent
internal consistency, comparable to the original English language version in the previous
studies (Daviss et al., 2006; Wood et al., 1995) and other versions of the scale such as
Norwegian (Sund et al., 2001), Arabic (Tavitian et al., 2014), and Swedish versions (Jarbin
et al., 2020). Regarding validity, the Thai MFQ reported high correlation with scales that
measure depressive symptoms as well as good levels of sensitivity and specificity. The
Thai MFQ also had good construct validity and good to moderate test-retest reliability in

two-week and four-week intervals.
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The Thai MFQ had excellent accuracy distinguishing between depressed and non-
depressed adolescents. The AUC was better than those reported found in the previous
validation studies in the original English language version (Daviss et al., 2006; Kent et al.,
1997; Wood et al., 1995) and translated versions (Jarbin et al., 2020; Sund et al., 2001).
The cut-off points that best combined sensitivity and specificity corresponds to a score of
28. This is slightly higher than the cut-off of 27 proposed by Wood et al (1995) in the UK,
and for other translations of the scale (e.g. Arabic and Norwegian). This cut-off is
comparable to that found in another study exploring the psychometric properties of the
English language MFQ in a psychiatric sample of young people in New Zealand (Thabrew

etal., 2018).

The psychometric qualities of the Thai MFQ were excellent. Furthermore,
adolescents found the phrasing of the items and structure of the Thai MFQ easy to
understand and to follow, whereas some young people, especially younger adolescents, had
difficulty understanding some items of the CDI and asked for clarification, e.g. “I do not

do what [ am told most of the time”.

One strength of this study is the large community sample with a high response rate.
The results of this study are therefore likely to be representative of the Thai adolescent
population. This study also examined a range of psychometric properties of the Thai MFQ
and used the gold standard structured clinical interview, the K-SADS-PL to discriminate
between participants with and without depression. This procedure provided unbiased
estimates of the diagnostic accuracy of the Thai MFQ. However, some limitations mean
that our findings should be considered cautiously. First, this study recruited young people

from the community, therefore the results of our study may not generalise to young people
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recruited in other settings, e.g. primary care and mental health settings, where the
prevalence of depression is expected to be higher. Future research should aim to validate a
Thai MFQ with a clinical sample. In addition, the diagnostic interviews were administered
and coded by one researcher, which could introduce bias. We mitigated this by randomly
checking the coding of the K-SADS-PL interviews with as experienced K-SADS assessor
and trainer (FO). Future validation of the Thai MFQ should include multiple diagnostic
interviewers and a comprehensive assessment of inter-rater reliability. Further, despite
good psychometric properties of the Thai MFQ, this is not sufficient to establish cross-

cultural validity. This should also be incorporated into future studies.

Despite these limitations the psychometric properties of the Thai MFQ, its coverage
of all depression symptoms and ease of administration and scoring, suggest that the Thai
MFQ may be the most efficient measure of detecting adolescent depression in community
settings. The Thai MFQ could also be used with individuals attending primary care or
mental health services. In addition, the cut-off score indicated in this study could help
identify young people who are most likely to have an episode of major depressive disorder.
Using the Thai MFQ could therefore improve the efficiency of identifying adolescents with
depression in Thailand. The Thai MFQ could also help mental health staff in community
settings, such as school psychologists or guidance counsellors, to effectively screen young
people for depression and to determine whether further assessment and referral are
indicated. The Thai MFQ would potentially help save time and resources in a country

where mental health resources for young people are limited (Kongsuk et al., 2017).
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3.5 Conclusion

Our findings suggest that the Thai MFQ is reliable, valid, and easily understood by
young people. We provide promising evidence that the Thai MFQ is an appropriate
screening measure for depression in Thai adolescents and may also be suitable for use in
primary care and mental health settings, but this should be established before widespread
use. The Thai MFQ could fill a gap in the assessment tools available to researchers and
clinicians for assessing depression in Thai young people. The findings also provide support
to the existent literature for the MFQ validation across cultures. However, the equivalence
of the Thai MFQ across different cultures has not yet been examined. Therefore, evaluating
the measurement equivalence of the MFQ across cultures should be examined in future

studies.

In addition, our findings highlight that depression affect number of adolescents in
Thailand and the identification of depression symptoms have important implications to

service, training, and research planning in Thailand.
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Abstract

The Mood and Feelings Questionnaire (MFQ) is a widely used measure of child
and adolescent depression. This study evaluated possible factor solutions and examined the
measurement invariance of the MFQ as a prerequisite for its use in cross-cultural
comparisons between Thai (N = 1,275) and British samples (N = 1,817) by using multi-
group confirmatory factor analysis (MGCFA). The latent means of Thai and British
adolescents were also examined. A five-factorial structure of the MFQ was confirmed. A
partial scalar invariant model was supported, and thus latent means were compared. British
adolescents had a significantly higher mean MFQ score than Thai adolescents on four of
the five factors (Vegetative Symptoms, Suicidality, Cognitive Symptoms, Agitated
Distress). There was no difference for the Core Symptoms factor. The findings suggest that
the MFQ is valid to assess depression in Thai adolescents and for use in cross-cultural

comparison of adolescent depression.
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4.1 Introduction

Adolescence is a life stage when individuals are at a high risk of the onset of
depression (Avenevoli et al., 2015). Depression in adolescence is associated with
functional impairment in several life areas, including interpersonal problems, academics,
substance misuse and suicidal behaviour (Kroning & Kroning, 2016; Rudolph & Flynn,
2014). Self-report symptom measures are often used to identify young people who are at
increased risk of meeting diagnostic criteria for depression. Elevated depression symptoms
are a strong predictor of major depressive disorder and persistent elevated symptoms cause
significant distress and impairment (Jaycox et al., 2009). The long-term consequences of
experiencing depression in adolescence mean that assessment tools to establish the
presence of depressive symptoms can help provide relevant and timely support. However,
this is only possible if screening instruments are valid within the specific countries and

cultures where they are used (He & Vijver, 2012).

Establishing cultural validity of measurement of depression is important for a
number of reasons. The expression and experience of depression may vary between cultural
or ethnic groups (Duttion-Chentsova et al., 2014; Shafi & Shafi, 2014; Steptoe et al., 2007).
Differences in the manifestation of symptoms across cultures have been observed among
young people from Western and non-Western countries. In the cultural dimensions related
to well-being by Hofstede (1980), many Asian countries are more likely to be characterised
as collectivist (where individuals are associated with cohesive groups and emphasise
harmony with others) while most European countries and the USA are characterised as
individualist (where independence, autonomy, and self-fulfillment are emphasised;

Hofstede, 2011; Steptoe et al., 2007). These cultural characteristics may be related to how
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depression is experienced and presented (Duttion-Chentsova et al, 2014). For instance,
Weiss, et al (2009) compared depression symptoms from the parent-report Child Behavior
Checklist (CBCL; Achenbach, 1991) in American and Thai adolescents. Within a clinical
sample, those from Thailand reported higher levels of somatic problems (e.g. fatigue,
dizziness, and headaches) than American adolescents, who reported higher levels of
cognitive symptoms (e.g. worthless, guilty, and affect). However, in community samples

Thai and American adolescents reported similar levels of cognitive and somatic symptoms.

Most depression measures in young people were conceived in Western contexts
and developed with Western populations (Angold, 1987; Kovacs, 1992; Radloff, 1997). It
is therefore possible that the content of depression symptoms may not reflect aspects of
depression that are experienced in non-Western contexts. As such, before administering a
screening measure in a culture other than the one in which it was developed it is important
to assess if the measure is suitable and valid in the new culture, i.e. it’s reliability and
validity (Roberts et al., 1991; Tsang et al., 2017). In addition, people in different cultures
may respond to items in different ways, and the underlying latent construct(s) of the
measure might differ across cultural groups, risking bias when scale means are used for
comparison (Stevanovic et al., 2017); demonstrating consistent properties of a measure
(and its items) is known as measurement invariance (Juhasz etal., 2012; Milfont & Fischer,
2010; Steenkamp & Baumgartner, 1998; Stevanovic et al., 2017; Vijver & Tanzer, 2004).
Without evidence of measurement invariance, comparison across groups (such as different

cultures) is unreliable (Steenkamp & Baumgartner, 1998).

In addition to cultural effects, there are well-established differences in the

manifestation of depression symptoms between genders. Across a number of different
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contexts, rates of major depressive disorder are higher for adolescent females than for
males (Salk et al., 2017), and females are more likely to endorse certain symptoms of
depression than males. For example, Bares et al. (2012) examined the differential item
endorsement between males and females of the Youth Self-Report anxious/depressed
problem scale (YSR; Achenbach & Rescorla, 2001). Females and males answered six of
the thirteen items of the scale differently (e.g. ““I cry a lot” and “I have to be perfect” were
both endorsed significantly more frequently by famales than males). Despite these gender
differences, few cross-culture comparison studies test the gender measurement invariance
within a culture before comparing with another culture, meaning that any observed
difference might represent bias in the scale’s measurement, rather than ‘true’ differences.
Therefore, it is crucial to examine a measure’s equivalence for different gender groups to

ensure that cross-cultural comparison results are both meaningful and valid.

The structural equation modelling (SEM) framework using multigroup
confirmatory factor analysis (MGCFA) is one of the most comprehensive methodological
approaches to assess measurement invariance in multigroup comparisons (Byrne, 2010;
Milfont & Fischer, 2010; Putnick & Bornstein, 2016). These methods examine whether a
scale that is intended for use in a cross-cultural study is operating similarly - i.e whether
the measure shows similar latent structures and conceptual meaning across groups

(Vandenberg & Lance, 2000).

In the current study, we examined the measurement invariance of the Mood and
Feelings Questionnaire (MFQ; Angold, 1987) across two national samples: Thai and
British adolescents. The MFQ is a well-established instrument for assessing depression

symptoms in young people aged 8-18 years (NICE, 2019). There are similar versions for
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the 33-item self-report (MFQ-C) and the 34-item parent-report (MFQ-P), the latter
containing one additional item. The MFQ has been validated in clinical and community
settings and has high internal consistency and good test-retest reliability (Daviss et al.,
2006; Kent et al., 1997; Wood et al., 1995). The MFQ has been translated into many
languages, including Arabic (Tavitian et al., 2014), Norwegian (Sund et al., 2001), Swedish
(Jarbin et al., 2020), Korean (Kim et al., 2020), and Thai (Fuseekul et al., 2021). However,
the factor structure and measurement invariance of the MFQ across culture groups has not
been clearly established. To date, only one study has tested the factor structure of the MFQ
across racial/ethnic groups (White, Asian, African American and Hispanic; Banh et al.,
2012) and found that a one-factor model of the MFQ fit the data well. Their findings also
supported the measurement invariance of the MFQ across White, Asian, African American,

and Hispanic ethnic groups.

Despite the good psychometric properties of the MFQ, few studies have examined
the structure validity. Although the MFQ was developed to assess various aspects of
depression symptoms such as affective, vegetative, cognitive, and suicidality (Angold et
al., 1995), several studies have supported a unidimensional structure, suggesting that it
captures one general domain (i.e. depression). For example, in the original study of the
psychometric properties of the MFQ, Angold et al (1995) proposed a unidimensional model
of both the MFQ-C and MFQ-P based on the results of their exploratory factor analysis in
a clinical sample. The finding was supported by two studies of the MFQ-C (Banh et al.,
2012) and MFQ-P (Fernandez-Martinez et al., 2020) in community samples. Jeffreys et al.
(2016), on the other hand, reported a five-factor model of the MFQ-P (Core Mood

Symptoms, Vegetative Symptoms, Suicidality, Cognitive Symptoms, and Agitated
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Distress) in a sample of families seeking treatment at an outpatient mental health clinic, a
finding which was replicated in a non-clinical sample of children (aged 6-8) in Spain

(Fern&dndez-Martinez et al., 2020).

Establishment of measurement invariance of the MFQ is a prerequisite for its use
in cross-cultural comparisons and represents the primary aim of the current study. To
achieve this, two proposed factor solutions of the MFQ (i.e. the original one-factor model
and the five-factor model) will be evaluated. Measurement invariance of the MFQ between
groups of Thai and British adolescents will be examined, including an assessment of gender
invariance in each country. Finally, if measurement invariance is supported, we will look

at possible differences in latent means in depression scores.

4.2 Method

Ethical approval

The study was approved by the University of Reading Research Ethics Committee,
UK, and Chiang Mai University Research Ethics Committee, Thailand. In the UK,
informed consent was obtained from participants aged 16 and above, and parental opt-out
consent and participant opt-in assent were obtained for participants under 16. In Thailand,
parental opt-in consent and participant opt-in assent were obtained for all participants based
on Chiang Mai University Research Ethics Committee's standards. All procedures
performed in studies involving human participants were in accordance with the ethical
standards of the institutional research committee and with the 1964 Helsinki Declaration

and its later amendments or comparable ethical standards.
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Participants and procedures

The MFQ was evaluated in two independent samples: adolescents aged 12-18 years
old from Thailand and the UK. All participants completed the paper-and-pencil
assessments in their classrooms during the school day at a time convenient to their schools.
Two researchers independently collected the MFQ in Thailand (NF) and in the UK (RW).
For the Thai sample, eighty percent of invited participants took part. Ninety-nine young
people were not included because they were absent from school on the day the research
was conducted. Eight young people were excluded because more than 25% of their data
were missing. Overall, participants comprised 1,275 adolescents (61% females) from three
secondary schools in the north of Thailand. All adolescents described themselves as Thai

national.

The UK sample, sixty-five percent of invited participants took part. Participants
who were aged under 12 (n = 134), who completed fewer than 75% of the questionnaire
items (n = 136), or for whom data on gender and age were missing (n = 38) were removed
from data analysis. Participants were 1,817 students (56% females) attending five state-
funded schools or colleges in the South of England. Self-identified ethnicity for the sample
was 46.6% White British and 33.8% Asian (e.g. Indian, Chinese, and other Asian
background). Demographic characteristics of the participants of both countries are shown

in Table 4.1.
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Table 4. 1 Demographic details of the Thai and British samples

Thai (N =1,275)  British (N =1,817) Statistics
Sex, N (%)
Males 500 (39%) 801 (44%) x?=69.64,p =
Females 775 (61%) 1,016 (56%) 0.001
¥2=32.43,p=
0.001
Age (in years)
M (SD) 15.04 (1.73) 14.70 (1.91) t(3090) = 5.18,
Range 12-18 12-18 p =0.001
Ethnicity Thai = 100% White British = 46.6%

White non-British = 4.5%
White Asian = 3.4%
Asian = 33.8%

Mixed background = 6.4%
Other =5.3%

Note. The comparison of sex was calculated using Chi-squared test. The age comparison was calculated using
T-test.

Measure

The Mood and Feelings Questionnaire (MFQ; Angold, Costello, & Pickles, 1987),
is a 33- item questionnaire used to assess depression symptoms over the past two weeks in
children and adolescents aged between 8 and 18 years old. There are similar versions for a
child self-report (33 items) and parent report (34 items) with the parent-report including an
additional item (“S/he wasn’t as happy as usual, even when s/he was praised or rewarded”.
Each item is rated on a three-point Likert scale of “true” (2), “sometimes true” (1) or “not

true” (0) giving a maximum total score of 66 for the MFQ-C and 68 for the MFQ-P.

The MFQ has been validated in the UK and demonstrated high internal consistency

for the total score (o = 0.94; Wood et al., 1995) and can discriminate between depressed
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and non-depressed children and adolescents sampled from both clinical and community
settings (Daviss et al., 2006; Kent et al., 1997). A cut-off of 27 suggested by Wood et al.
(1995) provided optimal sensitivity and specificity in identifying young people who met
criteria for a diagnosis of major depressive disorder in the UK. In Thailand, the MFQ has
been validated and translated into the Thai language and demonstrated excellent internal
consistency (o = 0.92; Fuseekul et al., 2021). Tests of criterion validity suggested a cut-off

score of 28 for optimal prediction of depressive disorder in Thai population.
Data preparation and assumption checking

Data were excluded from the analysis if more than 25% of the items on the MFQ
were missing. Little’s Missing Completely at Random (MCAR) was used to examine the
pattern of missing values, indicating that data were not missing completely at random (Thai
sample = x2 (93) = 142.94, p < 0.001; British sample, y2 (1639) = 1885.51, p < 0.001).
When fewer than 25% of items were missing, mean total score item substitution was used

to impute missing data (Fox-Wasylyshyn & El-Masri, 2005).

The items of the MFQ were checked for skewness and kurtosis in both Thai and
British samples. The Shapiro-Wilk test was significant for all MFQ items (p < 0.001) in
both groups, indicating a violation of multivariate normality of the MFQ scores (see
Appendix 5.1). However, the Maximum likelihood (ML) estimation was used to analyse
data in current study. Lei and Lomax (2005) suggested that ML estimation is relatively
robust in the presence of moderate non-normality when large sample sizes are available.
Also goodness-of-fit indictors that used to assess confirmatory factor are rarely affected by

the distribution of data (Ainur et al., 2015).
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Data analytic plan

SPSS version 27 was used to conduct descriptive statistics and means comparison
across Thai and British samples. AMOS version 25 was used in confirmatory factor
analysis (CFA) and measurement invariance with MGCFA. The analytical procedures
included three stages related to the aims of the study: (1) find out the most appropriate
factor model by conducting the CFA on the Thai and British samples and comparing the
global fit indices across different models; (2) examine measurement invariance across
gender and cultures of the MFQ in Thai and British samples; and (3) compare latent mean

differences between Thai and British samples.
Stage 1: Confirmatory Factor Analysis (CFA) comparison of model fit

Previous studies have conducted an exploratory factor analysis (EFA) to identify a
laten structure of the MFQ (Angold et al., 1995; Banh et al., 2012; Jeffreys et al., 2016).
Therefore, in this current study the confirmatory factor analysis (CFA) was used to
investigate the most appropriate factor structure model of the MFQ in Thai and British
samples we evaluated two proposed models based on previous studies — a one-factor model

and a five-factor model (Jeffreys et al., 2016; Figure 4.1).

In Model 1, all 33 items load on a single ‘Depression’ variable. Model 2 was
developed through exploratory analyses (EFA) of the parent-report (Jeffreys et al., 2016)
as a five-factor model with thirty items; three items (Items 4, 20, and 26) were removed
due to failure to load on a primary factor. Four items comprise the Core Mood Symptoms
factor, 6 items the Vegetative Symptoms factor, 4 items the Suicidality factor, 12 items the

Cognitive Symptoms factor, and 4 items the Agitated Distress factor. Standardised factor
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loadings from the CFA five-factor models of the MFQ in Thai and British samples can be

seen in Appendix 5.2.
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Figure 4. 1 The path diagrams of the one- and five-factor models of the MFQ

Maximum likelihood (ML) estimation was used to evaluate model fit in the CFA.
Lei and Lomax (2005) suggested that ML estimation is relatively robust in the presence of
moderate non-normality when large sample sizes are available. Goodness-of-fit indictors
used to assess the adequacy of models include: (1) the comparative fit index (CFI) (2)
Tucker Lewis Index (TLI) (3) Root Mean Square Error of Approximation (RMSEA) (4)
Standardised Root Mean Square of Residual (SRMR), and (5) Akaike’s information
criterion (AIC). In tests of model fit, CFl and TLI values greater than 0.90 suggest the

model shows acceptable fit (desirable > 95; Hu & Bentler, 1999) and values less than 0.10
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for both RMSEA and SRMR suggest acceptable model fit (desirable < 0.06). Similarly, a
lower AIC indicates better fit. Chi-square values and p-values will be reported but these
should not be relied upon for model fit as they are sensitive to sample size and nonnormal
data (Cheung & Rensvold, 2002; Lei & Lomax, 2005). The RMSEA is less severely
affected by non-normality when sample size is large, and CFI and TLI values are rarely

affected by the distribution of data (Ainur et al., 2015)

Stage 2: Examining measurement invariance across gender and cultures in Thai and

British samples

Multi-group confirmatory factor analysis (MGCFA) was used to test measurement
invariance across groups, assessing gender invariance prior to cultural invariance. Tests for
measurement invariance were conducted within a series of nested models where each step
contains more restrictions; configural invariance, metric invariance, scalar invariance, and
residual invariance (Vandenberg & Lance, 2000). In general, full scalar invariance needs
to be established for cross-group mean comparison (Steenkamp & Baumgartner, 1998;
Vandenberg & Lance, 2000). As residual invariance is not required for latent mean
comparisons, this step was not carried out in the current study. To verify equivalence at
each level of restriction, the chi-square test was used to determine the significance of
decrement in fit. A nonsignificant increase indicates the more restrictive model is
noninvariant compared to the previous model. Given that, 2 has been shown to be highly
sensitive to large sample sizes (Cheung & Rensvold, 2002), change (A) in CFl <0.01 and
RMSEA < .015 were used to indicate measurement invariance across groups (Chen, 2007;

Cheung & Rensvold, 2002), as well as reporting AIC to evaluate the model fit.
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To test for measurement invariance, the sequence starts with testing configural
invariance as the baseline to see whether two groups have the same number of factors and
pattern of factor loadings across groups (Vandenberg & Lance, 2000). Once configural
invariance has been supported, the corresponding factor loadings across groups are then
constrained to be equal to establish the metric invariance model. This step ensures that the
factor loadings are equivalent between groups. In the next step, the intercepts are
constrained to be equal to compare latent means to establish the scalar invariance (Byrne,
2001). In some cases, full scalar invariance does not hold, indicating that at least one
intercept is not equivalent across groups. In such cases, researchers can constrain the
intercept which causes noninvariance by referring to the modification index (Mls) and
parameter changes (PCs; Steenkamp & Baumgartner, 1998). These Ml values indicate how
much the chi-square statistic value of a model would drop when a constrained intercept
was freed (Byrne et al., 1989; Jung & Yoon, 2016; Steenkamp & Baumgartner, 1998; Yoon
& Millsap, 2007), so larger Mls suggest sources of misfit in a model. MIs were considered
when they approached the critical value of 3.84, which corresponds with 1 degree of
freedom at an alpha level of .05 (Whittaker, 2012). In the current study, this process was
conducted with the largest M1 and freely constrained intercept one at a time until the model
fit was not significantly worse than the metric invariance model (Byrne et al., 1989; Putnick

& Bornstein, 2016), known as partial scalar invariance.

In addition, to assess partial scalar invariance, invariant reference variables (RVS)
needed to be identified to avoid invalid results if the chosen RV is not invariant across
groups (Meade & Wright 2012; Steenkamp & Baumgartner, 1998; Yoon & Millsap, 2007).

In an RV method, one of the items was chosen as the reference variable (RV) of the
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construct. As such, the parameters of the chosen RVs are assumed to be equal across groups
(Byrne, 2001; Yoon & Millsap, 2007). Modification indices were used to identify a
noninvariant RV. Based on the modification index value criterion (MI = 3.84), a variable
with a Ml value exceeding the criterion was assumed to be a noninvariant variable and one
with MI below the criterion was treated as invariant (Jung & Yoon, 2016; Yoon & Millsap,
2007). Therefore, the variable that has the smallest modification index in each construct
(min-mod; Jung & Yoon, 2016) was chosen to be the RV (Steenkamp & Baumgartner,

1998).

Stage 3: Mean comparison between Thai and British samples

Mean scores for all items and factors of the best-fitting model were calculated
separately for Thai and British samples. An independent t-test was used to examine the
mean difference across groups. Due to multiple comparison, a Bonferroni correction to the
alpha level was applied. Since 24 comparisons were conducted, the alpha level used was
.05/24 = 0.002. Cohen’s ds (Cohen, 1988) was calculated as a measure of effect size by

dividing the mean difference between two groups by the pooled standard deviation.

4.3 Results

Stage 1: Confirmatory Factor Analysis (CFA) comparison of model fit

For the British sample, Model 1 (one-factor) presented a good fit according to the
SRMR and adequate fit using the RMSEA while the CFI and the TLI suggested a poor fit.
In Model 2 (five-factor), all fit indices had either acceptable or good fit levels (see Table
4.2). For the Thai sample, Model 1 fit the data well according to the SRMR and provided

adequate fit using the RMSEA. However, the CFI and TLI values presented a poor fit. For
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Model 2, fit statistics supported the model according to all indices. Given that Model 2
performed best across sample, this was used to test measurement invariance of the MFQ

between Thai and British samples.

Table 4. 2 Fit indices of different CFA models of the MFQ

x> df CFI TLI RMSEA | SRMR AIC
Model 1 British | 2705.11 | 495 0.860 0.851 | 0.071 0.047 2837.11
One-factor Thai 2971.10 | 495 | 0.821 0.809 | 0.063 0.049 3103.10
Model 2 British | 2261.51 | 395 | 0.936 0.930 | 0.051 0.033 2401.51
Five-factor* Thai 1322.37 | 395 | 0.925 0.918 | 0.043 0.037 1462.37
Suggested cut-off >0.90 >0.90 | <0.06 <0.06

Note. Item 4, 20, and 26 were removed according to the Jeffreys et al.’s (2016) model, % Chi square

goodness-of-fit statistic is statistically significant (p < 0.05); df, degrees of freedom; CFI, Comparative Fit
Index; TLI, Tucker-Lewis Index; RMSEA, root-mean-square error of approximation; SRMR, standardized
square root mean residual; AIC, Akaike information criterion.

Stage 2: Examining measurement invariance across gender and cultures in Thai and

British samples
Measurement invariance across gender

For the Thai sample, the configural model for Model 2 fit the data well in both Thai
boys and girls (CFI = 0.91, RMSEA = 0.033). The metric invariance model did not result
in worse model fit compared to the configural model (ACFI = 0.003, ARMSEA = 0.00).
The scalar invariance also suggested equivalence across Thai gender groups (ACFI =0.007,

ARMSEA =-0.001).

For the British sample, the configural model fit the data well (CFI = 0.929, RMSEA

= 0.037) and factor loadings were similar in British boys and girls. The metric invariance
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model also fit the data well (ACFI = 0.003, ARMSEA = 0.00). The CFI change between
the metric model and the scalar model was less that 0.01 (ACFI = 0.009, ARMSEA = -
0.002), suggesting scalar invariance was established. The full scalar invariance suggested
that the MFQ performed similarly across females and males in both countries (for more

details see Appendix 5.3).
Measurement invariance across cultures

The configural model for Model 2 was supported in both Thai and British samples
and factor loadings were similar across groups. Changes in fit indices between the
configural model and metric model were below thresholds, supporting metric invariance
across cultures (see Table 4.3). However, the CFI change between the metric model and
the scalar model was greater than 0.01 (ACFI = 0.041) and the AIC value increased.
Although the ARMSEA < 0.015, the findings suggested that scalar invariance cannot be

established across the two cultures.

As a result, partial scalar invariance was assessed. Modification indices were used
to select intercepts that should be free to vary. This process indicated that the intercepts of
Item 10 (“It was hard for me to make up my mind”; Agitated Distress factor), Item 11 (I
felt grumpy and cross with my parents”; Core Symptoms factor), Item 33 (“I slept a lot
more than usual”; Vegetative Symptoms factor), and Items 22 (“I thought bad things would
happen to me”, 25 “I thought I looked ugly”, and 29 “I didn’t have any fun in school”; all
in Cognitive Symptoms factor) were noninvariant across the two groups. Once these
intercepts were freely estimated, change in CFI did not exceed 0.01, and a decrease in AIC
also supported this conclusion. Therefore, partial scalar invariance across Thai and British

samples with six noninvariant items was supported.
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Table 4. 3 Analysis of measurement invariance across cultures using the 5-factor solution

of the MFQ
x2 df CFI ACFI AIC RMSEA ARMSEA
Configural 3583.85 790 0.933 - 3863.85 0.034 -
Metric 3796.21 815 0.928 0.004 4026.19 0.034 0.000
Scalar 5326.78 840 0.892 0.041 5626.83 0.042 -0.008
Partial Scalar 4178.42 834 0.920 0.008 4490.43 0.036 0.002
Suggested A <0.01 <.015

Note: %2 Chi square goodness-of-fit statistic is statistically significant (p < 0.05); df, degrees of freedom;

CFI, comparative Fit Index; RMSEA, root-mean-square error of approximation; AIC, Akaike information
criterion.

Stage 3: Mean comparison between Thai and British samples

Given establishment of partial scalar invariance across cultures, means were
compared for each factor and individual items scores (Byrne et al., 1989; Steenkamp &
Baumgartner, 1998; Vandenberg & Lance, 2000). The partial scalar invariance analyses
results suggested that items 10, 11, 22, 25, 29, and 33 are noninvariant in Thai and British
samples, and comparisons are therefore not reported on those items. Comparison of the
latent means (adjusted for Core Symptoms, Vegetative Symptoms, Cognitive Symptoms,
and Agitated Distress subscales) found that the British sample had a significantly higher
mean score than the Thai sample on four factors; Vegetative Symptoms (t(3090) = -7.60,
p <.001, d = 0.28), Cognitive Symptoms (t(3090) = -6.98, p < .001, d = 0.25), Agitated
Distress (t(3090) = -19.35, p <.001, d = 0.71), and Suicidality (t(3090) = -5.23, p < .001,
d = 0.19). However, the Core Symptoms factor mean was not significantly different
between two groups (t(3090) = 1.27, p =.203, d = 0.05). Factor and item mean comparisons

between two groups can be seen in Table 4.4.
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Table 4. 4 Mean (SD), and mean comparisons of the MFQ invariant items (24 items)

between Thai and British sample.

Item M (SD) p ds

Thai British
Factor 1: Core Symptoms 0.59 (0.43) | 0.57 (0.50) 0.203 | 0.05
1. | felt miserable or unhappy 0.98 (.56) 0.87 (.61) <.001 |0.18
2.1 didn’t enjoy anything at all. 0.40 (.52) 0.39 (.56) 333 0.03
14. 1 cried a lot. 0.39 (.62) 0.46 (.71) .016 0.09
Factor 2: Vegetative Symptoms 0.44 (0.37) | 0.57(0.48) <.001 | 0.28
3. 1 was less hungry than usual. 0.54 (.61) 0.60 (.74) .023 0.08
5. I felt so tired I just sat around and did nothing. 0.76 (.68) 0.84 (.73) <001 |0.14
6. I was moving and walking more slowly than usual. 0.27 (.50) 0.43 (.66) <.001 | 0.26
12. | felt like talking less than usual. 0.51 (.64) 0.73 (.77) <.001 |0.31
13. I was talking more slowly than usual. 0.15 (.40) 0.24 (.53) <.001 |0.18
Factor 3: Suicidality 0.20 (0.38) | 0.29 (0.49) <.001 |0.19
16. 1 thought that life wasn’t worth living. 0.18 (.43) 0.29 (.59) <.001 |0.21
17. I thought about death or dying. 0.21 (.47) 0.39 (.64) <001 |0.32
18. My family would be better off without me 0.25 (.50) 0.26 (.56) .799 0.01
19. | thought about killing myself. 0.16 (.41) 0.20 (.52) 011 0.93
Factor 4: Cognitive Symptoms 0.37 (.38) 0.50 (.56) <.001 |0.25
8. | felt I was no good anymore. 0.36 (.55) 0.50 (.73) <001 |0.21
9. I blamed myself for thigs that weren’t my fault. 0.47 (.59) 0.57 (.74) <.001 |0.15
15. | thought there was nothing good for me 0.23 (.48) 0.38 (.64) <.001 | 0.27
23. | hated myself 0.27 (.51) 0.49 (.73) <.001 |0.34
24. 1 felt I was a bad person. 0.43 (.58) 0.49 (.70) .009 0.09
27. | felt lonely 0.41 (.59) 0.61(.73) <.001 |0.29
28. | thought nobody really loved me. 0.33 (.57) 0.34 (.64) .808 0.08
30. | thought I could never be as good as other kids 0.46 (.62) 0.67 (.75) <.001 |0.31
31. | did everything wrong. 0.37 (.56) 0.40 (.66) 129 0.05
Factor 5: Agitated Distress 0.40 (.39) 0.76 (.58) <.001 |0.71
7. 1 was very restless. 0.37 (.54) 0.65 (.73) <.001 | 042
21. | found it hard to think properly or concentrate 0.42 (.56) 0.92 (.71) <001 |0.75
32. I didn’t sleep as well as I usually sleep. 0.40 (.62) 0.72 (.80) <.001 |0.43

Note: significant level p < .05, Bonferroni correction adjusted p <.002.
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4.4 Discussion

In the present study, we evaluated two proposed factor solutions and examined the
measurement invariance of the MFQ across cultural groups. Gender invariance in each
country was also assessed as a prerequisite for making valid cross-cultural comparisons
results. We then compared the latent means in depression between Thai and British
samples. The results indicate that a five-factor model of the MFQ showed good model fit
in Thai and British samples. The measurement invariance examination of the MFQ yielded
a full scalar invariant model across gender in both groups, meaning that the MFQ is
comparable across females and males in Thailand and the UK. Furthermore, partial scalar
invariance model was found across cultural groups. This finding suggests that although the
MFQ shows differences on individual items, they are generally comparable across the two
cultural groups, which provides the possibility for cross-cultural comparison in this study.
In a comparison of latent means, the British sample reported a significantly higher mean
MFQ score than the Thai sample on four factors (Vegetative Symptoms, Suicidality,
Cognitive Symptoms, and Agitated Distress). However, means for the Core Symptoms

factor were not significantly different between groups.

The findings indicate that partial scalar invariance of the five-factor model of the
MFQ was evident after allowing six item intercepts to be different between Thai and British
samples. One solution to the lack of scalar invariance is excluding noninvariant items
before comparisons of observed or latent mean scores are made across cultures (Hair et al,
2019). It has been suggested that partial scalar invariance is sufficient for comparing latent
means if at least two loadings in metric invariance and intercepts in scalar invariance per

construct are invariant (Byrne et al., 1989; Hair et al., 2019). Our findings suggest that six

123



items (Items 10, 11, 22, 25, 29, and 33) were not equivalent between Thai and British
samples. A possible explanation for these noninvariant items is that the Thai and British
samples may have read and interpreted different meaning from the same MFQ items
because of important cultural differences. For example, Item 11 “I felt grumpy and cross
with my parents” was noninvariant across two groups. Response to this question may
reflect cultural expectations about how emotions are regulated and expressed (Matsumoto
et al., 2010; Butler et al., 2007). Collectivistic cultures, such as Thailand are relatively less
expressive of anger towards ingroups (i.e. family and peer) as this can be perceived as
inappropriate, and emotional suppression is encouraged, especially with authority figures
(e.g. parents; Holmes & Tangtongtavy, 2000). In comparison, individualistic cultures (e.g.
the UK) are associated with greater expression of negative emotions and lower
expectations that emotions will be suppressed (Matsumoto et al., 2010; Matsumoto, 2006).
Accordingly, it is reasonable to suggest that Thai adolescents may have interpreted the
wording of this question and its acceptability differently than British adolescents.
Comparison of the latent means highlighted that the British sample had a
significantly higher mean scores than the Thai sample on the Agitated Distress and
Vegetative Symptoms factors (e.g. items that included sleep disturbance, fatigue or loss of
energy, appetite disturbance, psychomotor disturbance). These findings are in line with
previous studies that have found that Asian young people recruited from the community
samples reported similar or lower rates of somatic symptoms than their Western
counterparts (Yen et al., 2000; Iwata & Buka, 2002; Wu et al., 2012; Weiss et al., 2009).
Furthermore, the British sample reported significantly higher cognitive symptoms (i.e. self-

perceptions) than the Thai sample. Similar results have been reported suggesting that
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Western individuals tend to emphasise the cognitive symptoms compared to non-Western
individuals (Stewart et al., 2004; Ryder et al., 2008; Huang et al., 2016). However, the
mean score on the Core Symptoms factor (e.g. depressed mood and anhedonia) was not
significantly different between Thai and British samples, consistent with previous findings
between Thai and the US adolescents (Weiss et al., 2009).

These data have potential clinical implications. They suggest that attention to
cultural norms regards to experience and expression of depression that can be important as
part of culturally measures and treatment practices (Duttion-Chentsova et al., 2014; Shafi
& Shafi, 2014). Clinicians will also find it useful to understand cross-cultural differences
in depression epidemiology and symptomology between Western and non-Western
countries. The expression and intensity of the symptoms may vary from culture to culture
(Lopez et al., 2000). Therefore, it is crucial for the clinicians to become familiar with these
variations to accurately assess the patient who is at risk of depression. In addition to
detection of depression, clinicians can also explore and understand patients’ personal and
cultural background to help them develop an appropriate treatment plan (Kirmayer et al.,

2013).

The main strength of the present study is the large community sample of
adolescents from two nations: Thailand and the UK. Moreover, gender invariance was also
assessed to ensure that the latent means comparison was valid across cultures. Findings of
the MGCFA indicate that a five-factor model of the MFQ is comparable across females
and males in Thailand and the UK and that differences in observed MFQ scores between
females and males reflect true differences in depression symptoms. Thus, the MFQ is likely

to be a valid measure of depression for both female and male adolescents. Several
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limitations should however be considered when interpreting our findings. First, our data
were not normally distributed in both Thai and British samples. This is to be expected in a
screening questionnaire completed by participants in community settings who are likely to
have relatively low levels of symptoms. Although the goodness-of-fit indices used in this
study are rarely affected by the distribution, the CFA findings should be interpreted with

caution, and Type 1 error cannot be excluded as an explanation for the results (Ryu, 2011).

Second, the British group comprised adolescents from many ethnic subgroups, this
reflects the local demographic and the area where the study was conducted but the
relatively large proportion of participants who were an Asian ethnic background (34%)
may have made the two samples more similar than would be found in a randomly selected
sample of young people. In addition, although the Thai group were 100% Thai nationality,
it may include those from different ethnic subgroups, e.g. Chinese, Malay, Khmer, and hill
tribe. Future research should collect further information on ethnic origin background and

investigate these potential effects on comparison results.

In addition, as unidimensional and multidimensional models of the MFQ have
been proposed, future research should examine an alternative structural model, a bifactor
model, which is a latent structure where each item loads simultaneously on a broad general
factor and specific constructs (Chen et al., 2006; Reise et al., 2012). This general factor
reflects the conceptually broad construct of Depression and would represent more focused

constructs e.g., “Core Symptoms”, “Vegetative Symptoms”, “Suicidality”, “Cognitive

Symptoms”, and “Agitated Distress”.
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4.5 Conclusion

This study suggested that the MFQ held up well as a multidimensional scale as
evidenced by the good fit of the five-factor solution. The findings of measurement
invariance of the MFQ across gender and cultures in Thai and British samples support the
construct validity of the scale for the purposes of comparative research. Empirical evidence
of measurement invariance of the MFQ could fill an essential gap in the literature and
enhance understanding of its potential cross-cultural validity and depression symptoms

differences across cultures.
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5. CHAPTER 5: ‘Developing mental health education training for
teachers in supporting students with depression in Thai secondary

schools’
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5.1 Introduction

Schools have an important role to play in supporting the mental health and wellbeing
of their students. School can promote the welfare of students by preventing impairment of
mental health and helping young people to have the best outcomes. School-based mental
health education programmes have become increasingly prevalent in many countries. The
majority of research on mental health education has been carried out in Western countries,
e.g. the UK, the US, Australia, and many countries in Europe (Furnham & Hamid, 2014;
Kutcher et al., 2013). Lack of accessibility to mental health care is a main barrier for young
people not seeking help and not receiving treatment especially in the countries that have
faced challenging issues in mental health resources, i.e. low-and middle-income countries
(LMICs). Therefore, prevention and early intervention for young people with depression
has the potential to minimise the impact of a serious mental health condition. A potential
context for introducing depression prevention programmes in the general population of
young people is the school context. As adolescents spend a great deal of time at schools
therefore there is an opportunity for schools to play a crucial role in promoting adolescent
good mental health and development.

In Thailand, schools are among the most important settings for reaching out to Thai
young people and their families. In general, Thailand's education mandates nine years of
basic education and is free for all Thai children from ages six (primary education) to fifteen
(lower secondary education). The enrolment rate of compulsory education in Thailand was
96% (Education Council, 2015). However, upper secondary education is not compulsory
(starts at the age of 16 to 18). Once basic education is completed, only 55% of adolescents

in these age groups enrolled in high schools or lower vocational schools (Thailand, 2019).
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There are three main schools in Thailand: public schools (government schools),
private schools, and international schools. Public schools in Thailand are free for Thai
nationals and administered by the government. Due to budgetary limitations, rural public
schools are generally less well equipped than the schools in the cities. Most public schools
in those areas lack facilities and often have overcrowded classrooms and inadequate
monitoring of students’ progress and welfare. On the other hand, private and international
schools that school fee paid by parents are usually of a very high learning standard, and the
class sizes are small. These schools are almost always well-financed, well-equipped
facilities and have an impressive range of extra-curricular activities. The majority of private
schools and international schools are located in Bangkok, the capital of Thailand.

To sum up, schools in Thailand have the potential to prevent the onset of mental
health problems. Mental health promotion can make useful links between education and
health care sectors, and can include school staff, families and communities (Fazel et al.,
2014). However, to fulfil this role and effectively promote mental health in schools,
teachers would need to have relevant knowledge and skills to support adolescents with
mental health difficulties. There is also no research examining teachers' perceptions of the
current mental health needs in Thai schools and mental health education training for
teachers is not routine in Thailand at pre-qualification or following qualification (Nishio et
al., 2020). Therefore, there were two aims of this study, including (1) to explore Thai
secondary teachers’ perception of mental health needs of students with symptoms of
depression in schools and (2) to develop an evidence-based mental health education
training programme for secondary school teachers and examine the feasibility of delivering

the training programme.
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This chapter describes a study that is presented in two parts.

Chapter 5a: Teachers’ perception of current mental health needs of students with
symptoms of depression.

The rationale for this chapter was to explore teachers’ perception of current mental
health needs of students with symptoms of depression in Thai school contexts and to
understand the most common concerns of teachers towards supporting students with
symptoms of depression in schools, e.g. barriers for addressing depression, issues related
to their experience, and their mental health knowledge and skills. In this study, ten
secondary school teachers took part in a semi-structured interview. The findings from this
chapter provide insightful information on what practical solutions can be used to support
teachers to provide appropriate care for Thai adolescent depression in Chapter 5b.
Chapter 5b: Implementing a mental health training programme about depression for
teachers in Thai schools: A feasibility study.

In this chapter, we set out to develop a training programme on adolescent
depression for Thai secondary school teachers. Building on what was learnt in Chapter 5a,
an online survey was conducted to establish the specific the training needs of Thai
secondary school teachers, including mental health knowledge, skills, and training
experiences with regards to adolescent depression. The survey results were used to inform
the development of a training programme, and a feasibility study was conducted.

This chapter (survey and development of training) is presented in paper that is under

review in Journal of Mental Health Training Education and Practice.
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5.2 Chapter Sa: Teachers’ perception of current mental health needs of students

with symptoms of depression

5.2.1 Introduction

This chapter presents exploratory qualitative work that provides information about
teachers’ perceptions regarding supporting students with symptoms of depression, and
about the Thai education system related to mental health promotion in school in Thailand.
Thailand has faced significant mental health challenges because of limited mental health
services for young people (Kongsuk et al., 2017). The Thai Ministry of Public health
cooperates with the Ministry of Education to acknowledge the importance of mental health
prevention and promotion in community settings, e.g. schools (Department of Mental
Health, 2017), but mental health awareness and education in Thai community settings are
lacking (Nishio et al., 2020). The provision of child and adolescent mental health (CAMH)
interventions in school has been recognised for its potential to prevent the onset of mental
health problems and to reduce the incidence of mental illnesses (Fazel et al., 2014; Opler
et al., 2010). Schools are considered well placed in promoting student mental health and
addressing mental health literacy as a foundation for mental health promotion and mental

health care (Gimba et al., 2020; Kutcher et al., 2013).

In Thailand, with regards to promoting mental health in schools, the Thai Ministry
of Education and the Ministry of Public Health proposed the National Education Act (1991)
to introduce student care and support system. The aim of this policy is to encourage
teachers and school staff to promote mental health and support well-being at school. In the
student care and support system, “subject teachers” are those who deliver a specific subject

(e.g. Mathematics, History, Biology), have a degree in education and work as classroom
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teachers. They are responsible for monitoring the student, organising the classroom and
taking care of students’ learning progress. Subject teachers are required to visit their
students’ home at least once each school year to get to know students’ families and early
detection of potential behavioural concerns. In addition, classroom teachers are required to
administer the Thai Strengths and Difficulties Questionnaire (SDQ; Woerner et al., 2011)
to identify students’ behavioural and mental health issues and report data to Educational

Service Area office (National Education Act, 1991).

In addition, a “guidance teacher” is a teacher who has a degree in educational
psychology or clinical psychology and has the primary responsibility for students’ welfare
and well-being and provides guidance services for students in schools. There are five
components of the guidance service in Thai schools, including (1) individual inventory
service; which aims to gather systematic records of students’ personal information of
monitoring and evaluation of their academic and personal well-being, e.g. psychological
measurement instruments (2) information service; which provides students with
knowledge of educational, vocational, and personal-social opportunities (3) counselling
service; which helps students to discover and develop their educational and vocational
planning and also resolve emotional or behavioural problems (4) placement service; which
aims to help students in accordance with the potential, interests and talents in a variety of
school programmes (5) follow-up service; which aims to determine if the goals of the four
services are fulfilled and to gain feedback from anyone who has received guidance services

to improve the sufficiency of the guidance programme (National Education Act, 1991).
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There was little evidence about implementing mental health practice in Thai
schools. Research in Thailand has also yet to determine teachers’ perspectives regarding
supporting students with depression, and about the Thai education system related to mental
health promotion in school in Thailand (Nishio et al., 2020). To establish how best to
support teachers to provide the appropriate care for Thai adolescent depression, it is
important to explore Thai teacher’s perceptions of current mental health needs of students
with symptoms of depression, working with both subject and guidance teachers and
identifying their needs. This study involved semi-structured interviews with 10 secondary
school teachers. The interview elicited information about the teachers’ perception about
depression in adolescents, their attitude and experience in supporting students with

depression, and barriers to supporting mental health needs in school settings.
5.2.2 Methods
Participants and recruitment

Eligible participants were teachers in secondary schools (student aged 12-18 years
old) in Thailand. The sample was recruited via social networks, i.e. Facebook. Fifteen
teachers were interested in taking part in the study. Six subject teachers (teachers deliver
teaching in a specific subject, e.g. Mathematics, History, Chemistry) and six guidance
teachers (teachers who responsible for supporting students’ welfare) were invited to take
part in the interview. Ten teachers, three males (30%) and seven females (70%), gave
consent to take part and two did not respond to requests to participate. Following consent,
participants were contacted via email or text and invited to arrange a convenient
appointment for the interview via Skype or telephone with the researcher. Five subject and

five guidance teachers competed the interview (see Table 5.1).

139



Table 5. 1 Participants demographics characteristics

Pseudonym Gender Teaching subject Years of experience | Type of school
Cheer Male Physical Education 1-5 years Public school
Boy Male Career and Technology 11-15 years Private school
Apple Female Guidance 6-10 years Public school
Aim Female Guidance 6-10 years Private school
Tae Female Guidance 6-10 years Private school
Star Female English Language 6-10 years Public school
Bank Male Guidance 1-5 years Public school
Nill Female Science 31-35 years Public school
Fai Female Mathematics 1-5 years Public school
Nong Male Guidance 11-15 years Public school
Procedure

This study was approved by the University of Reading Research Ethics Committee
(2019/150). Informed consent from all respondents were obtained through an online form.

Gender, years of experience, and the subject area taught were collected.

One-to-one, semi-structured interviews were conducted with teachers by the
researcher. All interviews were conducted by Skype call and in the Thai language. At the
beginning of the interview, the researcher briefed the participant about the purpose and the

format of the interview. All participants consented to be audio recorded and for the
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researcher to take brief notes during the interview. Each interview lasted between of 30-45

min.

Topic guides were used to facilitate responses. Open questions explored the
following areas (1) Teachers’ awareness of and knowledge about adolescent depression,
e.g. ‘Are you able to recognise the signs that student might be depressed? (2) Teachers’
experience working with students with symptoms of depression, e.g. ‘Have you had the
experience providing intervention for students with depression?’ and (3) Barriers that
teachers perceived to promoting students with depression in school, e.g. What do you think

are the barriers to promoting students’ mental health in school? (see Appendix 4.6).
Data analysis
Qualitative research

Quialitative research is an exploratory scientific method that involves a description
of things and interpretations. The subjective nature of qualitative research may introduce
researcher bias on study questions, data collection methods, and data analysis with the
personal agenda of the researchers (Noble & Smith, 2015; Galdas, 2017). It is recognised
that clear guidance is needed on the practical aspects of conducting qualitative analysis to
maintain objectivity and avoid bias (Maguire & Delahunt, 2017). Therefore, Thematic
analysis (TA) was used to identify and analyse patterns of meaning in the dataset,
highlighting the most salient clusters of contents. Braun & Clarke (2006) six-steps of
thematic analysis method is the most effective approach that offers a clear and usable
framework for doing TA. These are, (1) the researcher (NF) became familiar with the data
by reading and re-reading the text to identify keywords (2), researcher generating initial

codes by conducting a line by line coding to interpret and capture the essence of the data
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(3) codes were combined into potential themes which reflected significant patterns in the
data (4) themes were reviewed in relation to the coded extract (5) themes were sorted into
potential meaningful names based on their relation and were reviewed by the research team
(NF, SR, and FO), and (6) agreed themes were finalised, and quotations illustrative of each

theme were then identified.

In line with this process, audio records and notes from the interview were
transcribed into a Thai written form by the researcher. The coding process was conducted
in the Thai language to maintain its meaning and following analysis interpretation from
Thai to English was carried out to present the results. The researchers considered their own
sources of bias and prior assumptions, including knowledge and experience gained from
working in young people mental health services and conducting research into young

people’s mental health.

5.2.3 Results
The data were captured in three main themes, all with subthemes according to topic:
1) teachers’ perception of depression in adolescents; 2) teachers’ experience in supporting

students with depression, and 3) barriers to promoting students’ mental health (see Table

5.2)

Table 5. 2 Themes and sub-themes of the interview results

Themes Subthemes

Teachers’ perception of depression in | 1. Knowledge about depression in adolescents
adolescents 2. Recognition of depression symptoms in school
3. Teachers’ attitude towards their role in supporting

students’ mental health
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Teachers’ experience in supporting 1. Teachers’ role in promoting students’ mental
students with depression health

2. Early identification of mental health at school

Barriers to promoting students’ mental | 1. Individual barriers

health 2. Structural barriers

3. Lack mental health training

Theme 1: Teachers’ perception of depression in adolescents

This theme described teachers’ knowledge about depression in adolescents and

their attitude towards their roles in supporting students’ mental health.

Sub-theme 1.1: Knowledge about depression in adolescents

Teachers provided a variety of perceptions about depression in adolescents. All

4

teachers knew the word “Depression” (in Thai language “#w:a%1” [seum sao]). Some

teachers did not give a clear explanation regarding what depression is but provided a range
of behavioural problems related to depression symptoms. These included ‘withdrawn’,
‘behaviour changes’, ‘silent’, and ‘school absent’. Some participants also highlighted
causes of depression in adolescents. These frequently included internal factors, e.g. low

self-esteem and biological factors. For example,

“Depression is caused by low self-esteem, feeling abandoned from groups, feeling

unloved” (Apple, guidance teacher).

“Idon’t know much about depression, but I think it related to the neurotransmitter

in the brain that not well functioning” (Fali, subject teacher).
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In addition, some participants believed that environmental factors, e.g. parental

pressure on academic performance can be the root of adolescent depression. For example,

“There is a bright student who won the national science Olympiad suffering from
depression. Now he is in the final year of secondary school. He is expected and forced to
become a doctor by his parents. He has spent much time on a private tutor course. | think
he is unable to cope with these pressures anymore, and now his behaviours have changed,
e.g. not talking, withdrawn, and has worsened academic performance” (Boy, subject

teacher).

Sub-theme 1.2: Recognition of depression symptoms in school

Most teachers found it difficult to recognise depression symptoms because they

considered that these were internal and subjective.

“It hard to spot the signs of depression in the classroom because students
sometimes do not exhibit any symptoms. They all look happy and cheerful. I would know it

when they come to me and ask for help” (Aim, guidance teacher).

“Actually, it is hard to tell. Depression symptoms are too hard to be recognised
until 1 notice that their behaviours have changed, e.g. their work standard or grade

dropping” (Boy, subject teacher)

Despite the previous responses in difficulty recognising symptoms of depression,
one guidance teacher in private schools said she has confidence in identifying students who

experience depression.
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“During teaching, I always observe students’ behaviours. I can recognise some
signs of depression symptoms, e.g. they are not happy like they used to be, they withdraw
from friends and school activities. Then | talk with them and see if they need help or

anything” (Tae, guidance teacher).

Sub-theme 1.3: Teachers’ attitude towards teachers’ role in supporting students with

depression

This theme focuses on teachers’ viewpoint on their role with students who are
depressed. Most teachers showed positive feelings towards supporting students with

depression. For example,

“Our school supports students in many areas. We also encourage guidance
teachers to attend courses related to supporting students’ mental health. We are ready to

support and provide help to students as much as we can” (Nill, subject teacher).

“I am interested in mental health and want to know more about it. [ want to know
how to communicate with them and want them to trust me in supporting them ” (Fai, subject

teacher).

“I have depression, and I know what it is like. Depression is serious. I understand
what they have been through. Children cannot deal with this alone. School should establish

early detection of depression, e.g. screening before it too late” (Cheer, subject teacher.)

However, one guidance teacher described concerns about their responsibility and
their role in promoting students’ mental health. His responses also indicated that promoting

students’ mental health is not teachers’ job as teachers are already have a heavy workload
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and that professionals such as school psychologist should take primary responsibility to do

SO.

“Guidance teacher’s primary job is to teach guidance subject and provide 5
guidance services. We are not a psychologist that can provide screening or providing
counselling for students with mental health problems. We don’t have enough knowledge to
do that. It’s more like we have given the additional tasks and we don’t have adequate skills

and experience to deal with them” (Nong, guidance teacher).

Theme 2: Teachers’ experience in supporting students with depression

This theme focuses on teachers’ experience in preventing and helping students with

depression in school.

Subtheme 2.1: Teachers’ role in promoting students’ mental health

The findings from the interviews revealed different perceptions of responsibilities
between subject and guidance teachers in promoting mental health in students. There is
also a perceived difference in teachers’ role between teachers in private school and public

school.

“Teachers are required to do home visit of every student’s home once a term for
keeping in touch with their families. This visit makes school and families work
collaboratively in helping students in many areas. When students have any problem, we

can provide initial help and contact their families right away” (Nill, subject teacher).
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“In my school, every classroom teacher needs to be an advisor for students and

take care of students if they need any help” (Bank, subject teacher).

Guidance teachers are responsible for students’ welfare and well-being, but this
depends on their school’s policy and system. Although providing counselling for students
is one of their roles, guidance teachers who worked in public schools mentioned their
primary responsibility to support students with special needs, educational planning, and

career development rather than supporting students with mental health problems.

“Personally, I barely talked with students with depression, just only two students
since I've worked here. I generally work with students with special needs (autism, learning
disabilities, ADHD) and students who want to talk about their academic performance, their
career choices because many students are experience anxiety When applying to university”’

(Apple, guidance teacher).

“I’m the head guidance teacher, but I'm not too close to student to talk about their
problems. Most students come to me to discuss their portfolio for applying to college or
choosing a major. Students rarely talk about their personal or their mental health problems

to me” (Nong, guidance teacher).

However, guidance teachers who work in private schools indicated that apart from
supporting students with career plans, one of their main responsibilities is providing initial

help to students with mental health problems.

“Our guidance department is given full support from the school to support students’

mental health. There are two guidance teachers who have clinical psychology degree to
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provide counselling service for students and also refer to mental health hospital when

needed” (Aim, guidance teacher).

“I always tell students to come to me when they need help. I use a screening
questionnaire to identify if they have depression symptoms and provide counselling session

if they want to talk” (Tae, guidance teacher).

Subtheme 2.2: Early identification of depression symptoms at school

Although as part of student care and support system of the National Education Act
(1991) teachers are encouraged to use the Strengths and Difficulties Questionnaire Thai
version (SDQ; Woerner et al., 2011), there are some problems with the implementation in

schools as teachers have no guidelines regarding what to do with the data.

“Generally, subject teachers conduct the SDQ in their classroom and then send
them to school administrator who will gather all data and send it back to the Educational

Service Area office” (Bank, guidance teacher).

“We conduct the SDQ with students in school, and we don’t know what to do next.
We just report the number of students who have difficulties to school administrator then

do nothing about it” (Nong, guidance teacher).

As there is no national guidance about depression screening in young people, some
guidance teachers mentioned that they had used depression screening questionnaire online
(e.g. CES-D) on Department of Mental Health website (Tae, guidance teacher; Cheer,
subject teacher) and Depression and risk of suicide questionnaire on the mental health

hospital website; Manarom hospital (Aim, guidance teacher).
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Theme 3: Barriers to promoting students’ mental health

Subtheme 3.1: Individual barriers

Most teachers indicated that they lack knowledge and skills related to students’
mental health. They perceived that lacking knowledge about mental health problems could

result in treating students with depression in an inappropriate way.

“As a guidance teacher, I know depression is a serious illness. But I don’t think
that most teachers out there would know and understand it. Some guidance teachers do not
have a psychology degree or have enough knowledge about depression. Some might
mistreat students with inappropriate language if they don’t understand student” (Apple,

guidance teacher).

“I don’t feel confident in helping a student with depression. I don’t know how to

talk to them. | afraid that my wording might hurt their feelings” (Fai, subject teacher).

Subtheme 3.2: Structural barriers

A few teachers in public schools emphasised that their schools lack a school mental
health policy in their schools. There is also a lack of collaboration between subject and
guidance teachers in the school, which is a critical structural barrier in promoting students’

mental health.

“There is no clear guideline in school policy and practice related to supporting
students’ mental health within the school. We don’t know what to do.” (Fai, subject

teacher).
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“In the Ministry of education’ policy, one mentioned that each school would be
allocated psychologists or counsellors to support students’ mental health, but [ don’t see
one at my school. I've been waiting for four year, but nothing happened” (Nong, guidance

teacher).

Most teachers in public schools reported that guidance teachers in their schools are
unable to support students’ mental health as they do not have a psychology degree and have

no relevant experience. Cheer said,

“I know that there is a guidance teacher in school that would help students with
mental health problems, but they don’t have degree in psychology, so I'm not sure if they
can help. I really don’t know the process on how to transfer a student to them. It seems like

when a student has problem, most teachers refer them to school administrators instead”

However, teachers from private schools mentioned that their schools have mental
health policies and guidelines to support with students with mental health problems. Some
subject teachers viewed co-operation between subject teachers and guidance teachers as a

condition for the implementation of promoting students’ mental health.

“In my school, classroom teachers know all information about their students. When
a student has problems, we collaborate with guidance teachers who are responsible for
supporting students’ mental health. They know what to do next and refer to external

services if needed” (Boy, subject teacher).
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Subtheme 3.3: Lack mental health training

It is clear from the data that all teachers perceived that their poor mental health
knowledge and limited skills were the main barrier to support students’ mental health.
Importantly, all teachers had no training experience in supporting student with depression.

They all agreed that mental health training for teachers is needed.

“I think teachers should know what to do and not do when helping students with

depression, and the training would be beneficial” (Nill, subject teacher)

“In my experience, most mental health training taking place in Bangkok, but there

is no such training in the North. [ have never seen it” (Tae, guidance teacher)

“I want to know about how to provide initial help for students with mental health
difficulties. Actually, my schools have a wide range of training but not in mental health
areas. I think if we have the training, we will be able to support our students” (Boy, subject

teacher).

5.2.4 Discussion

In this exploratory study, the aim was to understand teachers’ perception of current
mental health needs of adolescent with symptoms of depression and their concerns towards
supporting students with depression in schools. Five subject teachers and five guidance
teachers with different responsibilities for students’ welfare were interviewed to explore

Thai school contexts related to mental health promotion in schools.
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Most teachers described positive feelings towards supporting students with
depression and felt that it is the schools’ responsibility to support students with mental
health needs. These findings align with evidence that teachers in other high-income
countries (e.g. the UK and the US) perceive their roles as involving promotion of students'
mental health (Shelemy et al., 2019; Reinke et al., 2011). Young people who suffer with
mental health problems often seek help from familiar people, e.g. their teacher (Jorm et al.,
2010; Rickwood et al., 2007). Furthermore, teachers see their students nearly every day
and are able to notice behavioural changes. Thus, they can play a cruciea role in identifying
the depression symptoms and supporting students who experience it (Fazel et al., 2014;

Jorm et al., 2010; Reinke et al., 2011).

All guidance teachers and some subject teachers reported that they had experience
working with young people who had experienced depression, but most of them did not
clearly explain what depression is. In addition, most teachers found it difficult to identify
depression symptoms and considered them to be internal and subjective. These findings
suggest that if teachers can better understand the characteristics of depression and
recognise it, they can reach out to more young people who need helps and intervene with
appropriate and timely support. However, the findings also highlighted that most teachers
lacked knowledge and skills related to adolescent depression and it makes teachers feel
less confident in supporting students who need helps. Importantly, all teachers had no
training experience in supporting student with depression. They all agreed that mental

health training for teachers is needed.

In the Thai schools' student care and support system (1991), different roles are

described for guidance teachers and subject teachers in supporting mental health in
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students. However, there are problems with the implementing and maintaining mental
health practices in schools. For example, early identification of depression in schools is
recognised as one of the key principles of effective mental health promotion and prevention
(Barry et al., 2013), but subject teachers mentioned they use the SDQ to assess students’
behavioural and mental health problems in line with National Education Act (1991) policy,
but there is no clear guideline about what to do with the data. This similar finding was also
reported in the previous study (Kwaunpanomporn, 2017). Likewise, most guidance
teachers did not use valid self-report depression symptom measures to identify child and
adolescent who are at risk of depression in schools as there is no national guidance about

depression screening in Thai young people.

In addition, guidance teacher should have a degree in educational psychology or
clinical psychology in line with Ministry of Education policy, in reality some guidance
teachers do not have psychological degree, and they are subject teachers who are assigned
and allocated to work in this position. These situations were reported to be one of the main
issues of schools' student care and support system in several schools, especially in public
schools (SESAO 9). Thus, with significant role as advisor for adolescents, those guidance
teachers have limited knowledge and skills in supporting students with mental health
issues. All of them had experience in taking care of adolescents with depression and some
had experienced related with suicidal problems. The lack of knowledge and skills related
to adolescent mental health makes teachers feel less confident in supporting students who
need helps. Importantly, all subject and guidance teachers had no training experience in
supporting student with depression. They all agreed that mental health training about

depression adolescence for teachers is needed.
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Furthermore, interviewees also identified structural barriers in schools, especially
in public schools which had no clear mental health policy and no clear guideline about
promoting adolescents’ mental health. These challenges are shared by many LMICs, where
they are also faced with policy implementation difficulties (Nishio et al., 2020; Zhou et al.,
2020). Therefore, long-term collaboration and coordination from different sectors, e.g.
government, stakeholders, researchers, mental health specialists, and school teachers is

needed to overcome these challenges (Zhou et al., 2020).

It is a strength of this study that subject teachers and guidance teachers who are
working with students with symptoms of depression were recruited. This provided
diversity among participants regarding responsibilities and work experiences with
adolescents’ mental health. However, although this exploratory qualitative study offers rich
data, the interviews were conducted and analysed by one researcher, which may introduce
bias. Likewise, the researcher’s personal experiences, including knowledge and experience
gained from working in young people mental health services and conducting research into

young people’s mental health, may influence the conduct and interpretation of results.

5.2.5 Conclusion

Thai teachers believed that they should support the mental health needs of
adolescents. However, there are some challenges in successfully implementing the student
care and support system in Thai schools as subject teachers do not have enough resources,
knowledge, and skills necessary to support students who experience depression or other

mental health problems. Likewise, most guidance teachers do not have training experience
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about depression in adolescents. This suggests that mental health training about adolescent

depression for Thai teachers is needed.

The findings also suggest that mental health training for teachers should focus on
improving knowledge on recognising and understanding common symptoms of depression
in adolescents. This knowledge can help teachers better understand the characteristics of
depression in adolescents and can recognise these symptoms among their students.
Moreover, training curriculum should include information related to early identification of
depression in adolescent as now there is no clear national national guidance about using
depression measure in Thai young people. Early intervention to identify issues and provide
effective support for adolescents is crucial so that teachers can reach out to more young

people who need helps and intervene with appropriate and timely support.
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5.3 Chapter Sb: Paper 3: Implementing a mental health training programme

about depression for teachers in Thai schools: A feasibility study
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Practice (16.07.21)

Fuseekul, N., Orchard, F. & Reynolds, S. Implementing a mental health training
programme about depression for teachers in Thai schools: A feasibility study. (under

review). Journal of Mental Health Training Education and Practice.

Introduction to Chapter 5b: Paper 3

Chapter 5a highlighted that secondary teacher in Thai schools perceived their roles
as involving the promotion of students' mental health and had positive feelings towards
supporting student with depression. However, it was identified that there are barriers to
supporting mental health in Thai schools, including lack of knowledge about adolescent
depression and necessary skills to support adolescents who experience depression. Giving
practical training to teachers may help them to recognise and help address depression in
adolescents. Therefore, Chapter 5b describes the development of an evidence-based
training for Thai secondary school teachers and provides feasibility and acceptability data.

This has been submitted to Journal of Mental Health Training Education and Practice.
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Abstract

Background: Depression in adolescents is recognised as a global health priority. There is
evidence that school-based mental health education for teachers may be an effective way
to support adolescents with depression in countries that have limited mental health
resources. This study assessed the feasibility of delivering a one-day training workshop for

secondary school teachers in Thailand.

Methods: This study comprised two parts. In Part 1, teachers (N = 71) completed an online
survey about their mental health experiences with student and additional training needs
survey. In Part 2, the training curriculum was developed and delivered to teachers (N =

110) in a one-day training session.

Results: Preliminary data suggest that it was feasible to deliver mental health training
about depression to Thai secondary school teachers. The training was successfully
developed and implemented. The content and delivery of the training were highly

acceptable to teachers and potentially useful.

Conclusion: This study provides early evidence to support the development and highlights
the need for future evaluation of evidence-based training in adolescent depression for Thai
secondary school teachers. These findings also provide a method for developing mental
health training about depression for teachers that could be adapted and implemented in

other countries.

Keywords

Depression; Adolescence; Mental health training; School mental health; Feasibility study
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5.3.1 Introduction

Depression is a serious worldwide public health problem that has significant
economic costs (WHO, 2017a). There are over 87 million people with depression living in
South-East Asia (WHO, 2017a). Most of the countries in this region belong to the lower-
and middle income countries (LMICs; Worldbank, 2020). Many countries have faced
significant mental health challenges because of low-resource settings with structural
barriers (Sharan et al., 2017), and lack of attention and investment in mental health care

(Maramis et al., 2011).

The onset of depression is at its highest rate during adolescence (Avenevoli et al.,
2015). A meta-analysis of the worldwide prevalence reported that 2.6% of children and
adolescents have a major depressive disorder (Polanczyk et al., 2015). Depression at this
age increases the risk of a range of problems including low academic achievement in
schools, substance misuse and suicide (Kroning and Kroning, 2016). Depression in
adolescence is also associated with functional impairment in many areas including peer,
academic, and family relationships and these impairments can have long term effects in the
transitions to adulthood (Jaycox et al., 2009). Thus, it is crucial to recognise symptoms of
depression among adolescents so that appropriate prevention and treatment can be

provided.

However, many young people who experience depression do not seek help; this
may be for different reasons, including stigma and embarrassment, low mental health
literacy, and lack of knowledge about where to find help. In addition to these barriers, the

availability of professional mental health services is often limited (Gulliver et al., 2010;
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Radez et al., 2020). There are limited evidence-based interventions to promote good mental
health and prevent the onset of mental health problems in many LIMCs countries in
Southeast Asia, meaning that the burden of mental health is considered to be significant in

this region (Eustache et al., 2017; Nishio et al., 2020).

Thailand is one of the LMICs in South-East Asia (Worldbank, 2020). The Thai
Department of Mental Health (2019) reported that the point prevalence of major depressive
disorders among the Thai population aged 15 and above is 2.4%. Although the rate of
prevalence of the major depressive disorder among the Thai young people is equivalent to
the worldwide rate, the country has faced significant mental health challenges because of
a limited of mental health services for young people (Kongsuk et al., 2017). Mental health
professionals are not able to meet the needs of people because few qualified mental health
professionals are working in the public healthcare system (Maramis et al., 2011; Pagaiya
and Noree, 2009; WHO, 2017). There are approximately 9,500 Thai mental health
professionals, i.e. psychiatrists, mental health nurses, psychologists, social workers (14
workers per 100,000 population) working in mental health care (WHO, 2017c). These
numbers are relatively low compare to high-income countries such as Japan, United States,
and Australia. For example, In Japan there are 146 workers per 100,000 population (WHO,
2017b). The consequence is that only 3.7% of Thai people with symptoms of depression
have access to services and receive a diagnosis and most of these are adults (Kongsuk et
al., 2017). As a result, depression in Thai adolescents is largely unrecognised, undiagnosed

and not appropriately treated.

Promoting mental health has the potential to prevent the onset of mental health

problems and to reduce the incidence of mental illnesses (Fazel et al., 2014; Opler et al.,
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2010). It is recognised that the provision of child and adolescent mental health (CAMH)
interventions in schools has potential benefits in filling the gap between the burden of
mental health problems and access to mental health services in countries that have limited
mental health resources (Gimba et al., 2020). As adolescents spend a great deal of time at
schools, there is an opportunity for schools to play a crucial role in promoting adolescent
good mental health and development (Fazel et al, 2014; Kutcher et al., 2013; Reinke et al.,
2011). Thailand is among many countries around the world that provide compulsory
education for children and adolescents. The enrolment rate in compulsory education (aged
6 — 15 years old) in Thailand was 96% (Education Council, 2015). Therefore, schools have
the potential to reach a majority of adolescents and supporting young people who have

mental health difficulties.

Teachers are considered well placed to identify students with emerging mental
health problems (Fazel et al., 2014; Graham et al., 2011). However, to fulfil this role and
effectively promote mental health in schools, teachers would need to have relevant
knowledge and skills and be confident and comfortable supporting adolescents with mental
health difficulties. Mental health training for teachers is not routine in Thailand at pre-
qualification or following qualification (Nishio et al., 2020). Therefore, it is crucial to

evaluate if providing mental health training for teachers is possible and whether it is useful.

The present research comprised two parts. The first used an online survey to assess
teachers’ awareness of and knowledge about adolescent depression, their experience
working with students with symptoms of depression, and what they perceived they needed

to learn in order to support students with depression in school. The aim of part two were to
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develop a one-day mental health training to secondary school teachers in Thailand and

assess the preliminary feasibility and acceptability data of the training.

5.3.2 Part 1: Teachers’ experiences and additional training needs to support

students with depression

Method

Participants

Eligible participants were teachers in secondary schools in Thailand (students aged
12-18 years). Participants were invited to take part in the research by email and social
media platform; Facebook and Line, which contained the link to an online survey. The
author created the online survey using Survey Monkey®. Ninety-four respondents were
registered to the survey, and 23 did not finish and withdrew during the survey. Therefore,
71 respondents; 24 male (34%) and 47 females (66%) completed the online survey and
were included in the analysis. The two largest age categories were between 31-35 years
(35.2%, n = 25) and 25 and 30 years (17%, n = 12). The majority were subject teachers
(90%, n = 64) e.g. Math, Foreign Languages and etc, and 10% (n = 7) were guidance

teachers.

Procedures

This study was approved by the University of Reading Research Ethics Committee

(2019/150). The online survey was voluntary and anonymous. Informed consent from all

& SurveyMonkey is an online survey software programme that enables a person to create and run online
survey (http:// www.surveymonkey.com).

165



respondents were obtained through an online form. Gender, age, education, and the subject

area taught were collected.

Measures

The online surveys were designed and develop to follow the aims of the study
included 3-point Likert-scaled items, yes/no questions, and multiple-choice questions. The
survey had two parts (described below) and was written in Thai, which was back translated

into English for analysis (see Appendix 4.7).

Perceptions towards the role of schools in supporting students’ mental health
survey consisted of seven questions that addressed participants’ perceptions and attitudes
towards the role of schools in supporting students’ mental health. Example items included
“It is not responsible for a teacher to take care of students with health problems?”, “As far
as possible mental health services should be provided for students at school?”, and “There

are not enough existing services for mental health problems?”

Mental health experiences and additional knowledge and skills training needs
survey consisted of five questions that addressed participants experiences and additional
knowledge and skills training needs. Example items included “Have you attended training
for supporting students with particular mental health needs, e.g. depression before?”, “Do
you feel that you have enough knowledge to meet the mental health needs of students with
depression?”, and “Do you visit any resources giving information about mental health

problems? Which one did you visit?”

166



Data analysis

Data were transported into SPSS software version 24. Preliminary analysis of the

data was undertaken using descriptive statistics.

Results

Perceptions towards the role of schools in supporting students’ mental health.

The majority of teachers (89%) agreed that teachers are responsible for taking care
of students with mental health problems. However, half of teachers (52%) did not visit any
resources related with mental health problems. Most teachers (86%) agreed that there are
not enough existing mental health services for young people. Also, almost all respondents
(98%) agreed that schools should provide some mental health services to students, but only
half of teachers (50%) indicated that their school had a written mental health policy. Most
teachers (73%) indicated that their school offered a guidance service provided by guidance
teachers to facilitate growth and development in various aspects of living for students such

as educational planning, personal, and career development.

Mental health experiences and additional knowledge and skills training needs.

Almost all teachers (91%) of teachers had no training experience in supporting
students with depression. Not surprisingly, therefore, only 11% of teachers agreed that they
had enough knowledge and skills to support students with depression. Teachers were asked
to indicate the areas in which they felt they needed additional knowledge or skills training.
This was asked in multiple-choice questions format, and teachers could select all answers

that apply (see Table 5.3)
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Table 5. 3 Teacher-identified mental health training needs — knowledge and skills

Knowledge and skills Frequency of
responses (%)

1. Recognising and understanding common symptoms of depression in adolescents ~ 78.87

2. Effective communication skills in interaction with adolescents with depression 74.65

3. Early screening for depression in young people 63.38
4. Key risk factors for depression in adolescents 50.50
5. Engaging and working effectively with students and families 45.07

Note. Respondents could select all answers that apply

5.3.3 Part 2: The Mental health training about depression for teachers in Thai

schools

Method

Participants

Eligible participants were teachers from 54 secondary schools (students aged 12 —
18 years) in Phayao city, Thailand. All secondary schools in the region (n = 54) were
identified from Phayao Educational Service Area Office; PESAO’s formal records.
Headteachers were sent an invitation letter outlining the aims of the study and the
procedure. All 54 schools expressed an interest in taking part and were sent information
sheets and consent forms to distribute to teaching staff. Because there were limited training
places, the PESAO suggested that each school invited subject teachers to volunteer for the

training and that guidance teachers were required to attend the training. Subject teachers
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deliver teaching in a specific subject (e.g. Mathematics, History, Biology) and have a
degree in education. Guidance teachers have a bachelor’s or master’s degree in educational

psychology and are responsible for supporting students’ mental health and well-being.

One hundred and twenty-one teachers from 54 schools were registered on the
training. Eight teachers did not complete the study and three withdrew during the training.
A total of 110 participants (91% of those invited to attend) completed pre-and post-training

questionnaires and were included in the data analysis (see Table 5.4).

Table 5. 4 Characteristics of teachers who completed mental health training (n = 110)

Characteristics n Frequency (%)
Gender

Male 23 20.9

Female 87 79.1

Time working as a teacher

1-5years 18 16.4
6 - 10 years 24 21.8
11 - 15 years 18 16.4
16 — 20 years 13 11.8
21 — 25 years 16 145
26 — 30 years 15 13.6
> 31 years 6 5.4

Teaching roles
Guidance 34 30.9

Subject teacher e.g., math, sciences etc. 76 69.1
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Procedures

Written informed consent was obtained from each participant before participating
in the training. The training programme aims to increase recognition of depression in
adolescents and improve mental health promotion in schools. The design and content of
which was informed by the literature (Gotlib and Hammen, 2014; Rey and Birmaher, 2009;
WHO, 2017a). “CARE” programme was introduced to guide teachers through the mental
health training about depression programme: C = communicate non-judgmentally, A =
Awareness, R = Recognising common symptoms, E = Engaging with students more
effectively. This framework was designed and developed based on information in Part 1
(see above) which intended to provide a foundation of mental health knowledge relevant

to teachers’ needs and their role in supporting the mental health and well-being in school.

Delivery of the training

The training was delivered by the first author (NF) at the Phayao Educational
Service Area Office (PESAO), Thailand. Due to the requirement of The Office of the Basic
Education Commission, the Ministry of Education Thailand’s statue (OBEC; 2015), which
states that teachers must be in the classroom in school days and attend the training
workshop on a weekend. Therefore, the training was delivered in a single session lasting

one day during a weekend.

In addition, with regards to promoting mental health in schools, the Thai Ministry
of Education and the Ministry of Public Health proposed the National Education Act (1991)
to introduce student care and support system. The aim of this policy is to encourage subject

teachers and guidance teachers to promote mental health and support well-being at school.
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Therefore, two alternative versions were delivered: one for subject teachers and another
one for guidance teachers. The content was similar for both groups in the morning session
but different in the afternoon session reflecting their skills and responsibilities (see Table
5.5). All teachers were also given the “Mental Health Training Manual” a set of

worksheets, pre- and post- questionnaire, and feedback forms.

This study involved an evaluation of a mental health training programme using
criteria of a feasibility study proposed by Bowen et al., (2009): demand, acceptability,
implementation and practicality, integration, adaptation, and efficacy potential. Feasibility
study were used to determine whether the training can be done and appropriate for further
testing. A pre-test post-test design was used to examine the efficacy potential at baseline

and at completion of the training.

Table 5. 5 Overview of the training

Sessions Content
Introduction to - Welcoming the participants
mental health - Pre-training questionnaire

- Overview of mental health problems in adolescents

- Reducing the stigma of mental iliness

Depression - Facts and figures
- Signs and symptoms of depression

- Risk factors for depression

Supporting  students  with - Engaging and working effectively with adolescents with depression
depression - Effective communication skills

- Engaging with specialists and external support (guidance teachers

only)

- Post-training questionnaire

- Feedback forms
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Measures

Perception of mental health knowledge and skills questionnaires

Participants completed a pre— and post- questionnaires to assess their perception of
mental health knowledge and skills. The questionnaires were designed to follow the
training curriculum content and be suitable for the local social context. Each item was rated
on a 5-point Likert scale ranging from -2 (strongly disagree) to 2 (strongly agree) and the
total score range between -30 to 30. Example items included “T have enough knowledge
about mental health problems in adolescents”, “I feel confident to help students with
depression”, and “I can advise students experiencing mental health problems to seek
professional help when needed” (see Appendix 4.8). Cronbach's coefficient alpha = 0.93,
indicating high internal reliability. The pre-questionnaire was completed and returned to
the researcher when the training began. Post-questionnaire was collected at the end of the

training

Participant feedback

A feedback form was used to assess the feasibility and acceptability of training
immediately after the training with five Likert-scale items. These items explored
participants’ feedback on training curriculum content and schedule. Example items
included “The mental health training increase my knowledge”, “Were you satisfied with

schedule?”, and “Did you find the mental health training useful?”” (see Appendix 4.8).
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Questionnaire were translated from English into Thai, and back-translation was
performed by two bilingual translators and adjusted for accuracy after comparison with the

original version.

Data analytic plan

Quantitative data were entered into SPSS software version 24. Descriptive statistics
were used to identify sample characteristics. Mixed measures analysis of variance
(ANOVA) was conducted to evaluate the effectiveness of the training on participants’
knowledge and skills. The differences between subject teachers and guidance teachers were

also examined.

Results

As this is a feasibility study, the results are reported using criteria proposed by
Bowen et al., (2009): demand, acceptability, implementation and practicality, integration,
adaptation, and efficacy potential. To assess the criteria evidence was drawn from a range

of sources, highlighted in Table 5.6.

Table 5. 6 Key areas of focus for feasibility studies and evidence by Bowen et al., (2009)

Area of focus The feasibility study asks Source of evidence

Demand How much the training is likely to be used? Online survey (Part 1)

Participant uptake rate

Acceptability To what extent is the training suitable, Participant feedback

satisfying, attractive to recipients?
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Implementation and To what extent can the programme be

Practicality

successfully delivered to intended participants?
and can it be carried out using existing

resources?

Participant completion rate

Adaptation

To what extent does a programme perform when
changes are made for use with a different

population?

Participant feedback

Integration

To what extent can a programme be integrated

within an existing system?

Willingness of all schools to
take part in the training

Compliance  with  Thai
Ministry of Education and

Public Health policy

Efficacy Potential

Does the new programme show promise of

being effective with intended population?

Knowledge  and skills

questionnaire

Demand

There was strong evidence of demand for mental health training for teachers. In

Part 1 teachers indicated that they lack knowledge and skills about depression in young

people. Headteachers of every secondary school in the region (n = 54) that we approached

and invited expressed interested in taking part and volunteer teachers to take part. The

training was delivered at the weekend, and therefore all teachers took part in their own

personal time. Further, 91% of enrolled participants completed the training and returned to

pre- and post-questionnaire.

Acceptability

Acceptability of the training and method of delivery was assessed using participant

feedback with Likert scale items. Feedback from participants showed that the training was
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acceptable among secondary teachers. For instance, the majority of participants rated that
they “really liked” or “liked” the training, with just one who said, ‘it was okay”. All
participants also perceived that the training was interesting, useful and improved their

mental health knowledge (see Figure 5.1).

Implementation and Practicality

There were no difficulties in delivering the intervention. Several factors
significantly enhanced the feasibility of implementing the training. Of those, the most
critical was visible and direct support from the Phayao Educational Service Area office
leaders (PESAQ) who are responsible for supervision, support, and promotion in response
to Thai Ministry of Education’s policies within the schools in Phayao area. The training
was facilitated by the PESAO, providing direction for overcoming contextual
implementation challenges. The PESAO also provided the training venue, facilities, and

staff assistants to ensures that participants and resources are in place to deliver the training.

Following the requirement of The Office of the Basic Education Commission, the
Ministry of Education Thailand’s statue (OBEC; 2015), which states that teachers must be
in the classroom or on other responsibilities in school days. Therefore, training was
delivered on a weekend and teachers attended in their free time. This could have created a
significant obstacle to engagement, but attendance was excellent. However, 9% of
participants withdrew during the training perhaps because they prioritised personal and

family responsibilities.
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Integration

An important aspect of implementation is the extent to which a new programme or
process can be integrated into routine practice i.e. in this context the Thai school system.
The Thai Ministry of Education aims to promote a state of “perfect happiness” among
students in four areas; physical, mental, social, and intellectual (Erawan, 2015). In the area
of mental health, Ministry of Education co-operates with the Ministry of Public Health to
encourage schools to promote mental health and support well-being at school. However,
in reality, most school staff lack the knowledge and skills to do so. The finding that every
school accepted our invitation to take part in the training suggests that school leaders are
motivated to improve support for students, in line Ministry of Education and Ministry of

Public Health policy (Department of Mental Health, 2018).

Adaptation

The curriculum, materials, and measurement instruments of the training
programme were developed based on teachers’ responses to the online survey in Part 1 (see
Table 5.3). The content and materials of the training were also informed by the literatures
(Gotlib and Hammen, 2014; Rey and Birmaher, 2009) and free mental health resources in
the UK, e.g. Charlie Waller Trust website. Two bilingual translators with mental health
knowledge and understanding of the Thai cultural context were involved in the translation
to avoid errors and bias during the translation process. To assess the suitability of the
content and to ensure that the translated documents are culturally and linguistically
appropriate for the target population the training programme was then reviewed by three

members of the target population i.e. teachers in Thai secondary schools.
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Efficacy Potential

To assess whether the training shows promise of being successful with Thai
teachers, the efficacy potential was examined. The participants’ knowledge and skills about
adolescent depression were assessed at baseline and immediately after training by
calculating total scores of the assessment at each time point. A mixed measures ANOVA
was conducted with a within-subjects factor of time (pre- and post-training) and a between-
subjects factor of teacher status (guidance or subject). The results revealed a significant
main effect between the pre- and post-questionnaire total scores, F(1, 108) = 365.66, p <
0.001, np? = 0.78, with participants receiving a higher score after training (M = 17.54, SD
= 8.77) compared to before training (M = 1.15, SD = 8.77). There was also a significant
main effect in knowledge and skills score between the group of teachers, F(1, 108) = 6.61,
p < 0.05, where the guidance teachers reported that they had better knowledge and skills
score compared to the subject teachers at baseline. There was no significant interaction
between teacher group and the training effect, suggesting that the effects of training were

similar for both teacher groups, F(1, 108) = 1.79, p = 0.183, ny? = 0.02 (see Figure 5.2).

5.3.4 Discussion

Low-resource settings and mental health care investment for young people
are a particular challenge in many countries in South-East Asia e.g. Malaysia, Laos,
Philippines (Maramis et al., 2011; Sharan et al., 2017; Xu et al., 2020), including Thailand
(Kongsuk et al., 2017). There is growing research that supports the potential of mental
health training for engaging teachers to support students with mental health problems in

other South East Asian countries such as Vietnam and Cambodia (Nguyen et al., 2020).
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Figure 5. 2 Mean knowledge and skills before and after training for both groups of teachers

In Thailand, despite growing rates of depression among Thai young people, no
previous research has assessed the extent to which teachers are confident to identify and
provide adequate early support for young people with mental health difficulties or
examined the feasibility of delivering mental health training for teachers (Nishio et al.,
2020). This research describes the development of an evidence-based training for Thai

secondary school teachers and provides preliminary feasibility and acceptability data.

We examined a range of feasibility criteria, including recruitment, acceptability and
suitability of the intervention, adequacy of available resources, and preliminary evaluation
of participants responses to the intervention (Bowen et al., 2009; Orsmond and Cohn,
2015). All school headteachers accepted the invitation to take part and invited their
teaching staff to take part in the study. Engagement from teachers was also extremely high,

and this may reflect the lack of existing mental health training for teachers (Nishio et al.,
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2020). Participants’ feedback reflected high level of satisfaction with the content of training
and delivery. Although, the curriculum of the training programme and materials were
developed and adapted from literatures written in English, e.g. free mental health resources
for teacher in the UK, we did not encounter challenges using the adapted materials. The
training was developed to meet the role expectations of teachers in Thailand and the
materials adapted to fit the linguistic and cultural aspects of the Thai social context.
Participants were enthusiastic, motivated and engaged by the training, and even though the
training was delivered during a weekend, the rate of attendance and completion of the

training was high.

A key strength of this study is that we assessed teachers’ perceived training needs
to support students with depression via the online survey in Part 1 and used this information
to design and develop the training. The pre-training survey helped to identify participants’
expectations, backgrounds, and training needs for developing the training curriculum to fit
with their preferences (Strein and Koehler, 2003). Part 2 also evaluated the feasibility of
the training with different formats for two groups of teachers (guidance and subject
teachers), who have different responsibilities in supporting student mental health. The data
obtained from this study can help to determine what training methods were potentially
effective, which helped to enhance the most promising format that is more likely to succeed

in future testing for both teacher groups.

Although the results of this study were positive, there are limitations to the extent
to which the findings can be generalised. The sample was recruited from a single city in
Thailand. Furthermore, although every school invited to take part accepted the invitation,

participants were volunteers and may not represent the wider body of teachers in Thai
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secondary schools. Importantly the effects of training were only assessed at the end of the
training, and we are not able to infer lasting effects on teachers’ knowledge, and skills, or
on their behaviours. We also did not engage a control group, and that would be a necessary
aspect of any future evaluation. Although, the internal consistency of the pre-and post-
questionnaire was high, other psychometric properties of the measure were not examined
in this current study. Future study should evaluate a particular construct: reliability and
validity of the measure. Finally, the training was delivered and evaluated by the same
researcher which introduces the potential of bias. Therefore, in the next stage of evaluating
this intervention, it will be important to that delivery and evaluation of training are

conducted independently.

This research highlights a number of opportunities for the future development of
mental health training programme for preventing and promoting mental health in Thai
schools. We examined a wide of feasibility criteria (Bowen et al., 2009). As we did not
assess expansion of the training further and larger replication studies are now needed.
These could include recruiting more teachers from each school, recruiting schools across
the country, and assessing improvements in behaviours and attitudes as well as changes in
knowledge and skills (Yamaguchi et al., 2020). Behavioural change could be assessed by
blinded assessors rather than self-report to reduce social desirability effects, and ideally the

effects of training would be assessed in the context of a randomised controlled trial.

5.3.5 Conclusion

Despite the universal growing demands of school-based mental health education

programmes, there was no previous evidence of mental health education programme for
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teacher in Thailand. Schools should be a place that can offer an environment to support
adolescents in developing good mental health and in preventing mental health problems.
To do this, teachers would need to have relevant knowledge and skills and be confident in
supporting adolescents who need helps. The current study has shown that mental health
education training for Thai secondary school teachers is feasible, acceptable, and
potentially effective in improving knowledge, skills and attitudes. The results of this study
provide support for the continued development and evaluation of school-based mental
health education for teachers. These findings could also help other countries where mental
health resources are limited, to adopt and implement mental health training programme
about depression for the prevention and promotion of mental health problems in young

people in school.
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Depression among young people is a concern worldwide. Similarity to many other
countries in LMICs, Thailand has been limited investment in mental health care for
young people. The gap between mental need and resources, including assessment tools
and treatments contribute to the lack of recognition of depression in Thai adolescents.

The main objective of this thesis was to address the mental gap in Thailand by providing
a reliable and valid self-report measure to identify depression symptoms in Thai
adolescents (Chapter 3). To better understand depression symptoms of adolescents
between Thailand and Western country (i.e. the UK), the cross-cultural comparison was
examined. To do this, factor structure and the measurement invariance of the MFQ
between Thai and British samples were examined (Chapter 4). In addition, to reduce
unmet the mental health needs in Thai adolescents, this thesis developed and evaluated
the evidence-based mental health training programme for teachers in schools to support
adolescents with depression (Chapter 5).

In this final chapter, the key research findings are summarised to provide a
synthesis of evidence and indicate implications for clinical practice and research. Strengths
and limitations of the research are acknowledged, and future research directions are

considered.

6.1 Summary and synthesis of thesis findings

Chapter 2: Adolescent depression in Thailand

In this chapter, an overview of Thailand’s cultural and social context associated
with depression was discussed. Stigma is one of the major barriers to seeking-help

behaviour among young people (Gulliver et al., 2010, Radez et al., 2020). It can also
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contribute to worsening symptoms and reduced likelihood of getting timely support and
appropriate treatment (Lynch, et al., 2021). In Thailand, stigma and low mental health
literacy are the major barriers to seeking-help behaviour among the Thai population (WHO,
2013). Thus, depression in Thai adolescents is mainly unrecognised, undiagnosed and also
not treated appropriately. In addition, with the lack of mental health resources, including a
lack of valid measures to identify depression symptoms and mental health services for Thai

adolescents, there is a need to fill these gaps.

Summaries of previous studies that examined the prevalence of depression
amongst Thai adolescents were reviewed. The results suggest highly variable prevalence
rates in Thai adolescent depression. Different criteria for determining depression in those
studies and the shortcomings of the existing screening measure properties (i.e. the CDI and
CES-D) may contribute to this variation. Thus, the true prevalence of depression amongst
Thai adolescents is not known. Therefore, to provide better and more accurate data about
depression in this group, there is a potential benefit in establishing a valid self-report
measure of depression symptoms in Thai young people. Using valid and appropriate
measures can help identify depression early and help adolescents at risk of depression get

relevant and timely support.

Regarding the unmet mental health resources for Thai young people, there is a need
to expand mental health services into community strategies and improve mental health
literacy in community settings, i.e. schools that support reducing the future burden of

depression in Thailand.
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Chapter 3: Paper 1 Psychometric properties of the Thai Mood and Feelings

Questionnaire (MFQ) for adolescent depression

Despite several screening instruments for depression that have been developed in
Western countries, few have been translated and validated in Thailand. Screening measures
that have been validated exclusively in Western countries may not perform equivalently in
Thai populations, as depression often presents differently in different cultural contexts
(Marsella, 2003). Therefore, in this study, the Mood and Feeling Questionnaire (MFQ), the
gold standard screening tool to identify depression symptoms in young people, was
translated and adapted. Cross-cultural translation guidelines were followed by using the
Back-translation method and piloting the translation on a small number of Thai
adolescents. Next, the reliability and validity of the MFQ were examined in a community
sample of Thai adolescents (N = 1,275). Finally, the diagnosis accuracy and the optimal
clinical cut-off score of the Thai MFQ were determined compared against a semi-structured
diagnostic interview, the Schedule for Affective Disorders and Schizophrenia for School-

Age Children-Present and Lifetime version (K-SADS-PL).

The Thai MFQ had excellent psychometric properties and was excellent at
discriminating between depressed and non-depressed Thai adolescents. In addition, Thai
adolescents found the phrasing of the items and structure of the Thai MFQ easy to follow
and understand. Thus, the MFQ is an appropriate community screening measure for

adolescent depression in Thailand.
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Chapter 4: Paper 2 Factor structure and measurement invariance of the Mood and
Feelings Questionnaire (MFQ): A cross-cultural study among Thai and British

adolescents

In Chapter 4, the cross-cultural validity; factorial structure and the measurement
invariance of the MFQ were examined. The confirmatory factor analysis (CFA) was used
to verify the construct validity of the Thai MFQ, i.e. to assess if the factorial structure of
the Thai version corresponds to the original version. To better understand depression
symptoms across cultures, cross-cultural comparison in a large group of samples between
Thai and British adolescents was examined. Measurement invariance of the MFQ across
Thai and British groups was examined to ensure that any observed difference in the scale’s
measurement represents the ‘true’ differences, not the results of measurement bias. Gender
invariance in each country was also assessed to ensure that cross-cultural comparison

results were valid and meaningful.

The five-factor model of the MFQ across Thai and British samples was confirmed
(Core Symptoms, Vegetative Symptoms, Suicidality, Cognitive Symptoms, and Agitated
Distress). Gender invariance was established, suggesting that the MFQ performed similarly
across females and males in both countries. In cross-cultural measurement invariance
analysis, the partial scalar invariance model was supported. There were differences on six
items between the Thai and British samples suggesting that they may have read and
interpreted different meanings from the same MFQ items because of cultural differences.
These six noninvariant items were excluded before comparisons of latent means were made

across cultures.
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In the cross-cultural comparison, British adolescents had a significantly higher
mean MFQ score than Thai adolescents on four of the five factors (Vegetative Symptoms,
Suicidality, Cognitive Symptoms, Agitated Distress). There was no difference for the Core
Symptoms factor. The findings suggest that the MFQ is valid to assess depression in Thai

adolescents and for cross-cultural comparison of adolescent depression.

Chapter 5: Paper 3 Developing mental health education training for teachers in

supporting students with depression in Thai secondary school

The results of Chapters 3 and 4 indicated that the MFQ can be used as a valid self-
report screening tool amongst Thai adolescents and that, in a community sample, 11% of
Thai adolescents had elevated symptoms of depression. Previous research suggested that
most Thai adolescents experiencing depression symptoms had not accessed mental health
services or received a diagnosis (Kongsuk et al., 2017). The main barriers to seeking-help
behaviours may be stigma and low mental health literacy among the Thai population
(WHO, 2013). Therefore, providing child and adolescent mental health (CAMH)
interventions in schools could increase mental health knowledge and access to mental
health support for adolescents. Teachers are in a good position to help with early detection
of students at risk of depression and provide relevant and timely support. In Chapter 5Sa,
teachers’ knowledge and perceptions about mental health concepts, and the current needs
of students with depression, were explored via the interview with five subject teachers and
five guidance teachers. Results of the qualitative analysis showed that Thai teachers
perceived their roles as including promoting and supporting students’ mental health but felt
that they lacked mental health knowledge and skills. Teachers’ overall confidence in their

abilities to support a student with mental health problems was relatively low. The findings
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suggest that practical training in mental health for teachers could help them to promote and

support students’ mental health in schools.

Based on the findings of the interviews and a subsequent online survey of Thai
teachers, in Chapter 5b, a mental health training programme was developed. The one-day
training was delivered separately to guidance and subject teachers sessions. Preliminary
feasibility and acceptability data were evaluated. The results suggested that evidence-based
mental health training was feasible, acceptable, and potentially effective in improving
knowledge and skills for teachers. These results support the future development and

evaluation of school-based mental health education for teachers in Thailand.

6.2 Strengths and limitations

The methodological strengths and limitations of each individual study reported in
the thesis have been described in each chapter. This section will focus on the strengths and

limitations of the thesis as a whole.

Strengths of the research

This thesis used a range of different research methods (i.e. psychometric analysis,
qualitative methods, and a feasibility study). In Chapter 3 and 4, a range of psychometric
properties, factor analysis, and measurement invariance of the MFQ were examined to
assess if the Thai MFQ is reliable and valid, and if it can also be used in gender and cross-
cultural comparative research (i.e. measurement invariance). The large community sample
(Thai; N = 1,275, British; N = 1,817) and high response rates suggest that the data were

likely to be representative of the Thai and British adolescent populations. Second, a subset
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of participants in Chapter 3 were also assessed by the ‘gold standard’ diagnostic interview,
the K-SADS-PL, to discriminate between those with and without depression. This helped
to provide a more valid diagnosis of depression and was used to determine the optimal cut-
off of the Thai MFQ. Our diagnostic accuracy results were better than those reported in
previous validation studies in the original English language version (Daviss et al., 2006;
Kent et al., 1997; Wood et al., 1995) and translated version (Jarbin et al., 2020; Sund et al.,

2001).

In Chapter 5a, an exploratory study was conducted to gain information about Thai
teachers’ perceptions, backgrounds, preferences, and Thai school contexts related to mental
health in adolescents. Data were used to help design and adapt a training programme to
ensure that it fits with teachers’ expectations and needs. A wide range of feasibility criteria
were used to ensure that the training was acceptable and feasible. Our findings suggest that
the training was successfully developed and highly acceptable to Thai teachers. It
highlights several opportunities for future development of evidence-based interventions for

preventing and promoting mental health in Thai schools.

Limitations of the research

One of the main limitations of Chapters 3 and 4 is that all participants were recruited
from the community. Therefore, the results of our studies may not generalise to young
people in other settings, e.g. in primary care and mental health settings. Similarly, in
Chapter 5b, all teachers were recruited from a single city in Thailand (Phayao), and all
participants were volunteers; therefore, the results may not represent the broader body of

teachers in Thai secondary schools.
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Another possible drawback is a challenging aspect regarding translation. Data were
collected using interviews and questionnaires in The Thai language. However, the results
have been reported in the English language. Although we followed guidelines in preparing
a translation of the MFQ by using the Back-translation method (Epstein et al., 2015) in
Chapter 3, other aspects of data collection, e.g. the interviews were not translated in this
way and this factor could introduce bias. For instance, in Chapter 3, the semi-structured
interview of the K-SADS-PL was transcribed in Thai and coded by one researcher because
no other Thai psychologist or psychiatrist has been trained to administer and code the K-
SADS-PL. Given that, we mitigated this by randomly checking 10% of the coding of the
K-SADS-PL interviews (translated to English) with an experienced K-SADS assessor and
trainer. Likewise, the training in Chapter 5b was delivered and evaluated in the Thai
language by one researcher, which may introduce bias.

It is important to note that only pilot data on the effectiveness of the mental health
education training programme for teachers was collected. Therefore, it is not possible to
infer lasting effects on teachers’ knowledge and skills. Furthermore, participants were not
assigned randomly to the training and to a control group, which limits reliable evidence on
the effectiveness of the intervention. However, the findings of the feasibility study can help
to inform a more structured trial of the training in future testing. Ideally, the effects of
training would be assessed in the context of a randomised controlled trial (RCT) which

provides reliable evidence on the effectiveness of interventions.
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6.3 Thesis implications

The findings from the studies in this thesis have important implications for theories
of depression, clinical practice, and recommendations for future research, which are

discussed below.

Theoretical implications

Measurement of depression

There are several findings from this thesis that add to the measurement of
depression literature. First, the good psychometric properties of the Thai MFQ support the
existing literature for the MFQ validation across cultures. The findings from this thesis
could be helpful for other countries where valid self-report measures for depression are
limited. Second, this thesis provides further evidence that the MFQ assess different
dimensions of depression in adolescents Thai and British samples. To date, only a few
studies have examined the factor structure of the MFQ. Although the MFQ was developed
to assess various aspects of depression symptoms such as affective, vegetative, cognitive,
and suicidality (Angold et al., 1995), several studies have supported a unidimensional
structure (Angold et al., 1995; Banh et al., 2012; Ferna’ndez-Marti’nez et al., 2020).
However, our data supported the five-factor model of the MFQ-C (Core Mood Symptoms,
Vegetative Symptoms, Suicidality, Cognitive Symptoms, and the Agitated Distress) in line
with the MFQ-P proposed by Jeffreys et al. (2016). Multidimensional aspects of depression

of the MFQ may provide valuable information to clinicians and researchers when rating
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the severity of depression and increase the probability of finding better treatment choices

(Vares et al., 2015).

Furthermore, the empirical evidence of cross-cultural measurement invariance of
the MFQ (Chapter 4) could fill an important gap in the limited cross-cultural measurement
invariance across cultures of the MFQ. The MFQ could potentially be used in research on
epidemiology and symptomatology of depression in young people across cultures in future
studies. Last, the results reported in this thesis (Chapter 4) add to the literature on the MFQ
as a valid measure to use across male and female adolescents in Thailand and the UK.
Future studies should consider using the MFQ when they aim to compare depression

symptoms across male and female adolescents.

Cross-cultural experience and expression of adolescent depression

The analysis of the cross-cultural measurement invariance (Chapter 4) highlighted
that Thai and British adolescents appeared to respond to and interpret some MFQ items
differently (e.g. Item 10 ‘It was hard for me to make up my mind’, ‘I felt grumpy and cross
with my parents’, and ‘I thought I looked ugly”’). It is important to note that MFQ items
may measure the same mood and behaviour across groups, but that mood or behaviour can
have a different meaning for the different cultural groups. For example, suppose frequency
of irritability is indicative of the severity of depression in British adolescents but not in
Thai adolescents. If this indicator is on a scale to compare depression in Thai and British,
mean differences may mislead because irritability has little relation to depression in Thai

adolescents. In this example, Thai adolescents may score lower than British adolescents on
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the item ‘I felt grumpy and cross with my parents’ because they feel irritable less, but

irritability is not associated with depression in Thai adolescents in the first place.

One possible reason is that collectivistic cultures, such as Thailand, are relatively
less expressive of anger towards ingroups (i.e. family and peer) as this can be perceived as
inappropriate, and emotional suppression is encouraged, especially with authority figures
(e.g. parents; Holmes & Tangtongtavy, 2000). Therefore, when using the Western-based
measures, it is essential to note that it may not reflect all aspects of depression that are
experienced in non-Western contexts. These conceptually different aspects of depression
experience generally coexist, require different diagnostic strategies, and call for a different
treatment plan (Kirmayer, 2001). Thus, exploring and understanding an individual’s
personal and cultural context to deliver an appropriate treatment plan is crucial (Kirmayer

et al., 2013).

Practical implications

Improving early identification of depression in adolescent

As reported in Chapter 3, the MFQ is a valid and reliable screening measure for
Thai adolescents. Using a validated depression screening measure with validated cut-off
scores that give low levels of ‘false positives’ and ‘false negatives' is an essential part of
detection in clinical practice (Anderson et al., 2018). High accuracy distinguishing between
depressed and non-depressed adolescents can save time from large numbers of referrals to
diagnosis and help clinicians determine possible intervention options and monitor their

treatment outcomes.
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Furthermore, early detection of warning signs of pre-onset of depression by
adolescents themselves may lead to effective prevention implementation in community
settings, e.g. schools (Kwaunpanomporn, 2017). Identification of depression can lead to a
possibility of significantly diminishing the negative consequences of depression. Screening

for depression in schools is a viable way to identify students in need (Fazel et al., 2014).

In the student care and support system in Thailand (1991), teachers are well placed
in the early identification of mental health issues in students. However, subject teachers
mentioned they use the SDQ to assess students’ mental health problems, but there is no
clear guideline about what do to with the data. Likewise, most guidance teachers did not
use valid-self report depression symptom measures. Therefore, providing the MFQ, which
is easy and practical, is needed to detect depression risk for adolescents in schools. Students
who are identified in school are likely to receive parental, school support, and referral to
mental health services (Anderson et al., 2018; Kwaunpanomporn, 2017). This assessment
could focus on students who present themselves to the guidance office or are referred by
classroom teachers due to concern about mental health problems. The MFQ could therefore
be used as a part of universal screening for depression in schools. However, for this to be
helpful, teachers will need training to help them improve understanding and awareness of
adolescent depression, learning how to use and interpret the MFQ scores, and to identify

and refer students to mental health services.

Promoting mental health education in schools

Typically, mental health knowledge tends to be higher in Western cultures than

non-Western ones, particularly in LMICs (Angermeyer & Dietrich, 2006; Eustache et al.,
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2017). Limited community awareness of mental health is one of the main challenges
accessing mental health care in LMICs (Wainberg et al., 2017). Given that, investment in
dissemination and implementation in mental health promotion interventions in the
community is critical. Furthermore, implementing prevention programmes to decrease the
incidence of mental disorders is one of the main priorities to diminish the mental health
gap and improve access to high-quality mental health services globally (Wainberg et al.,

2017).

Lack of mental health resources for young people in Thailand could inform mental
health education intervention aiming at schools. Although 11% of adolescents reported
elevated symptoms of depression on the MFQ (Chapter 3), most teachers said that they
found it difficult to recognise depression symptoms because they were internal and
subjective (Chapter 5a). The results reported in this thesis (Chapter 5a) highlighted that
mental health education about depression needed to be improved for teachers in Thailand
so that they were better equipped with methods for reaching out to students who may be
developing depression and more confident supporting students in need. Providing school
staff training on mental health well-being is paramount to ensuring support for students

suffering and teachers’ own mental health.

Increasing mental health education in schools on a larger scale, may help to
promote early identification of mental health disorders, enhance help-seeking behaviours,
and reduce discrimination and stigma toward those living with mental health problems
(Gulliver et al., 2010; Kutcher et al., 2013). Due to the accuracy, easy
administration/scoring, and good levels of sensitivity and specificity, the Thai MFQ has

the potential to be introduced and integrated in the future training for teachers to use in
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school settings as a measure to screen for depression. Despite the growing universal
demand in school-based mental health education to improve mental health knowledge and
literacy in prevention and provide initial intervention for adolescents in schools, this is the
first study to develop and evaluate the mental health education training about depression

for teachers in Thailand.

Chapter 5b findings also provide support for the continued development and
evaluation of school-based mental health education for teachers to be the proper training
for teachers at pre-qualification or following qualification in the future. In addition,
implementing a mental health policy in the schools is also needed, which aim to guide all
stakeholders on the importance of promoting mental health. Investment in a research
capacity for implementation and policy change contribute to and provide support for

students who need helps (Zhou et al., 2020).

6.4 Recommendations for future research

Several matters are arising from the current research and suggest that further study

would be useful. These include:

Identification of depression in adolescents

Our findings highlighted several possibilities for future research. First, the MFQ
should be re-evaluated in other settings. The findings of psychometric properties and the
optimal cut-off score of the MFQ in this study were based on adolescents from the

community. Therefore, future research should validate a Thai MFQ in other settings, e.g.
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primary care and clinical settings, where the prevalence of depression is expected to be

higher.

Construct validity of the MFQ

Although the MFQ has been validated in different socio-cultural contexts, only a
few studies examined the factorial structure of the MFQ. It has been suggested that the
MFQ Child version is a unidimensional structure that measures a single construct (i.e.
depression). However, in Chapter 4, both Thai and British samples failed to meet the
goodness-of-fit criteria of unidimensionality required by the single-factor model of the
MFQ. Our findings supported the five-factor model of the MFQ in both Thai and British
samples (Core Symptoms, Vegetative Symptoms, Suicidality, Cognitive Symptoms, and
Agitated Distress), meaning that the MFQ is well represented by a multidimensional scale.
As this is the first study that proposed the multidimensional structure of the MFQ Child
version, further study should consider evaluating the five-factor model of the MFQ child
version in other contexts. The factorial structure of the MFQ child version has been mixed

so it is important issue that requires further study.

School-based mental health intervention

In Chapter 5b, our preliminary findings supported the feasibility and acceptability
of teachers' mental health education training. However, this feasibility study offers an early
stage of the training programme, further evaluation of the training programme is needed
before it widely delivers to teachers throughout Thailand. Robust study methodologies and
valid measurement tools in the field are needed. Next steps require a scaling up to a larger

number of teachers, e.g. pilot study and randomised controlled trial (RCT) to assess the
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programme's effectiveness, including a follow-up measurement of participants’ concepts,

to establish if knowledge acquired during the session is sustained (Eldridge et al., 2016).

6.5 Conclusion

Depression is the most common mental health disorder in adolescents worldwide.
Despite this, and similarly to many other countries, there has been limited investment in
mental health care for young people in Thailand. This thesis provides a detailed account of
Thai adolescent depression and addresses the gap between need and resources in Thailand.
We aimed to provide a self-report measure to identify depression symptoms in Thai young
people. Providing this may help to meet some of the mental health needs of Thai
adolescents by helping to identify young people who are at elevated risk of having
depression. Beyond this, increased awareness of adolescent depression and the
development of teaching training may help support evidence-based mental health

education for teachers in Thai schools to support adolescents with depression.

Translation and adaptation of standardised measures of depression are efficient
solutions for the lack of available instruments (Widenfelt et al., 2005). However, there is a
concern in adapting depression measures that have been developed in Western countries
and validated in the English-speaking population because these measures may not be valid
when used in non-Western countries. In Chapter 3, the Mood and Feelings Questionnaire
(MFQ) was translated and examined a range of psychometric properties and determined its
optimal cut-off score. The Thai MFQ had excellent psychometric properties and was
excellent at discriminating adolescents with and without depression. Therefore, the MFQ

is a valid and appropriate community screening measure for adolescent depression in
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Thailand. Early identification of depression by using valid screening measures could help
adolescents in the community benefit from further professional help. It also might be
beneficial to practitioners working in primary care and mental health settings. Furthermore,
factorial structure and the measurement invariance across gender and culture of the MFQ
were also examined in Chapter 4. Our findings highlighted that the MFQ could be
potentially used in epidemiology and symptomatology of depression in young people

across gender and cultures in future studies.

Regarding to challenges in mental health resources in Thailand, including lack of
awareness in the community, limited human and resources, and insufficient
implementation research infrastructure to evaluate mental health interventions to meet
local population needs. Our findings suggest that investment in disseminating and
implementing mental health promotion interventions in the community is critical to
challenge these barriers. Therefore, the evidence-based mental health education training
for secondary school teachers in Thailand was developed and delivered in a one-day
session. The findings suggest that the training was successfully developed and highly
acceptable to Thai teachers. This can help to identify a most promising format that is more
likely to succeed in future testing and can be implemented for teachers at pre-qualification

or following qualification in the future.
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7.1 Appendix 1: Ethics committee approval letters (English and Thai versions)

Appendix 1.1: School Research Ethics Committee, School of Psychology and Clinical
Language Sciences approval letter (SREC 2018/105) — Paper 1

Appendix 1.2: Chiang Mai University Research Ethics Committee (CMUREC 61/073) —
Paper 1

Appendix 1.3: School Research Ethics Committee, School of Psychology and Clinical

Language Sciences approval letter (SREC 2019/095) — Paper 3
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Appendix 1.1: School Research Ethics Committee, School of Psychology and

Clinical Language Sciences approval letter (SREC 2018/105) - Paper 1

New Application: Mental health in Thai adolescents 2018-105-SR

PCLS Ethics
S k<
e Mon 10/09/2018 08:39 & © ) ?

To: Manthaka Fuseekul
Co: Shirley Reynolds

Hi Nanthaka

Your study was submitted for approval at school level - SREC — and was approved by Peter Cooper to go ahead. His email below
is the official confirmation that you need for this.

You don’t need to apply to UREC.

Many thanks

Liz

Liz White

Executive Support Administrator to Professors Cathy Creswell and Jonathan Hill
Ethics Administrator

School of Psychology and Clinical Language Sciences, Earley Gate, Reading. RG6 6AL

e.m.white@reading.ac.uk | Telephone: +(44) 0 118 378 5539 | www.reading.ac.uk

(For SatNav, please use post code RGE 7BE for Earley Gata)

New Application: Mental health in Thai adolescents 2018-105-SR

From: Peter Cooper

Sent: 04 September 2018 10:25

To: PCLS Ethics; Carmel Houston-Price

Subject: Re: New Application: Mental health in Thai adolescents 2018-105-5R

Dear Liz

| have read this submission and | feel all ethical issues have been well covered and | am happy for this study to go ahead.
All the best

Peter
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Appendix 1.2: Chiang Mai University Research Ethics Committee (CMUREC

61/073) -- Paper 1

COA No. 044/61 CMUREC No. 61/073
MNRDSUSBINISRITNISYETINIATINTSITE
(Certificate of Approval)

felasanis: nazgeaAsresis T min@uimnluaonaen

Project title: Mental health among adolescents in Chiang Mai and Phayao, Thailand
\

HAdenan: Hunm Wana

Principal Investigator: Nanthaka Fuseekul

Nafiemsagm: anzAnuImand siendadesinl

Affiliation: Faculty of Education, Chiang Mai University

ABN1sUNIU (Reviewed Method): m‘iﬂﬁ'l‘im'ﬂnﬂnmsnﬁun'ﬁLﬁn‘qn (Full board)

BNANTTUTE: 1. Tasednan1ase

Document reviewed: 2. mnmi’nruqav}tiﬁ‘iqumiﬁ{uﬁw%’wﬁunmm s 1-2

3. wnasBusefiindannsidedmiudinery 8 1 - sndn 18 1 daudt 1-2

4. wivdeuamnamatrstalunadndann1sddey dmiufineny 8 0 - dindn 18 1 sasit 1-2
5. wulssiuaaniuazANidn

6. wuusziiugaudunsqadon

7. woudnnisantas el

8. K-SADS-PL Screen Interview

9. Uszatantinlasen1side

AnNIINNIT3EsssmsATeTuay uviivends @estna sesusasinlasenisddudananndinedil¥suntsiuses
nsfe1snnslesssalasinisddy muuw:mwﬁ'nﬂ%ﬂﬁﬁunqﬁﬁ’afunuﬁu‘lumm‘spumnﬂ Thur Yszniegadad una
MIMIURTAMTASEIARINTA uareeAN

This is to certify that Chiang Mai University Research Ethics Committee has reviewed and approved the above research
protocol based on international guidelines for human research protection including the Declaration of Helsinki, International
Conference on Harmonization in Good Clinical Practice (ICH-GCP) and The Belmont Report.

[N (Signed).... e
(Hgsrmans19rsd as. daas deuigly)
Uszau
ANENTIINNITLE9INNITATE TuAn aAnendeBesnl
Chairperson
Chiang Mai University Research Ethics Committee

Fufifiansnafiansonedusaan: 28 fugew 2561 Famnnang: 27 e 2562
Date of approval: 28 September 2018 Date of expiration: 27 September 2019
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Appendix 1.3: School Research Ethics Committee, School of Psychology and

Clinical Language Sciences approval letter (SREC 2019/095) -- Paper 3

New Ethics Application: Supporting Students with depression In Thai Schools. 2019-150-FO Bav

PCLS Ethics
Mon 11/11/2019 09:47

To: MNanthaka Fuseekul
Ce: Faith Orchard; Shirley Reynolds

Hi Nanthaka

| am pleased to inform you that this project (2019-150-FO) has been reviewed by the School Research Ethics Committee and has
been given a favourable ethical opinion for conduct. The project may proceed.

Many thanks
Liz

Liz White
Executive Support Administrator to PCLS Research Ethics

School of Psychology and Clinical Language Sciences, Earley Gate, Reading. RG6 6AL
pclsethics @reading.ac.uk | Telephone: +(44) 0 118 378 5539 | www.reading.ac.uk

(For SatNav, please use post code AGE 7BE for Earley Gata)
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7.2 Appendix 2: Information sheets for schools, parents and adolescents (English

and Thai versions)

Appendix 2.1: Invitation letter for schools — Paper 1

Appendix 2.2: Information Sheet for Parents Part 1 — Paper 1

Appendix 2.3: Information Sheets for Adolescents Aged 12 -18 years old Part 1 — Paper 1
Appendix 2.4: Information Sheet for Parents Part 2 — Paper 1

Appendix 2.5: Information Sheets for Adolescents Aged 12 -18 years old Part 2 — Paper 1
Appendix 2.6: Debrief Form Part 1— Paper 1

Appendix 2.7: Debrief Form Part 2 — Paper 1

Appendix 2.8: Sources of Support (Part 1& Part2) — Paper 1

Appendix 2.9: Information Sheet for teachers (interview) — Paper 3

Appendix 2.10: Information Sheet for teachers Part 1 — Paper 3

Appendix 2.11: Information Sheet for schools Part 2 — Paper 3

Appendix 2.12: Information Sheet for teachers Part 2 — Paper 3
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Appendix 2.1: Invitation letter for schools - Paper 1

School of Psychology and Clinical Language Sciences @ UniverSity Of

Reading

University of Reading
Harry Pitt Building
Whiteknights Road
Reading RG6 6AL

HEAD TEACHER INFORMATION SHEET
Project Title: Mental Health in Thai Adolescents
Dear, (name of head teacher)

My name is Nanthaka Fuseekul. I am a PhD student at the School of Psychology
and Clinical Language Sciences, University of Reading, UK. As part of my study I am
carrying out research which aims to estimate the rates of mental health issues among
adolescents aged 12 -18 years old in Thailand. The study will also explore how
depression is experienced and expressed by Thai adolescents. The information from the
study will help us better recognize and understand depressive symptoms in young people.

I am hoping to recruit approximately 1,000 young people from Thailand.

I am writing to ask for permission to recruit students currently enrolled at your
school. I would like to invite them to take part in my study. I would also need help to
send parental consent letters in order to gain parental permission for their child to take
part in the study. Attached to this letter is an information sheet about the study. This gives
more details about exactly what is involved. This letter provides a brief summary of what
students would be asked to do so that you can consider if this could work in your school.

If you would like to know more or are not sure if this is something your school can help
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with I would be very pleased to talk to you by phone or face to face, or to discuss further

over email or skype.

Brief Summary:

The study will collect data in two parts. In Part 1, students will complete paper
questionnaires in class during school hours. These ask about their mood and feelings.
These questions will take students about 40 minutes to complete. Students will also be
asked if they are willing to be contacted about the next part of our research study. In Part
2, I will contact a small group of students (130) who have expressed interest in the next
part of our research. I will meet them individually at school and interview them using a
semi-structured diagnosis interview. This will take approximately 45 minutes to 1 hour.
Moreover, I would need your permission to complete the study during school hours and

have access to an appropriate space in which to conduct the interviews in Part 2.

I very much hope you will be interested in discuss this further. Please let me know if you
require further information. You contact me by letter or email. With many thanks for

your time.
Regards,
................................................... (Signature)

Nanthaka Fuseekul

.............. O S
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Invitation letter for schools - Paper 1 (Thai version)
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Appendix 2.2: Information Sheet for Parents Part 1- Paper 1

School of Psychology and Clinical Language Sciences University Of
University of Reading @ Rea d i ng

Harry Pitt Building
Whiteknights Road
Reading RG6 6AL

INFORMATION SHEETS FOR PARENTS

Project Title: Mental Health in Thai Adolescents Part 1
Dear Parent

My name is Nanthaka Fuseekul. I am doing research in Thailand to find out more about
the mental health of young people aged 12-18. I am writing to you to invite your son or
daughter to take part. This information sheet describes the aims of the study and what
your son or daughter would be asked to do if they take part. As your son or daughter is
under 18 years of age it is important that you agree that they can take part- this is called
giving ‘consent’. Please get in touch with me if you have any questions about the

research study.
The purpose of the study

This study aims to investigate the rates of depressive symptoms among adolescents in
Thailand. It will also explore how depression is experienced and expressed by depressed
Thai adolescents. This will help us to better recognize and understand depressive

symptoms in young people and provide help in the right way.
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Why are we inviting your son/daughter to take part?

The study is part of a programme of research about well-being in young people based at
the University of Reading, United Kingdom. We want to find out more about the mental
health and well-being of young people who live in Thailand. This will help us develop

and provide services for young people to help them fulfil their potential.

We are working with a number of schools in Thailand, including the school your son or
daughter attends. At those schools all students aged 12 to 18 years will be invited to take
part in the research. Taking part in this study is completely voluntary; your son or
daughter may withdraw at any time without having to give a reason. Please feel free to
ask any questions that you may have about this study at any point. If your child is aged
between 12 and 18 years old and you are happy for them to take part in the research
please sign and return the parental consent form to the school. You can also contact the
school or me by telephone or email. If you give consent for your son or daughter to take
part in the research they will also be asked if they are happy to take part. If you or your
child change your minds about taking part and want to withdraw from the study you can

do this at any time.

What are the possible advantages of taking part?

The young people who take part in this research will be asked questions about their well-
being and mental health. In addition, they will be given information, resources and tools
to help promote well-being. They will experience university-based research and if the
school agrees I am happy to talk to groups or classes of young people about the research

and our findings. We hope that the information obtained from this study will help to
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improve our understanding of well-being and mental health in Thai adolescents and help

improve services for young people and their families.
What will happen if your child does take part?

The study will be conducted during the school day. Your child will be asked to fill out a
questionnaire about their mood and feelings. This will take around 50 minutes to

complete and be done in the classroom.
What are the possible risks of taking part?

The young people who take part in this research will be asked questions about their
moods and emotions. For some young people this might draw their attention to some
upsetting thoughts but these are usually temporary. Young people do not have to answer
any questions they do not want to and they can stop the researcher at any time. They will
be able to talk to the researcher and ask any questions. They will also be encouraged to

discuss the research with their family and friends.
What if there is a problem?

If you have any concerns about the study or you feel unhappy with the study, you can
contact Nanthaka Fuseekul, the researcher, Professor Shirley Reynolds, the supervisor of

this project or the head teacher of the school.
Will the information obtained in this study be kept confidential?

Yes. All the information collected from your son or daughter will be anonymous and
confidential. Your son or daughter’s name will not be kept with their responses — we will
use an identification number for each young person. Data stored on computer will not

have names or information that could identify any student. The data collected from your
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son or daughter’s in this study will be preserved and made available in anonymized form,
so that the data can be consulted and re-used by others. All computer data will be kept

securely on a University of Reading server and password protected.

Occasionally young people may report thinking about harming themselves or others. If
this happens the researcher will immediately inform a member of the school staff who is
responsible for the well-being of students. They will then follow the standard school

policies to support that student.
What will happen to the results of the research study?

The results of the research will be present as part of a doctoral thesis. The results may
also be published in scientific journals. We will also will make the digital data available
to other researchers in anonymized form. No personal information will be kept or shared.

We will be happy to send you a summary of our results.
Who has reviewed the study?

To protect your interests this application has been reviewed by the University of
Reading Research Ethics Committee, UK and the Chiang Mai University Research
Ethic Committee, Thailand, and have been given a favourable ethical opinion for
conduct to protect your interest. Everyone working on this study has been through the
formal Criminal Records Bureau Disclosure process and has been approved by the
School of Psychology at the University of Reading to work with children and

adolescents.
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An opportunity to take part in the next stage of the research

Whilst your son/daughter is completing the questionnaires, they have the option to give
us their contact details so they can take part in the next stage of the study. This will also
take place at the school and will involve talking about their mood and feeling. About 90
young people will take part, and they will receive a self-help book set as a thank you

gift for their time.
Any Question?

If you have any questions about the study, please feel free to contact me or my supervisor

(Professor Shirley Reynolds) by phone or email.

Thank you very much,
Nanthaka Fuseekul (Researcher) email:
Prof. Shirley Reynolds (Supervisor) email:

................................................... (Signature)

Nanthaka Fuseekul

.............. Y S
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Information Sheet for Parents Part 1- Paper 1 (Thai version)
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Appendix 2.3: Information Sheets for Adolescents Aged 12 -18 years old Part 1 -
Paper 1

School of Psychology and Clinical Language Sciences UniverSi ty 0 f
University of Reading o

Harry Pitt Building @ Read In g
Whiteknights Road

Reading RG6 6AL

INFORMATION SHEETS FOR ADOLESCENTS AGED 12 -18 YEARS
Project title: Mental Health in Thai Adolescents Part 1

Hello, my name is Nanthaka Fuseekul and I am inviting you to take part in a research

study.
Why is this project being done?

We want to find out about how young people in Thailand experience low mood and
depression. Depression is quite common amongst young people but we do not understand
very much about it. This research will help us understand depression and develop better

ways to improve well-being and to help young people who experience depression.
Why have I been asked to take part?

We want to ask young people aged 12 to 18 about their experiences and you are in this
age group. You have been invited to take part because your school has agreed to support

this project.
Do I have to take part?
No. Taking part in this study is completely voluntary, you do not have to take part. Also,

if you agree to take part, you still can withdraw at any time without having to give a
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reason. Please feel free to ask any questions that you may have about this study at any

point.
What will happen if I take part in the project?

If you take part in the project, you will be asked to complete some questions about your

thoughts, feelings and behaviours. This will take about 50 minutes during class time.
Might anything about the research upset me?

Some of the questions are personal and ask about your positive and negative feelings.
Sometimes this can make people feel a bit uncomfortable or upset. Usually this is does
not last long. If you feel upset or unhappy you can stop the research immediately. You

can also talk to me, a teacher or your family and friends.
Will my information be kept private if I take part?

All information you tell me will be kept confidential and securely stored. Your name will
not be stored with your answers. [ will use an identification number for each young
person so that no one can link what you tell me. The data collected from you in this study
will be preserved and made available in anonymized form, so that the data can be

consulted and re-used by others. No personal information will be kept or shared.

However, if you tell us something that makes us worried about your safety or someone

else’s safety I will share this information with a teacher at your school who can help you.
Did anyone else check the project is okay to do?

Before any research is allowed, it has to be checked by a group of people called an Ethics

Committee. They make sure the research is safe. This study has been looked at by The
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Chiang Mai University Research Ethic committee, Thailand and The University of

Reading Ethics Committee, UK and they were happy for it to go ahead.
An opportunity to take part in more research

After we receive your questionnaire I will invite around 90 young people to meet me and
take part in an individual interview. This will take about 45- 60 minutes. If you are
interested in this I will ask you to give us your contact details. Everyone who takes part in

the interview (Part2) will receive a self-help book as a thank you for your time.
Is there any Incentive for participation in the study?

Everyone who completes the questionnaires will receive a folder and pencil as a thank

you gift.
Any Question?

If you have any questions about the study, please feel free to contact me or my supervisor

Professor Shirley Reynolds by phone or email.

Contact Details
Nanthaka Fuseekul (Researcher) email:
Prof. Shirley Reynolds (Supervisor) email:
................................................... (Signature)
Nanthaka Fuseekul
e [ /...
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Information Sheets for Adolescents Aged 12 -18 years old Part 1 -Paper 1 (Thai

version)
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Appendix 2.4: Information Sheet for Parents Part 2 - Paper 1

School of Psychology and Clinical Language Sciences

University of Reading UniVEI'Si.ty Of
Harry Pitt Building Re a d in g

Whiteknights Road
Reading RG6 6AL

INFORMATION SHEETS FOR PARENTS
Project title: Mental Health in Thai Adolescents Part2
Dear parent/ guardian,

Your son or daughter has already helped us with our study and agreed to take part
in the second stage. This information sheet is to help you support your child to decide

whether to be part of the next stage of the study.
The purpose of the study

This study aims to explore how depression is experienced and expressed by young people
in Thailand. This will help us better recognize and understand depressive symptoms in
Thai adolescents. We hope that it will help us understand how it develops, the associated
factors, and the key symptoms of depression as well as how Thai adolescents interpret it.
Then we will develop ways to prevent and help young people who suffer from depression

in appropriate way.
Why are we inviting your son/daughter to take part?

Your son or daughter school has agreed to help us with this research. Your child took part
in Part 1 of this study and filled in some questionnaires. They indicated that they would
be interested in taking part in the next stage of the study. Taking part in this study is

completely voluntary; your child may withdraw at any time without having to give any
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reason. Because your son or daughter is under 18 years old they need your written
consent to take part. If you agree that they can take part please sign and return the consent
form overleaf to the school or the researcher via post or email. If you provide consent we
will also check that your child is happy to take part in the study. They can also withdraw

at any time without having to give any reason.
What are the possible advantages of taking part in the research?

The young people who take part in this research will have opportunity to explore and
discuss their well-being and mental health with a researcher. They will also be given

information, resources and tools to help their well-being.
What will happen if your child agreed to take part?

The study will be conducted during school day. During the interview, your child will be
asked more detailed questions about their mood and feelings. The interview will be audio
recorded so that the information is correctly collected. After the interview has been

transcribed the audio will be destroyed.
What are the possible risks of taking part?

The young people who take part in this research will be asked questions about their
moods and emotions. There may be some feelings of psychological discomfort associated
with sharing information about negative thoughts and feelings. The researcher is trained
to support young people in the research and they can stop the research at any time or not
answer any questions that they do not want to. All young people will be given the
opportunity to talk to the researcher during the interview or afterwards. They will also be

encouraged to discuss the research with their family and friends.
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What if there is a problem?

If you have any concerns about the study you can contact Nanthaka Fuseekul, the
researcher or Professor Shirley Reynolds, the supervisor of this project or the head

teacher of the school.

Will the information obtained in this study be kept confidential?

Yes. All the information collected from your son or daughter will be anonymous and
confidential. Your son or daughter’s name will not be kept with their responses — we will
use an identification number for each young person. Data stored on computer will not
have names or information that could identify any student. The data collected from your
son or daughter in this study will be preserved and made available in anonymized form,
so that the data can be consulted and re-used by others. All computer data will be kept
securely on a University of Reading server and password protected. Occasionally young
people may report thinking about harming themselves or others. If this happens the
researcher will immediately inform a member of the school staff who is responsible for
the well-being of students. They will then follow the standard school policies to support

that students.

What will happen to the results of the research study?

The results of the research will be present as part of a doctoral thesis. It may also be
published in scientific journals. We will make the anonymized data available to other
researchers who work in this area. No personal information will be stored or shared. We

will be happy to send you a summary of our results.

Who has reviewed the study?
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This application has been reviewed and given a favourable opinion by the University of
Reading Research Ethics Committee, UK and the Chiang Mai University Research
Ethic Committee, Thailand, to protect your interest. Everyone working on this study has
been through the formal Criminal Records Bureau Disclosure process and has been
approved by the School of Psychology at the University of Reading to work with

children and adolescents.
Is there any Incentive for participation in the study?

The participants who take part in the interview will receive a mental health booklet as a

thank you gift for their time.
Any Question?

If you have any questions about the study, please feel free to contact me or my supervisor

(Professor Shirley Reynolds) by phone or email.

Contact Details
Nanthaka Fuseekul (Researcher) email:
Prof.Shirley Reynolds (Supervisor) email:
................................................... (Signature)
Nanthaka Fuseekul
.............. oviiiniiiiiiniinnad
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Information Sheet for Parents Part 2 - Paper 1 (Thai version)
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Appendix 2.5: Information Sheets for Adolescents Aged 12 -18 years old Part 2 -
Paper 1

School of Psychology and Clinical Language Sciences . .
University of Reading @ UnIVEI‘SIty Of

Harry Pitt Building Rea d i ng

Whiteknights Road
Reading RG6 6AL

INFORMATION SHEETS FOR ADOLESCENTS AGED 12 -18 years
Project title: Mental Health in Thai Adolescents Part 2
I am inviting you to take part in a study we are doing.
Why is this project being done?

As you might remember we are interested in how mood problems are experienced and
expressed by adolescents. This will help us better recognize and understand the

symptoms of depression in young people.
Why have I been asked to take part?

You took part in Part 1 in the study and filled out some questionnaires. As you might

remember, you told us that you were interested in taking part in Part 2.
Do I have to take part?

No. Taking part in this study is completely voluntary, you do not have to take part. Also,
if you agree to take part, you still can withdraw at any time without having to give a
reason. Please feel free to ask any questions that you may have about this study at any

point.
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What will happen if I take part in the project?

If you take part in the project, you will be asked to take part in an interview with the
research. This will take up to 45-60 minutes to complete. I will audio record our meeting
to help me collect accurate data. After I have transcribed the interview I will destroy the

audio tape.
Might anything about the research upset me?

Some of the questions are personal and asking about your feelings. If you feel upset or

uncomfortable, you can stop the research immediately, at any time.

Will my information be kept private if I take part? Will anyone else know I'm doing

this?

All information you tell me will be kept confidential and securely stored. Your name will
not be stored with your answers. I will use an identification number for each young
person so that no one can link what you tell me. All the information you give me will be
stored on a computer at the University of Reading in the UK. The data collected from you
in this study will be preserved and made available in anonymized form, so that the data

can be consulted and re-used by others. No personal information will be given.

However, if you tell us something which makes us worried about your safety or someone
else we will pass on this information to a member of the school staff team who will be

able to help you.
Did anyone else check the project is okay to do?
Before any research is allowed, it has to be checked by a group of people called an Ethics

Committee. They make sure the research is safe. This study has been looked at by The
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Chiang Mai University Research Ethic committee, Thailand and The University of
Reading Ethics Committee, UK and they were happy for it to go ahead. Everyone
working on this study has been through the formal Disclosure Barring Service (DBS)
checks and has been approved by the School of Psychology, University of Reading to

work with young people.

Is there any Incentive for participation in the study?
You will receive a mental health booklet as a thank you gift.
Any Question?

If you have any questions about the study, please feel free to contact me or my supervisor

Professor Shirley Reynolds by phone or email.

Contact Details
Nanthaka Fuseekul (Researcher) email:
Prof.Shirley Reynolds (Supervisor) email:
................................................... (Signature)
Nanthaka Fuseekul
.............. ORIy SRR
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Information Sheets for Adolescents Aged 12 -18 years old Part 2 -Paper 1 (Thai

version)
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Appendix 2.6: Debrief Form Part 1 - Paper 1

School of Psychology and Clinical Language Sciences University Of
University of Reading °

Harry Pitt Building @ Rea d I ng
Whiteknights Road

Reading RG6 6AL

DEBRIEF FORM
Project Title: Mental Health in Thai Adolescents -Part 1

Thank you very much for helping me with this research. This study aims to
investigate the rates of depressive symptoms among adolescents in Thailand. It will also
explore how depression is experienced and expressed by depressed Thai adolescents.

This will help us to better recognize and understand depressive symptoms in young
people and provide help in the right way. Your answers will be kept confidential and your
data will be preserved in anonymized form. If at any point you wish to withdraw your
answers or ask any questions about this study please email me or my supervisors (contact
details above). The project was approved by the University of Reading research Ethics

Committee, UK and the Chiang Mai University Research Ethic Committee, Thailand.

We also asked you about your mood and feeling. Everyone’s feelings go up and
down from time to time. This is perfectly normal and nothing to worry about. Sometimes
we feel down for quite a while. If you are feeling down there are lots of people that can
help, for example, your parents, your sibling, a teacher or a friend. Sometimes it is useful
to talk to someone else so we have included information about other organizations that
can help young people. Please have a look at sources of support document. We hope you
have found it interesting. If you would like to know more about our results please let me

know. You can email me
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Debrief Form Part 1 (Thai version) - Paper 1
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Appendix 2.7: Debrief Form Part 2 - Paper 1
University of

Reading

School of Psychology and Clinical Language Sciences
University of Reading

Harry Pitt Building
Whiteknights Road
Reading RG6 6AL

DEBRIEF FORM

Project Title: Mental Health in Thai Adolescents -Part 2

Thank you very much for helping us with this research. As you know, I wanted to explore
how depression is experienced and expressed by young people in Thailand. This will help
us better recognize and understand depressive symptoms in Thai adolescents. The
questionnaires you filled in also tell us more about how this relates to your mood and

well-being.

The interview you completed also help us understand more about your experience and
expression of depression in Thai adolescents. This is very important because depression
is a problem for many adolescents and we want to develop better ways to identify

depression and to prevent it developing.

Your answers will be kept confidential and your data will be preserved in anonymized
form. If at any point you wish to withdraw your answers or ask any questions about this
study please email me or my supervisors (contact details above). The project was
approved by the University of Reading research Ethics Committee, UK and the Chiang
Mai University Research Ethic Committee, Thailand.

We hope you have found it interesting. If you would like to know more about our
results please let me know and I would be happy to send you a brief summary of what

we found. You can email me
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Debrief Form Part 2 (Thai version) - Paper 1
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Appendix 2.8 : Sources of Support (Part 1& Part2) - Paper 1

School of Psychology and Clinical Language Sciences

University of Reading University of
Harry Pitt Building Re a d i n g

Whiteknights Road
Reading RG6 6AL

SOURCES OF SUPPORT (Part 1 & Part2)
The young people who take part in this research will be asked questions about their
moods and emotions. For some young people this might draw their attention to some
upsetting thoughts. I am giving you information about different types of support that you

and/ or your friends might find useful.
Where to Find Support & Advice:
Department of Mental Health hotline 1323 or 1667

The DMH’s helpline is open 24/7, and even offers online consultations through their
Facebook page (facebook.com/pg/helpline1323) from 5-10pm. Note that the consultants
on the hotline, while professionally trained, are not medical professionals. Patients with

serious conditions are still encouraged to seek out help from mental health doctors.
Samaritans Thailand

Established in the UK in 1953, the Samaritans organization is a non-profit, volunteer-
based group with the aim of providing confidential emotional support. You can call 24
hours a day, 7 hours a week on 02-7136793 (Thai) or 02713-6791 (English) to speak to
understand volunteers willing to listen. The Samaritans are anonymous, which means you

don’t even have to give your real name.
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Primary Care Unit (PCUs)

No appointments are necessary for consultation. A typical visit lasts about 3-5 minutes.
Your GP will be able to offer support and advice on possible treatment options for any
mental health difficulties. You will be referred to access specialist care or appropriate

treatment when needed.
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Appendix 2.9: Information Sheet for teachers (interview) — Paper 3

School of Psychology and Clinical Language Sciences

University of Reading @ UnIVEI'SIt Of
Harry Pitt Building Re a d | n g

Whiteknights Road
Reading RG6 6AL

Information Sheet for Teachers

My name is Nanthaka Fuseekul. I am a PhD student at the School of Psychology and
Clinical Language Sciences, University of Reading, UK. As part of my study I am
carrying out research which aims to examine teachers' perceptions of current mental
health needs in schools. It is important to know the knowledge and training requirements
of teachers regarding the implementation of mental health practices to the adolescent with

symptoms of depression in schools.
If you agree to participate

If you agree to participate in this study you will be asked to take part in an interview with
the researcher (Nanthaka Fuseekul) via Skype or telephone, this will take approximately

45 — 60 minutes to complete. The questions will ask about your perceptions and attitudes
towards student’s mental health, the role of schools in supporting student’s mental health,

your knowledge, skills, and training needs.
What will happen to the results of the research study

The results of the research will be presented as part of a doctoral thesis and we will

publish our findings in scientific journals. No personal information will be given.
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Will the information obtained in this study by kept confidential?

All the information you tell me will be kept confidential and securely stored. The
interview data will be collected in form of anonymized transcripts of audio recordings
which will be kept on a password protected drive and only the research team can access.
Once the interview has been transcribed, the original recording will be deleted. However,

the consent forms will be kept for 5 years before disposal.

What are the possible risks of taking part?

This research is not likely to cause significant harm and risk to be involved in taking part
in this research. You will be asked questions about your experience as a teacher related
with supporting mental health for students in school. You can choose not to answer any
questions. You may also withdraw from a study for any reason at any point, without

penalty.

What are the possible benefits?

We hope that this research will help develop mental health training for teachers and more

support for students who have mental health problems.

Who has reviewed the study?

This study has been reviewed by the University of Reading Research Ethics Committee,

UK and has been given a favourable ethical opinion for conduct to protect your interest.

Is there any incentive for participation in the study?

You will receive an online shopping voucher value 400 Baht as a Thank you gift.
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Any Question?

If you have any questions about the study, please feel free to contact me or my

supervisors by email.

Contact details:

Nanthaka Fuseekul (Researcher)

Dr. Faith Orchard (Supervisor)

Prof. Shirley Reynolds (Supervisor)

email:

email:

email:
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Appendix 2.10: Information Sheet for teachers Part 1 — Paper 3

School of Psychology and Clinical Language Sciences

University of Reading UniVEI’Sity Of
Harry Pitt Building Re a d i n g

Whiteknights Road
Reading RG6 6AL

Online Survey Information Sheet Part 1

Project Title: Supporting Students with Depression at School: Teacher Perceptions

of Awareness, Roles, and Training Needs.

My name is Nanthaka Fuseekul. I am a PhD student at the School of Psychology and
Clinical Language Sciences, University of Reading, UK. As part of my study I am
carrying out research which aims to examine teachers' perceptions of current mental
health needs in schools. It is important to know more about teachers’ training and
knowledge of young people’s mental health and how schools can support young people

who have mental health problems.
If you agree to participate

If you agree to participate in this study you will be first asked to complete an online
survey, which will take approximately 10 — 15 minutes to complete. The questions will
ask about your perceptions and attitudes towards student’s mental health, the role of
schools in supporting student’s mental health, and your knowledge, skills, and training
needs. After you complete the survey you may be invited to take part in a skype interview

with the researcher.x
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What will happen to the results of the research study?

The results of the research will be presented as part of a PhD thesis. We will also publish
the key findings in scientific journals. Anonymised data from the study may also be
shared with by other authenticated researchers. No information that would identity you

will be shared or stored.

Will the information obtained in this study by kept confidential?

All the information collected from this online survey will be anonymous and confidential.
We will not collect your computer IP address, e-mail address or capture information that
your do not provide voluntarily. Neither your name nor any identifying information will
be asked on the survey. The anonymized data collected may be shared with other
researchers. All consent forms will be kept securely on password protected drive that can

only be accessed by the researcher team. This will be destroyed after 5 years.

What are the possible risks of taking part?

We do not expect any disadvantages or risks to be involved in taking part in this research.
You will be asked questions about your experience as a teacher. You can choose not to
answer any questions. You may also withdraw from a study for any reason at any point,

without penalty.

What are the possible benefits?

We hope that this research will help develop mental health training for teachers and more

support for students who have mental health problems.
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Who has reviewed the study?

This study has been reviewed by the University of Reading Research Ethics Committee,

UK and has been given a favourable ethical opinion for conduct to protect your interest.

An opportunity to take part in the next stage of the research

Whilst you are completing the questionnaires, you have the option to give us your contact
details so you can take part in the next stage of the study. This will be an interview via
Skype or telephone involve talking about your perception, knowledges, skills, and
training needs to support students with mental health needs. 12 teachers will be
interviewed; they will receive an online shopping voucher value £10 (400 Baht) as a

thank you gift for your time.

Is there any incentive for participation in the study?

If you complete the online survey you will get a chance to win online shopping voucher

value £5 (200 Baht) as a Thank you gift.

Any Question?

If you have any questions about the study, please feel free to contact me or my

supervisors by email.

Nanthaka Fuseekul (Researcher) email:
Dr. Faith Orchard (Supervisor) email:
Prof. Shirley Reynolds (Supervisor) email:

260



Information Sheet for teachers Part 1 (Thai version) — Paper 3
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Appendix 2.11: Information Sheet for Schools Part 2 — Paper 3
School of Psychology and Clinical Language Sciences . .
University of Reading @ Uan@rSlty Of

Harry Pitt Building Rea d i ng

Whiteknights Road
Reading RG6 6AL

Head Teacher Information Sheet
Project Title: Supporting Students with depression at School: Mental health

training programme for teachers
Dear Head Teacher,

My name is Nanthaka Fuseekul. I am a PhD student at the School of Psychology and
Clinical Language Sciences, University of Reading, UK. As part of my study I am
carrying out research which aims to assess the feasibility and acceptability of a mental

health training programme for teachers in Thailand. This training programme aims to

improve knowledge and skills of teachers to provide initial assistance to students who are

experiencing mental health problems. The information from the study will help us to
improve the mental health training for teachers and help them to provide appropriate

support and referral to professional help.

I am writing to ask for permission to recruit teachers currently working at your school.

am hoping to invite guidance teacher and class room teacher in your school who are

I

interested in taking part in the study. I would also need help to send an information sheet

and consent letter to teachers. Attached to this letter is the study information sheet. This

gives more details about exactly what is involved. If you would like to know more or are
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not sure if this is something your school could help with I would be very pleased to talk

to you by phone or email or skype.

Brief Summary:

The training will take place during the weekend (date would be confirmed later) at
Secondary Educational Service Area, Phayao, Thailand. Teachers who attend will be
asked to complete the pre-training questionnaire before the training starts. The course
will last for one-day (i.e. seven hours). One course will be designed for guidance teachers
and another will be designed for class room teachers. The effects of the training of

teachers in both groups will be evaluated using questionnaire post-training.

I very much hope you will be interested in discuss this further. Please let me know if you

require further information. You can contact me by email.

Many thanks for your time.

Regards,
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Appendix 2.12: Information Sheet for teachers Part 2 — Paper 3

School of Psychology and Clinical Language Sciences

University of Reading @ UniverSity Of
Harry Pitt Building R °
eading

Whiteknights Road
Reading
RG6 6AL

Information Sheet for Teacher Part 2
Project Title: Supporting Students with depression at School: Mental health
training programme for teachers

My name is Nanthaka Fuseekul. I am a PhD student at the School of Psychology and
Clinical Language Sciences, University of Reading, UK. As part of my study I am
carrying out research which aims to assess the feasibility and acceptability of a mental
health training programme for teachers in Thailand. This training programme aims to
improve knowledge and skills of teachers to provide initial assistance to students with
mental health problems. The information from the study will help us to improve the
mental health training for teachers so that they can provide appropriate support and
referral to professional help.
If you agree to participate
If you agree to participate in this study you will take part in one-day mental health
training for teachers. The training will include 3 parts; introduction to depression, the
signs of depression and supporting young people with depression. To help us evaluate
and develop the training you will be asked to complete questionnaire before and after the
training.
What will happen to the results of the research study?
The results of the research will be presented as part of a doctoral thesis and key findings

may be published in scientific journals. Anonymised data from the study may also be
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shared with by other authenticated researchers. No personal information will be published
in any form.

Will the information obtain in this study by kept confidential?

All the information you provide will be kept confidential and securely stored. You will
have a unique identification number, and this will be used to pair questionnaires you
complete before and after the training session. The anonymized data collected may be
shared with other researchers. However, the consent forms will be kept for 5 years before
disposal.

What are the possible risks of taking part?

This research is not likely to cause significant harm and risk to be involved in taking part
in this research. You can choose not to participate in any activities that you do not like.
You may also withdraw from a study for any reason at any point, without penalty.

What are the possible benefits?

We hope that this research will help develop mental health training for teachers and more
support for students who have mental health problems.

Who has reviewed the study?

This study has been reviewed by the University of Reading Research Ethics Committee,
UK and has been given a favourable ethical opinion for conduct to protect your interest.
Is there any Incentive for participation in the study?

This is a free training (refreshments provided). You will also receive mental health

training materials as a Thank you gift.
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Any Question?

If you have any questions about the study, please feel free to contact me or my supervisor

by email.

Nanthaka Fuseekul (Researcher) email:
Dr. Faith Orchard (Supervisor) email:
Prof. Shirley Reynolds (Supervisor) email:
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Information Sheet for teachers Part 2 (Thai version) — Paper 3
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7.3 Appendix 3: Consent and assent forms (English and Thai versions)

Appendix 3.1: Parent Consent Form Adolescent aged 8-18 years old Part 1 —Paper 1
Appendix 3.2: Assent Form for Adolescents Aged 8-18 years old Part 1 —Paper 1
Appendix 3.3: Parent Consent Form for Adolescents aged 8-18 years old Part 2 —Paper 1
Appendix 3.4: Assent Form for Adolescents Aged 8-18 years old Part 2 —Paper 1
Appendix 3.5: Consent Form (interview) — Paper 3

Appendix 3.6: Consent Form for Teachers Part 1 — Paper 3

Appendix 3.6: Consent Form for Teachers Part 2 — Paper 3
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Appendix 3.1: Parent Consent Form Adolescent aged 8-18 years old Part 1 —Paper 1

School of Psychology and Clinical Language Sciences

University of llideading @ UniverSity of
Harry Pitt Building R :
eading

Whiteknights Road
Reading RG6 6AL

PARENT CONSENT FORM FOR ADOLESCENTS AGED 8-18
Project title: Mental Health in Thai Adolescents (Part 1)

(Please initial each box)

1. I confirm that [ have read and understand the Information Sheet for the

above study and that I have had the opportunity to consider the information.

2. Tunderstand that my son/daughter’s participation is voluntary and that

we are free to withdraw at any time

3. I agree that my child can be audio-recorded. I understand that this recording

will be heard only by members of the research team and they will be

destroyed at the end of the research study.

4. I agree for my son/daughter to take part in the above study.

5. I understand that the data collected from my son/daughter in this study

will be preserved and made available in anonymized form, so that they

can be consulted and re-used by others.

Your child’s name:

Y our name:
Signature: Date:
Name of Researcher:  Nanthaka Fuseekul Date: _
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Parent Consent Form Adolescent aged 8-18 years old Part 1 (Thai version)

AF 07-09
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Appendix 3.2: Assent Form for Adolescents Aged 8-18 years old Part 1 —Paper 1

School of Psychology and Clinical Language Sciences

University of Reading UniVEI‘Sity Of
Harry Pitt Building R e a d i n g

Whiteknights Road
Reading
RG6 6AL

ASSENT FORM FOR ADOLESCENTS
AGED 8-18
(to be completed by the youngperson)
Project title: Mental Health in Thai Adolescents (Part 1)

Please circle all you agree with (yes or no):

Have you read (or had read to you) the information about this project? YES/NO
Has somebody explained this project to you? YES/NO
Do you understand what this project is about? YES/NO
Have you asked all the questions you want? YES/NO
Have you had all your questions answered in a way you understand? YES/NO
Do you understand it is okay to stop taking part at any time? YES/NO
Are you happy to take part? YES/NO

Do you understand that your data will be preserved and made available in

anonymized form? YES/NO

PLEASE SIGN YOUR NAME HERE IF YOU ARE HAPPY TO TAKE PART:

Name:

Date:
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We are also running another study, and if you are selected, you will receive a

self-help book set!

If you are interested in taking part please give us your contact details:
Phone

Number:

Email

Address:

Please circle how you would rather be contacted? Text/ Phone Call/
Email

The person you have spoken to needs to sign this too:

Print Name: Nanthaka Fuseekul

Sign:

Date:
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Assent Form for Adolescents Aged 8-18 years old Part 1 (Thai version)

AF 07-09
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Appendix 3.3: Parent Consent Form for Adolescents aged 8-18 years old Part 2

School of Psychology and Clinical Language Sciences
University of Reading UniVEI'Sity Of
Harry Pitt Building Readin g

Whiteknights Road
Reading RG6 6AL

PARENT CONSENT FORM FOR ADOLESCENTS AGED 8-18 YEARS
Project title: Mental Health in Thai Adolescents Part 2

(Please initial each box)

1. I confirm that I have read and understand the Information Sheet for the above

study and that I have had the opportunity to consider the information.

2. I understand that my son/daughter’s participation is voluntary and that we

are free to withdraw at any time

3. I agree that my child can be audio-recorded. I understand that this recording

will be heard only by members of the research team and they will be destroyed

at the end of the research study.

4. I agree for my son/daughter to take part in the above study.

5. I understand that the data collected from my son/daughter in this study will be

preserved and made available in anonymized form, so that they can be

consulted and re-used by others.

The study was reviewed and given a favourable ethical opinion for conduct by The
Chiang Mai University Research Ethic committee, Thailand and School Research Ethics
Committee, School of Psychology and Clinical Language Sciences, University of

Reading, the UK.
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Your child’s name:

Y our name:

Signature:

Name of Researcher:

Signature:

Nanthaka Fuseekul

Date:

Date:
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Parent Consent Form for Adolescents aged 8-18 years old Part 2 (Thai version)
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Appendix 3.4: Assent Form for Adolescents Aged 12-18 years old Part 2
School of Psychology and Clinical Language Sciences

University of Reading University of
Harry Pitt Building R e a d i n g

Whiteknights Road
Reading RG6 6AL

ASSENT FORM FOR ADOLESCENTS
AGED 12-18
(to be completed by the young person)
Project title: Mental Health in Thai Adolescents Part 2

Please circle all you agree with (yes or no):

Have you read (or had read to you) the information about this project? YES/NO

Has somebody explained this project to you? YES/NO
Do you understand what this project is about? YES/NO
Have you asked all the questions you want? YES/NO
Have you had your questions answered in a way you understand? YES/NO
Do you understand it’s OK to stop taking part at any time? YES/NO
Is it ok to audio record the session? YES/NO

Do you understand that your data will be preserved and made available in YES/NO

anonymized form?

Are you happy to take part YES/NO
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PLEASE SIGN YOUR NAME HERE IF YOU ARE HAPPY TO TAKE

PART:

Name:

Date:

The person who explained this project to you needs to sign too:

Name of Researcher: Nanthaka Fuseekul

Date: Signature:
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Assent Form for Adolescents Aged 12-18 years old Part 2 (Thai version)
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Appendix 3.5: Consent Form (interview) — Paper 3

School of Psychology and Clinical Language Sciences . .
University of Reading @ Unlvers I.ty Of
Harry Pitt Building R d
Whiteknights Road ea I ng

Reading RG6 6AL

Consent Form for Teachers (interview)
Please read the following declarations and if you agree and understand, please initial each

relevant box. If you have any questions or issues please email us at

1. Thave read the participant information sheet. U
2. Tunderstand what this project is about [
3. Thave had opportunity to ask questions about the study, and if have, O

I have satisfactory answers to these questions.

4. Tunderstand I can withdraw from the study at any point, with no penalties [J

5. Tunderstand this project has been reviewed and received ethics [
clearance trough the University of Reading Research Ethics Committee.

6. I understand that the researcher team will be the only people to [
have access  to the data and that this data will be securely protected.

7. Tunderstand that my data will be preserved and made available in [
anonymized form.

8. Tunderstand that the data obtained from this study will be included [
within a PhD student’s research.

9. Tagree to take part in this study. [

Participant

Name of Researcher: Nanthaka Fuseekul
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Consent Form (interview) (Thai version) — Paper 3
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Appendix 3.6: Consent Form for Teachers Part 1 — Paper 3
School of Psychology and Clinical Language Sciences . .
University of Reading @ UnlverS|ty Of

Harry Pitt Building Read i ng

Whiteknights Road
Reading RG6 6AL

Online Consent Form for teachers Part 1
Please read the following declarations and if you agree and understand, please initial each

relevant box. If you have any questions or issues please email us at

1. Thave read the participant information sheet. U
2. Tunderstand what this project is about O
3. Thave had opportunity to ask questions about the study, and if have, [

I have satisfactory answers to these questions.

4. Tunderstand I can withdraw from the study at any point, with no penalties [l

5. Tunderstand this project has been reviewed and received ethics [
clearance trough the University of Reading Research Ethics Committee.

6. I understand that the researcher team will be the only people to have access[]
to the data and that this data will be securely protected.

7. Tunderstand that my data will be stored and shared with other researchers [
in anonymized form.

8. Tunderstand that the data obtained from this study will be included [
within a PhD student’s research.

9. T agree to take part in this study. [

Participant

Name of Researcher: Nanthaka Fuseekul
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Consent Form for Teachers Part 1 — Paper 3 (Thai version)
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Appendix 3.6: Consent Form for Teachers Part 2 — Paper 3

School of Psychology and Clinical Language Sciences g e
University of Reading @ UnIVEI‘SI.ty Of
Harry Pitt Building R d g
Whiteknights Road ea I n

Reading RG6 6AL

Consent Form for Teachers Part 2
Please read the following declarations and if you agree and understand, please initial each

relevant box. If you have any questions or issues please email us at

1. T have read the participant information sheet. [
2. Tunderstand what this project is about U
3. I have had opportunity to ask questions about the study, and if have, [

I have satisfactory answers to these questions.

4. Tunderstand I can withdraw from the study at any point, with no penalties. [

5. Tunderstand this project has been reviewed and received ethics O
clearance trough the University of Reading Research Ethics Committee.

6. Iunderstand that the researcher team will be the only people to U
have access  to the data and that this data will be securely protected.

7. Tunderstand that the data obtained from this study will be included O

within a PhD student’s research.
8. Tunderstand that the data obtained from this study will be anonymized U
and may be shared with other authenticated researchers.

9. T agree to take part in this study. [

PartiCipant NAME. .........uitii i

Name of Researcher: Nanthaka Fuseekul
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Consent Form for Teachers Part 2 — Paper 3 (Thai version)
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7.4 Appendix 4: Questionnaires, interview topic guides, training structure and

materials (English and Thai versions)

Appendix 4.1: The Mood and Feeling Questionnaire —Paper 1

Appendix 4.2: The Children’s Depression Inventory (CDI) —Paper 1

Appendix 4.3: The Strengths and Difficulties Questionnaire (SDQ) —Paper 1

Appendix 4.4: The Schedule for Affective Disorders and Schizophrenia for School-Age
Children; Present and lifetime version (K-SADS-PL) —Paper 1

Appendix 4.5: Mental health booklet for young people —Paper 1

Appendix 4.6: Teachers’ interview topic guide — Paper 3

Appendix 4.7: Online survey— Paper 3

Appendix 4.8: Pre-post training questionnaire and Feedback form — Paper 3

Appendix 4.9: Training Structure — Paper 3

Appendix 4.10: Mental health Training Manual — Paper 3
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Appendix 4.1: Mood and Feeling Questionnaire (MFQ) English version — Paper 1

Child Self-Report

MOOD AND FEELINGS QUESTIONNAIRE: Long Version

This form is about how you might have been feeling or acting recently.

For each question, please check (+") how you have been feeling or acting in the past two

weeks.

If a sentence was not true about you, check NOT TRUE.
If a sentence was only sometimes true, check SOMETIMES.

If a sentence was true about you most of the time, check TRUE.

Score the MFQ as follows:
NOT TRUE =0

SOMETIMES =1

TRUE = 2

To code, please use a checkmark (v) for each statement.

NOT
TRUE

SOME
TIMES

TRUE

1. I felt miserable or unhappy.

fad

. [ didn't enjoy anything at all.

3. I was less hungry than usual.

4. I ate more than usual.

5. I felt so tired I just sat around and did nothing.

6. I was moving and walking more slowly than usual.

I was very restless.

I felt I was no good anymore.

o (RsEl

I blamed myself for things that weren’t my fault.

10. It was hard for me to make up my mind.

11. I felt grumpy and cross with my parents.

12. I felt like talking less than usual.

13. I was talking more slowly than usual.

14. I cned a lot.
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English version (continued)

Child Self-Report

15.

I thought there was nothing good for me in the future.

16.

I thought that life wasn't worth living.

17.

I thought about death or dying.

18.

I thought my family would be better off without me.

19.

I thought about killing myself.

20.

I didn't want to see my friends.

21.

I found it hard to think properly or concentrate.

22.

I thought bad things would happen to me.

23.

I hated myself.

24.

I felt I was a bad person.

25.

I thought I looked ugly.

26.

I worried about aches and pains.

27.

I felt lonely.

28.

I thought nobody really loved me.

29.

I didn't have any fun in school.

30.

I thought I could never be as good as other kids.

31.

I did everything wronag.

32.

I didn't sleep as well as I usually sleep.

33.

I slept a lot more than usual.

Copyright Adrian Angold & Elizabeth 1. Costello, 1987; Developmental Epidemiology Program; Duke University
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Mood and Feeling Questionnaire (MFQ) Thai version
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Thai version (continued)
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Appendix 4.2: The Children’s Depression Inventory (CDI) English version —Paper 1

Choose phrases that describe your feelings and your thoughts in the last two weeks.

1. a.lam rarely sad 2. a. Nothing will ever work out for me
b. I am sad most of the time b. I’'m not sure if things will work out for me
c. I am sad all the time c. Everything will work out for me
3. a.Ido well most things 4. a.lhave fun with many things
b. I do wrong most things b. I have fun with some things
c. I do everything wrong c. Nothing is fun at all
5. a.lam bad all the time 6. a.Ithink terrible things will happen to me
b. I am bad most of the time sometimes
c. 1 am bad sometimes b. I fear that terrible things will happen to me
c. I am sure that terrible things will happen
to me all the time
7. a.Ihate myself 8. a. All bad things are my fault.
b. I do not like myself b. Many bad things are my fault.
c. I like myself c. Bad things that happen are not my fault.
9. a. I do not think about killing myself 10. a. I feel like crying everyday
b. I think about killing myself b. I feel like crying most of the time
c. I want to kill my self c. I feel like crying sometimes
11. a. Thing bother me all the time 12. a. I do not want to be with people at all
b. Things bother me most of the time b. Ido not like to be with people
c. Things bother me sometimes c. I like being with people
13. a. I cannot make up my mind about things 14. a. I am a good looking
b. It is difficult to make up my mind b. I am not good looking
c. I can make up my mind easily c. I am ugly
15. a. I have to push myself all the time to do my | 16. a. I have trouble sleeping almost every night
school work b. I have trouble sleeping some nights
iy ls)c }Iléljlv\?v (t)(r)kpush myself most of the time to do ¢. T sleep well at night
c. I have no problem with my school work
17. a. T am tried sometimes 18. a. Most days I do not feel like eating
b. I am tried most of the time b. Some days I do not feel like eating
c. [ am tried all the time c. I like eating
19. a. I am not worry about my aches and pains 20. a. I do not feel alone

b. I am worry about my aches and pains most
of the time

c. I am worry about my aches and pains all the
time

b. I feel alone most of the time

c. I feel alone all the time
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21. a. I never have fun at school
b. I have fun at school sometimes

c. I have fun at school most of the time

22. a. I have lot of friends
b. I have a few friends and need more

c. I do not have any friends.

23. a. I do very good in any subjects
b. I do not good in subjects like I used to

c. I do very badly in subjects [ used to be good
at

24. a. I can never be as good as other kids

b. If I push myself, I can be as good as other
kids

c. I am as good as other kids

25. a. Nobody really loves me
b. I am not sure if anyone loves me

c. I am sure I am loved by someone

26. a. I always do what I’m told
b. I do what I’'m told most of the time

c. I never do what I’m told

27. a. 1 get along well with others
b. I get into fight most of the time
c. I get into fight all the time

Note: The CDI Thai version (Trangkasombat & Likanapichitkul, 1997) will be used in the

study
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The Children’s Depression Inventory (CDI) Thai version —Paper 1
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Appendix 4.3: The Strengths and Difficulties Questionnaire (SDQ) English version -
Paper 1

Strengths and Difficulties Questionnaire ST

For each item, please mark the box for Mot True, Somewhat True or Certamly True. It would belp us if you answered all items as
best you can even if you are not absolutely certam or the 1tem seems daft! Please give your answers on the basis of bow things
have been for vou over the last six months.

Your Name oo MaleFemale

Date of Burth ..o

Not Somewhat Certainly
True True True

I try to be mce to other people. I care about their feelings

I am restless, I cannot stay stll for long

I get a lot of headaches, stomach-aches or sickness

I usually share with others (food, games, pens efc.)

I get very angry and often lose my temper

I am wsually on my own. I generally play alone or keep to myself

Tusually do as I am told

I worry a lot

I am helpful if someone 15 hurt, upset or feeling 1l

I am constantly fidgetng or squuming

I kave one good friend or more

Ifight a lot. I can make other people do what I want

I am often unhappy, down-hearted or tearful

Other people my age generally like me

I am easily distracted, I find 1t dafficult to concentrate

I am mervous in new situations. I easily lose confidence

I am kmd to younger children

I am often acensed of lying or cheating

Other children or young people pick on me or bully me

I often volunteer to help others (parents, teachers, children)

I think before I do things

I take things that are not mine from home, school or elsewhere

I get on better with adults than with people my own age

I have many fears, ] am easily scared

1 oo o o o o o
| o o o
1 O

I fimash the work I'm doing. My attenfion 15 good

Do vou have any other comments or concerns?

3U4



Owerall, do you think that you have difficulties in one or more of the following areas:
emotions, concentration. behaviour or being able to get on with other people?

Yes- Yes- Yes-
No diffienlties difficulties difficulties
H ] [ ]

If you have answered "Yes", please answer the following questions about these difficulties:

« How long have these difficulties been present?

Less than 1-5 6-12 Chver
a month months months a year
W L] Il [l
=« Do the difficulties upset or distress you?
Not Ouly a Quite A great
at all little alot deal
W ] [ [l
« Do the difficulties mterfere with your everyday hife i the following areas?
Mot Only a Cuite A preat
at all little alot deal
HOME LIFE O [l [ [l
FRIENDSHIPS Il [l [l O
CLASSROOMLEARNING [ O ] ]
LEISURE ACTIVITIES 0 I Il I
« Do the difficulties make it harder for those around you (family, friends, teachers, etc )?
Not Only a Quite A preat
at all little a lot deal
il Il O il
Thank vou very much for your help S
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The Strengths and Difficulties Questionnaire (SDQ) Thai version - Paper 1
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Appendix 4.4: The Schedule for Affective Disorders and Schizophrenia for School-
Age Children; Present and lifetime version (K-SADS-PL) — English version -- Paper
1

KSADS-PL SCREEN INTERVIEW:
8 . Depression page 1 of 52 .
P C S8
1. Depressed Mood (3 ) () 0- Noinformation.
(3 () () 1. Notpresent. Not at all o less than once a week.

DSM-5 DR# 6: Felt down, depressed:

Parent Rating: Child Rating: () ) () 2. Subthreshold: Depressed mood at least 2-3
days/ week, for much of the day.

{(}y () () 3= Threshold: Depreszed mood, more days than not
(4-T days/week), most of the day (at least
50% of awake fime.).

Have you ever felt sad, blue, down, or emply?
Did you feel ike crying? When was that?
Do you fee! now?

Was there ever another time you feff ? PAST:
Did you have any other bad feelings? ) D D D
Did you have a bad feeling all the time that you couldnt gef rid of?

P Cc 3

Did you cry or were you tearful? Did you feel { ) all the time, some of
the time? (Percent of awake fime: summation of % of all labels i they do not
occur simuitaneously).

(Assessment of diurnal variation can secondarily clarify daily duration
of depressive mood)

Did it come and go?

How often? Evend ay?

How long did it last? Duration of Depressed Mood:
What do you think brought it on? (current)

Could other people fell that you were sad?

Duration of Depressed Mood:
(most severe past)

NOTE: SOMETIMES THE CHILD WILL INITIALLY GIVE A NEGATIVE
ANSWER AT THE START OF THE INTERVIEW BUT WILL BECOME
OBEVIOUSLY SAD AS THE INTERVIEW GOES ON. THEN THESE
QUESTIONS SHOULD BE REPEATED ELICITING THE PRESENT MOOD

AND USING IT AS AN EXAMPLE TO DETERMIME ITS FREQUENCY.
SIMILARLY, IF THE MOTHER'S REPORT IS THAT THE CHILD IS SAD

MOST OF THE TIME AND THE CHILD DENIES IT, THE CHILD SHOULD BE
CONFRONTED WITH THE MOTHER'S OPINION AND THEN ASKED WHY HE

THINKS HIS MOTHER BELIEVES HE FEELS SAD SO OFTEN,

NOTE: WHEN A CHILD OR PARENT REPORTS FREQUENT SHORT
PERIODS OF SADNESS THROUGHOUT THE DAY, IT IS LIKELY THAT THIS
CHILD IS ALWAYS SAD AND ONLY REPORTS THE EXACERBATIONS, IN
WHICH CASE THE RATING OF DEPRESSIVE MOOD WILL BE 4. THUS, IT

[ AL FARARFLTIAL T AR K ARANT THR BRET AL THE T,
Has 0as {hese BE W he fall 8 e W .
yo happy or ware you mora sad than your friends?”
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KSADS-PL SCREEN INTERVIEW:
213 . Depression page 2 of 52 .
P C S

2. Irritability and Anger (0 0 0

DSM-5 DR# 7: Felt more imitated than usual: (0 0 0

ParentRating._ ChidRafing: 0 0 0

Was there ever a time when you got annoyed, imitated, or cranky af little
things?

Did you ever have a fime when you lost your temper a lot? When was that? (0 0 0
Are you like that now? Was there ever another time you felf 7 What
kinds of things made you 7

Were you feeling mad or angry also (even if you didnt show i)?

How angry?

More than before?

What kinds of things made you feel angry?

Did you sometimes feel angry andor imtable and/or cranky and didnt know
why?

Did this happen often?

Did you lose your temper?

With your family?

Your fiends?

Who else?

At school?

What did you do?

Did anybody say anything about it?

How much of the time did you feel angry, imtable, andior cranky?

All of the time?

Lots of the fime?

Just now and then?

Mone of the time?

When you got mad, what did you think about?
Did you think about kiling ofhers or huring yourself? Or about hurting them or
forturing them? Whom? Did you have a plan? How?

NOTE: IRRITABILITY MAY BE DUE TO OTHER DISORDERS

[e.0. BPOLAR DISORDER, ADHD. ODD, CD, SUBSTANCE ABUSE,
AUTISM SPRECTRUM DISORDER).

0 - Noinformation
1- Not present. Not at all or less than once a week.

2 - Subthreshald: Feels definitely more angry or
irritable than called for by the situafion at least
(2-3 dayshweek), for much of the day.

3 - Threshold: Fesls imtablefangry, more days than not,
(4-T dayzfweek), most of the day (atleast 50%
of awake fime. ).

w101

P c S

Duration of Irritable Mood
{current)

Duration of Irritable Mood
(most severe past)
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2013 . KSADS-PL SCREEN INTERVIEW: .

Depression page 3 of 52
P C S8
3. Anhedonia, Lack of interest, Apathy, Low Motivation, or Boredom (3 () ()} 0« Noinformation.

DSM-5 DR# 5: Has less fun doing things: (3 () () 1- Notpresent
Parent Rating: Child Rating: {3 () () 2- Subthreshoid: Several activities definitely less
Boredom is a term all child derstand and which frequently refers to loss pleasurable or nteresing. Or o

lom iz 3 ren un: i " ; <
of ability to enjoy (anhedonia) or to loss of interest or both. Loss of pleasure :mﬁg"-'-a"w least 3 times a week during
and loss of interest are not mutually exclusive and may coexist. )
What are the things you do for fun? Enjoy? {3 () ()  3- Threshold: Most activiies much less
(Get examples: nintendo, sports, ends, favorife games, school subjects, pleasurable or interesting. Or bored or
outings, family activities, favorite TV programs, computer or video games, apathetic daily, or almost daily, at least 50% of
music, dancing, playing alone, reading, going out, efc.). the time.
Has there ever been a time you felt bored a lof of the time? When? PAST:
Do you feel bored a lot now?
Was there another time you felt bored a lof?
Did you feel bored when you thought about doing the things you usually fike to P C 3
do for fun? (Give examples mentioned above).
Did this stop you from doing those things?
Did you {also) fee! bored while you were doing things you used io enjoy?
Anhedonia refers o partial or complete (pervasive) loss of ability to get Duration of Anhedonia:

peasure, enjoy, have fun during participation in activities which have been

attractive to the child like the ones listed above. 1t also refers to basic (current)

pleasures ke those resulfing from eating favorite foods and, in adolescents, sexual
i

Did you look forward to doing the things you used fo enjoy? (Give examples)
Did you try to get info them?
Did you have to push yourself to do your favorite activifies?

Did they interest you? Duration of Anhedonia:
Did you get excited or enthusiastic about doing them? Why not? (past)

Did you have as much fun doing them as you used fo before you began feeling

(sad, efc.)?

If less fun, did you enjoy them a liftle less? Much less? Nof atf alf?

Did you have as much fun as your friends?

How many things are less fun now than they used fo be (use concrete
examples provided earlier by child)?

How many were as much fun? More fun?

Did you do less than you used to? How much less?

In adeolescents: (if sexualy aclive) Do you enjoy sex as much as you used
to? Are you less sexually active than you used fo be?

This item does not refer to inability to engage in activities (loss of abilily fo
concenirate on reading, games, TV, or school subjecis).

Two comparisons should ba made in each assessment: Enjoyment &
compared fo that of peers andior enjoyment as compared fo that of child when not
depressed. The second is not possible in episodes of long duration b
nomnally children's preferences change with age.  Severity is determined by the
number of acfivities which are less enjoyable to the child, and by the degree of
loss of ability to enjoy.

Do not confuse with lack of opportunity to do things which may be dus
to excessive parental restrictions.
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Have you actually fried fo kil yoursef? When?
What didd you do?

Any other things?

How close did you come fo doing it?

Was anybody in the room? In the apartment?
Did you tell them in advance?

How were you found? Did you really want to die?
Did you ask for any help after you did it?

NOTE: CODE SELF-HARMING BEHAVIOR WITH NO INTENT TO DIE AS
NON-SUICIDAL, SELFINJURIOUS BEHAVIOR - NOT AS SUICDAL
BEHAVIOR.

2013 . KSADS-PL SCREEN INTERVIEW: .
Suicide page 4 of 52
P C S
4a_Recurrent Thoughts of Death () () ()  0- Noinformation.
Sometimes children who get upset or feel bad, wish they were dead or feel {(y (y () 1 - Mot present.
they'd be better off dead.
Have you ever had these fype of thoughts? When? () () ()  2- Subthreshold: Infrequent thoughts of death (e.q.,
Do you feel that way now? less than once per month, vague,
Was there ever another time you felt that way? non-specific).

{) () () 3. Threshold: Recurent thoughts of death, I
would be better off dead” or "I wish | were
dead”

= LU
P Cc S
B ¢ 8
4b_ Suicidal Ideation () () () 0- Noinformation.
DSM-5 DR# 24: Thought= of commiting suicide (y )y O 1- Notatall
Parent Rating: Chid Rating: (y () ()  2- Subthreshold: Infrequent or vague thoughts of
suicide (e.g., less than once per month).
Sometimes children who get upsef or feel bad think about dying or even
Have you ever had such . (y () ()  3- Threshold: Recurrent thoughts of suicide.
How would you do i?
Did you have a plan? PAST: D D D
P c 8
P C S
4c. Suicidal Acts - Intent () 00 () 0- Noinformation.
DSM-S DR# 25: Ever tried to kil seif 0 0 () 1. Noattempt
Parent Rafing: Child Rating: () () ()}  2- Subthreshold: Preparations with no actual intent

to die (e.g., held pills in hand) or planned
attemipt but did not follow through or engage in
self harming behavior.

() () 3 Threshold: Seffinjurious behavior with ANY

suicidal intent. (If subject endorses evena 1%
intent to die, code as threshold here).

- DOL

Ever attempted suicide: OYes ONo
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2013 . KSADS-PL SCREEN INTERVIEW: .

Suicide page 5 of 52
P C 8
4d. Suicidal Acts - Medical Lethality () () ()  0- Noinformation.
Actual medical threat to life or physical condition following the most serious . - P -
suicidal act Take into account the method, impaired consciousness at a0 hig:ete('e‘gt %;g;?ﬁn“hﬁmm{;' ent
fime of being d, ser of physical injury, toxicity of ingested dflmge. " :
material, reversibility, amount of time needed for complete recovery and ’
how much medical treatment needed. {) () () 2. Subthreshold: superficial cuts, scratch fowrist,
. . . took a couple of extra pills.
How close were you fo dying affer your (most serious suicidal act)?
What did you do when you tried to kil yourseif? {) () ()  3-Threshold: Medical intervention occurred or
What happened to you after you tried to kill yourseif? was indicated; or significant cut with blesding,
of took more than a couple of pills.
NOTE: CODE SELF-HARMING BEHAVIOR WITH NO INTENT TO DIE
AS NON-SUICIDAL, SELF4NJURIOUS BEHAVIOR - NOT AS SUICIDAL PAST:
BEH“M‘ . D D D
P c 5
B £ S
4e. Non-suicidal, Self-Injurious Behavior (3} ) () - Noinformation.
Refers to intenficnal self-inflicted damage to the surface of the body, of a (o 0 0 1. Mot ent.
sort likely fo induce bleeding or pain for purposes that are not socially pres
sanclioned AND done without intent of killing himself, with the expectation . .
that the injury will lead to only minor or moderate physical ham. 0o 2. Sh‘;*:'mm’ﬁh;:ﬂ":: Has mmeﬂ:‘e
causad serious injury to self.

Did you ever fry to hurt yourself?
Have you ever bumed yourself with matches/ candles? () () ()}  3-Threshold: Repelitive. Has engaged in the
Or scrafched yourself with needles/ a knife? Your nails? behavior more than 5 times and/or has
Or put hot pennies on your skin? engaged in the behavior with significant injury
Anything else? to self (e.g., bum left scar, cut required
Wiy oid you do i? slitches).
How often? PAST:
Do you have many accidents?
What kind?
How often? P c S

Some kids do these types of things because they want to kil themselves,
and other kids do them because i makes them feel a littie beffer aflerwards.
Why do you do these things?

— IFRECENED A SCORE OF 3 ON CURRENT RATING OF ANY OF THE PREVIOUS ITEMS, COMPLETE THE
DEPRESSIVE/ DYSTHYMIC DISORDERS (CURRENT) SECTION OF THE DEPRESSIVE AND BIPOLAR RELATED
DISORDERS SUPPLEMENT, AFTER FINISHING THE SCREEN INTERVIEW.

— IFRECENVED A SCORE OF 3 ON PAST RATING OF ANY OF THE PREVIOUS ITEMS, COMPLETE THE
DEPRESSIVE/ DYSTHYMIC DISORDERS (PAST) SECTION OF DEPRESSIVE AND BIPOLAR RELATED
DISORDERS SUPPLEMENT, AFTER FINISHING THE SCREEN INTERVIEW.

— NOEVIDENCE OF DEPRESSIVE/ DYSTHYMIC DISORDER.
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2013 .

Depression

Depressive and Bipolar Related Disorders Supplement:

page 1 of 33

1

a

. Reassessment of d

ressed and irmitable mood

The interviewer should reassess depressed and irritable mood. For children
and adolescents the mood criteria can be fuffilled by adding together the
durafion of the reported depressed and imitable moods, for the past month.
For example, the child could be imitable 3 days per week and depressed on
the other days. Therefore, the child has had depressed and/ or imritable

mood nearty every day for the past month.

In the past, you said that you started feeling depressed and that the sad

mood lasted
as well? How often?

. Around that time, were you feeling irritable or angry

Currently, you said that you started feeling depressed and that the sad

mood lasted
angry as well? How often?

Persistent Depression/Dysthymia Probes:

1b. Depressed and/or irritable mood is present

more days than not for at least one year.

. Around this time, were you feeling imitable or

Mood (weeks):

Have you ever had a time when you felt depressed and/or imifable for most
of the day, more days than not that lasted for at least one year?

B £ s
0 0o
0 0o

Duration of Depressed/Irritable

(Current)
B C S

e

0 0O 0

0- No information.
1- Not at all or less than once a week.

2 - Subthreshold: Depressed and/or iritable
mood, at least 2-3 days per week for much of
the day.

3 - Threshold: Depressed and/or irmitable mood,

nearly every day (5-7 days/week), most of the
day (or = 1/2 of awake time).

DL

Duration of Depressed/irritable
Mood (weeks):

(Most Severe Past)

0- No information.

1- Not Present.

2 - Present. Depressed and/or imitable mood
present for more days than nof for at
least one year.

T oL
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2013 .

Depressive and Bipolar Related Disorders Supplement:
Depression

page 2 of 33

2_Insomnia

Sleep disorder, including initial, middle and terminal difficulty in getting to
sleep or staying asleep. Do not rate if hef she feels no need for sleep. Take
into account the esfimated number of hours slept and the subjective sense
of kost sleep. Nomnally a6 - B year old child should sleep about 10 hours +-
one hour. 9-12 years, 9 hours +- 1 hour. 12 - 16 years, 8 hours +- one
hour.

NOTE: DO NOT RATE IF INSOMNIA IS EXCLUSIVELY DUE TO ADHD,
OPPOSITIONALITY, MEDICAL PROBLEMS, SLEEP DISORDER. OR

OTHER PSYCHIATRIC DISORDERS.

a. Initial Insomnia

When you are feeling down/ depressed, do you have trouble faling asleep?
How long does it take you to fall asleep?

b. Middle Insomnia

When you are feeling down/ depressed, do you wake up in the middle of the
might? How many fimes?
How long does it take you to fall back asleep?

¢. Terminal Insomnia

When you are feeling dowrV depressed, what time do you wake up in the
mamings?
Are you waking up earfier than you had fo?

0- Mo information.
1- Mot Presant.

2- Subthreshold: Insomnia at least 2-3 days per
wesk.

3 - Threshald: Insomnia nearty every night (5-7

nights per week). See below for type of
insomnia (inital, middle andfor terminal).

- OOt

0~ Naoinformation.
1= Mot Presant.

2 - Subthreshold: Mere than 30 minutes but less
than 1 1/2 hours &t least 2-3 nights per week.

3 - Threshold: At least 1 1/2 hours nearfy every
night (5-7 nights per week).

o DL

0~ Mo information.

1- Not Present.

2- Subthreshold: Less than 30 minutes awake
during the middle of the night or trying to fall
lback asleep, at least 2-3 nights per week.

3 = Threshold: More than 30 minutes, nearly every
night {57 nightsiweek).

Dok

0~ Mo information.
1- Mot Present.

2 - Subthreshold: Waking up less than 30 minutes
earfier, at lsast 2-3 days per week.

3~ Threshold: Waking up more than 30 minutes
earlier, most days (5-7 days/week).

~ DO
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3. Hypersomnia (r 0 () 0« Noinformation.

Increased need to sleep, sleeping more than usual. Inquire about .
hypersominia even if insomnia was rated 2-3. Sleeping more than nomnal in 000 Nu:l:mtOrnmlessslmpﬂm
24 hour period.

() ()} () 2. Subthreshold: Often sleeps at least 1 hour
Do not rate positive if daytime slesp ime plus nighttime true sleep more than usual { at least 2-3 times per
equals normal sleep time (compensatory naps). week).
Do not include "catch-up™ sleap on weekands and/ or holidays if child (v 0 0 - Threshald: nights (5-7 ights/week
i not getting sufficient sleep on school nights. 3 sleeps i leath m.rs.(lf—;'e than usual]
Are you sleeping longer than usual? BAST: D D D
Do you go back to skeep after you wake up in the moming?
When did you sfart sleeping longer than usual?
Did you used fo lake naps before? P C g

When did you start to take naps?
How many hours did you use io slieep before you starfed to feel so (sad)?

Parents may say that if child was not awakened he/ she would
ragularly sleep > 11-12 hours and he/ she actually does so, evary time
hel she is left on his/ her own. This should be rated 3.

NOTE: DO NOT RATE IF HYPERSOMNIA IS EXCLUSIVELY DUE TO
NARCOLEPSY, MEDICAL PROBLEMS (a.0. infaction), OR OTHER
PSYCHIATRIC DISORDERS.

E ¢ s
4. Fatique, Lack of Energy and Tiredness O 0O O o-Noi ion.
Thiz iz a subjective fedling. (Do not confuse with lack of Interest) (Rate () () () 1- Notatalor more energy than usual.

presence even if subject fesds it is secondary to insomnia).

Have you been fesiing fre? How oflan? () () () 2- Subthreshold: Often tired or without energy

Do you fee! fired - (2-3 daysiwesk).
ﬂ?ﬂﬁ;, () () () 3- Threshold: Tired or without energy most of the
Same of the tme? day, nesrly every day (5-7 daysiwesk).
Now and then?

When did you sfart feeling so tired? PAST:

Wias it after you started feeling ()7

Do you take naps because you feel fired? How P p S

much? Do you have fo rest?

Do your limbs feel heavy?

Is i very hard to get gaing? ... fo move your legs?
Do you feel ke this all the fime?

NOTE: DONOT RATE POSITIVELY IF EXCLUSIVELY DUE TO
MEDICAL PROBLEMS. OTHER PSYCHIATRIC PROBLEMS (e.q. GAD
MEDICATIONS OR USE OF DRUGS OR ALCOHOL,
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Io

€ s
5. Cognitive Disturbances O 0 O
a. Decreased Concentration or Slowed Thinking ()

0- Mo information.

(y () 1 Notatal.

(School information may be crucial to proper assessment of this item) (} () () 2- Subthreshold: Definitsly aware of limited
attention span or slowed thinking, at least

Complaints (or evidence from teacher) of diminished ability to think or 2-3 daysiweek.

concentrate which was not present to the same degres before onset of

present episode. Distinguish from lack of interest or mothvation. (Do not () €Y ()} 3. Threshod: Interferes with school work.

include If associated with formal thought disorder) Forgetful. Takes substantially increased
effort in schoolwork nearly everyday (5-7

Do you know what it means to concenirate? M}u:m&gmﬁwﬁdwm

Sometimes children have a lot of trouble concentrating. For instance, they

have fo read a page from a book, and can't keep their mind on i so i takes

much longer to do it or they just can't do & can't pay atfention. |:| |:| D
Have you been having this kind of trouble? When did & begin?

Is your thinking siowed down?

If you push yourself very hard can you concenirate ?

Does it take longer fo do your homework?

When you fry to concentrate on something, does your mind drift off to other
thoughts?

Can you pay atfention in school?

Can you pay attention when you want to do something you like?

Do you forget about things a lof more?

What things can you pay affention to?

Is it that you can't concentrafe? or is if that you are nof interested, or
don't care?

D you have this kind of trouble before? When did it start?

NOTE: IF CHILD HAS ATTENTION DEFICIT DISORDER, DO NOT RATE

EQSMIVELY UNLESS THERE WAS AWORSENING OF THE
CONCENTRATION PROBLEMS ASSOCIATED WITH THE ONSET OF
DEPRESSED MOOD.

o
[}
Itn

b Indecision () () () 0- Noinformation.

When you were feeling sad, was & hard for you fo make decisions? (3 () () 1 Notpresent
o do? (y () () 2- Subthreshold: Often has difficuity making
decisions (at least 2-3 daysfweek).

(y () ()} 3. Threshold: Nearly every day (5-7 daysiweek)
has difficulty making decisions; has
significant effect on funclioning.

iifs
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5. Appefite/\Weight () ) ) 0 Noinfomation.
2. Decreased Appefite () () () 1- Netatal-nomal or increased.
Appetite compared to usual or o peers if episode is of long duration. Make {} () () 2- Subthreshold: Often has decrease in appetite
sure to differentiate between decrease of food intake because of dieting and (at least 2-3 days/week). (Regular snacks not
because of loss of appetite. consumed.)
Rate here loss of appetite only. () () () 3-Threshod: Clear decresse in appelite every or
) ) nearty every day (5-7 daysfwesk) (eg.,
How is your appefite? Do you feel hungry often? regular snacks not consumed, eats smaller
Are you eating more or kess than before? meals than usual, some meals missed).
Do you leave food on your plate?
When did you begin to lose your appefite? PAST:
Do you somefimes have io force yourself fo eai?
When was the last time you feit hungry?
Are you on a diet? What kind of dist? P c 5
B ¢ s
b. Weight Loss () ) () 0- Moinformation.
Total weight loss from usual weight since onset of the present episode (or (Y () () 1- Noweight lces (stays in same percentile
mazdmum of 12 months). Make sure helshe has not been diefing. In the grouping).
assessment of weight loss it is preferable fo obtain recorded weighis from old
hospital charis or the child's pediafrician. Rate this item even if later he/she { t . Sublhreshold: Questionable wei
rag_ainadl_reighturbemman@l: If|nssib_le, raﬁer_srmjdhﬂve ) PO 2k - Qs weght loss.
verified weights avallable at fime of inferview. Consider looking at BMI. {} () () 3 Threshok: Clear loss of weight during mood
Have you lost any weight since you started feeling sad? dsturbance.
How do you know? .
Do you find your clothes are looser now? PAST:
When was the last time you were weighed?
How much did you weigh then? p c g

What about now? (measure it).

MUST

PROBLEMS, MEDICATIONS, SUBSTANCE USE, ETC.)
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c_Increased Appetite

As compared to usual. Inquire about this item even if anorexia and/ or
weight logzs were rated 2- 3.

Hawve you been eating more than before? Since when?
Is it like you feel hungry all the time?

Do you feel this way every day?

Do you eat less than you would ke fo eat? Why?

Do you have cravings for sweefs?

What do you eat foo much of?

) ;

Total weight gain from usual weight during present epéisode (or a masdmum of
the last 12 monihs) not including gaining back weight previcusly lost or not
gained according to the child's usual percentile for weight.

Have you gained any weight since you starfed feeling sad?
How do you know?

Have you had to buy new clothes because the old ones did not
fit any longer?

What was your last weight?

When were you last weighed?

NOTE: DO NOT RATE POSITIVELY IF WEIGHT GAIN IS RELATED TO
OTHER FACTORS (MEDICAL PROELEMS. MEDICATIONS
SUBSTANCE USE, ETC.) WEIGHT GAIN MUST BE DUE TO MOOD
DISTURBANCE,

IT

()
()

()

()

|

()
()
()

()

(2]

()
()

()

0

(2]

9]
()
(9]

()

7]

)
0

()

0

|tn

0
0
9]

()

0- Naoinformation.
1- Nat at all - normal or decreased.
2 - Subthreshold: Often snacks somewhat

more than usual, or eats somewhat bigger
meals(at least 2-3 daysfweek).

3- Threshold: Nearly every day (5-7
days'week) snacks notably more or eals
bigger meals than usual

QRN

0= Noinformation.
1- Noweight gain (stays in same percentile).

2 - Subthreshold: Questionable inappropriate

3- Threshold: Clear weight gain during mood
disturbance beyond expected growth.

QERRIEIE
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1. Psychomotor Disturbances 0 () () 0- Noinformation.
o () () () 1- Notatal, retarded, or associated with
2. Aaitation manic syndrome.
Includes inability to sit il pacing, fidgeting, repefitive lip or finger () () () 2. Subthreshoid: Often unable to sit quietlyin a
movement, wringing of hands, pulling at clothes, and non-stop talking. To be chair, often fidgeting, puling and/or rubbing
rated positive, such activities should occur while the subject feels or pacing (at least 2-3 daysiweek).
depressed, not associated with the manic syndrome, and not limited fo (
isolaied periods when discussing something upsetting. Do not include ) ) () 3. Threshold: Neariy everyday (5-7 days/ week)
subjective faelings of tension or restlessness which are often is unable fo sit sillin class, frequently
incorrectly called agitation. To amive at your rafing, take into account your fidgeting, puling and! or rubbing or pacing,
observations during the interview, the child's report and the parent's report efc.
about the child's behavior during the episode.
Since you've felt sad are there times when you can't sit stil, or you have fo
keep moving and can't stop? P C S
Do you walk up and down?
Do you wring your hands? (demonsirate)
Do you pull or rub on your clothes, hair, skin or other things?
Do peaple telf you nof to falk 50 much?

Did you do this before you began to feel (sad?
When you do these things, is it thaf you are feeling (sador do you feel high
or great?

If someone was faking movies of you while you were eating breakfast and
falking to your (mother), and they took these movies before you got
(depressed) and again while you were (depressed) would | be able fo see a
difference?

What would it be?

What would | see?

Probe: Would it fake longer before or while you were (depressed?
A littie longer? ¥ f
Much longer?

If 1 saw a videotape or heard an audiofape of your child at

home while he/she was depressed and another when he' she

wasn't depressed, could | tell the difference? i yes, what would
| see (heardifferent?

Make sure it does not refer to content of speech or acts or to facial
expression. Refer only to speed and tempo.

NOTE: IF CHILD HAS ATTENTION DEFICIT DISORDER, DO NOT RATE

WAS A WORSENING OF AGITATION THAT CORRESPONDED WITH
THE ONSET OF THE DEPRESSED MOOD.

319



2013 . Depressive and Bipolar Related Disorders Supplement: .

Depression

page 8 of 33

b. Psychomotor Retardation

Visible, generalized slowing down of physical movement, reactions and
speech. It includes long speech latencies. Make certain that slowing down
actually occumed and is not merely a subjecive fesliing.  To amive at your rating
take info account your ohservations during the interview, the child's report
and the parent's report about the child's behavior during the episode.

Since you starfed feeling (sad) have you noticed that you can't move as
fast as before?

Have you found it hard to start talking?

Has your speech slowed down?

Do you talk a lot ess than before?

Since you started feeling sad, have you felt fike you are moving in siow
motion?

Have other people noficed ii?

If someone was faking movies of you while you were eating breakfast and
falking to your (mother), and they took these movies before you gof
(depressed) and again while you were (depressed) would | be able fo see a
difference?

What would i be?

What would | see?

What would | hear?
Probe: Would it fake longer before or while you were (depressed)?

A little longer?

Much longer?

If I saw a videofape or heard an audiotape of your chid at home whike

hefshe was depressed and another when he/she wasn' depressed, could |
fell the difference? If yes, what would | see (hear) different?

8. Self-Perceptions
a. Worthlessness/MNeqgative Self-Image

Includes feelings of inadequacy, inferiority, failure and worthlessness, self
depreciation, seff belittling.

Rate with disregard of how "realistic” the negative self evaluation is.

How do you feel about yourself?

Do you like yourself? Why or Why not?

Do you ever think of yourseff as prefty or ugly?

Do you think you are bright or stupid?

Do you like your personality, or do you wish i were different?
How often do you feel this way about yourseff?

0- No information.

1- Netatall.
2- Subthreshold: Often (2-3

daysiweek)
conversation is noticeably retarded and/ or
body movement is slowed.

3 - Threshold: Nearly everyday, noticeably
retarded speech or movement.

= 0]

0- No information.
1- Netatall

2 - Subthreshold: Often feels inadequate or
does not like him/herself (2-3 days/week).

3 - Threshold: Feels like a failure or worthless, or
unable fo identify any positive attribute nearly
every day (5-7 daysweek).

QO
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b

Excessive or Inappropriate Guilt

_.and self reproach, for things done or not done, including delusions of quift.

Rate according to proportion between intensity of guilt feelings or

severity of punishment child thinks she deserves and the actual
misdeeds.

When people say or do things that are good, they usually feel good, and
when they say or do something bad they feel bad about it Do you feel bad
about anything you have done? What is it? How offen do you think about
it? When did you do that? What does it mean if | said | feel guilty about
something?
How much of the time do you feel like this?

Most of the time?

A lot of the time?

A littie of the time?

Not at al?

What kind of things do you feel guilty about? Do you feel guilty about things
you have nof done? or are acfually not your fault? Do you feel guilty about
things your parents or others do? Do you feel you cause bad things to
happen? Do you think you should be punished for this? What kind of
punishment do you feel you deserve? Do you want to be punished? How do
your parents usually pumish you? Do you think it's enough?

For many young children it is preferable to give a concrete example
such as: " am going fo tell you about three children and you tell me which
one is most fike you. The first is a child who does something wrong, then
feels bad about it goes and apologizes fo the person, the apologies are
accepfed, and he just forgets about it from then on. The second child is like
the first but after his apologies are accepted, he just cannot forget about
what he had done and continues fo feel bad about it for one to wo weeks.
The third is a child wiho has not done much wrong, but who feels guily for all
kinds of things which are really not his fault like.... Which one of these three
children is like you?"

It is also useful to double check the child's understanding of the
questions by asking him to give an example, like the last time he felt
guilty "like the child in the story."

NOTE: IF GUILT APPEARS TO BE OF DELUSIONAL INTENSITY

COMPLETE THE PSVCHOSIS SUPPLEWENT,

PAST:

No information.
Not at all.

Subthreshold: Sometimes(2-3 dayshweek)
feels very guilty about past actions, the
significance of which he exaggerales, and
which mest children would have forgotten
about.

Threshold: Nearly every day feels guilt which
he cannot explain or about things which
objectively are not his fault. (Except feeling
guilty about parental separation and/or
divorce which is normative and should not
lead by and of itself to a positive quilt rafing
in this score, except if it persists after
repeated appropriate discussions with the

parents)
P Cc ]
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The Schedule for Affective Disorders and Schizophrenia for School-Age Children;

Present and lifetime version (K-SADS-PL) — Thai version -- Paper 1

1

K-SADS-PL SCREEN INTERVIEW

Depression

1. @IN153uLAS (Depressed Mood)
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2. 2IMSMAINALAr1SNNILNSS (Imitability and Anger)
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3. ilaming, naamuaula, 15a19usl, 21A15933la (Anhedonia, Lack of interest, Apathy, Low
Mativation, or Boredom)
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4. MsThaaa1g (Suicide)

4a. AMHARDIAHENE
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K-SADS-PL Supplement #Depressive disorders supplement
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Appendix 4.: Mental health booklet for young people —Paper 1
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Appendix 4.6: Teachers’ interview topic guide —Paper 3

Interview Topic Guide Questions

*Please note that the interview questions will be amended following the result of Partl

study

Knowledge about depression

- Please explain what is your role in school?

- Are you only teaching or do you have other responsibilities that related with
supporting student’s mental health? If so, what are they?

- Do you feel you had enough knowledge and understanding of mental health in
young people?

- What do you know about depression?

- What do you what to know more about depression in adolescents?

School policy and procedures

- Do you think school and teachers should be involved in supporting student with

depression in schools, and why?

- Does your school have a written policy about how to deal with student mental
health problems?

- Could you please tell me how your school help students with their mental health
issues?

- Do you present any lectures or activities to raise the awareness of mental health,

for example, depression? If no, why? If yes, could you tell me more about it?
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Experience in supporting students with depression

- Are you able to recognize the signs that student might be depressed?

- Could you tell me how do you help the students with depression?

- Have you come across students with depression? If yes, how do you assess
them?

- Have you had the experience providing intervention for students with
depression? If yes, could you tell me more about it?

- How confident do you feel in helping a student with a mental health problem?

Barriers to supporting mental health needs in school settings

- What do you think are the most common barriers that face the student in seeking
help from teachers?

- Have you ever have had difficulties in dealing with students with mental health

problems? Or their family?

- What do you think are the barriers to promoting students’ mental health in
school?

Training needs

- Could you tell me about your experience on attended training for supporting
students with depression? what do you like most? and what you don’t like?
- Do you feel that you need the mental health training about depression in

adolescents in order to help students with depression?
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Teachers’ interview topic guide —Paper 3 (Thai version)
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Appendix 4.7: Online survey — Paper 3
Section 1 Perceptions and attitudes towards the role of schools in supporting

students’ mental health.

1. It is not responsibility for teacher to take care of students with health problems.
1 Agree [1 Disagree [0 Unsure

2. There are not enough existing services for mental health problems.

1 Agree 1 Disagree [0 Unsure
3. Teacher have an important role in supporting students with mental health problems.
1 Agree [1 Disagree [0 Unsure
4. Do you visit any resources giving information about mental health problems?
L] Yes L1 No
5. Does your school have a written policy about how to deal with student with mental
health problems?
Ll Yes L1 No

6. Do any other members of staff in your school have responsibilities relating to mental

health and wellbeing of students?
L] Yes, please specify.............oceeeeenn.. L1 No
7. Does your school have a written policy about how to deal with student with mental
health problems? (select all answers that apply)
1 Counselling services by guidance counselor or teacher
[ Clinical psychological support by clinical psychologist or psychiatrist
1 Peer support for mental health and wellbeing
L] Support groups for students dealing with particular issues e.g., depression
[1 None of these [ Other, please
SPECHEY .
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Section 1 Perceptions and attitudes towards the role of schools in supporting

students’ mental health (Thai version)
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Section 2: Mental health experiences and additional knowledge and skills training
needs

1. Have you attended training for supporting students with particular mental health needs
e.g., depression before?

LI Yes 1 No
2. Have you had the experience of providing support for students with depression?

LI Yes 1 No
3. Do you feel that you have enough knowledge to meet the mental health needs of
students with depression?

L1 Agree [ Disagree 1 Unsure
4. Do you feel that you have the level of skills required to meet the mental health needs
of students with depression?

L1 Agree [ Disagree L1 Unsure
5. Following question above, please choose additional knowledge and skills training that
you need for development. (select all answers that apply)

[J Recognising and understanding common symptoms of depression in
adolescents.

[ Key risk factors for depression in adolescents.

] Engaging and working effectively with students and families.

[ Early screening for depression in young people.

[1 Awareness of impact of depression on adolescents.

L Ability to provide information to students and families about depression.

[ Effective communication skills in interaction with adolescents with
depression.

LI Other (please SPECIfy) ..ooueiriini i e e
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Section 2: Mental health experiences and additional knowledge and skills training

needs (Thai version)
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Appendix 4.8: Pre-post training questionnaire and Feedback form — Paper 3

Section 1: Perception of mental health knowledge and skills questionnaires

Please circle the response to the right of each statement according to the scale to the

right of this box.

2

= Strongly Agree, 1 =Agree, 0 = Neutral, 1 = Disagree, -2 = Strongly Disagree

1.

I have enough knowledge about mental health problem in adolescents

-2

2.

I understand that mental health problem is hard to deal with it

2

. I have enough knowledge about the factors which put students at risk of depression

. I can recognize the signs and symptoms of depression in my students.

. I understand how depression affect students’ concentration and learning.

6.

I know how to work with student with depression

7.

I understand the role I play at my school to develop a support plan for students

with depression

8.

I have enough communication skills to help students with depression

9.

I feel confident to help students with depression

10. I know how to access useful resources to support students with depression.

11. I can give advice to students experience mental health problems seeking

professional help when needed

12. I can provide information to students and families about depression concern

13. I can provide information about mental health to people for reducing social

stigma towards people with mental health problems

14. T know how to support student mental health and well-being

15. I can give information and advice to other teachers in supporting students with

mental health problems.
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Pre-post training questionnaire and Feedback form — Paper 3 (Thai version)
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Section 2: Feedback Form
Please choose the response that best fits to you.

1. Did you like the Mental Health in School Programme?
] Really liked it "1 Liked it ) It was OK

[1 Disliked it [ Hated it

2. Did you find the mental Health in School Programme useful?

1 Very useful 1 Fairly useful "] OK but could be improved

1 Not very useful 1 Not at all useful

3. Did you think the content of the workshop interesting?

1 Very interested ") Interested ] Neutral

[1 Not interested [ Not at all interested

4. Were you satisfied with schedule e.g., timing of session, time for question, time

for breaking?
] Very satisfied ] Satisfied '] Neutral
] Dissatisfied [l Very dissatisfied

5. The programme increased my knowledge about mental health in young people?
1 Strongly agree | Agree ] Neutral

1 Disagree "1 Strongly disagree
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Section 2: Feedback Form (Thai version)

Mental Health in School Programme: Teacher Feedback Form
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Appendix 4.9: Training Structure — Paper 3
Mental health training education for teachers

Classroom Teachers
Session 1

e Pre-test questionnaire

e Mental health problems in adolescents — presentation and group discussion

e Depression — facts and figures — quiz and pair discussions

e Signs, symptoms and risk factors for depression — video and presentation

e Supporting young people with depression: The action plan — case vignettes and
group discussion

Session 2

e Listening and communicate non-judgmentally activity — active listening skill
practice

e Preventing mental health issues and promoting wellbeing in school

e Post-test questionnaire and feedback form

Guidance Teachers
Session 1
e Pre-test questionnaire
e Mental health problems in adolescents — presentation and group discussion
e Depression — facts and figures — quiz and pair discussions
e Signs, symptoms and risk factors for depression — video and presentation
e Supporting young people with depression: The action plan — case vignette and
group discussion

Session 2
e Engaging with specialists and external supports where appropriate — Q&A session
with mental health professional
e Early identification of depression in young people
e Preventing mental health issues and promoting wellbeing in school

e Post-test questionnaire and feedback form
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Training Structure — Paper 3 (Thai version)
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Appendix 4.10: Mental health training manual — Paper 3 (Thai version)

designed by ’@‘ freepik.com
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7.5 Appendix 5: Supplementary of statistical analyses

Appendix 5.1: Mood and Feelings Questionnaire items and item statistics in Thai and
British samples — Paper 2

Appendix 5.2: Standardized factor loadings from CFA five-factor models of the MFQ in
Thai and British samples — Paper 2

Appendix 5.3: Analysis of measurement invariance across gender in Thai and British

samples using MGCFA — Paper 2
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Appendix 5.1: Mood and Feelings Questionnaire items and item statistics in Thai
and British samples — Paper 2

Items Means (SD) Skewness (SE) Kurtosis (SE)
Thai British Thai British Thai British

(N=1,275) | (N=1,817) | (N=1,275) | (N=1,817) | (N=1,275) (N=1,817)
1. I felt miserable or unhappy .98 (.56) .87 (.61) -.01 (.07) .084 (.06) | .12(0.14) -.43(0.12)
2.1didn’t enjoy anything at all. 40 (.52) .39 (.56) .69 (.07) 1.12 (.06) | -.86 (0.14) .25 (0.12)
3. I was less hungry than usual. .54 (.61) .60 (.74) .65 (.07) .81 (.06) -.53(0.14) -.74 (0.12)
4. I ate more than usual. .90 (.63) .60 (.72) .07 (.07) .76 (.06) -.48 (0.14) =71 (0.12)
5. I felt so tired I just sat around and did .76 (.68) .84 (.73) 35 (.07) .26 (.06) -.86(0.14) -1.12 (0.12)
nothing.
6. I was moving and walking more slowly 27 (.50) 43 (.66) 1.68 (.07) | 1.27 (.06) | 1.96(0.14) .34 (0.12)
than usual.
7.1 was very restless. 37 (.54) .65 (.73) 1.12 (.07) | .66 (.06) .25 (0.14) -.86 (0.12)
8. I felt I was no good anymore. .36 (.56) 50 (.71 1.25(.07) | 1.08 (.06) | .58 (0.14) -.24(0.12)
9. I blamed myself for thigs that weren’t my | .47 (.59) 57 (.73) .86 (.07) .86 (.06) -24 (0.14) -.65(0.12)
fault.
10. It was hard for me to make up my mind | .87 (.62) .90 (.75) .09 (.07) .17 (.06) -.45(0.14) -1.22(0.12)
11. T felt grumpy and cross with my .60 (.59) .85 (.75) .37 (.07) .24 (.06) -71(0.14) -1.17 (0.12)
parents.
12. I felt like talking less than usual. .51 (.64) 73 (77) .87 (.07) .50 (.06) -.29(0.14) -1.15 (0.12)
13. T was talking more slowly than usual. .15 (.40) 24 (.53) 2.7(.07) 2.18 (.06) | 6.86(0.14) 3.75(0.12)
14. I cried a lot. .39 (.62) A5 (.70) 1.34(.07) | 1.25(.06) | .67 (0.14) 12 (0.12)
15. I thought there was nothing good for me | .23 (.48) .38 (.64) 2.05(.07) 1.45(.06) | 3.47(0.14) .82 (0.12)
in the future.
16. I thought that life wasn’t worth living. 18 (43) .29 (.58) 229(.07) | 1.86(.06) | 4.63(0.14) 2.29(0.12)
17. 1 thought about death or dying. 21 (47) .39 (.64) 2.21(.07) | 1.42(.06) | 4.20(0.14) .74 (0.12)
18. T thought my family would be better off | .25 (.50) .26 (.56) 1.82(.07) | 2.08 (.06) | 2.48(0.14) 3.21(0.12)
without me
19. I thought about killing myself. .17 (.48) 20 (.52) 2.61(.07) | 2.35(.06) | 6.37(0.14) 4.27(0.12)
20. I didn’t want to see my friends. .16 (:39) 35(.57) 223(07) | 1.35(.06) | 4.12(0.14) .83 (0.12)
21. 1 found it hard to think properly or 42 (.56) 91 (.71) 91 (.07) 136 (.06) | -.19(0.14) -1.01 (0.12)
concentrate
22. 1 thought bad things would happen to .70 (.64) A5 (.65) .35 (.07) 1.16 (.06) | -.70 (0.14) .14 (0.12)
me.
23. I hated myself 27 (51) 49 (.73) 1.68 (.07) | 1.16 (.06) | 1.93(0.14) -23(0.12)
24.1 felt T was a bad person. 43 (.58) 49 (.69) .97 (.07) 1.07 (.06) | -.05(0.14) -.17 (0.12)
25. 1 thought I looked ugly. .36 (.56) 74 (.79) 1.25(.07) | .50 (.06) .58 (0.14) -1.23 (0.12)
26. I worried about aches and pains .66 (.66) 53 (.71) .51(.07) .96 (.06) -.73 (0.14) -.39(0.12)
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27.1 felt lonely 41 (.59) .61 (.73) 1.15(.07) | .76 (.06) .30 (0.14) -.78 (0.12)
28. I thought nobody really loved me. 33(57) .34 (.64) 1.49 (.07) | 1.67(.06) | 1.23(0.14) 1.44 (0.12)
0.29. I didn’t have any fun in school. 32(.51) .58(.72) 1.21 (.07) | .81 (.06) .37(0.14) -.66 (0.12)
30. I thought I could never be as good as 46 (.62) .67 (.77) 1.01 (.07) | .64 (.06) -018(0.14) | -1.06 (0.12)
other kids

31. I did everything wrong. 37 (.56) 40 (.66) 1.21(.07) | 1.37(.06) | .48(0.14) .58 (0.12)
32.1didn’t sleep as well as [ usually sleep. | .40 (.62) .72 (.80) 1.28 (.07) | .55(.06) .52 (0.14) -1.23 (0.12)
33. I'slept a lot more than usual. 74 (.72) 43 (.68) 42 (.07) 1.29 (.06) | -.98 (0.14) .30 (0.12)
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Appendix 5.2 Standardized factor loadings from CFA five-factor models of the

MFQ in Thai and British samples

Item British Thai
b b

Factor 1: Core mood symptoms
1. I felt miserable or unhappy 71 .59
2. 1 didn’t enjoy anything at all. .69 .58
11. I felt grumpy and cross with my parents. .57 .53
14. I cried a lot. .65 .59
Factor 2: Vegetative symptoms
3. I was less hungry than usual. 44 43
5. I felt so tired I just sat around and did nothing. .65 .59
6. I was moving and walking more slowly than usual. .65 .61
12. I felt like talking less than usual. 72 .54
13. I was talking more slowly than usual. 54 .50
33. I slept a lot more than usual. 27 .36
Factor 3: Suicidality
16 I thought that life wasn’t worth living. .88 .76
17 I thought about death or dying. .76 .82
18 I thought my family would be better off without me 75 .70
19 I thought about killing myself. .82 75
Factor 4 Cognitive symptoms
8. I felt I was no good anymore. .82 .70
9. I blamed myself for thigs that weren’t my fault. 1 48
15. I thought there was nothing good for me in the future. 75 45
22. I thought bad things would happen to me. .64 .61
23. I hated myself .85 .62
24. 1 felt I was a bad person. 78 .63
25. I thought I looked ugly. .69 .59
27. 1 felt lonely 73 .66
28. I thought nobody really loved me. .76 .58
29. 1 didn’t have any fun in school. .60 46
30. I thought I could never be as good as other kids 72 .62
31. 1 did everything wrong. .78 .67
Factor 5: Agitated distress
7. 1 was very restless. 57 52
10. It was hard for me to make up my mind .62 48
21 I found it hard to think properly or concentrate 72 48
32. I didn’t sleep as well as I usually sleep. .59 46

Note. Item 4, 20, and 26 were removed according to the Jeffreys et al.’s (2016) model
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Appendix 5.3: Analysis of measurement invariance across gender using MGCFA

Thai sample
v df CFI ACFI RMSEA | ARMSEA
Configural 1905.52 790 0.910 - 0.033 -
Metric 1917.62 815 0.907 0.003 0.033 0.000
Scalar 2087.28 840 0.900 0.007 0.034 -0.001
Suggested A <0.01 <.015

Note: 2, Chi square goodness-of-fit statistic is statistically significant (p < 0.05); df, degrees of freedom;

CF1, comparative fit index; RMSEA, root-mean-square error of approximation; SRMR, standardized
square root mean residual.

British sample

x> df CFI ACFI RMSEA ARMSEA
Configural 2784.53 790 0.929 - 0.037 -
Metric 2892.20 815 0.926 0.003 0.037 0.000
Scalar 3166.75 840 0.917 0.009 0.039 -0.002
Suggested A <0.01 <.015

Note: % Chi square goodness-of-fit statistic is statistically significant (p < 0.05); df, degrees of freedom;

CFI, comparative fit index; RMSEA, root-mean-square error of approximation; SRMR, standardized
square root mean residual.

372




	1. CHAPTER 1: General introduction
	1.1 Introduction
	1.2 Depression in Adolescents
	1.3 Cross-cultural studies of depression in adolescents
	1.4 Cross-cultural translation and validation of measurement instruments in psychological research
	1.5 Mental health resources and services for adolescents with depression
	1.6 Challenging issues in mental health resources and research in low- and middle- income countries (LMICs)
	1.7 Conclusion
	1.8 Aims of the thesis
	1.9 Thesis overview
	1.10 References

	2. CHAPTER 2: ‘Adolescents depression in Thailand’
	2.1 The Thai context
	2.2 Literature review of prevalence of depression in Thai adolescents
	2.3 Challenging issues in mental health resources for adolescents in Thailand
	2.4 Conclusion
	2.5 References

	3. CHAPTER 3: PAPER 1 ‘Psychometric properties of the Thai Mood and Feelings Questionnaire (MFQ) for adolescent depression’
	3.1  Introduction
	3.2 Methods
	3.3 Results
	3.4 Discussion
	3.5 Conclusion
	3.6 References

	4. CHAPTER 4: PAPER 2 ‘Factors structure and measurement invariance of the Mood and Feelings Questionnaire: A cross-cultural study among Thai and British adolescents’
	4.1  Introduction
	4.2 Method
	4.3 Results
	4.4 Discussion
	4.5 Conclusion
	4.6  References

	5. CHAPTER 5: ‘Developing mental health education training for teachers in supporting students with depression in Thai secondary schools’
	5.1 Introduction
	5.2 Chapter 5a: Teachers’ perception of current mental health needs of students with symptoms of depression
	5.2.1 Introduction
	5.2.2 Methods
	5.2.3 Results
	5.2.4 Discussion
	5.2.5 Conclusion
	5.2.6 References

	5.3  Chapter 5b: Paper 3: Implementing a mental health training programme about depression for teachers in Thai schools: A feasibility study
	5.3.1 Introduction
	5.3.2 Part 1: Teachers’ experiences and additional training needs to support students with depression
	5.3.3 Part 2: The Mental health training about depression for teachers in Thai schools
	5.3.4 Discussion
	5.3.5 Conclusion
	5.3.6 References


	6. CHAPTER 6: General discussion
	6.1 Summary and synthesis of thesis findings
	6.2 Strengths and limitations
	6.3 Thesis implications
	6.4 Recommendations for future research
	6.5 Conclusion
	6.6 References

	7. APPENDICES
	7.1 Appendix 1: Ethics committee approval letters (English and Thai versions)
	7.2 Appendix 2: Information sheets for schools, parents and adolescents (English and Thai versions)
	7.3 Appendix 3: Consent and assent forms (English and Thai versions)
	7.4 Appendix 4: Questionnaires, interview topic guides, training structure and materials (English and Thai versions)
	7.5 Appendix 5: Supplementary of statistical analyses




