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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 
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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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1.1 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 
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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 



 4 

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 & Iacono, 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., 
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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; Beirão 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 
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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 
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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; 

• 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.  

• second, to explore cultural and psychological variations regarding new aspects of 

behaviours.  

• 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 
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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 
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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; 



 10 

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 

items 

Core symptoms 

assessed* 

Age 

group 

Country of 

origin 
Validated versions 

 Children’s Depression Inventory (CDI) Kovacs (1992) 27 Yes 7-17 USA Arabic, Spanish, 

Swedish, Chinese, etc. 

Center for Epidemiological Studies 

Depression Scale for Children (CES-D) 

Radloff (1997) 20 No 12 and 

over 

USA Arabic, Chinese, 

Norwegian, Dutch, etc. 

Center for Epidemiologic Studies 

Depression Scale for Children (CES-DC) 

Weissman et al. 

(1980) 

20 No 6-17 USA German, French, 

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 

(RADS) 

Reynolds (1987) 30 Yes 11-20 USA Spanish, Chinese, 

Japanese, Croatian, etc. 

Beck Depression Inventory (BDI-II) Beck et al. (1996) 21 Yes 13 and 

over 

USA Arabic, Chinese, 

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

, year 

Age 

group 

Country 

of origin 

Classification 

system 

Validated 

versions 

Diagnostic interview for 

Children and Adolescents 

(DICA-IV) 

Reich 

(2000) 

8-18 USA DSM-IV, 

ICD-10 

Spanish, Thai, 

Dutch, Italian. 

The Kiddie Schedule for 

Affective Disorders and 

Schizophrenia-Present and 

Lifetime (K-SADS-PL) 

Kaufman 

et al. 

(1997) 

6-18 USA DSM-IV Korean, Persian, 

Farsi, Turkish, 

Icelandic, Japanese, 

Brazilian, etc. 
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Diagnostic Interview 

Schedule for Children 

(DISC-IV) 

Shaffer et 

al. (2000) 

6-17 USA DSM-IV, 

ICD-10 

Korean, Chinese, 

Dutch, Icelandic, 

Finnish, Xhosa 

Child and Adolescent 

Psychiatric Assessment 

(CAPA) 

Angold & 

Costello 

(1995) 

9-17 USA DSM-IV, 

ICD-10 

Spanish 

Note: DSM-IV= 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 (Martínez-Hernáez 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 (Martínez 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.  
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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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2. CHAPTER 2: ‘Adolescents depression in Thailand’ 
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Figure 2. 1 Map of Thailand 

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 km2. 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.  

 

 

 

 

 

 

 

 

 

 

 

 

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

et al., 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 

size 

City Mean age 

(age 

range) 

Gender (%) Setting Measures, 

Cut point 

Preval-

ence rate 

(%) 
Male Female 

Trangkasombat & 

Rujiradarporn 

(2012) 

1,220 Bangkok M = 17 

(15-19) 

39 61 School CES-D, 

≥22 

18 

Tittabut & Panza 

(2012) 

23 Chiang- 

Mai 

M = 15.5 

(12-19) 

43.5 56.5 School PHQ-9, 

no data 

43.4 

Vatanasin et al 

(2012) 

800 Chiang- 

Mai 

M = 16.5 

(14-19) 

50 50 School CES-D,  

≥ 16 

42 

Tuklang (2012) 426 Samutsa-

korn 

M = 15 

(12-18) 

46 54 School RADS,  

≥ 77 

11 

Leelatrakarnkun 

&Trangkosombat 

(2012) 

469 Ubonrat-

chathani 

M = 12 

(11-13) 

60 40 School CDI,  

≥ 21 

11 

Somrongthogn et 

al. (2013) 

871 Bangkok M = 16.5 

(11-22) 

43 57 Com- 

munity 

CES-D, 

≥22 

35 

Wisitpongaree et al 

(2014) 

2,162 Bangkok 

 

M = 11 

(10-12) 

46 54 School CDI, ≥ 15 

& DSM IV-

TR 

1.6 

Sittanomai et al 

(2014) 

1,373 Bangkok 

 

M = 15 

(12-18) 

39 60 Clinic DSM IV-

TR 

7.7 

Jiamjaroenkul & 

Limsuwan (2015) 

1,107 Chiang- 

Mai 

M = 13.5 

(12-15) 

47 53 School CDI,  

≥ 21 

14.6 

Chaveepojnkamjorn 

et al.(2016) 

479 Nontha- 

buri 

M = 16.5 

(16-17) 

41 59 School CES-D, 

≥22 

14 

Suksri  et al. (2016) 283 South of 

Thailand 

M = 15 

(12-18) 

34 66 School CES-D, 

≥22 

23.3 

Suwanwaiphatthana 

et al. (2016) 

442 Nakhon-

ratchasima 

M = 15.5 

(13-18) 

39 61 School CES-D, 

≥22 

46.2 



 

 56 

Table 2.1 (continued) 

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 

References Sample 

size 

City Mean age 

(age 

range) 

Gender (%) Setting Measures, 

Cut point 

Preva- 

lence 

rate (%) Male Female 

Seangsanaoh et al. 

(2017) 

265 Rayong M = 17 

(15-19) 

35 65 School CES-D, 

≥22 

46.4 

Boonprathum  et al. 

(2017) 

289 Samutpra- 

karn 

M = 13.5 

(11-16) 

38 62 School CDI, ≥15 28.7 

Panyawong et al. 

(2020) 

5,345 13 cities M = 15 

(11-19) 

48 52 School PHQ-A  

≥ 10 

17.5 

Cheung et al. 

(2020) 

2,070 National 

study 

M = 15.5 

(13-18) 

41 59 School CES-D, 

≥ 22 

14.7 
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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. I 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 (α = 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. 



 

 73 

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., I 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-IIIR 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 

et al., 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, χ2(1) = 10.72, p = .001. The flow chart of participant recruitment is presented in 

Figure 3.1. 
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Figure 3. 1 A flowchart of the participants recruitment for Part 1& Part 2 of the 

study 
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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 (α = 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 (α = 0.91; Sund et al., 

2001), Arabic (α = 0.92; Tavitian et al., 2014), and Swedish version (α = 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 (α = 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 (α = .70) but 

slightly low in emotional subscale (SDQ-ESS: α = 0.63)1.  

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 guidelines2.  

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.  

 

 

 
2,3 These materials have been added at the instructions of the examiners and are not included in the 

published paper. 

 



 

 83 

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 α = 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  = .80, and on individual symptoms was  = .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%)5. 

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 

Males: n = 500  

Females: n = 775 

 

15.04 (1.73) 

14.95 (1.73) 

15.11 (1.73) 

 

t(1273) = -1.62, p = .76 

χ2(1) = 10.72, p = .001 

MFQ total: ranged 0-55 

Male 

Female 

14.65 (9.97) 

13.32 (8.62) 

15.51 (10.66) 

 

t(1273) = -3.8, p < .001, d = .22 

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

 

 
5 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 α = 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 (α = 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, χ2 (1) = 32.06, p < 0.001 and sub-threshold MFQ χ2 (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), t(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. 

 

MFQ scores 

K-SADS-PL diagnosis Total p 

Depressed Non-depressed 

Elevated (MFQ ≥ 28) 30 12 42 χ2 (1) = 57.58,  

p < 0.001 

 

Sub-threshold (MFQ <28) 1 60 61 

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 

et al., 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 I 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 (Fernández-Martínez 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 

(Fernández-Martínez 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 

     Females 

 

500 (39%) 

775 (61%) 

 

801 (44%) 

1,016 (56%) 

 

𝜒2 = 69.64, p = 

0.001 

𝜒2 = 32.43, p = 

0.001 

Age (in years) 

     M (SD) 

     Range 

 

15.04 (1.73) 

12-18 

 

14.70 (1.91) 

12-18 

 

t(3090) = 5.18,  

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 (α = 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 (α = 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 = 2 (93) = 142.94, p < 0.001; British sample, 2 (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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Figure 4. 1 The path diagrams of the one- and five-factor models of the MFQ 

loadings from the CFA five-factor models of the MFQ in Thai and British samples can be 

seen in Appendix 5.2. 

 

 

 

 

 

 

 

 

 

 

 

 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, CFI and TLI values greater than 0.90 suggest the 

model shows acceptable fit (desirable ≥ 95; Hu & Bentler, 1999) and values less than 0.10 



 

 116 

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 () in CFI < 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 (MIs) and 

parameter changes (PCs; Steenkamp & Baumgartner, 1998). These MI 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 MIs 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 MI 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 MI 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 

  2 df CFI TLI RMSEA SRMR AIC 

Model 1 

One-factor  

British  2705.11 495 0.860 0.851 0.071 0.047 2837.11 

Thai 2971.10 495 0.821 0.809 0.063 0.049 3103.10 

Model 2 

Five-factor* 

British 2261.51 395 0.936 0.930 0.051 0.033 2401.51 

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, 2,  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 (CFI = 0.003, RMSEA = 0.00). 

The scalar invariance also suggested equivalence across Thai gender groups (CFI = 0.007, 

RMSEA = -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 (CFI = 0.003, RMSEA = 0.00). The CFI change between 

the metric model and the scalar model was less that 0.01 (CFI = 0.009, RMSEA = - 

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 (CFI = 0.041) and the AIC value increased. 

Although the RMSEA < 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 

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. 

 2 df CFI CFI AIC RMSEA RMSEA 

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     <0.01   <.015 
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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 

1. I felt miserable or unhappy 

2. I didn’t enjoy anything at all. 

14. I cried a lot. 

0.59 (0.43) 

0.98 (.56) 

0.40 (.52) 

0.39 (.62) 

0.57 (0.50) 

0.87 (.61) 

0.39 (.56) 

0.46 (.71) 

0.203 

<.001 

.333 

.016 

0.05 

0.18 

0.03 

0.09 

Factor 2: Vegetative Symptoms 

   3. I was less hungry than usual. 

   5. I felt so tired I just sat around and did nothing. 

   6. I was moving and walking more slowly than usual. 

  12. I felt like talking less than usual. 

  13. I was talking more slowly than usual. 

0.44 (0.37) 

0.54 (.61) 

0.76 (.68) 

0.27 (.50) 

0.51 (.64) 

0.15 (.40) 

0.57 (0.48) 

0.60 (.74) 

0.84 (.73) 

0.43 (.66) 

0.73 (.77) 

0.24 (.53) 

<.001 

.023 

<.001 

<.001 

<.001 

<.001 

0.28 

0.08 

0.14 

0.26 

0.31 

0.18 

Factor 3: Suicidality 

   16. I thought that life wasn’t worth living. 

   17. I thought about death or dying. 

   18. My family would be better off without me 

   19. I thought about killing myself. 

0.20 (0.38) 

0.18 (.43) 

0.21 (.47) 

0.25 (.50) 

0.16 (.41) 

0.29 (0.49) 

0.29 (.59) 

0.39 (.64) 

0.26 (.56) 

0.20 (.52) 

<.001 

<.001 

<.001 

.799 

.011 

0.19 

0.21 

0.32 

0.01 

0.93 

Factor 4: Cognitive Symptoms 

   8. I felt I was no good anymore. 

9. I blamed myself for thigs that weren’t my fault. 

15. I thought there was nothing good for me  

23. I hated myself 

24. I felt I was a bad person. 

27. I felt lonely 

28. I thought nobody really loved me. 

30. I thought I could never be as good as other kids 

31. I did everything wrong. 

0.37 (.38) 

0.36 (.55) 

0.47 (.59) 

0.23 (.48) 

0.27 (.51) 

0.43 (.58) 

0.41 (.59) 

0.33 (.57) 

0.46 (.62) 

0.37 (.56) 

0.50 (.56) 

0.50 (.73) 

0.57 (.74) 

0.38 (.64) 

0.49 (.73) 

0.49 (.70) 

0.61 (.73) 

0.34 (.64) 

0.67 (.75) 

0.40 (.66) 

<.001 

<.001 

<.001 

<.001 

<.001 

.009 

<.001 

.808 

<.001 

.129 

0.25 

0.21 

0.15 

0.27 

0.34 

0.09 

0.29 

0.08 

0.31 

0.05 

Factor 5: Agitated Distress 

   7.   I was very restless. 

   21. I found it hard to think properly or concentrate 

   32. I didn’t sleep as well as I usually sleep. 

0.40 (.39) 

0.37 (.54) 

0.42 (.56) 

0.40 (.62) 

0.76 (.58) 

0.65 (.73) 

0.92 (.71) 

0.72 (.80) 

<.001 

<.001 

<.001 

<.001 

0.71 

0.42 

0.75 

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 
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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 



 

 125 

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 

(López 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).  



 

 135 

           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 5a: 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). 
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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 

 Qualitative 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 

adolescents 

1. Knowledge about depression in 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 

students with depression 

1. Teachers’ role in promoting students’ mental 

health 

2. Early identification of mental health at school 

Barriers to promoting students’ mental 

health 

 

1. Individual barriers 

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 

teachers knew the word “Depression” (in Thai language “ซึ ม เ ศ ร้ า” [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).  

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

in the brain that not well functioning” (Fai, 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. I 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 I 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 I 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. I 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). 



 

 147 

 “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. I 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 I 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. I 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 5b: Paper 3: Implementing a mental health training programme 

about depression for teachers in Thai schools: A feasibility study 

 

Submitted for publication in Journal of Mental Health Training Education and 

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 Monkey6. 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 

 
6 SurveyMonkey is an online survey software programme that enables a person to create and run online 

survey (http:// www.surveymonkey.com). 
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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?”  

 



 

 167 

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 

  Female 

 

23 

87 

 

20.9 

79.1 

Time working as a teacher 

  1 – 5 years 

  6 - 10 years 

  11 – 15 years 

  16 – 20 years 

  21 – 25 years 

  26 – 30 years 

  > 31 years 

 

18 

24 

18 

13 

16 

15 

6 

 

16.4 

21.8 

16.4 

11.8 

14.5 

13.6 

5.4 

Teaching roles 

  Guidance 

  Subject teacher e.g., math, sciences etc.  

 

34 

76 

 

30.9 

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 

mental health 

- Welcoming the participants  

- Pre-training questionnaire 

- Overview of mental health problems in adolescents 

- Reducing the stigma of mental illness 

Depression - Facts and figures 

- Signs and symptoms of depression 

- Risk factors for depression 

Supporting students with 

depression 

- Engaging and working effectively with adolescents with 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 “I 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, 

satisfying, attractive to recipients? 

Participant feedback  
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Implementation and 

Practicality 

To what extent can the programme be 

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 (PESAO) 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
2 = 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, np
2 = 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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6. CHAPTER 6: General discussion 
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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 5a, 

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 



 

 197 

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 



 

 203 

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 
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Appendix 1.2: Chiang Mai University Research Ethics Committee (CMUREC 

61/073) -- Paper 1 
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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 
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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 

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 

…………../……………../………… 
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Invitation letter for schools - Paper 1 (Thai version) 

 

โครงการวิจยั สุขภาพจิตในวยัรุ่น 

การศกึษานี้มุ่งเน้นในการส่งเสรมิภาวะปกตสุิขและสุขภาพจติในเดก็และวยัรุ่นไทย โดย

มุ่งเน้นศกึษาภาวะซมึเศรา้ในวยัรุ่นไทยอายุ 12 – 18 ปี  เพื่อน าขอ้มูลไปใชใ้นการวางแผนส่งเสรมิ

ป้องกนัภาวะซมึเศรา้และส่งเสรมิใหว้ยัรุ่นมสุีขภาพจติทีด่ ี 

กลุ่มตวัอย่าง กลุ่มตวัอย่างไดแ้ก่นักเรยีนชัน้มธัยมศกึษาปีที ่1-6 จ านวน 1,000 คน  

วิธีการศึกษา 

1. ส่วนท่ี 1 คดักรองภาวะซึมเศร้าในนักเรียน 

นักเรยีนจะตอบแบบสอบถามเกี่ยวกบัขอ้มูลทัว่ไปและแบบประเมนิทีเ่กี่ยวกบัอารมณ์และ

ความรูส้กึ Mood and Feeling questionnaire (MFQ), แบบวดัภาวะซมึเศรา้ Children’s 

depression inventory (CDI) และแบบประเมนิพฤตกิรรม The Strengths and Difficulties 

Questionnaire (SDQ) โดยใหน้ักเรยีนเป็นผูต้อบค าถามเอง โดยจะใชเ้วลา 30 นาทโีดยประมาณใน

ชัว่โมงเรยีน ถ้านักเรยีนมคีวามประสงคจ์ะเขา้ร่วมงานวจิยัในส่วนที ่2 สามารถทจีะลงชื่อระบุความ

ประสงคใ์นการเขา้ร่วมงานวจิยักบัผูว้จิยั 

2. ส่วนท่ี 2 การสมัภาษณ์และวินิจฉัยโดยผู้วิจยั 

จากส่วนที ่1 ผูว้จิยัจะท าการตดิต่อนักเรยีนทีล่งชื่อระบุความประสงคใ์นการเขา้ร่วมงานวจิยั

ในส่วนที ่2 และมรีายงานผลการประเมนิสูงกว่าเกณฑม์าสมัภาษณ์โดยผูว้จิยั โดยใชแ้บบสมัภาษณ์

แบบกึ่งโครงสรา้งจ านวน 130 คน โดยจะสมัภาษณ์เป็นรายบุคคลในชัว่โมงเรยีน ใชเ้วลา 1 – 1.30 

ชัว่โมง 

ผูว้จิยัจงึขอความอนุเคราะห์ทางโรงเรยีนในการอนุญาตใหเ้ขา้มาเกบ็ขอ้มูลในโรงเรยีนและ

จดัหาหอ้งส าหรบัใชใ้นการสมัภาษณ์นักเรยีนในการวจิยัส่วนที ่1 และ 2 ซึ่งจะด าเนินการเกบ็ขอ้มูล

ในระหว่างเดอืนธนัวาคม 2561 ถงึกุมภาพนัธ์ 2562 ในครัง้นี้จะเป็นพระคุณอย่างสูง 

    

  จงึเรยีนมาเพื่อโปรดพจิารณา  

นันทกา  ฟูสกีุล    ผู้วจิยั 

ขอ้มูลตดิต่อ Email: , โทรศพัท์ 086-1818706 
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Appendix 2.2: Information Sheet for Parents Part 1- Paper 1 
 
School of Psychology and Clinical Language Sciences 

University of Reading 

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    

…………../……………………../…… 
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Information Sheet for Parents Part 1- Paper 1 (Thai version) 

 

 

 

 
 

   
เอกสารช้ีแจงผู้เข้าร่วมการวิจยั  เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และ

พะเยา ส่วนท่ี 1 
                    (ส าหรบัผู้ปกครอง) 

 
ขา้พเจา้ นางสาวนันทกา ฟูสกีุล ปัจจุบนัก าลงัศกึษาอยู่ในระดบัปรญิญาเอก สาขาจติวิทยา 

มหาวทิยาลยั Reading ประเทศองักฤษ และก าลงัท าการศึกษา เรื่อง ภาวะสุขภาพจิตของวยัรุ่นใน
จังหวัดเชียงใหม่และพะเยา โดยมีความประสงค์ที่จะท าการศึกษาภาวะสุขภาพจิตของวยัรุ่นใน
จงัหวดัเชยีงใหม่และจงัหวดัพะเยา อายุ 12 – 18 ปี โดยมทีีม่าของโครงการวจิยั คอื ปัจจุบนัปัญหา
เกี่ยวกับสุขภาพจิตของวัยรุ่นเพิ่มมากขึ้น โดยเฉพาะอย่างยิ่ง ภาวะซึมเศร้า ซึ่งเป็นปัญหา
สุขภาพจติทีส่ าคญัและพบไดบ้่อยในวยัรุ่น และส่งผลใหเ้กดิพฤตกิรรมทีเ่ป็นปัญหาและส่งผลต่อการ
ใช้ชีวิตประจ าวันของเด็กวัยรุ่น ข้อมูลที่ได้จากงานวิจัยในครัง้นี้จะน าไปสู่การวางแผนป้องกัน 
ช่วยเหลอืเดก็ทีม่ปัีญหาทางดา้นสุขภาพจติ รวมไปถงึวางแผนการส่งเสรมิและพฒันาให้เดก็วยัรุ่นมี
สุขภาพจติทีด่ ี
 
 เอกสารนี้จะให้ข้อมูลพื้นฐานของโครงการวิจยัที่ท่านซึ่งเป็นผู้ปกครองควรศึกษาท าความ
เข้าใจ เพื่อช่วยในการตดัสนิใจอนุญาตให้เด็กในปกครองของท่านเข้าร่วมการวิจยั หากท่านอ่าน
เอกสารนี้และมขีอ้สงสยัใดๆ เกี่ยวกบัโครงการวจิยั ท่านสามารถสอบถามหวัหน้าโครงการวจิัยหรือ
ผูแ้ทนได ้ท่านสามารถน าเอกสารนี้กลบัไปอ่านทีบ่้านและสามารถหารือกบัผู้ที่ท่านต้องการปรึกษา
ได ้
 
 ท่านมอีสิระเตม็ทีใ่นการตดัสนิใจว่าจะใหเ้ดก็ในปกครองของท่านเขา้ร่วมในการวจิยันี้หรอืไม่ 
หากท่านไม่อนุญาต จะไม่มผีลต่อการเรียนหรือสทิธิประโยชน์อื่นใดของเด็กในปกครองของ ท่าน 
และเมื่อท่านอนุญาตใหเ้ดก็ในปกครองเขา้ร่วมการวจิยั หากเกดิผลขา้งเคยีงทีไ่ม่พงึประสงคจ์ากการ

AF 04-09 
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วิจัยหรือมีข้อคิดเห็น ข้อข้องใจ หรือค าถามเกี่ยวกับการวิจัยนี้ ท่านสามารถติดต่อนักวิจัยได้ที่ 
email:  หรอืเบอรโ์ทรศพัท์ 086-1818706 

รายละเอียดเก่ียวกบัโครงการวิจยั 
1. ช่ือโครงการวิจยั 
(ภาษาไทย): ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา  
(ภาษาองักฤษ): Mental health among adolescents in Chiang Mai and Phayao, Thailand  
 
2. หวัหน้าโครงการวิจยั/ผู้วิจยัหลกั 
ชื่อ นางสาวนันทกา ฟูสกีุล 
ต าแหน่ง อาจารย ์
สถานทีท่ างาน สาขาจติวทิยาการศกึษาและการแนะแนว ภาควชิาพืน้ฐานและการพฒันาการศึกษา 
คณะศกึษาศาสตร ์มหาวทิยาลยัเชยีงใหม่  
หมายเลขโทรศพัท์ 086-1818706 - อเีมล์  
3. แหล่งทุน 

ทุนการศกึษามหาวทิยาลยัเชยีงใหม่ ส าหรบัผูป้ฏบิตังิานในมหาวทิยาลยั สาขาวชิาการ
ประเภทคณาจารยป์ระจ า นักวจิยัและส าหรบับุคคลภายนอกทีไ่ปศกึษาต่อ ณ ต่างประเทศ 
4. วตัถปุระสงคข์องการวิจยั 

งานวจิยันี้มวีตัถุประสงคค์อืเพื่อศกึษาภาวะสุขภาพจติของนักเรยีนชัน้มธัยมศกึษาใน
ประเทศไทย โดยเฉพาะอย่างยิง่ภาวะซมึเศรา้ในวยัรุ่น เพื่อใหไ้ดข้อ้มูลทีเ่ป็นประโยชน์ และน าขอ้มูล
ทีไ่ดไ้ปสู่การวางแผนป้องกนั ช่วยเหลอื รวมไปถงึการส่งเสรมิใหเ้ดก็วยัรุ่นมสุีขภาพจติทีด่ี 
5. ประโยชน์ท่ีผู้เข้าร่วมการวิจยัจะได้รบั 

การเข้าร่วมงานวิจยัในครัง้นี้จะเป็นการสนับสนุนให้เกิดการพฒันาความรู้ ความเข้าใจที่
เกี่ยวข้องกบัความคดิ ความรู้สกึ การกระท า รวมไปถึงการแสดงออกของวยัรุ่นที่ประสบกบัปัญหา
สุขภาพจิต โดยมุ่งเน้นศึกษาลักษณะอาการของภาวะซึมเศร้าในวัยรุ่น ซึ่งในปัจจุบันนัน้ยังมี
การศกึษาค่อนขา้งน้อย ผูว้จิยัหวงัว่าขอ้มูลทีไ่ดจ้ากการศกึษาในครัง้นี้จะสามารถช่วยในการประเมนิ
อตัราการเกดิภาวะซมึเศร้า สาเหตุหรอืปัจจยัทีก่่อให้เกดิภาวะซมึเศรา้ รวมไปถงึการท าความเข้าใจ
ลักษณะอาการของโรค เพื่อน าไปสู่การวางแผนป้องกันหรือการวางแผนการช่วยเหลือในการ
ใหบ้รกิารทางดา้นสุขภาพจติใหแ้ก่วยัรุ่นในอนาคต  

 
6. เดก็ในปกครองของท่านได้รบัเชิญให้เข้าร่วมการวิจยัน้ีเพราะ 

บุตรของท่านไดร้บัเชญิให้เข้าร่วมในงานวจิยัเพราะทางโรงเรียนได้รบัทราบการด าเนินงาน
ของโครงการวจิยัแลว้ นอกจากนี้บุตรของท่านมอีายุระหว่าง 12-18 ปี ซึ่งเป็นช่วงกลุ่มอายุทีน่ักวิจยั
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ต้องการท าการศกึษา การเขา้ร่วมวจิยัในครัง้นี้เป็นแบบสมคัรใจ ผูเ้ขา้ร่วมวจิยัจะไม่เข้าร่วมหรือเข้า
ร่วมแลว้ประสงคอ์อกจากงานวจิยัเมื่อใดกไ็ดโ้ดยไม่ต้องชี้แจงเหตุผลใหก้บัผูว้จิยัทราบ 
7. หากท่านอนุญาตให้เด็กในปกครองเข้าร่วมการวิจยั เด็กในปกครองของท่านจะถูกขอ

ข้อมูลด้วยวิธี (ตอบแบบสอบถาม/สมัภาษณ์ระดบัลึก/สนทนากลุ่ม ฯลฯ)  
บุตรของท่านจะได้ตอบแบบประเมนิความคิดและความรู้สกึ รวมไปถึงแบบประเมนิภาวะ

ซึมเศร้าในเดก็และวยัรุ่น และแบบประเมนิพฤติกรรมในเวลาเรียน คาบวิชาแนะแนวเป็นระยะเวลา 
50 นาทโีดยประมาณ  
8. ความเส่ียงท่ีอาจเกิดข้ึนเมื่อเข้าร่วมการวิจยัคือ  

ทางผูว้จิยัมไิดป้ระสงคท์ี่จะใหเ้กิดความเสีย่งใดใดในการเข้าร่วมงานวิจยัในครัง้นี้ อย่างไรก็
ตามในแบบประเมนิอาจจะมบีางข้อค าถามที่เป็นค าถามเฉพาะตวับุคคลและบางข้อค าถามจะเป็น
การถามถงึความรูส้กึทีเ่ป็นอารมณ์ด้านลบ ซึ่งเดก็บางคนอาจจะรูส้กึไม่สะดวกใจในการตอบค าถาม
หรือมีความยากในการระบุความคิดและความรู้สึกของตนเอง ซึ่งข้อค าถามเหล่านัน้อาจจะไม่
เกี่ยวขอ้งกบัภาวะของนักเรียนในขณะนัน้ ถ้านักเรยีนคนไหนรูส้กึไม่สะดวกใจในการตอบค าถามไม่
ว่าขอ้ใดกต็าม ทางผูว้จิยัจะแนะน าใหห้ยุดการท าแบบประเมนิโดยทนัท ีและบุตรของท่านมสีทิธิท์ีจ่ะ
ไม่แจ้งเหตุผลใดใดต่อการหยุดการเข้าร่วมงานวิจัย  นอกจากนี้ระหว่างการท าวิจัย ผู้วิจัยจะ
ด าเนินการวิจยัให้เป็นไปตามหลกัเกณฑ์นโยบายความปลอดภยัและการคุม้ครองเด็กของโรงเรยีน
อย่างเคร่งครดัโดยยดึหลกัของความปลอดภยัของเดก็เป็นทีต่ัง้ 
9. แนวทางการป้องกนัความเส่ียงของโครงการวิจยั (ถ้ามี) 

ผู้วิจยัมกีารวางแผนป้องกนัปัญหาที่จะเกิดขึ้นอย่างรอบด้าน ทัง้นีเ้พื่อป้องกันความเสี่ยงท่ี
อาจจะเกิดขึน้ ผู้ วิจัยจะด าเนินการวิจัยตามหลักเกณฑ์นโยบายความปลอดภัยและการคุ้มครองเด็ก
ของโรงเรียนอย่างเคร่งครัดโดยยึดหลักของความปลอดภัยของเด็กเป็นท่ีตัง้ ผู้ วิจัยจะรีบแจ้งให้กับ
คณุครูท่ีมีหน้าท่ีรับผิดชอบโดยทนัทีเมื่อพบนกัเรียนท่ีมีแนวโน้มท่ีอาจจะก่อให้เกิดความเสี่ยงต่อตนเอง 
เช่น มีความคิดของการท าร้ายตวัเอง จากนัน้คณุครูจะด าเนินการตามกระบวนการของโรงเรียนเพื่อส่ง
ต่อนกัเรียนไปยงัหน่วยงานท่ีให้บริการช่วยเหลือด้านสขุภาพจิตอย่างเร่งด่วน 

ถ้าทางผูป้กครองมขี้อสงสยัเกี่ยวกบังานวจิยัสามารถติดต่อสอบถามผูว้ิจยั นางสาวนันทกา 
ฟูสกีุล ไดโ้ดยตรง หรอืถ้ามคีวามไม่พงึพอใจหรือประสงค์อยากจะร้องเรียนการวิจยัครัง้นี้อย่างเป็น
ทางการสามารถตดิต่อ Professor Shirley Reynolds ผูใ้หค้ าปรกึษางานวจิยัฉบบันี้โดยตรง กรุณาดู
ช่องทางการตดิต่อผูว้จิยัในเอกสารหน้าขอ้มูลการตดิต่อทีแ่นบมาดว้ยนี้ 
10. ค่าตอบแทนท่ีจะได้รบั  

ในการศกึษาส่วนที ่1 ผูเ้ขา้ร่วมวจิยัจะไดร้บัแฟ้มชนิดบางและดนิสอไมค้นละ 1 ชุด 



 

 226 

11. ค่าใช้จ่ายท่ีผู้เข้าร่วมการวิจยัจะต้องรบัผิดชอบเอง  
ไม่ม ี

12. การเข้าร่วมงานวิจยัในขัน้ต่อไป 
 เมื่อบุตรของท่านไดท้ าการตอบแบบประเมนิในการศึกษาส่วนที ่ 1 แลว้ นักเรยีนจะสามารถ
เลอืกไดว่้าสนใจจะเขา้ร่วมงานการศกึษาในส่วนที ่2 หรอืไม่  ซึ่งในการศกึษาส่วนที ่2 นี้จะมกีารเกบ็
ขอ้มูลโดยการสมัภาษณ์เกี่ยวกบัอารมณ์และความรูส้กึ และท าแบบประเมนิ โดยใชเ้วลา 45-60 นาที
โดยประมาณในชัว่โมงเรยีนหรอืช่วงเวลาพกัของโรงเรียน ในขัน้นี้ผู้วิจยัจะเลือกผู้เขา้สมัภาษณ์ 90 
คนโดยประมาณ และผูท้ีไ่ดร้บัการคดัเลอืกจะไดร้บัชุดความรู้เสรมิสร้างสุขภาวะทางใจ คนละ 1 ชุด
เมื่อเสรจ็สิน้การสมัภาษณ์ 

 
ขอ้มูลทีไ่ดร้บัจากการท าวิจยัในครัง้นี้จะเกบ็รกัษาไว้เป็นความลบั ขอ้มูลทุกฉบบัจะถูกเก็บ

รักษาโดยจะมีเพียงผู้วิจัย อาจารย์ที่ปรึกษาโครงการวิจัย และคณะกรรมการจริยธรรมเท่านัน้
สามารถเข้าถึงได้ หากมขี้อมูลเพิม่เติมทัง้ด้านประโยชน์และโทษที่เกี่ยวข้องกบัการวิจยันี้  ผู้วิจยั
จะแจ้งให้ทราบโดยเร็วไม่ปิดบงั นอกจากนี้ผู้วิจยัจะท าการเก็บข้อมูลที่เป็นเอกสารไว้ในตู้ล็อคใส่
กุญแจ หากเป็นขอ้มูลอเิลก็ทรอนิกสจ์ะมวีธิกีารตัง้ Password เพื่อจ ากดัการเขา้ถงึขอ้มูลดว้ยเช่นกนั 
ขอ้มูลทีไ่ดจ้ากการวจิยัจะถูกท าลายหลงัจากเสรจ็สิน้การวจิยัโดยทนัท ี  

 
ข้อมูลที่ได้รบัการยกเว้นในการเก็บรักษาไว้เป็นความลบัคือ ข้อมูลที่บุตรของท่านได้บอก

บางสิง่ที่อาจจะก่อให้เกดิอนัตรายต่อตวัเองหรอืบุคคลอื่น กรณีนี้ผู้วิจยัจะแจง้ให้กบัทางโรงเรยีนได้
ทราบ เนื่องจากงานวจิยัในครัง้นี้เป็นการสอบถามเกี่ยวกบัอารมณ์และความรูส้กึ ถ้าทางผูว้จิยัพบว่า
บุตรหลานของท่านอยู่ในภาวะเสีย่งทีจ่ะก่อให้เกดิอนัตราย ทางผูว้จิยัจะรบีแจง้ใหก้บัทางโรงเรยีนให้
ทราบและด าเนินการตามกระบวนการของโรงเรยีนต่อไป 

 
ผู้เข้าร่วมการวิจยัมสีทิธิถ์อนตวัออกจากโครงการวิจยัเมื่อใดก็ได้ โดยไม่ต้องแจง้ให้ทราบ

ล่วงหน้า และการไม่เข้าร่วมการวิจยัหรอืถอนตวัออกจากโครงการวิจยันี้ จะไม่มผีลกระทบต่อการ
เรยีนและสทิธปิระโยชน์ทีส่มควรจะไดร้บัแต่ประการใด และขอ้มูลของผูเ้ขา้ร่วมการวจิยัจะถูกท าลาย
ทนัทหีลงัจากทีถ่อนตวัจากการวจิยั 

 
โครงการวิจัยนี้ได้รับการพิจารณารับรองจากคณะกรรมการจริยธรรมการวิจัยในคน 

มหาวทิยาลยัเชยีงใหม่ ส านักงานตัง้อยู่ที ่คณะสงัคมศาสตร ์มหาวทิยาลยัเชียงใหม่ 239 ถนนห้วย
แก้ว ต าบลสุเทพ อ าเภอเมอืง จงัหวดัเชยีงใหม่ 50200 โทรศพัท์/โทรสาร 053-943565 ในช่วงเวลา
ราชการ หรืออีเมล์  หากเด็กในปกครองของท่านได้รบัการปฏบิตัไิม่ตรง
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ตามที่ระบุไว้ สามารถติดต่อประธานฯ หรือผู้แทน ได้ตามสถานที่หมายเลขโทรศพัท์ หรืออีเมล์
ขา้งต้น  

 
 

ลงชื่อ...........................................................................ผูว้จิยั 
                            (นันทกา ฟูสกีุล) 

วนัที.่..................................................................................... 
 

ช่องทางการติดต่อ 

นางสาวนันทกา  ฟูสีกุล (นกัวิจยั)      email:    

โทร: 0861818706 

Prof.Shirley Reynolds (อาจารยท์ี่ปรึกษา)  email:  
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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 

University of Reading 

Harry Pitt Building 

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. I 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 

…………../……………………../… 
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Information Sheets for Adolescents Aged 12 -18 years old Part 1 -Paper 1 (Thai 

version) 

 

 
 
 

    
 
 

เอกสารชี้แจงผู้เข้าร่วมการวิจัย เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา 
ส่วนที่ 1 

สำหรับเด็กอายุ 8 ปี - ต่ำกว่า 18 ปี  
  
 พี่ชื่อ นันทกา ฟูสีกุล ปัจจุบันกำลังศึกษาอยู่ในระดับปริญญาเอก สาขาจิตวิทยา มหาวิทยาลัย 
Reading ประเทศอังกฤษ และกำลังทำการศึกษาเรื่อง ภาวะสุขภาพจิตของนักเรียนชั้นมัธยมศึกษาใน
ประเทศไทย ซึ่งเป็นเรื่องเกี่ยวกับภาวะสุขภาพจติของวยัรุ่นในจงัหวดัเชยีงใหม่และพะเยา และปัญหา
ทางดา้นสุขภาพจติ โดยเฉพาะภาวะซึมเศร้า ผลจากการศึกษาในครั้งนี้จะทำให้น้องรู้ถึงภาวะสุขภาพจิต
ของตนเอง นำไปสู่การหาแนวทางป้องกันและช่วยเหลือทางด้านสุขภาพจิต และการวางแผนการส่งเสริม
ให้วัยรุ่นไทยมีสุขภาพจิตที่ดี  
 
 น้องได้รับเชิญให้เข้าร่วมในงานวิจัยนี้ เพราะทางโรงเร ียนได้รับทราบการดำเนินการของ
โครงการวิจัยแล้ว และน้องมีอายุระหว่าง 12-18 ปี ซึ่งเป็นกลุ่มที่พี่ต้องการทำการศึกษา ถ้าน้องยินดีเข้า
ร่วมโครงการนี้  น้องจะได้ตอบแบบประเมินความคิดและความรู้สึก , แบบประเมินภาวะซึมเศร้าในเด็ก
และวัยรุ่น และแบบประเมินพฤติกรรมในคาบวิชาแนะแนว เป็นระยะเวลา 50 นาทีโดยประมาณ 
 

งานวิจัยนี้อาจเกิดความเส่ียง เช่น แบบประเมินอาจจะมีบางข้อคำถามที่เกี่ยวข้องกับความรู้สึกที่
เป็นด้านลบ น้องบางคนอาจจะรู้สึกไม่สะดวกใจในการตอบคำถามหรือมีความยากในการระบุความคิด
และความรู้สึกของตนเอง ซึ่งอาจจะไม่เกี่ยวข้องกับภาวะของน้องในขณะนั้น แต่ถ้าน้องไม่อยากเข้าร่วม
ร่วมโครงการนี้ หรือเข้าร่วมแล้วรู้สึกไม่สบายใจ อึดอัด อยากหยุด น้องสามารถบอกพี่ได้ตลอดเวลา โดยไม่
มีผลใดๆ กับน้อง และถ้าน้องหรือผู้ปกครองมีเรื่องสงสัย  สามารถถามพี่ได้   

 
พี่จะเก็บเรื่องส่วนตัวของน้องเป็นความลับ ไม่เปิดเผยให้ใครทราบเป็นรายบุคคล แต่จะรายงาน

เป็นข้อมูลส่วนรวม ข้อมูลของน้องจะมีเพียงพี่นักวิจัยและบุคคลที่ได้รับอนุญาตเท่านั้นสามารถดูได้ แต่ใน
กรณีที่จะได้รับการยกเว้นคือ ข้อมูลใดของน้องที่บอกบางส่ิงที่อาจจะก่อให้เกิดอันตรายต่อตัวน้องเองหรือ

AF 06-09 



 

 232 

ผู้อื่น พี่จะต้องแจ้งให้กับทางโรงเรียนได้รับทราบและดำเนินการตามกระบวนการของโรงเรียนเพื่อให้น้อง
ได้รับการช่วยเหลือต่อไป 

 
การเข้าร่วมวิจัยในครั้งต่อไป 
 เมื่อน้องได้ทำการตอบแบบประเมินในส่วนที่ 1 แล้ว มีความสนใจอยากจะเข้าร่วมการวิจัยในส่วน
ที่ 2 ซึ่งเป็นการเก็บข้อมูลโดยการพูดคุยเกี่ยวกับอารมณ์และความรู้สึกกับพี่วิจัยแบบรายคน โดยใช้เวลา 
45-60 นาทีโดยประมาณในช่ัวโมงเรียนหรือช่วงเวลาพักของโรงเรียน พี่จะทำการคัดเลือกน้องที่สนใจเข้า
รับการพูดคุยคนที่ได้รับการคัดเลือกจะได้รับชุดความรู้เสริมสร้างสุขภาวะทางใจ คนละ 1 ชุดถ้าน้อง
สนใจอยากจะเข้าร่วมการวิจัยในส่วนที่ 2 ช่วยกรอกข้อมูลเพื่อติดต่อกลับด้านล่างและส่งกลับคืนที่ครูแนะ
แนวหรือนักวิจัย 
ช่ือ.........................................................................เบอร์โทร...................................ห้อง........................... 
ที่อยู่………………………………………………………………………………..Email:……………………………………….…… 

 
โครงการวิจัยนี ้ได ้ร ับการพิจารณาร ับรองจากคณะกรรมการจร ิยธรร มการว ิจ ัยในคน 

มหาวิทยาลัยเชียงใหม่ สำนักงานตั้งอยู่ที่ คณะสังคมศาสตร์ มหาวิทยาลัยเชียงใหม่ 239 ถนนห้วยแก้ว 
ตำบลสุเทพ อำเภอเมือง จังหวัดเชียงใหม่ 50200 โทรศัพท์/โทรสาร 053-943565 ในช่วงเวลาราชการ 
หรืออีเมล์  หากได้รับการปฏิบัติไม่ตรงตามที่ระบุไว้ สามารถติดต่อประธานฯ 
หรือผู้แทน ได้ตามสถานที่ หมายเลขโทรศัพท์ หรืออีเมล์ข้างต้น  

 
ลงชื่อ...........................................................................ผู้วิจัย 

        (...........................................................................) 
วันที่...................................................................................... 

 

ช่องทางการติดต่อ 

นางสาวนันทกา  ฟูสีกุล (นกัวิจยั)     email:       

 โทร 0861818706 

Prof.Shirley Reynolds (อาจารยท์ี่ปรึกษา) email:  
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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 

Harry Pitt Building 

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 

…………../……………………../………… 
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Information Sheet for Parents Part 2 - Paper 1 (Thai version) 

 

 
 

   
 

เอกสารช้ีแจงผู้เข้าร่วมการวิจยั เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และ
พะเยา ส่วนท่ี 2  

                    (ส าหรบัผู้ปกครอง) 
 

ข้าพเจ้า นางสาวนันทกา ฟูสกีุล นักวิจยัในการศึกษาเรื่อง ภาวะสุขภาพจิตของวัยรุ่นใน
จงัหวดัเชยีงใหม่และพะเยา ครัง้ที ่2 ไดส่้งเอกสารนี้มาเพื่อแจง้ขอ้มูลพืน้ฐานของโครงการวจิยัทีท่่าน
ซึ่งเป็นผู้ปกครองควรศกึษาท าความเข้าใจ เพื่อช่วยในการตดัสนิใจอนุญาตให้เด็กในปกครองของ
ท่านเขา้ร่วมการวจิยั หากท่านอ่านเอกสารนี้และมขีอ้สงสยัใดๆ เกี่ยวกบัโครงการวจิยั ท่านสามารถ
สอบถามหวัหน้าโครงการวจิยัหรอืผูแ้ทนได ้ท่านสามารถน าเอกสารนี้กลบัไปอ่านทีบ่า้นและสามารถ
หารอืกบัผูท้ีท่่านต้องการปรกึษาได ้
 
 ท่านมอีสิระเตม็ทีใ่นการตดัสนิใจว่าจะใหเ้ดก็ในปกครองของท่านเขา้ร่วมในการวจิยันี้หรอืไม่ 
หากท่านไม่อนุญาต จะไม่มผีลต่อการเรียนหรือสทิธิประโยชน์อื่นใดของเด็กในปกครองของท่าน 
และเมื่อท่านอนุญาตใหเ้ดก็ในปกครองเขา้ร่วมการวจิยั หากเกดิผลขา้งเคยีงทีไ่ม่พงึประสงคจ์ากการ
วิจัยหรือมีข้อคิดเห็น ข้อข้องใจ หรือค าถามเกี่ยวกับการวิจัยนี้ ท่านสามารถติดต่อนักวิจัยได้ที่ 
email:  หรอืเบอรโ์ทรศพัท์ 086-1818706 
 
 
 
 
  

AF 04-09 
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รายละเอียดเก่ียวกบัโครงการวิจยั 

1. ช่ือโครงการวิจยั 
(ภาษาไทย): ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา 
(ภาษาองักฤษ): Mental health among adolescents in Chiang Mai and Phayao, Thailand 
2. หวัหน้าโครงการวิจยั/ผู้วิจยัหลกั 
ชื่อ นางสาวนันทกา ฟูสกีุล   ต าแหน่ง อาจารย ์
สถานทีท่ างาน สาขาจติวทิยาการศกึษาและการแนะแนว ภาควชิาพืน้ฐานและการพฒันาการศึกษา 
คณะศกึษาศาสตร ์มหาวทิยาลยัเชยีงใหม่  
หมายเลขโทรศพัท์ 086-1818706  อเีมล์  
3. แหล่งทุน 

ทุนการศกึษามหาวทิยาลยัเชยีงใหม่ ส าหรบัผูป้ฏบิตังิานในมหาวทิยาลัย สาขาวชิาการ
ประเภทคณาจารยป์ระจ า นักวจิยัและส าหรบับุคคลภายนอกทีไ่ปศกึษาต่อ ณ ต่างประเทศ 
4. วตัถปุระสงคข์องโครงการวิจยั 

งานวจิยันี้มวีตัถุประสงคค์อืเพื่อศกึษาภาวะสุขภาพจติของวยัรุ่นในประเทศไทย โดยเฉพาะ
อย่างยิง่ภาวะซมึเศรา้ในวยัรุ่น เพื่อใหไ้ดข้อ้มูลทีเ่ป็นประโยชน์ และน าขอ้มูลทีไ่ดไ้ปสู่การวางแผน
ป้องกนั ช่วยเหลอื รวมไปถงึการส่งเสรมิใหเ้ดก็วยัรุ่นมสุีขภาพจติทีด่ี 
5. ประโยชน์ท่ีผู้เข้าร่วมการวิจยัจะได้รบั 

การเข้าร่วมงานวิจยัในครัง้นี้จะเป็นการสนับสนุนให้เกิดการพฒันาความรู้ ความเข้าใจที่
เกี่ยวข้องกบัความคดิ ความรู้สกึ การกระท า รวมไปถึงการแสดงออกของวยัรุ่นที่ประสบกบัปัญหา
สุขภาพจิต โดยมุ่งเน้นศึกษาลักษณะอาการของภาวะซึมเศร้าในวัยรุ่ น ซึ่งในปัจจุบันนัน้ยังมี
การศกึษาค่อนขา้งน้อย ผูว้จิยัหวงัว่าขอ้มูลทีไ่ดจ้ากการศกึษาในครัง้นี้จะสามารถช่วยในการประเมนิ
อตัราการเกดิภาวะซมึเศร้า สาเหตุหรอืปัจจยัทีก่่อให้เกดิภาวะซมึเศรา้ รวมไปถงึการท าความเข้าใจ
ลักษณะอาการของโรค เพื่อน าไปสู่การวางแผนป้องกันหรือการวางแผนการช่วยเหลือในการ
ใหบ้รกิารทางดา้นสุขภาพจติใหแ้ก่วยัรุ่นในอนาคต  
5. เดก็ในปกครองของท่านได้รบัเชิญให้เข้าร่วมการวิจยัน้ีเพราะ 

บุตรหลานของท่านได้เข้าร่วมงานวิจยัในส่วนที่ 1 ด้วยการท าแบบประเมนิทีเ่กี่ยวกบัภาวะ
สุขภาพจติและมคีวามประสงคท์ีจ่ะเขา้ร่วมงานวจิยัในส่วนที ่2  
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6. หากท่านอนุญาตให้เด็กในปกครองเข้าร่วมการวิจัย เด็กในปกครองของท่านจะถูกขอ
ข้อมูลด้วยวิธี (ตอบแบบสอบถาม/สมัภาษณ์ระดบัลึก/สนทนากลุ่ม ฯลฯ)  

บุตรของท่านจะไดต้อบแบบประเมนิและการสมัภาษณ์โดยขอ้ค าถามจะเกี่ยวขอ้งกบัอารมณ์
และความรู้สกึ ในการสมัภาษณ์จะมกีารบนัทึกเสยีง โดยจะใช้เวลาประมาณ 45-60 นาทีในชัว่โมง
เรยีนแนะแนวหรอืช่วงพกัของโรงเรยีน 
7. ความเส่ียงท่ีอาจเกิดข้ึนเมื่อเข้าร่วมการวิจยัคือ  

ทางผูว้จิยัมไิดป้ระสงคท์ี่จะใหเ้กิดความเสีย่งใดใดในการเข้าร่วมงานวิจยัในครัง้นี้ อย่างไรก็
ตามในการสมัภาษณ์อาจจะมขีอ้ค าถามที่เป็นค าถามเฉพาะตวับุคคลและบางขอ้ค าถามจะเป็นการ
ถามถงึความรูส้กึทีเ่ป็นอารมณ์ด้านลบ ซึ่งเดก็บางคนอาจจะรูส้กึไม่สะดวกใจในการตอบค าถามหรือ
มคีวามยากในการพูดงึความรู้สกึของตนเอง ถ้านักเรยีนคนไหนรูส้กึไม่สะดวกใจในการตอบค าถาม
ไม่ว่าขอ้ใดกต็าม นักเรยีนสามารถเลือกทีจ่ะไม่ตอบค าถามขอ้ดงักล่าวได ้และบุตรของท่านมีสทิธิท์ี่
จะแจ้งเหตุผลใดใดต่อการหยุดการเข้าร่วมงานวิจัย  นอกจากนี้ระหว่างการท า วิจัย ผู้วิจัยจะ
ด าเนินการวิจยัให้เป็นไปตามหลกัเกณฑ์นโยบายความปลอดภยัและการคุม้ครองเด็กของโรงเรยีน
อย่างเคร่งครดัโดยยดึหลกัของความปลอดภยัของเดก็เป็นทีต่ัง้ 
8. แนวทางการป้องกนัความเส่ียงของโครงการวิจยั (ถ้ามี) 

ผู้วิจยัมกีารวางแผนป้องกนัปัญหาที่จะเกิดขึ้นอย่างรอบด้าน ผู้วิจยัมกีารวางแผนป้องกนั
ปัญหาทีจ่ะเกดิขึน้อย่างรอบดา้น ทัง้นีเ้พื่อป้องกันความเสี่ยงท่ีอาจจะเกิดขึน้ ผู้ วิจยัจะด าเนินการวิจัย
ตามหลักเกณฑ์นโยบายความปลอดภัยและการคุ้มครองเด็กของโรงเรียนอย่างเคร่งครัดโดยยึดหลกั
ของความปลอดภยัของเด็กเป็นท่ีตัง้ ผู้ วิจยัจะรีบแจ้งให้กับคณุครูท่ีมีหน้าท่ีรับผิดชอบโดยทันทีเมื่อพบ
นักเรียนท่ีมีแนวโน้มท่ีอาจจะก่อให้เกิดความเสี่ยงต่อตนเอง เช่น มีความคิดของการท าร้ายตัวเอง 
จากนัน้คณุครูจะด าเนินการตามกระบวนการของโรงเรียนเพื่อส่งต่อนกัเรียนไปยงัหน่วยงานท่ีให้บริการ
ช่วยเหลือด้านสขุภาพจิตอย่างเร่งด่วน 

ถ้าทางผูป้กครองมขี้อสงสยัเกี่ยวกบังานวจิยัสามารถติดต่อสอบถามผูว้ิจยั นางสาวนันทกา 
ฟูสกีุล ไดโ้ดยตรง หรอืถ้ามคีวามไม่พงึพอใจหรือประสงค์อยากจะร้องเรียนการวิจยัครัง้นี้อย่างเป็น
ทางการสามารถตดิต่อ Professor Shirley Reynolds ผูใ้หค้ าปรกึษางานวจิยัฉบบันี้โดยตรง กรุณาดู
ช่องทางการตดิต่อผูว้จิยัในเอกสารหน้าขอ้มูลการตดิต่อทีแ่นบมาดว้ยนี้ 
9. ค่าตอบแทนท่ีจะได้รบั  
นักเรียนที่เข้าร่วมการวิจยัครัง้ที่ 2 จะได้รบัได้รบัชุดความรู้เสริมสร้างสุขภาวะทางใจ คนละ 1 ชุด
เมื่อเสรจ็สิน้การสมัภาษณ์ 

 
10. ค่าใช้จ่ายท่ีผู้เข้าร่วมการวิจยัจะต้องรบัผิดชอบเอง ไม่ม ี
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ผู้วิจยัจะน าเสนอข้อมูลที่เป็นภาพรวมของการศกึษา โดยข้อมูลส่วนบุคคลที่ได้รับจากการ
ท าวิจัยในครัง้นี้จะเก็บรักษาไว้เป็นความลบั ข้อมูลทุกฉบับจะถูกเก็บรกัษาโดยจะมเีพียงผู้วิจยั 
อาจารย์ที่ปรึกษาโครงการวจิยั และคณะกรรมการจรยิธรรม หากมขี้อมูลเพิม่เติมทัง้ด้านประโยชน์
และโทษทีเ่กี่ยวขอ้งกบัการวจิยันี้  ผูว้จิยัจะแจง้ใหท้ราบโดยไม่ปิดบงั นอกจากนี้ผูว้จิยัจะท าการเก็บ
ข้อมูลที่เป็นเอกสารไว้ในตู้ใส่กุญแจ หากเป็นข้อมูลอเิล็กทรอนิกส์เช่น คลิปเสยีงจากการสมัภาษณ์
จะถูกบนัทกึเกบ็ไวใ้นคอมพวิเตอร์ทีม่กีารตัง้รหสั Password เพื่อจ ากดัการเขา้ถงึขอ้มูลดว้ยเช่นกนั 
ขอ้มูลทีไ่ดจ้ากการวจิยัจะถูกท าลายหลงัจากเสร็จสิน้การวจิยัทนัท ี 
  

ข้อมูลที่ได้รบัการยกเว้นในการเก็บรกัษาไว้เป็นความลบัคือ ข้อมูลที่บุตรของท่านได้บอก
บางสิง่ทีอ่าจจะก่อให้เกิดอนัตรายต่อตนเองหรือบุคคลอื่น กรณีนี้ผูว้จิยัจะแจ้งใหก้บัทางโรงเรียนได้
ทราบ เนื่องจากงานวจิยัในครัง้นี้เป็นการสอบถามเกี่ยวกบัอารมณ์และความรูส้กึ ถ้าทางผูว้จิยัพบว่า
บุตรหลานของท่านอยู่ในภาวะเสี่ยงที่จะก่อให้เกิดอนัตรายต่อตนเอง ทางผู้วิจยัจะรบีแจง้ให้กบัทาง
โรงเรยีนใหท้ราบและด าเนินการตามกระบวนการของโรงเรยีนต่อไป 

 
ผู้เข้าร่วมการวิจยัมีสทิธิถ์อนตวัออกจากโครงการวิจยัเมื่อใดก็ได้ โดยไม่ต้องแจง้ให้ทราบ

ล่วงหน้า และการไม่เข้าร่วมการวิจยัหรอืถอนตวัออกจากโครงการวิจยันี้ จะไม่มผีลกระทบต่อการ
เรยีนและสทิธปิระโยชน์ทีส่มควรจะไดร้บัแต่ประการใด และขอ้มูลของผูเ้ขา้ร่วมการวจิยัจะถูกท าลาย
ทนัทหีลงัจากทีถ่อนตวัจากการวจิยั 

 
โครงการวิจัยนี้ได้รับการพิจารณารับรองจากคณะกรรมการจริยธรรมการวิจัยในคน 

มหาวทิยาลยัเชยีงใหม่ ส านักงานตัง้อยู่ที ่คณะสงัคมศาสตร ์มหาวทิยาลยัเชียงใหม่ 239 ถนนห้วย
แก้ว ต าบลสุเทพ อ าเภอเมอืง จงัหวดัเชยีงใหม่ 50200 โทรศพัท์/โทรสาร 053-943565 ในช่วงเวลา
ราชการ หรืออีเมล์  หากเด็กในปกครองของท่านได้รบัการปฏบิตัไิม่ตรง
ตามที่ระบุไว้ สามารถติดต่อประธานฯ หรือผู้แทน ได้ตามสถานที่หมายเลขโทรศพัท์ หรืออีเมล์
ขา้งต้น  
 

ช่องทางการติดต่อ 

นางสาวนันทกา  ฟูสีกุล (นกัวิจยั)     email:   โทร: 

0861818706 

Prof.Shirley Reynolds (อาจารยท์ี่ปรึกษา)  email:  
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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 

Harry Pitt Building 

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 

…………../……………………../………… 
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Information Sheets for Adolescents Aged 12 -18 years old Part 2 -Paper 1 (Thai 

version) 

 

 

   

 
เอกสารชี้แจงผู้เข้าร่วมการวิจัย เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา 

ส่วนที่ 2 
สำหรับเด็กอายุ 8 ปี - ต่ำกว่า 18 ปี   

น้องได้รับเชิญให้เข้าร่วมในงานวิจัยนี้อีกครั้งเพราะทางโรงเรียนได้รับทราบการดำเนินงานของ

โครงการวิจัยแล้ว และน้องได้แจ้งความประสงค์ว่าจะเข้าร่วมการวิจัยในส่วนที่ 2 ซึ่งน้องจะได้ทำแบบ

ประเมินภาวะสุขภาพจิตและการสัมภาษณ์เกี่ยวกับอารมณ์และความรู้สึก โดยพี่จะทำการบันทึกเสียง 

และจะใช้เวลาประมาณ 45-60 นาทใีนชัว่โมงเรยีนแนะแนวหรอืช่วงพกัของโรงเรยีน 

งานวิจัยนี ้อาจเกิดความเสี ่ยงได้ เช่น ในการสัมภาษณ์อาจจะมีข้อค าถามที่เป็นค าถาม

เฉพาะตวับุคคลและบางข้อค าถามจะเป็นการถามถงึความรู้สกึทีเ่ป็นอารมณ์ด้านลบ ซึ่งน้องบางคน

อาจจะรูส้กึไม่สะดวกใจในการตอบค าถามหรอืมคีวามยากในการพูดถงึความรูส้กึของตนเอง ถ้าน้อง

คนไหนรู้สกึไม่สะดวกใจในการตอบค าถามไม่ว่าข้อใดก็ตาม น้องสามารถเลือกที่จะไม่ตอบค าถาม

ขอ้ดงักล่าวได ้ หรือเข้าร่วมแล้วรู้สึกไม่สบายใจ อึดอัด อยากหยุด น้องสามารถบอกพี่ได้ตลอดเวลา โดย

ไม่มีผลใดๆ กับน้อง และถ้าน้องหรือผู้ปกครองมีเรื่องสงสัย  สามารถถามพี่ได้   

พี่จะเก็บเรื่องส่วนตัวของน้องเป็นความลับ ไม่เปิดเผยให้ใครทราบเป็นรายบุคคล แต่จะรายงาน

เป็นข้อมูลส่วนรวม ข้อมูลของน้องจะมีเพียงพี่นักวิจัยและบุคคลที่ได้รับอนุญาตเท่านั้นสามารถดูได้ แต่ใน

กรณีที่จะได้รับการยกเว้นคือ ข้อมูลใดของน้องที่บอกบางส่ิงที่อาจจะก่อให้เกิดอันตรายต่อตัวน้องเองหรือ

ผู้อื่น พี่จะต้องแจ้งให้กับทางโรงเรียนได้รับทราบและดำเนินการตามกระบวนการของโรงเรียนเพื่อให้น้อง

ได้รับการช่วยเหลือต่อไป 

โครงการวิจัยนี ้ได ้ร ับการพิจารณาร ับรองจากคณะกรรมการจร ิยธรรมการว ิจ ัยในคน 

มหาวิทยาลัยเชียงใหม่ สำนักงานตั้งอยู่ที่ คณะสังคมศาสตร์ มหาวิทยาลัยเชียงใหม่ 239 ถนนห้วยแก้ว 

ตำบลสุเทพ อำเภอเมือง จังหวัดเชียงใหม่ 50200 โทรศัพท์/โทรสาร 053-943565 ในช่วงเวลาราชการ 

AF 06-09 



 

 245 

หรืออีเมล์  หากได้รับการปฏิบัติไม่ตรงตามที่ระบุไว้ สามารถติดต่อประธานฯ 

หรือผู้แทน ได้ตามสถานที่ หมายเลขโทรศัพท์ หรืออีเมล์ข้างต้น  

 

ลงชื่อ...........................................................................ผู้วิจัย    

(...........................................................................) 

 

ช่องทางการติดต่อ 

นางสาวนันทกา  ฟูสีกุล (นกัวิจยั)         email:   โทร: 0861818706 

Prof.Shirley Reynolds (อาจารยท์ี่ปรึกษา)       email:  
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Appendix 2.6: Debrief Form Part 1 - Paper 1 
 

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 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 

ภาวะสุขภาพจิตของวยัรุ่น  ครัง้ท่ี 1 

ขอบคุณนักเรยีนทุกคนทีเ่ข้าร่วมงานวจิยัในครัง้นี้ การวจิยัในครัง้นี้เป็นงานวจิยัน าร่อง เพื่อ

มุ่งเน้นในการเสรมิสรา้งสุขภาพจติของนักเรยีนในโรงเรยีนระดบัมธัยมศกึษาในจงัหวดัภาคเหนือ ใน

การวจิยัในครัง้นี้ผูว้จิยัมคีวามประสงค์อยากจะศกึษาเกี่ยวกบัสุขภาพจิตของเดก็วยัรุ่น เพื่อเป็นการ

สนับสนุนใหเ้กดิการพฒันาความรู ้ความเขา้ใจทีเ่กี่ยวขอ้งกบัความคดิ ความรูส้กึ การกระท า รวมไป

ถงึการแสดงออกของวยัรุ่นทีป่ระสบกบัปัญหาสุขภาพจิต โดยมุ่งเน้นศกึษาลกัษณะอาการของภาวะ

ซึมเศร้าในวยัรุ่น ซึ่งในปัจจุบนันัน้มอีตัราที่สูงขึ้น เนื่องจากสภาพสงัคม สิง่แวดล้อมที่เปลี่ยนแปลง

ไป และส่งผลต่อการเรยีนและการใชช้วีติของนักเรียนทัง้ในปัจจุบนัและอนาคต ผูว้จิยัหวงัว่าขอ้มูลที่

ได้จากการศึกษาในครัง้นี้จะสามารถช่วยในการประเมนิสุขภาพจิตของนักเรียนในเบื้องต้น รู้ถึง

ปัญหาทางด้านสุขภาพจิตที่ส่งผลต่อพัฒนาการที่ดีของนักเรียน รวมไปถึงให้ครู เพื่อนและผู้ที่

เกี่ยวขอ้งมคีวามเข้าใจทางด้านสุขภาพจติของนักเรยีน เพื่อน าไปสู่การวางแผนป้องกนัหรอืการวาง

แผนการช่วยเหลอืในการใหบ้รกิารทางดา้นสุขภาพจติใหแ้ก่นักเรยีนในอนาคต  

 ขอ้มูลส่วนตวัของนักเรยีนจะเป็นความลบั ไม่เปิดเผยใหใ้ครทราบเป็นรายบุคคล ถ้า

นักเรยีนมคี าถามหรอืขอ้สงสยัสามารถส่งอีเมลล์มาทีน่ักวจิยัหรอือาจารย์ทีป่รกึษานักวจิยั (ตาม

ช่องทางการตดิต่อ) งานวจิยันี้ไดร้บัการอนุมตัจิาก the University of Reading research Ethics 

Committee, UK and the Chiang Mai University Research Ethic Committee, Thailand. 

ขอ้ค าถามส่วนใหญ่เป็นค าถามเกี่ยวกบัอารมณ์และความรูส้กึ ซึ่งนักเรยีนบางคนอาจจะรูส้กึ

ไม่สะดวกใจในการตอบค าถามหรือมคีวามยากในการพูดถึงความรู้สกึของตนเอง ถ้านักเรียนคน

ไหนรูส้กึไม่สะดวกใจในการตอบค าถามไม่ว่าข้อใดก็ตาม นักเรยีนสามารถเลือกทีจ่ะไม่ตอบค าถาม

ข้อดงักล่าวได้ หรือเข้าร่วมแล้วรู้สกึไม่สบายใจ อึดอดั อยากหยุด นักเรียนสามารถแจ้งนักวิจยัได้

ตลอดเวลา โดยไม่มผีลใดๆ ถ้านักเรียนมขี้อสงสยัหรืออยากสอบถามเกี่ยวกบัผลของงานวิจยั ทาง

ผู้ วิ จั ย จ ะ ด า เ นิ น ก า ร ส่ ง ร า ย ง า น ผ ล ก า ร วิ จั ย ใ ห้  โ ด ย ส า ม า ร ถ ส่ ง อี เ ม ล ล์ ม า ที่  
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Appendix 2.7: Debrief Form Part 2 - Paper 1 

 
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 . 

 



 

 249 

Debrief Form Part 2 (Thai version) - Paper 1 

    

ภาวะสุขภาพจิตของวยัรุ่น  ครัง้ท่ี 2 

ขอบคุณนักเรยีนทุกคนทีเ่ขา้ร่วมการสมัภาษณ์ในครัง้นี้ การวจิยัในครัง้นี้เป็นงานวจิยัน าร่อง 

เพื่อมุ่งเน้นในการเสริมสร้างสุขภาพจิตของนักเรียนในโรงเรียนระดับมัธยมศึกษาในจังหวัด

ภาคเหนือ ในการวจิยัในครัง้นี้ผูว้จิยัมคีวามประสงคอ์ยากจะศกึษาเกี่ยวกบัสุขภาพจิตของเดก็วยัรุ่น 

เพื่อเป็นการสนับสนุนใหเ้กิดการพฒันาความรู ้ความเข้าใจที่เกี่ยวข้องกบัความคิด ความรู้สกึ การ

กระท า รวมไปถึงการแสดงออกของวยัรุ่นที่ประสบกบัปัญหาสุขภาพจิต โดยมุ่งเน้นศกึษาลกัษณะ

อาการของภาวะซมึเศรา้ในวยัรุ่น ซึ่งในปัจจุบนันัน้มอีตัราทีสู่งขึน้ เนื่องจากสภาพสงัคม สิง่แวดลอ้ม

ทีเ่ปลีย่นแปลงไป และส่งผลต่อการเรยีนและการใชช้วีติของนักเรยีนทัง้ในปัจจุบนัและอนาคต ผูว้จิยั

หวงัว่าข้อมูลที่ได้จากการศึกษาในครัง้นี้จะสามารถช่วยในการประเมนิสุขภาพจิตของนักเรียนใน

เบื้องต้น รูถ้งึปัญหาทางดา้นสุขภาพจิตที่ส่งผลต่อพฒันาการทีด่ขีองนักเรยีน รวมไปถงึใหค้รู เพื่อน

และผูท้ีเ่กี่ยวข้องมคีวามเขา้ใจทางด้านสุขภาพจิตของนักเรียน เพื่อน าไปสู่การวางแผนป้องกนัหรือ

การวางแผนการช่วยเหลอืในการใหบ้รกิารทางดา้นสุขภาพจติใหแ้ก่นักเรยีนในอนาคต  

 ขอ้มูลส่วนตวัของนักเรยีนจะเป็นความลบั ไม่เปิดเผยใหใ้ครทราบเป็นรายบุคคล ถ้า

นักเรยีนมคี าถามหรอืขอ้สงสยัสามารถส่งอีเมลล์มาทีน่ักวจิยัหรอือาจารย์ทีป่รกึษานักวจิยั (ตาม

ช่องทางการตดิต่อ) งานวจิยันี้ไดร้บัการอนุมตัจิาก the University of Reading research Ethics 

Committee, UK and the Chiang Mai University Research Ethic Committee, Thailand. 

ขอ้ค าถามส่วนใหญ่เป็นค าถามเกี่ยวกบัอารมณ์และความรูส้กึ ซึ่งนักเรยีนบางคนอาจจะรูส้กึ

ไม่สะดวกใจในการตอบค าถามหรือมคีวามยากในการพูดถึงความรู้สกึของตนเอง ถ้านักเรียนคน

ไหนรูส้กึไม่สะดวกใจในการตอบค าถามไม่ว่าข้อใดก็ตาม นักเรยีนสามารถเลือกทีจ่ะไม่ตอบค าถาม

ข้อดงักล่าวได้ หรือเข้าร่วมแล้วรู้สกึไม่สบายใจ อึดอดั อยากหยุด นักเรียนสามารถแจ้งนักวิจยัได้

ตลอดเวลา โดยไม่มผีลใดๆ ถ้านักเรียนมขี้อสงสยัหรืออยากสอบถามเกี่ยวกบัผลของงานวิจยั ทาง

ผู้ วิ จั ย จ ะ ด า เ นิ น ก า ร ส่ ง ร า ย ง า น ผ ล ก า ร วิ จั ย ใ ห้  โ ด ย ส า ม า ร ถ ส่ ง อี เ ม ล ล์ ม า ที่  

. 
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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 

Harry Pitt Building 

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.  



 

 252 

Sources of Support (Part 1& Part2) (Thai version) - Paper 1 
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Appendix 2.9: Information Sheet for teachers (interview) – Paper 3 
 

School of Psychology and Clinical Language Sciences 

University of Reading 

Harry Pitt Building 

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)    email:  

Dr. Faith Orchard (Supervisor)  email:  

Prof. Shirley Reynolds (Supervisor)  email:  
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Information Sheet for teachers (interview)(Thai version) – Paper 3 

 
เอกสารช้ีแจงผู้เข้าร่วมวิจยั เรื่อง มุมมอง, บทบาทและทกัษะท่ีจ าเป็นของครใูนการดแูล

ช่วยเหลือนักเรียนท่ีมีภาวะซึมเศร้าในโรงเรียน  
 
 ดิฉัน นางสาวนันทกา ฟูสกีุล นักศึกษาระดบัปริญญาเอก ณ the School of Psychology 
and Clinical Language Sciences, University of Reading, UK งานวิจยัในครัง้นี้มวีตัถุประสงคใ์น
การศกึษา มุมมอง บทบาท ความรู ้ทกัษะ และความต้องการของครูในการดูแลช่วยเหลือนักเรียนที่
มปัีญหาสุขภาพจติ เพื่อใหไ้ดข้อ้มูลทีเ่ป็นประโยชน์ และน าขอ้มูลทีไ่ดไ้ปพฒันาเครื่องมอืและพัฒนา
หลกัสูตรที่ช่วยให้ครูสามารถช่วยเหลือ และดูแลนักเรียนที่มปัีญหาทางด้านสุขภาพจิต โดยเฉพาะ
อย่างยิง่ภาวะซมึเศรา้ในโรงเรยีนได ้ 
 ปัจจุบนัโรงเรียนนัน้มไิดเ้ป็นเพยีงสถานที่ที่ให้ความรู้ ส่งเสริมทางด้านวิชาการเท่านัน้ แต่
โรงเรียนยังมีบทบาทส าคัญในการส่งเสริมและพัฒนาศักยภาพของนักเรียนอย่างรอบด้าน 
โดยเฉพาะอย่างยิง่การส่งเสรมิดา้นสุขภาพจิตของนักเรยีน เพราะเมื่อนักเรยีนมสุีขภาพจติทีด่ีแล้วก็
จะสามารถเรียนและท างานได้อย่างมปีระสทิธิภาพ ครูถือว่าเป็นผู้ที่มคีวามใกล้ชิดกบันักเรียน ครู
สามารถสังเกตพฤติกรรมของนักเรียน เป็นผู้คัดกรองที่ดี แยกแยะเด็กที่มีความเสี่ยง สามารถ
ช่วยเหลอืปัญหาเบื้องต้น และสามารถพูดคุยกบัผูป้กครอง หรอืส่งต่อเดก็ใหก้บัผูเ้ชีย่วชาญได ้ท าให้
เดก็ไดร้บัการดูแลช่วยเหลอือย่างรวดเรว็ 
ประโยชน์ท่ีผู้เข้าร่วมการวิจยัจะได้รบั 
 การเข้าร่วมงานวิจยัในครัง้นี้จะเป็นการสนับสนุนให้เกิดการพฒันาความรู้ ความเข้าใจที่
เกี่ยวขอ้งกบับทบาทของครูทีม่ต่ีอการส่งเสรมิสุขภาพจติของนักเรยีนในโรงเรยีน ผูว้จิยัหวงัว่าขอ้มูล
ทีไ่ดจ้ากการศกึษาในครัง้นี้สามารถช่วยในการพฒันาเครื่องมอืและพฒันาหลกัสูตรฝึกอบรมส าหรบั
ครูในการดูแล ช่วยเหลอืนักเรยีนดา้นสุขภาพจติ เพื่อใหค้รูไดม้คีวามรู ้ความเขา้ใจและมคีวามมัน่ใจ
ในการช่วยเหลอืนักเรยีนใหม้สุีขภาพจติทีด่ี 
หากท่านยินยอมเข้าร่วมงานวิจยั 
 ท่านจะไดร้บัการสมัภาษณ์เกี่ยวกบัมุมมองและทศันคติของท่านทีม่ต่ีอภาวะสุขภาพจิตของ
นักเรียน, บทบาทของโรงเรียนและท่านในการส่งเสริม ดูแลสุขภาพจิตของนักเรียนและ ความรู้ 
ทกัษะ ทีท่่านต้องการในการพฒันาตนเองเพื่อช่วยเหลือนักเรียนด้านสุขภาพจิต โดยการสมัภาษณ์
จะใช้เวลา 45 – 60 นาทีโดยประมาณ ผ่านทางโทรศพัท์หรือ Skype โดยท่านสามารถเลอืกเวลาที่
ท่านสะดวกในการสมัภาษณ์ได ้
 
ความเส่ียงท่ีอาจเกิดข้ึนเมื่อเข้าร่วมการวิจยัคือ 
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 ทางผูว้จิยัมไิดป้ระสงคท์ีจ่ะใหเ้กดิความเสีย่งใดใดในการเขา้ร่วมวจิยัในครัง้นี้ ท่านจะไดต้อบ
ค าถามทีเ่กี่ยวกบัประสบการณ์การเป็นครูที่เกี่ยวขอ้งกบัสุขภาพจิตของนักเรียน ถ้ามขีอ้ค าถามใดที่
ท่านรู้สกึไม่สะดวกใจในการตอบค าถามท่านสามารถเลือกที่จะไม่ตอบค าถามข้อดงักล่าวได้ และ
ท่านสามารถหยุดการเขา้ร่วมวจิยัเมื่อใดกไ็ดโ้ดยไม่ต้องชี้แจงเหตุผลใดใด 
การเกบ็รกัษาข้อมูล 
 ข้อมูลทุกชนิดที่ไดร้บัจากการสมัภาษณ์ในครัง้นี้จะเก็บรกัษาไว้เป็นความลบั มเีพยีงผู้วิจยั
และอาจารย์ที่ปรึกษาโครงการวิจัยที่สามารถเข้าถึงข้อมูลได้ การบันทึกเสียงจะถูกจัดเก็บไว้ใน
คอมพวิเตอร์ที่มกีารตัง้รหัส Password เพื่อจ ากดัการเข้าถึงข้อมูล ข้อมูลที่ได้จากการวิจัยจะถูก
ท าลายหลงัจากเสรจ็สิน้การวจิยัทนัท ี
ค่าตอบแทนท่ีจะได้รบั 
 ผูเ้ขา้ร่วมการสมัภาษณ์จะไดร้บัคูปองเงนิสดจ านวน 500 บาท โดยผูว้จิยัจะท าการตดิต่อกบั
ท่านผ่านทางขอ้มูลส่วนตวัทีท่่านแจง้ไว้ 
 
โครงการวิจัยนี้ได้รับการพิจารณารับรองจากคณะกรรมการจริยธรรมการวิจัย จาก School of 
Psychology and Clinical Language Sciences Research Ethics Committee, University of 
Reading ถ้าท่านมขี้อสงสยัสามารถติดต่อผู้วิจยัหรืออาจารย์ทีป่รกึษาโครงการวิจยัไดต้ามช่องทาง
การตดิต่อดา้นล่าง 
 
ช่องทางการติดต่อ 
นางสาวนันทกา ฟูสกีุล (นักวจิยั)      email: 

 
Dr. Faith Orchard  (อาจารย์ทีป่รกึษา)   email:  
Prof. Shirley Reynolds (Supervisor)   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 

Harry Pitt Building 

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:  
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Information Sheet for teachers Part 1 (Thai version) – Paper 3 

 

เอกสารชี้แจงผู้เข้าร่วมวิจัย เร่ือง มุมมอง, บทบาทและทกัษะที่จ าเป็นของครูในการดูแลช่วยเหลือ

นักเรียนที่มีภาวะซึมเศร้าในโรงเรียน ส่วนที่ 1 

 ดิฉัน นางสาวนนัทกา ฟูสีกุล นักศึกษาระดบัปริญญาเอก ณ the School of Psychology and 

Clinical Language Sciences, University of Reading, UK งานวิจยัในครั้ งน้ีมีวตัถุประสงคใ์น

การศึกษา มุมมอง บทบาท ความรู้ ทกัษะ และความตอ้งการของครูในการดูแลช่วยเหลือนกัเรียนที่มี

ปัญหาสุขภาพจิต เพื่อให้ไดข้อ้มูลที่เป็นประโยชน์ และน าขอ้มูลที่ไดไ้ปพฒันาเคร่ืองมือและพฒันา

หลกัสูตรที่ช่วยให้ครูสามารถช่วยเหลือ และดูแลนกัเรียนที่มีปัญหาทางดา้นสุขภาพจิต โดยเฉพาะอย่าง

ยิ่งภาวะซึมเศร้าในโรงเรียนได ้ 

 ดว้ยบทบาทหนา้ที่ของครูที่ตอ้งเป็นผูจ้ดัการเรียนการสอน แนะน า ช่วยเหลือให้นกัเรียน

เปล่ียนแปลงพฤติกรรมเพื่อให้นกัเรียนเกิดการเรียนรู้ตามที่หลกัสูตรตอ้งการ จึงเป็นผูท้ี่ไดใ้ชเ้วลา

ใกลชิ้ดกบันกัเรียนมากที่สุด หากครูสามารถสังเกตพฤติกรรมของนักเรียน คดักรองนกัเรียนที่มี

แนวโนม้ตอ้งการความช่วยเหลือ จ าแนกนกัเรียนที่มีความเส่ียงเพื่อด าเนินการช่วยเหลือและป้องกัน

ปัญหาเบื้องตน้ สามารถพูดคุยแนะน าแนวทางการช่วยเหลือกบัผูป้กครอง หรือส่งต่อเด็กให้กบั

ผูเ้ช่ียวชาญได ้จะท าใหเ้ด็กที่มีความเส่ียงไดร้ับการดูแล ช่วยเหลืออย่างทนัท่วงที  

ประโยชน์ที่ผู้เข้าร่วมการวิจัยจะได้รับ 

 การเขา้ร่วมงานวิจยัในครั้ งน้ีจะเป็นการสนบัสนุนให้เกิดการพฒันาความรู้ ความเขา้ใจที่

เก่ียวขอ้งกบับทบาทของครูที่มีต่อการส่งเสริมสุขภาพจิตของนกัเรียนในโรงเรียน ผูว้ิจยัหวงัว่าขอ้มูลที่

ไดจ้ากการศึกษาในครั้ งน้ีสามารถช่วยในการพฒันาเคร่ืองมือและพฒันาหลกัสูตรฝึกอบรมส าหรับครูใน

การดูแล ช่วยเหลือนกัเรียนดา้นสุขภาพจิต เพื่อให้ครูไดม้ีความรู้ ความเขา้ใจและมีความมัน่ใจในการ

ช่วยเหลือนกัเรียนให้มีสุขภาพจิตที่ดี 

หากท่านยินยอมเข้าร่วมงานวิจัย 

 ท่านจะไดต้อบแบบสอบถามเก่ียวกบัมุมมองและทศันคติของท่านที่มีต่อภาวะสุขภาพจิตของ

นกัเรียน, บทบาทของโรงเรียนและท่านในการส่งเสริม ดูแลสุขภาพจิตของนกัเรียนและ ความรู้ ทกัษะ 
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ที่ท่านตอ้งการในการพฒันาตนเองเพื่อช่วยเหลือนกัเรียนดา้นสุขภาพจิต การท าแบบสอบถามจะใชเ้วลา 

10 – 15 นาทีโดยประมาณ โดยท่านสามารถท าในเวลาที่ท่านสะดวก 

ความเส่ียงทีอ่าจเกิดขึน้เม่ือเข้าร่วมการวิจัยคือ 

 ทางผูว้ิจยัมิไดป้ระสงคท์ี่จะให้เกิดความเส่ียงใดใดในการเขา้ร่วมวิจยัในครั้ งน้ี ท่านจะไดต้อบ

ค าถามที่เก่ียวกบัประสบการณ์การเป็นครูที่เก่ียวขอ้งกบัสุขภาพจิตของนกัเรียน ถา้มีขอ้ค าถามใดที่ท่าน

รู้สึกไม่สะดวกใจในการตอบค าถามท่านสามารถเลือกที่จะไม่ตอบค าถามขอ้ดงักล่าวได้ และท่าน

สามารถหยุดการเขา้ร่วมวิจยัเมื่อใดก็ไดโ้ดยไม่ตอ้งช้ีแจงเหตผุลใดใด 

 การเก็บรักษาข้อมูล 

 ขอ้มูลทุกชนิดที่ไดร้ับจากการแบบสอบถามออนไลน์ในครั้ งน้ีจะเก็บรักษาไวเ้ป็นความลบั มี

เพียงผูว้ิจยัและอาจารยท์ี่ปรึกษาโครงการวิจยัที่สามารถเขา้ถึงขอ้มูลได้ ผูว้ิจยัจะไม่มีการเก็บ IP 

address, e-mail address, ช่ือ, ขอ้มูลส่วนตวั หรือขอ้มูลใดๆที่ท่านไม่สมคัรใจในการให้ขอ้มูล แต่

มีขอ้ยกเวน้ในกรณีที่ท่านตอ้งการเขา้ร่วมงานวิจยัในขั้นที่ 2 ท่านจ าเป็นที่จะตอ้งกรอกขอ้มูลเพื่อให้

ผูว้ิจยัติดต่อกลบั ขอ้มูลของท่านจะถูกท าลายทนัทีเมื่องานวิจยัส้ินสุดลง  

ค่าตอบแทนที่จะได้รับ 

 ผูเ้ขา้ร่วมท าแบบสอบถามมีสิทธ์ิลุ้นรับบตัร gift card ของ Tesco Lotus มูลค่า 200 บาท 

จ านวน 10 รางวลั โดยผูว้ิจยัจะท าการจดัส่งให้กบัท่านผ่านทางขอ้มูลส่วนตวัที่ท่านแจง้ไว้ 

โครงการวิจยัน้ีไดร้ับการพิจารณารับรองจากคณะกรรมการจริยธรรมการวิจยัจาก School of 

Psychology and Clinical Language Sciences Research Ethics Committee, University of 

Reading ถา้ท่านมีขอ้สงสัยสามารถติดต่อผูว้ิจยัหรืออาจารยท์ี่ปรึกษาโครงการวิจยัไดต้ามช่องทางการ

ติดต่อดา้นล่าง 

 

ช่องทางการติดต่อ 
นางสาวนันทกา ฟูสีกุล (นักวิจยั)      email:  
Dr. Faith Orchard  (อาจารยท์ี่ปรึกษา)   email:  
Prof. Shirley Reynolds (อาจารยท์ี่ปรึกษา)   email:  
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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 

Harry Pitt Building 

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. I 

am hoping to invite guidance teacher and class room teacher in your school who are 

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,  

 

…………………………………………. 

        Nanthaka Fuseekul     

        

           ..…………./………………/………… 
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Information Sheet for Schools Part 2 (Thai version) – Paper 3 
 

เร่ือง การอบรมเชิงปฏิบตัิการเร่ือง การเสริมสร้างความรู้และทกัษะที่จ  าเป็นของครูในการดูแลช่วยเหลือนกัเรียน

ดา้นสุขภาพจิต (School Mental Health and Wellbeing Awareness Training) 

เรียน  ผูอ้ านวยการส านกังานเขตพื้นที่การศึกษามธัยมศึกษาพะเยา เขต 36 

 ด้วยดิฉัน นางสาวนันทกา ฟูสีกุล อาจารย์สาขาจิตวิทยาการศึกษาและการแนะแนว คณะ

ศึกษาศาสตร์ มหาวิทยาลัยเชียงใหม่ ปัจจุบันก าลังศึกษาต่อในระดับปริญญาเอก ณ The School of 

Psychology and Clinical Language Sciences, University of Reading, ประเทศสหราชอาณาจกัร ขอความ

อนุเคราะห์จากท่านในการพิจารณาการจัดฝึกอบรมเชิงปฏิบัติการการดูแลช่วยเหลือนักเรียนด้าน

สุขภาพจิตให้แก่ครูแนะแนวและครูประจ าชั้นในโรงเรียนระดบัมธัยมศึกษาปีที่ 1 - 3 จงัหวดัพะเยา โดย

การอบรมเชิงปฏิบัติการในครั้ งน้ีเป็นส่วนหน่ึงของโครงการวิจัยน าร่อง โดยมีวัตถุประสงค์เพื่อ

เสริมสร้างให้ครูมีความรู้ และทกัษะที่จ  าเป็นในการดูแลช่วยเหลือนักเรียนด้านสุขภาพจิตในโรงเรียน 

เน่ืองด้วยปัจจุบนัปัญหาทางดา้นสุขภาพจิตโดยเฉพาะอย่างยิ่งภาวะซึมเศร้ามีอตัราที่สูงข้ึนอย่างมากใน

เด็กวยัรุ่น ผลจากงานวิจัยล่าสุดพบว่านักเรียนระดับชั้นมธัยมศึกษาในจังหวดัพะเยา มีนกัเรียนที่มีความ

เส่ียงเป็นโรคซึมเศร้าเป็นจ านวนร้อยละ 13 โดยพบในนกัเรียนหญิงมากกว่านกัเรียนชาย และพบว่าเด็กที่

เป็นโรคซึมเศร้าส่วนใหญ่ไม่ได้รับการดูแลช่วยเหลือและเขา้รับการรักษา เน่ืองจากส่วนใหญ่ยงัขาด

ความรู้ ความเขา้ใจเก่ียวกับตวัโรคและขั้นตอนการขอรับการช่วยเหลือ นอกจากน้ีนักเรียนหลายคนมี

ความกังวลเก่ียวกับการเจ็บป่วยของตนเอง แต่ไม่อยากถูกมองว่าตนเองมีปัญหา จึงมักไม่ขอความ

ช่วยเหลือจากผูอ่ื้น ท าให้เกิดปัญหาทางดา้นพฤติกรรมตามมา เช่น การขาดเรียน ผลการเรียนตกต ่า การ

ใชส้ารเสพติด รวมไปถึงความเส่ียงในการฆ่าตวัตาย  

 ผูว้ิจัยเล็งเห็นว่าโรงเรียนนั้นมีบทบาทส าคญัอย่างยิ่งในการส่งเสริมและพฒันานักเรียนทั้งใน

ด้านสุขภาพกายและสุขภาพจิต ครูประจ าชั้นเป็นผูท้ี่ได้ใช้เวลาใกล้ชิดกับนักเรียนมากที่สุด หากครู

ประจ าชั้นสามารถสังเกตพฤติกรรมของนกัเรียนที่มีแนวโนม้ตอ้งการความช่วยเหลือ จ าแนกนกัเรียนที่มี

ความเส่ียงเพื่อด าเนินการช่วยเหลือ สามารถพูดคุยแนะน าแนวทางการช่วยเหลือกับผูป้กครอง หรือส่ง

ต่อช่วยเหลือนักเรียนให้แก่ครูแนะแนวผูท้ี่ท าหน้าที่ในการบริการช่วยเหลือนักเรียนด้านสุขภาพจิต
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โดยตรง โดยการท างานร่วมกันวางแผนช่วยเหลือ หรือส่งต่อให้แก่ผูเ้ช่ียวชาญ จะช่วยให้เด็กที่มีความ

เส่ียงไดร้ับการดูแลช่วยเหลืออย่างเร่งด่วนและทนัท่วงที  

 โครงการวิจยัในครั้ งน้ีจะเป็นการสนับสนุนให้เกิดการพฒันาความรู้ ความเขา้ใจที่เก่ียวขอ้งกบั

บทบาทของครูประจ าชั้นและครูแนะแนวที่มีต่อการส่งเสริมสุขภาพจิตของนักเรียนในโรงเรียน ผูว้ิจยั

หวังว่าข้อมูลที่ได้จากการศึกษาในครั้ งน้ีสามารถช่วยในการพัฒนาเคร่ืองมือและพัฒนาหลักสูตร

ฝึกอบรมส าหรับครูในการดูแล ช่วยเหลือนกัเรียนดา้นสุขภาพจิตและจะสามารถขยายผลไปสู่การอบรม

แก่ครูในทุกโรงเรียนทัว่ประเทศในอนาคตต่อไป 

 

 จึงเรียนมาเพื่อทราบและโปรดพจิารณาด าเนินการ 

 

ขอแสดงความนบัถือ 

 

นางสาวนันทกา ฟูสีกุล 

อาจารยส์าขาจิตวิทยาการศึกษาและการแนะแนว 

คณะศึกษาศาสตร์ มหาวิทยาลยัเชียงใหม ่
 
 
 
ช่องทางการติดต่อ 
นางสาวนันทกา ฟูสกีุล (นักวจิยั)      email:  

Dr. Faith Orchard  (อาจารยท์ีป่รกึษา)   email:  

Prof. Shirley Reynolds (อาจารยท์ีป่รกึษา)  email:  
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การอบรมเชิงปฏิบัติการเร่ือง การเสริมสร้างความรู้และทักษะที่จ าเป็นของครูในการดูแลช่วยเหลือ
นักเรียนด้านสุขภาพจิต (School Mental Health and Wellbeing Awareness Training) 

หลักการและเหตผุล 
 ปัจจุบนัปัญหาเก่ียวกับสุขภาพจิตของวยัรุ่นเพิ่มสูงข้ึน โดยเฉพาะอย่างยิ่งโรคซึมเศร้า ซ่ึงเป็น
ปัญหาสุขภาพจิตที่ส าคญัและพบไดบ้่อยในวยัรุ่น ส่งผลให้เกิดพฤติกรรมที่เป็นปัญหาและส่งผลต่อการ
เรียนและการใชชี้วิตประจ าวนัของเด็กวยัรุ่น ผูว้ิจยัเห็นว่าโรงเรียนนั้นมีบทบาทส าคญัในการช่วยเหลือ
นกัเรียนทั้งในดา้นสุขภาพกายและสุขภาพจิต ครูประจ าชั้นเป็นบุคคลที่ใกลชิ้ดกบันักเรียนและสามารถ
ช่วยเหลือนักเรียนในเบื้องตน้ได้ การอบรมเชิงปฏิบตัิการน้ีจึงมีวตัถุประสงค์เพื่อช่วยให้ครูประจ าชั้น
และครูแนะแนวมีความรู้ ความเขา้ใจในปัญหาสุขภาพจิตของนักเรียนเบื้องต้น เพื่อให้ครูประจ าชั้น
สามารถสังเกตและสามารถเขา้ถึงนักเรียนที่ต้องการความช่วยเหลือ รวมไปถึงการใชเ้คร่ืองมือในการ
คดักรองเบื้องต้น เพื่อน าไปสู่การวางแผนป้องกันร่วมกับครูแนะแนว การส่งต่อช่วยเหลือนักเรียนที่มี
ปัญหาทางดา้นสุขภาพจิตไปถึงผูเ้ช่ียวชาญ รวมไปถึงการส่งเสริมและพฒันาให้นกัเรียนมีสุขภาพจิตที่ดี  
วัตถุประสงค์ 

1. ครูผูเ้ขา้รับการอบรมมีความรู้ และทกัษะที่จ  าเป็นในการดูแลช่วยเหลือนกัเรียนดา้นสุขภาพจิต
ในโรงเรียน 

2. ครูผูเ้ขา้รับการอบรมสามารถสังเกตพฤติกรรมของนักเรียนที่มีแนวโนม้ตอ้งการความช่วยเหลือ 
3. ครูผูเ้ขา้รับการอบรมสามารถส่งเสริมการมีสุขภาพจิตที่ดีในโรงเรียนได้ 
4. ครูผูเ้ขา้รับการอบรมสามารถส่งต่อนกัเรียนให้แก่เจา้หน้าที่ที่รับผิดชอบหรือผูเ้ช่ียวชาญได้ 

กลุ่มเป้าหมาย 
1. ครูประจ าชั้นระดบัมธัยมศึกษาปีที่ 1 – 6 โรงเรียนละ 1 คน 
2. ครูแนะแนวโรงเรียนละ 1 คน 

ระยะเวลาของการฝึกอบรมปฏิบัติการ  
 การฝึกอบรมจะด าเนินการในวนัที่ 26 ตุลาคม 2562 เวลา 08.30 – 17.00 น.  
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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 

Harry Pitt Building 

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 



 

 269 

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 

 
การอบรมเชิงปฏิบัติการเร่ือง การเสริมสร้างความรู้และทักษะที่จ าเป็นของครูในการดูแลช่วยเหลือ

นักเรียนด้านสุขภาพจิต (School Mental Health and Wellbeing Awareness Training) 
 

หลักการและเหตผุล 
 ด้วยดิฉัน นางสาวนันทกา ฟูสีกุล อาจารย์สาขาจิตวิทยาการศึกษาและการแนะแนว คณะ

ศึกษาศาสตร์ มหาวิทยาลัยเชียงใหม่ ปัจจุบันก าลังศึกษาต่อในระดับปริญญาเอก ณ The School of 

Psychology and Clinical Language Sciences, University of Reading, ประเทศสหราชอาณาจกัร ขอความ

อนุเคราะห์จากท่านในการพิจารณาการจัดฝึกอบรมเชิงปฏิบัติการการดูแลช่วยเหลือนักเรียนด้าน

สุขภาพจิตให้แก่ครูแนะแนวและครูประจ าชั้นในโรงเรียนระดบัมธัยมศึกษาปีที่ 1 - 6 จงัหวดัพะเยา โดย

การอบรมเชิงปฏิบัติการในครั้ งน้ีเป็นส่วนหน่ึงของโครงการวิจัยน าร่อง โดยมีวัตถุประสงค์เพื่อ

เสริมสร้างให้ครูมีความรู้ และทกัษะที่จ  าเป็นในการดูแลช่วยเหลือนกัเรียนดา้นสุขภาพจิตในโรงเรียน  

หากท่านยินยอมเข้าร่วมงานวิจัย 

 ท่านจะไดร่้วมการอบรมเชิงปฏิบตัิการและทกัษะที่จ  าเป็นในการดูแลช่วยเหลือนกัเรียนดา้น

สุขภาพจิตในโรงเรียน การอบรมน้ีจะประกอบไปดว้ย 3 ส่วนคือ บทน าโรคซึมเศร้า, การสังเกตเบื้องตน้

อาการของโรคซึมเศร้าและการช่วยเหลือเบื้องตน้นกัเรียนที่เป็นโรคซึมเศร้าในโรงเรียน ก่อนและ

หลงัจากการอบรมท่านจะไดท้ าแบบประเมินการอบรมเพื่อเป็นประโยชน์ต่อการประเมินและ

พฒันาการอบรมต่อไป 

การจัดการกับข้อมูลงานวิจัย 

 ขอ้มูลทุกชนิดที่ไดร้ับจากงานวิจยัน้ีเป็นส่วนหน่ึงของงานวิจัยระดบัปริญญาเอก ผลงานวิจยัจะ

น าเสนอและถูกตีพิมพใ์นวารสารทางวิทยาศาสตร์ ขอ้มูลของงานวิจยัน้ีอาจจะมีการแลกเปล่ียนกบั

นกัวิจยัท่านอ่ืนแต่ขอ้มูลที่เป็นส่วนตวัของท่านจะไม่ถูกน าไปเปิดเผย 

การเก็บรักษาข้อมูล 
 ขอ้มูลทุกชนิดที่ไดร้ับจากการอบรมในครั้ งน้ีจะเก็บรักษาไวเ้ป็นความลบั ขอ้มูลของท่านที่ได้
จากการตอบแบบประเมินก่อนและหลงัการอบรมจะมีการเขา้รหัสเพื่อป้องกันการเขา้ถึงขอ้มูลส่วนตวั 
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ขอ้มูลที่ไดจ้ากการวิจยัจะถูกท าลายหลงัจากเสร็จส้ินการวิจยัทนัที อย่างไรก็ตามแบบแสดงความยินยอม
จะถูกเก็บรักษาไว ้5 ปีก่อนถูกท าลาย 
ความเส่ียงทีอ่าจเกิดขึน้เม่ือเข้าร่วมการวิจัยคือ 

 ทางผูว้ิจยัมิไดป้ระสงคท์ี่จะให้เกิดความเส่ียงใดใดในการเขา้ร่วมการวิจยัในครั้ งน้ี ถา้มีกิจกรรม

ใดที่ท่านรู้สึกไม่สะดวกใจในการเขา้ร่วมท่านสามารถเลือกที่จะไม่เขา้ร่วมขอ้ดงักล่าวได ้และท่าน

สามารถหยุดการเขา้ร่วมวิจยัเมื่อใดก็ไดโ้ดยไม่ตอ้งช้ีแจงเหตผุลใดใด 

 

ประโยชน์ที่จะได้รับจากการเข้าร่วมงานวิจัย 

 ผูว้ิจยัหวงัเป็นอย่างยิ่งว่างานวิจยัน้ีจะช่วยในการพฒันาโปรแกรมฝึกอบรมทางดา้นสุขภาพจิต

ส าหรับครูในการช่วยเหลือนกัเรียนที่มีปัญหาทางดา้นสุขภาพจิต 

 

ค่าตอบแทนที่จะได้รับ 

 การเขา้ร่วมการอบรมในครั้ งน้ีไม่มีค่าใชจ้่าย (ฟรีอาหารว่างและอาหารกลางวนั) ผูเ้ขา้ร่วมการ

อบรมจะไดร้ับ คู่มือการอบรมเชิงปฏิบตัิการเพื่อเสริมสร้างสุขภาพจิตที่ดใีนโรงเรียน จ านวน  1 เล่มฟรี 

 

โครงการวิจยัน้ีไดร้ับการพิจารณารับรองจากคณะกรรมการจริยธรรมการวิจยัจาก School of 

Psychology and Clinical Language Sciences Research Ethics Committee, University of Reading ถา้

ท่านมีขอ้สงสัยสามารถติดต่อผูว้ิจยัหรืออาจารยท์ี่ปรึกษาโครงการวิจยัไดต้ามช่องทางการติดต่อดา้นล่าง 

 

ช่องทางการติดต่อ 

นางสาวนันทกา ฟูสีกุล (นักวิจยั)      email:  

Dr. Faith Orchard  (อาจารยท์ี่ปรึกษา)   email:  

Prof. Shirley Reynolds (อาจารยท์ี่ปรึกษา)   email:  
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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 Reading 

Harry Pitt Building  

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 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. 

Your child’s name: ___________________________________________________ 

Your 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) 
 
 
 
 
 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยัโดยได้รบัการบอกกล่าว 
ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา ส่วนท่ี 1 

 
(ส าหรบัเดก็อายุ 8 ปี- ต า่กว่า 18 ปี) 

 
วนัที.่.................เดอืน......................... พ.ศ………. 

 
ชื่อ-นามสกุลผูเ้ขา้ร่วมการวจิยั
....................................................................................................................อายุ…...……............ปี 
อาศยัอยู่บา้นเลขที…่…..........................................................................................
ถนน……………..........………...............................
ต าบล……………….....………………...........................อ าเภอ……………………...……………….จงั
หวดั....................................รหสัไปรษณีย…์……………........ โทรศพัท์..............................................
อเีมล์.............................................................................................. 
 ขอแสดงความสมคัรใจเขา้ร่วมโครงการวจิยั เรื่อง ภาวะสุขภาพจติของวยัรุ่นในจงัหวดัเชยีงใหม่
และพะเยา ส่วนที ่1 ชื่อ-นามสกุล
ผูป้กครอง…………………………………………………………………………………………… 
 ขา้พเจา้และเดก็ในปกครองของขา้พเจา้ ไดร้บัทราบรายละเอยีดเกี่ยวกบัทีม่าและจุดมุ่งหมายใน
การท าวจิยั รายละเอยีดต่างๆ ในแบบสอบถาม/สมัภาษณ์ ประโยชน์ทีค่าดว่าจะไดร้บัจากการวจิยั และ
ความเสี่ยงที่อาจจะเกิดขึ้นจากการเข้าร่วมการวิจัย รวมทัง้แนวทางป้องกนัและแก้ไข และของตอบ
แทนทีจ่ะไดร้บั โดยไดอ่้านหรือรบัทราบข้อความในเอกสารชี้แจงผู้เข้าร่วมการวจิยัโดยตลอด อกีทัง้ยงั
ไดร้บัค าอธบิายและตอบขอ้สงสยัจากหวัหน้าโครงการวจิยัเป็นทีเ่รยีบรอ้ยแลว้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า ไดร้บัทราบถงึสทิธ ิขอ้มูล ทัง้ประโยชน์และความเสี่ยง
จากการเข้าร่วมการวิจยั และสามารถถอนตวัหรืองดเข้าร่วมการวิจยัได้ทุกเมื่อ โดยจะไม่มผีลกระทบ
ใดๆ ต่อผลการเรียนและสิทธิอื่นใดของเด็กในปกครองของข้าพเจ้าในอนาคตและอนุญาตให้ผู้วิจยัใช้
ข้อมูลที่ได้จากการสมัภาษณ์เดก็ในปกครองของข้าพเจา้ แต่จะไม่เผยแพร่ต่อสาธารณะเป็นรายบุคคล 
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โดยจะน าเสนอผลเป็นข้อมูลโดยรวมจากการวิจยัเท่านัน้ ดงันัน้ข้าพเจ้าจึงสมคัรใจให้เด็กในปกครอง
ของขา้พเจา้เขา้ร่วมในโครงการวจิยันี้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า เขา้ใจขอ้ความในเอกสารชี้แจงผู้เข้าร่วมการวจิยั และ
หนังสอืแสดงความสมคัรใจในการเขา้ร่วมการวิจยัโดยได้รบัการบอกกล่าวนี้โดยตลอดแลว้ และมสีทิธิ
ขอส าเนาเอกสารนี้จากนักวจิยัได ้จงึลงลายมอืชื่อไว้ 
 
 

ลงชื่อ……………………………………ผูเ้ขา้ร่วมการวจิยั 
(..……………….............................) 

วนัที.่.......เดอืน...................พ.ศ...........  
ลงชื่อ……………………………………….ผูป้กครอง 

(..……………….............................) 
วนัที.่.......เดอืน...................พ.ศ......... 

   
  



 

 277 

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 

Harry Pitt Building 

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) 
 
 
 
 
 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยัโดยได้รบัการบอกกล่าว 
ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา ส่วนท่ี 1 

 
(ส าหรบัเดก็อายุ 8 ปี- ต า่กว่า 18 ปี) 

 
วนัที.่.................เดอืน......................... พ.ศ………. 

 
ชื่อ-นามสกุลผูเ้ขา้ร่วมการวจิยั
....................................................................................................................อายุ…...……............ปี 
อาศยัอยู่บา้นเลขที…่…..........................................................................................
ถนน……………..........………...............................
ต าบล……………….....………………...........................อ าเภอ……………………...……………….จงั
หวดั....................................รหสัไปรษณีย…์……………........ โทรศพัท์..............................................
อเีมล์.............................................................................................. 
 ขอแสดงความสมคัรใจเขา้ร่วมโครงการวจิยั เรื่อง ภาวะสุขภาพจติของวยัรุ่นในจงัหวดัเชยีงใหม่
และพะเยา ส่วนที ่1 ชื่อ-นามสกุล
ผูป้กครอง…………………………………………………………………………………………… 
 ขา้พเจา้และเดก็ในปกครองของขา้พเจา้ ไดร้บัทราบรายละเอยีดเกี่ยวกบัทีม่าและจุดมุ่งหมายใน
การท าวจิยั รายละเอยีดต่างๆ ในแบบสอบถาม/สมัภาษณ์ ประโยชน์ทีค่าดว่าจะไดร้บัจากการวจิยั และ
ความเสี่ยงที่อาจจะเกิดขึ้นจากการเข้าร่วมการวิจัย รวมทัง้แนวทางป้องกนัและแก้ไข และของตอบ
แทนทีจ่ะไดร้บั โดยไดอ่้านหรือรบัทราบข้อความในเอกสารชี้แจงผู้เข้าร่วมการวจิยัโดยตลอด อกีทัง้ยงั
ไดร้บัค าอธบิายและตอบขอ้สงสยัจากหวัหน้าโครงการวจิยัเป็นทีเ่รยีบรอ้ยแลว้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า ไดร้บัทราบถงึสทิธ ิขอ้มูล ทัง้ประโยชน์และความเสี่ยง
จากการเข้าร่วมการวิจยั และสามารถถอนตวัหรืองดเข้าร่วมการวิจยัได้ทุกเมื่อ โดยจะไม่มผีลกระทบ
ใดๆ ต่อผลการเรียนและสทิธิอื่นใดของเด็กในปกครองของข้าพเจ้าในอนาคตและอนุญาตให้ผู้วิจยัใช้
ข้อมูลที่ได้จากการสมัภาษณ์เดก็ในปกครองของข้าพเจา้ แต่จะไม่เผยแพร่ต่อสาธารณะเป็นรายบุคคล 
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โดยจะน าเสนอผลเป็นข้อมูลโดยรวมจากการวิจยัเท่านัน้ ดงันัน้ข้าพเจ้าจึงสมคัรใจให้เด็กในปกครอง
ของขา้พเจา้เขา้ร่วมในโครงการวจิยันี้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า เขา้ใจขอ้ความในเอกสารชี้แจงผู้เข้าร่วมการวจิยั และ
หนังสอืแสดงความสมคัรใจในการเขา้ร่วมการวิจยัโดยได้รบัการบอกกล่าวนี้โดยตลอดแลว้ และมสีทิธิ
ขอส าเนาเอกสารนี้จากนักวจิยัได ้จงึลงลายมอืชื่อไว้ 
 
การเข้าร่วมวิจัยในครั้งต่อไป 
 
 เมื่อน้องได้ทำการตอบแบบประเมินในส่วนที่ 1 แล้ว มีความสนใจอยากจะเข้าร่วมการวิจัยในส่วน
ที่ 2 ซึ่งเป็นการเก็บข้อมูลโดยการพูดคุยเกี่ยวกับอารมณ์และความรู้สึกกับพี่วิจัยแบบรายคน โดยใช้เวลา 
45-60 นาทีโดยประมาณในช่ัวโมงเรียนหรือช่วงเวลาพักของโรงเรียน พี่จะทำการคัดเลือกน้องที่สนใจเข้า
รับการพูดคุยคนที่ได้รับการคัดเลือกจะได้รับชุดความรู้เสริมสร้างสุขภาวะทางใจ คนละ 1 ชุดถ้าน้อง
สนใจอยากจะเข้าร่วมการวิจัยในส่วนที่ 2 ช่วยกรอกข้อมูลเพื่อติดต่อกลับด้านล่างและส่งกลับคืนที่ครูแนะ
แนวหรือนักวิจัย 
 
ช่ือ........................................................................เบอร์โทร.................................ห้อง........................... 
ที่อยู่………………………………………………………………………………..Email:………………………………………… 
 

ลงชื่อ……………………………………ผูเ้ขา้ร่วมการวจิยั 
(..……………….............................) 

วนัที.่.......เดอืน...................พ.ศ...........  
 

ลงชื่อ……………………………………….ผูป้กครอง 
(..……………….............................) 
วนัที.่.......เดอืน...................พ.ศ......... 
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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 

Harry Pitt Building  

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: ________________________________________________________ 

 

Your name: 

_______________________________________________________________________ 

 

Signature: _____________________________Date:_____________________________ 

 

Name of Researcher:  Nanthaka Fuseekul____      Date:   __ 

Signature:   ___________      
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Parent Consent Form for Adolescents aged 8-18 years old Part 2 (Thai version) 
 
 
 
 
 
 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยัโดยได้รบัการบอกกล่าว 
เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา ส่วนท่ี 2 

(ส าหรบัเดก็อายุ 8 ปี- ต า่กว่า 18 ปี) 
 

วนัที.่.................เดอืน......................... พ.ศ………. 
 

ชื่อ-นามสกุลผูเ้ขา้ร่วมการวจิยั
....................................................................................................................อายุ…...……............ปี 
อาศยัอยู่บา้นเลขที…่…..........................................................................................
ถนน……………..........………...............................
ต าบล……………….....………………...........................อ าเภอ……………………...……………….จงั
หวดั....................................รหสัไปรษณีย…์……………........ โทรศพัท์..............................................
อเีมล์.............................................................................................. 
 ขอแสดงความสมคัรใจเขา้ร่วมโครงการวจิยั เรื่อง ภาวะสุขภาพจติของวยัรุ่นในจงัหวดัเชยีงใหม่
และพะเยา ส่วนที ่2 ชื่อ-นามสกุล
ผูป้กครอง…………………………………………………………………………………………… 
 ขา้พเจา้และเดก็ในปกครองของขา้พเจา้ ไดร้บัทราบรายละเอยีดเกี่ยวกบัทีม่าและจุดมุ่งหมายใน
การท าวจิยั รายละเอยีดต่างๆ ในแบบสอบถาม/สมัภาษณ์ ประโยชน์ทีค่าดว่าจะไดร้บัจากการวจิยั และ
ความเสี่ยงที่อาจจะเกิดขึ้นจากการเข้าร่วมการวิจัย รวมทัง้แนวทางป้องกนัและแก้ไข และของตอบ
แทนทีจ่ะไดร้บั โดยไดอ่้านหรือรบัทราบข้อความในเอกสารชี้แจงผู้เข้าร่วมการวจิยัโดยตลอด อกีทัง้ยงั
ไดร้บัค าอธบิายและตอบขอ้สงสยัจากหวัหน้าโครงการวจิยัเป็นทีเ่รยีบรอ้ยแลว้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า ไดร้บัทราบถงึสทิธ ิขอ้มูล ทัง้ประโยชน์และความเสี่ยง
จากการเข้าร่วมการวิจยั และสามารถถอนตวัหรืองดเข้าร่วมการวิจยัได้ทุกเมื่อ โดยจะไม่มผีลกระทบ
ใดๆ ต่อผลการเรียนและสทิธิอื่นใดของเด็กในปกครองของข้าพเจ้าในอนาคตและอนุญาตให้ผู้วิจยัใช้
ข้อมูลที่ได้จากการสมัภาษณ์เดก็ในปกครองของข้าพเจา้ แต่จะไม่เผยแพร่ต่อสาธารณะเป็นรายบุคคล 
โดยจะน าเสนอผลเป็นข้อมูลโดยรวมจากการวิจยัเท่านัน้ ดงันัน้ข้าพเจ้าจึงสมคัรใจให้เด็กในปกครอง
ของขา้พเจา้เขา้ร่วมในโครงการวจิยันี้ 

AF 07-09 
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 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า เขา้ใจขอ้ความในเอกสารชี้แจงผู้เข้าร่วมการวจิยั และ
หนังสอืแสดงความสมคัรใจในการเขา้ร่วมการวิจยัโดยได้รบัการบอกกล่าวนี้โดยตลอดแลว้ และมสีทิธิ
ขอส าเนาเอกสารนี้จากนักวจิยัได ้จงึลงลายมอืชื่อไว้ 
 
 

ลงชื่อ……………………………………ผูเ้ขา้ร่วมการวจิยั 
(..……………….............................) 

วนัที.่.......เดอืน...................พ.ศ...........  
ลงชื่อ……………………………………….ผูป้กครอง 

(..……………….............................) 
วนัที.่.......เดอืน...................พ.ศ......... 
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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 

Harry Pitt Building 

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) 
 
 
 
 
 
 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยัโดยได้รบัการบอกกล่าว 
เรื่อง ภาวะสุขภาพจิตของวยัรุ่นในจงัหวดัเชียงใหม่และพะเยา ส่วนท่ี 2 

(ส าหรบัเดก็อายุ 8 ปี- ต า่กว่า 18 ปี) 
 

วนัที.่.................เดอืน......................... พ.ศ………. 
 

ชื่อ-นามสกุลผูเ้ขา้ร่วมการวจิยั
....................................................................................................................อายุ…...……............ปี 
อาศยัอยู่บา้นเลขที…่…..........................................................................................
ถนน……………..........………...............................
ต าบล……………….....………………...........................อ าเภอ……………………...……………….จงั
หวดั....................................รหสัไปรษณีย…์……………........ โทรศพัท์..............................................
อเีมล์.............................................................................................. 
 ขอแสดงความสมคัรใจเขา้ร่วมโครงการวจิยั เรื่อง ภาวะสุขภาพจติของวยัรุ่นในจงัหวดัเชยีงใหม่
และพะเยา ส่วนที ่2 ชื่อ-นามสกุล
ผูป้กครอง…………………………………………………………………………………………… 
 ขา้พเจา้และเดก็ในปกครองของขา้พเจา้ ไดร้บัทราบรายละเอยีดเกี่ยวกบัทีม่าและจุดมุ่งหมายใน
การท าวจิยั รายละเอยีดต่างๆ ในแบบสอบถาม/สมัภาษณ์ ประโยชน์ทีค่าดว่าจะไดร้บัจากการวจิยั และ
ความเสี่ยงที่อาจจะเกิดขึ้นจากการเข้าร่วมการวิจัย รวมทัง้แนวทางป้องกนัและแก้ไข และของตอบ
แทนทีจ่ะไดร้บั โดยไดอ่้านหรือรบัทราบข้อความในเอกสารชี้แจงผู้เข้าร่วมการวจิยัโดยตลอด อกีทัง้ยงั
ไดร้บัค าอธบิายและตอบขอ้สงสยัจากหวัหน้าโครงการวจิยัเป็นทีเ่รยีบรอ้ยแลว้ 
 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า ไดร้บัทราบถงึสทิธ ิขอ้มูล ทัง้ประโยชน์และความเสี่ยง
จากการเข้าร่วมการวิจยั และสามารถถอนตวัหรืองดเข้าร่วมการวิจยัได้ทุกเมื่อ โดยจะไม่มผีลกระทบ
ใดๆ ต่อผลการเรียนและสทิธิอื่นใดของเด็กในปกครองของข้าพเจ้าในอนาคตและอนุญาตให้ผู้วิจยัใช้
ข้อมูลที่ได้จากการสมัภาษณ์เดก็ในปกครองของข้าพเจา้ แต่จะไม่เผยแพร่ต่อสาธารณะเป็นรายบุคคล 
โดยจะน าเสนอผลเป็นข้อมูลโดยรวมจากการวิจยัเท่านัน้ ดงันัน้ข้าพเจ้าจึงสมคัรใจให้เด็กในปกครอง
ของขา้พเจา้เขา้ร่วมในโครงการวจิยันี้ 

AF 07-09 
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 ขา้พเจา้และเดก็ในปกครองของข้าพเจ้า เขา้ใจขอ้ความในเอกสารชี้แจงผู้เข้าร่วมการวจิยั และ
หนังสอืแสดงความสมคัรใจในการเขา้ร่วมการวิจยัโดยได้รบัการบอกกล่าวนี้โดยตลอดแลว้ และมสีทิธิ
ขอส าเนาเอกสารนี้จากนักวจิยัได ้จงึลงลายมอืชื่อไว้ 
 
 

ลงชื่อ……………………………………ผูเ้ขา้ร่วมการวจิยั 
(..……………….............................) 

วนัที.่.......เดอืน...................พ.ศ...........  
ลงชื่อ……………………………………….ผูป้กครอง 

(..……………….............................) 
วนัที.่.......เดอืน...................พ.ศ......... 
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Appendix 3.5: Consent Form (interview) – Paper 3 
 

School of Psychology and Clinical Language Sciences 

University of Reading 

Harry Pitt Building 

Whiteknights Road 

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. I have read the participant information sheet.      

2. I understand what this project is about      

3. I have had opportunity to ask questions about the study, and if have,   

I have satisfactory answers to these questions. 

4. I understand I can withdraw from the study at any point, with no penalties   

5. I understand 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. I understand that my data will be preserved and made available in   

anonymized form. 

8. I understand that the data obtained from this study will be included   

within a PhD student’s research. 

9. I agree to take part in this study.       

 

Participant 

name……………………………………………………………………………….. 

Name of Researcher: Nanthaka  Fuseekul  
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Consent Form (interview) (Thai version) – Paper 3 

 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยั 

เรื่อง มุมมอง, บทบาทและความต้องการของครใูนการดแูลช่วยเหลือนักเรียนท่ีมีภาวะ
ซึมเศร้าในโรงเรียน 

ค าช้ีแจง กรุณาอ่านขอ้ความดา้นล่าง และท าเครื่องหมาย  ลงในช่องว่างทีท่่านเหน็ดว้ย 
 
o  ท่านไดอ่้านเอกสารชี้แจงผูเ้ข้าร่วมวจิยั 
o  ท่านรบัทราบว่างานวจิยันี้เกี่ยวกบัอะไร 
o  เมื่อมขีอ้สงสยัท่านไดม้โีอกาสไดถ้ามค าถามเกี่ยวกบังานวิจยั และไดร้บัค าตอบทีพ่งึพอใจ 
o  ท่านทราบว่าท่านสามารถออกจากงานวจิยันี้เมื่อใดกไ็ดโ้ดยไม่มผีลกระทบใดๆ 
o  ท่านทราบว่างานวจิยันี้ไดร้บัการพจิารณารบัรองจากคณะกรรมการจรยิธรรมการวจิยัจาก 

School of Psychology and Clinical Language Sciences Research Ethics Committee, 
University of Reading 

o  ท่านทราบว่าขอ้มูลของฉันจะไดร้บัการดูแลและรกัษาไวเ้ป็นความลบัโดยจะมเีพยีงทมีวจิยั
เท่านัน้ทีจ่ะเขา้ถงึได ้ 

o  ท่านทราบว่าขอ้มูลทีไ่ดร้บัจากงานวจิยันี้เป็นส่วนหนึ่งของงานวจิยัของนักเรยีนระดบั
ปรญิญาเอก 
o     ท่านยนิดเีขา้ร่วมงานวจิยันี้ 
 
ลงช่ือ................................................................... 
 
ช่ือนกัวิจยั นนัทกา ฟูสีกุล 
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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 

Harry Pitt Building 

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. I have read the participant information sheet.      

2. I understand what this project is about      

3. I have had opportunity to ask questions about the study, and if have,   

I have satisfactory answers to these questions. 

4. I understand I can withdraw from the study at any point, with no penalties  

5. I understand 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. I understand that my data will be stored and shared with other researchers  

in anonymized form. 

8. I understand that the data obtained from this study will be included   

within a PhD student’s research. 

9. I agree to take part in this study.       

 

Participant 

name……………………………………………………………………………….. 

Name of Researcher: Nanthaka  Fuseekul  
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Consent Form for Teachers Part 1 – Paper 3 (Thai version) 

 

หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยั 

เรื่อง มุมมอง, บทบาทและความต้องการของครใูนการดแูลช่วยเหลือนักเรียนท่ีมีภาวะ
ซึมเศร้าในโรงเรียน 

ค าช้ีแจง กรุณาอ่านขอ้ความดา้นล่าง และท าเครื่องหมาย  ลงในช่องว่างทีท่่านเหน็ดว้ย 
 
o  ท่านไดอ่้านเอกสารชี้แจงผูเ้ข้าร่วมวจิยั 
o  ท่านรบัทราบว่างานวจิยันี้เกี่ยวกบัอะไร 
o  เมื่อมขีอ้สงสยัท่านไดม้โีอกาสไดถ้ามค าถามเกี่ยวกบังานวิจยั และไดร้บัค าตอบทีพ่งึพอใจ 
o  ท่านทราบว่าท่านสามารถออกจากงานวจิยันี้เมื่อใดกไ็ดโ้ดยไม่มผีลกระทบใดๆ 
o  ท่านทราบว่างานวจิยันี้ไดร้บัการพจิารณารบัรองจากคณะกรรมการจรยิธรรมการวจิยัจาก 

School of Psychology and Clinical Language Sciences Research Ethics Committee, 
University of Reading 

o  ท่านทราบว่าขอ้มูลของฉันจะไดร้บัการดูแลและรกัษาไวเ้ป็นความลบัโดยจะมเีพยีงทมีวจิยั
เท่านัน้ทีจ่ะเขา้ถงึได ้ 

o  ท่านทราบว่าขอ้มูลทีไ่ดร้บัจากงานวจิยันี้เป็นส่วนหนึ่งของงานวจิยัของนักเรยีนระดบั
ปรญิญาเอก 
o     ท่านยนิดเีขา้ร่วมงานวจิยันี้ 
 
ลงช่ือ................................................................... 
 
ช่ือนกัวิจยั นนัทกา ฟูสีกุล  
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Appendix 3.6: Consent Form for Teachers Part 2 – Paper 3 

School of Psychology and Clinical Language Sciences 

University of Reading 

Harry Pitt Building 

Whiteknights Road 

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. I have read the participant information sheet.      

2. I understand what this project is about      

3. I have had opportunity to ask questions about the study, and if have,   

I have satisfactory answers to these questions. 

4. I understand I can withdraw from the study at any point, with no penalties.  

5. I understand 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. I understand that the data obtained from this study will be included   

within a PhD student’s research. 

    8.  I understand that the data obtained from this study will be anonymized   

         and may be shared with other authenticated researchers.  

    9.  I agree to take part in this study.       

Participant name…………………………………………………………………………… 

Name of Researcher: Nanthaka  Fuseekul 
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Consent Form for Teachers Part 2 – Paper 3 (Thai version) 

 

   หนังสือแสดงความสมคัรใจในการเข้าร่วมการวิจยั 

เรื่อง มุมมอง, บทบาทและความต้องการของครใูนการดแูลช่วยเหลือนักเรียนท่ีมีภาวะ
ซึมเศร้าในโรงเรียน 

ค าช้ีแจง กรุณาอ่านขอ้ความดา้นล่าง และท าเครื่องหมาย  ลงในช่องว่างทีท่่านเหน็ดว้ย 
 
o  ท่านไดอ่้านเอกสารชี้แจงผูเ้ข้าร่วมวจิยั 
o  ท่านรบัทราบว่างานวจิยันี้เกี่ยวกบัอะไร 
o  เมื่อมขีอ้สงสยัท่านไดม้โีอกาสไดถ้ามค าถามเกี่ยวกบังานวิจยั และไดร้บัค าตอบทีพ่งึพอใจ 
o  ท่านทราบว่าท่านสามารถออกจากงานวจิยันี้เมื่อใดกไ็ดโ้ดยไม่มผีลกระทบใดๆ 
o  ท่านทราบว่างานวจิยันี้ไดร้บัการพจิารณารบัรองจากคณะกรรมการจรยิธรรมการวจิยัจาก 

School of Psychology and Clinical Language Sciences Research Ethics Committee, 
University of Reading 

o  ท่านทราบว่าขอ้มูลของฉันจะไดร้บัการดูแลและรกัษาไวเ้ป็นความลบัโดยจะมเีพยีงทมีวจิยั
เท่านัน้ทีจ่ะเขา้ถงึได ้ 

o  ท่านทราบว่าขอ้มูลทีไ่ดร้บัจากงานวจิยันี้เป็นส่วนหนึ่งของงานวจิยัของนักเรยีนระดบั
ปรญิญาเอก 
o     ท่านยนิดเีขา้ร่วมงานวจิยันี้ 
 
ลงช่ือ................................................................... 
 
ช่ือนกัวิจยั นนัทกา ฟูสีกุล 
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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 
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English version (continued) 
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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. I am rarely sad  

     b. I am sad most of the time 

     c. I am sad all the time 

2.    a. Nothing will ever work out for me 

       b. I’m not sure if things will work out for me 

       c.  Everything will work out for me 

3.  a. I do well most things 

     b. I do wrong most things 

     c. I do everything wrong 

4.    a. I have fun with many things 

       b. I have fun with some things 

       c. Nothing is fun at all 

5.  a. I am bad all the time 

     b. I am bad most of the time 

     c. I am bad sometimes 

6.    a. I think terrible things will happen to me 

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. I hate myself 

     b. I do not like myself 

     c. I like myself 

8.    a. All bad things are my fault. 

       b. Many bad things are my fault. 

       c. Bad things that happen are not my fault. 

9.  a. I do not think about killing myself 

     b. I think about killing myself 

     c. I want to kill my self 

10. a. I feel like crying everyday 

       b. I feel like crying most of the time 

       c. I feel like crying sometimes 

11. a. Thing bother me all the time 

       b. Things bother me most of the time 

       c. Things bother me sometimes 

12. a. I do not want to be with people at all 

      b.  I do not like to be with people 

      c. I like being with people 

13. a. I cannot make up my mind about things 

      b. It is difficult to make up my mind 

      c. I can make up my mind easily 

14. a. I am a good looking 

      b. I am not good looking 

      c. I am ugly  

15. a. I have to push myself all the time to do my 

school work 

      b. I have to push myself most of the time to do 

my school work 

      c. I have no problem with my school work 

16. a. I have trouble sleeping almost every night 

       b. I have trouble sleeping some nights 

       c. I sleep well at night 

17. a. I am tried sometimes 

      b. I am tried most of the time 

      c. I am tried all the time 

18. a. Most days I do not feel like eating 

      b. Some days I do not feel like eating 

      c. I like eating 

19. a. I am not worry about my aches and pains 

      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 

20. a. I do not feel alone 

      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 I 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.  I 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 

  



 

 305 
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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 
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 313 
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 317 
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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 
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 324 
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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 Part1 

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) 

ค าถามส าหรับการสัมภาษณ์ 
 

ครปูระจ าชัน้ 

• ช่วยอธบิายใหฟั้งคร่าวๆหน่อยค่ะว่าคุณสอนวชิาอะไร และหน้าทีอ่ื่นๆของคุณในโรงเรยีน
ท าอะไรบา้ง 

• คุณสอนอย่างเดยีวหรอืว่าคุณมหีน้าทีร่บัผดิชอบอื่นๆทีเ่กี่ยวขอ้งกบัการช่วยเหลอืนักเรยีน
ดา้นสุขภาพจติดว้ย  ถ้าใช่ คุณท าอะไรบา้งคะ 

ประสบการณ์ในการช่วยเหลือนักเรียนท่ีมีภาวะซึมเศรา้ 

• คุณคดิว่าคุณมคีวามรูแ้ละความเขา้ใจเพยีงพอเกี่ยวกบัสุขภาพจติหรอืไม่? ช่วยเล่าใหฟั้ง
หน่อยไดไ้หมคะ ว่าค าว่าสุขภาพจติในความคดิของคุณเป็นอย่างไร? 

• คุณรูจ้กัภาวะซมึเศรา้ไหมคะ? คุณคดิว่ามนัเป็นอย่างไร คณุรูอ้ะไรบา้งเกี่ยวกบัมนั  
• คุณสามารถสงัเกตและรูว่้าเดก็นักเรยีนคนไหนเป็นซมึเศรา้หรอืไม่? ดูจากอะไรบา้ง 
• คุณมเีครื่องมอืในการช่วยคดักรองเดก็ทีม่คีวามเสีย่งเป็นซมึเศรา้หรอืไม่? ถ้าม ีคุณใช้

วธิกีารใด? 
• คุณเคยใหก้ารช่วยเหลอื หรอืดูแลนักเรยีนทีเ่ป็นซมึเศรา้หรอืไม่? ถ้าใช่ คุณใชว้ธิกีารใดบา้ง 

แลว้ผลเป็นอย่างไรบา้ง? 
• คุณมคีวามมัน่ใจมากน้อยแค่ไหนเวลาช่วยเหลอืนักเรยีนทีเ่ป็นซมึเศรา้? มอีะไรทีห่นักใจ

หรอืมอีะไรทีไ่ม่มัน่ใจบา้ง? 
• มอีะไรทีคุ่ณอยากรูเ้พิม่เตมิเกี่ยวกบัภาวะซมึเศรา้ในวยัรุ่นบา้งคะ 

 

นโยบายและขัน้ตอนของโรงเรียน 

• คุณคดิว่าโรงเรยีนและครูควรจะมส่ีวนเกี่ยวขอ้งในการดูแล ช่วยเหลอืนักเรยีนทีม่ภีาวะ
ซมึเศรา้ในโรงเรยีนหรอืไม่ เพราะอะไร? 

• โรงเรยีนของคุณมกีารเขยีนนโยบายทีช่ดัเจนเกี่ยวกบัวธิกีารช่วยเหลอืนักเรยีนทีม่ปัีญหา
สุขภาพจติหรอืไม่ ? ถ้าม ีช่วยอธบิายเพิม่เตมิไดห้รอืไม่? 

• คุณช่วยอธบิายใหฟั้งหน่อยไดไ้หมคะว่าโรงเรยีนของคุณมขีัน้ตอนการด าเนินการช่วยเหลอื
นักเรยีนทีม่ปัีญหาสุขภาพจติอย่างไรบา้ง? 
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• คุณไดม้กีารน าเสนอ, สอน หรอืว่ามกีจิกรรมอะไรทีเ่กี่ยวข้องกบัการตระหนักในปัญหา
สุขภาพจติในวยัรุ่น เช่น โรคซมึเศรา้ ถ้าไม่ม ีเพราะอะไร ถ้าม ีเป็นการสอนหรอืว่ากจิกรรม
แบบไหน ช่วยอธบิายใหฟั้งหน่อยไดห้รอืไม่? 

ปัญหาหรืออุปสรรคในการช่วยเหลือนักเรียนท่ีมีปัญหาสุขภาพจิตในโรงเรียน 

• คุณคดิว่าปัญหาหรอือุปสรรคหลกัๆเลยในการช่วยเหลอืนักเรยีนทีม่ปัีญหาสุขภาพจติใน
โรงเรยีนคอือะไร? 

• คุณคดิว่าอะไรทีเ่ป็นสาเหตุที่ท าให้เดก็ไม่กลา้เขา้มาขอความช่วยเหลอืจากครูเวลาทีเ่ขามี
ปัญหา? 

• คุณเคยมปัีญหาในการจดัการหรอืช่วยเหลอืนักเรยีนทีม่ปัีญหาสุขภาพจติบา้งหรอืไม่? หรอื
เคยมกีบัผูป้กครองบา้งหรอืไม่? 

 
ความต้องการการฝึกอบรมเพื่อพฒันาความรู้และทกัษะในการช่วยเหลือนักเรียนท่ีมีปัญหา
สุขภาพจิต 

• คุณเคยไปเขา้ร่วมการฝึกอบรมเพื่อพฒันาความรูแ้ละทกัษะในการช่วยเหลอืนักเรยีนทีม่ ี
ภาวะซมึเศรา้มาบา้งหรอืไม่? ช่วยอธบิายหน่อยว่าเป็นอย่างไรบา้ง? อะไรทีคุ่ณชอบในการ
อบรมนัน้ ? อะไรทีคุ่ณไมช่อบ? 

• คุณคดิว่าคุณต้องการไดร้บัการฝึกอบรมเพื่อพฒันาความรูแ้ละทกัษะในการช่วยเหลอื
นักเรยีนทีเ่ป็นซมึเศรา้หรอืไม่? 
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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. 

   Agree    Disagree     Unsure 

2. There are not enough existing services for mental health problems. 

   Agree    Disagree     Unsure 

3. Teacher have an important role in supporting students with mental health problems. 

   Agree    Disagree     Unsure 

4. Do you visit any resources giving information about mental health problems? 

  Yes       No    

5. Does your school have a written policy about how to deal with student with mental 

health problems? 

  Yes       No    

6. Do any other members of staff in your school have responsibilities relating to mental 

health and wellbeing of students? 

  Yes, please specify……………………      No  

7. Does your school have a written policy about how to deal with student with mental 

health problems? (select all answers that apply) 

   Counselling services by guidance counselor or teacher 

   Clinical psychological support by clinical psychologist or psychiatrist 

   Peer support for mental health and wellbeing 

   Support groups for students dealing with particular issues e.g., depression  

    None of these                 Other, please 

specify………………………………… 
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Section 1 Perceptions and attitudes towards the role of schools in supporting 

students’ mental health (Thai version) 

ส่วนท่ี 1 มุมมองและทศันคติท่ีมีต่อสุขภาพจิตของนักเรียน 
1. การดูแลนักเรยีนทีม่ปัีญหาสุขภาพจติไม่ใช่หน้าทีข่องครู 

 เหน็ดว้ย    ไม่เหน็ดว้ย    ไม่แน่ใจ 
2. ประเทศไทยยงัขาดแคลนการใหบ้รกิารทางดา้นสุขภาพจติ 

 เหน็ดว้ย    ไม่เหน็ดว้ย    ไม่แน่ใจ 
3. ครูมบีทบาทส าคญัทีจ่ะช่วยเหลอืนักเรยีนทีม่ปัีญหาสุขภาพจติ 

 เหน็ดว้ย    ไม่เหน็ดว้ย    ไม่แน่ใจ 
4.  ท่านไดท้ าการศกึษาหาขอ้มูลเพิม่เตมิจากแหล่งขอ้มูลต่อไปนี้เกี่ยวกบัปัญหาสุขภาพจติใน
เดก็บา้งหรอืไม่ 

 เคย     ไม่เคย  
5.  โรงเรยีนของท่านมนีโยบายในการดูแลช่วยเหลอืนักเรยีนทีม่ปัีญหาสุขภาพจติหรอืไม่ 

 ม ี     ไม่ม ี  

6.    ในโรงเรยีนของท่านมคีรูหรอืเจา้หน้าทีท่ีดู่แลดา้นการใหบ้รกิารดา้นสุขภาพจติใหแ้ก่
นักเรยีนหรอืไม ่

 ม ี     ไม่ม ี  

7.    บรกิารใดต่อไปนี้ทีโ่รงเรยีนของท่านไดจ้ดัใหแ้ก่นักเรยีนทีม่คีวามต้องการดา้นสุขภาพจติ 
(สามารถเลอืก ไดม้ากกว่า 1 ข้อ) 

 บรกิารการใหค้ าปรกึษา 
 นักจติวทิยาโรงเรยีน 
 บรกิารเพื่อนทีป่รกึษา  
 บรกิารการใหค้ าปรกึษาแบบกลุ่มตามปัญหาสุขภาพจติ เช่น กลุ่มซมึเศรา้ 
 ไม่ม ี
 อื่นๆ (โปรดระบุ) ………………………………… 
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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?  

   Yes       No 

2. Have you had the experience of providing support for students with depression? 

   Yes       No 

3. Do you feel that you have enough knowledge to meet the mental health needs of 

students with depression? 

   Agree    Disagree     Unsure 

4. Do you feel that you have the level of skills required to meet the mental health needs 

of students with depression? 

   Agree    Disagree     Unsure 

5. Following question above, please choose additional knowledge and skills training that 

you need for development. (select all answers that apply) 

             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. 

   Awareness of impact of depression on adolescents. 

              Ability to provide information to students and families about depression. 

       Effective communication skills in interaction with adolescents with  

depression. 

   Other (please specify) ……………………………………………………… 
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Section 2: Mental health experiences and additional knowledge and skills training 

needs (Thai version) 

ส่วนท่ี 2 การฝึกอบรมเพ่ือเพ่ิมพนูความรู้และทกัษะในการช่วยเหลือนักเรียนท่ีมีภาวะ
ซึมเศร้า 

     1.   ท่านเคยเขา้รบัการฝึกอบรมหรอืฝึกปฏบิตักิารเพื่อช่วยเหลอืนักเรยีนทีม่ซีมึเศรา้หรอืไม่ 
 เคย     ไม่เคย    ไม่แน่ใจ 

2.   ท่านเคยมปีระสบการณ์ในการช่วยเหลอืนักเรยีนทีม่ภีาวะซมึเศรา้หรอืไม่ 

 เคย     ไม่เคย    ไม่แน่ใจ 

3.   ท่านคดิว่าท่านมคีวามรูเ้พยีงพอทีจ่ะช่วยเหลอืนักเรยีนทีม่ภีาวะซมึเศรา้หรอืไม่? 

 เพยีงพอ    ไม่เพยีงพอ    ไม่แน่ใจ 
 4. ท่านคดิว่าท่านมทีกัษะเพยีงพอทีจ่ะช่วยเหลอืนักเรยีนทีม่ภีาวะซมึเศรา้หรอืไม่? 

 เพยีงพอ    ไม่เพยีงพอ    ไม่แน่ใจ 

5.  โปรดเลอืกโปรแกรมการฝึกอบรมความรูแ้ละทกัษะทีท่่านต้องการทีจ่ะเรยีนรูแ้ละฝึกฝน
เพิม่เตมิ (เลอืกได ้3 ขอ้) 

 วธิกีารสงัเกตและการท าความเข้าใจอาการของโรคซมึเศรา้ในวยัรุ่น 
      ปัจจยัเสีย่งที่ท าใหเ้กดิโรคซมึเศรา้ในวยัรุ่น 

 การร่วมมอืและท างานร่วมกนัอย่างมปีระสทิธภิาพกบัครอบครวัของนักเรยีนทีเ่ป็นโรค
ซมึเศรา้ 

 การประเมนิและคดักรองโรคซมึเศรา้ในวยัรุ่นเบื้องต้น 
 การตระหนักรูถ้งึผลกระทบของโรคซมึเศรา้ในวยัรุ่น 
 ความสามารถในการใหข้อ้มูลกบันักเรยีนและครอบครวัเกี่ยวกบัโรคซมึเศรา้ 
 ทกัษะการสื่อสารอย่างมปีระสทิธภิาพในการปฏสิมัพนัธ์กบันักเรยีนทีเ่ป็นโรคซมึเศรา้ 
 อื่นๆ (โปรดระบุ) …………………………………………… 
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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    1     0     1    -2 

2. I understand that mental health problem is hard to deal with it 2    1     0     1    -2 

3. I have enough knowledge about the factors which put students at risk of depression 2    1     0     1    -2 

4. I can recognize the signs and symptoms of depression in my students. 2    1     0     1    -2 

5. I understand how depression affect students’ concentration and learning. 2    1     0     1    -2 

6. I know how to work with student with depression 2    1     0     1    -2 

7. I understand the role I play at my school to develop a support plan for students 

with depression 

2    1     0     1    -2 

8. I have enough communication skills to help students with depression 2    1     0     1    -2 

9. I feel confident to help students with depression 2    1     0     1    -2 

10. I know how to access useful resources to support students with depression. 2    1     0     1    -2 

11. I can give advice to students experience mental health problems seeking 

professional help when needed 

2    1     0     1    -2 

12. I can provide information to students and families about depression concern 2    1     0     1    -2 

13. I can provide information about mental health to people for reducing social 

stigma towards people with mental health problems 

2    1     0     1    -2 

14. I know how to support student mental health and well-being 2    1     0     1    -2 

15. I can give information and advice to other teachers in supporting students with 

mental health problems. 

2    1     0     1    -2 
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Pre-post training questionnaire and Feedback form – Paper 3 (Thai version) 

การอบบรมเชิงปฏิบัติการเพื่อเสริมสร้างสุขภาพจิตที่ดีในโรงเรียน 

 กรุณาท าเครื่องหมาย  ลงในขอ้ทีต่รงกบัตวัท่านมากทีสุ่ด 
2 = เหน็ดว้ยอย่างยิง่, 1 = เหน็ดว้ย, 0 = ไม่แน่ใจ, -1 = ไม่เหน็ดว้ย, -2 = ไม่เหน็ดว้ย
อย่างยิง่ 

 

1 ท่านมคีวามรูเ้พยีงพอเกี่ยวกบัปัญหาสุขภาพจติของวยัรุ่น 2    1     0     1    -2 

2 ท่านเขา้ใจว่าปัญหาสุขภาพจติเป็นปัญหาทีแ่ก้ไขไดย้าก 2    1     0     1    -2 

3 ท่านมคีวามรูเ้พยีงพอเกี่ยวกบัปัจจยัหรอืสาเหตุทีท่ าใหน้ักเรยีนมคีวามเสีย่งทีจ่ะเป็น
โรคซมึเศรา้ 

2    1     0     1    -2 

4 ท่านสามารถสงัเกต รบัรู ้สญัญาณและอาการของโรคซมึเศรา้ในนักเรยีนของท่าน 2    1     0     1    -2 

5 ท่านรูว่้าโรคซมึเศรา้ส่งผลต่อสมาธแิละการเรยีนรูข้องเดก็นักเรยีน 2    1     0     1    -2 

6 ท่านรูว้ธิกีารดูแลและช่วยเหลอืเดก็นกัเรยีนทีเ่ป็นโรคซมึเศรา้ 2    1     0     1    -2 

7 ท่านรบัรูบ้ทบาทหน้าทีข่องท่านในการวางแผนดูแลช่วยเหลอืนกัเรยีนทีเ่ป็นโรค
ซมึเศรา้ 

2    1     0     1    -2 

8 ท่านมทีกัษะทีด่ใีนการช่วยเหลอืนักเรยีนทีเ่ป็นโรคซมึเศรา้ 2    1     0     1    -2 

9 ท่านมคีวามมัน่ใจเมื่อต้องช่วยเหลอืนักเรยีนทีเ่ป็นโรคซมึเศรา้ 2    1     0     1    -2 

10 ท่านรูว้ธิกีารเขา้ถงึขอ้มูลและหน่วยงานใหบ้รกิารดา้นสุขภาพจติส าหรบันักเรยีนทีเ่ป็น
โรคซมึเศรา้ 

2    1     0     1    -2 

11 ท่านรูว้ธิกีารส่งต่อนักเรยีนทีเ่ป็นโรคซมึเศรา้ใหแ้ก่ผูเ้ชีย่วชาญได้ 2    1     0     1    -2 

12 ท่านสามารถใหข้อ้มูลเกีย่วกบัโรคซมึเศรา้ใหแ้ก่นกัเรยีนและผูป้กครองได้ 2    1     0     1    -2 

13 ท่านสามารถใหค้วามรูแ้ก่ผูอ้ื่นเพื่อลดการตตีราผูท้ีม่ปัีญหาสุขภาพจติได้ 2    1     0     1    -2 

14 ท่านรูว้ธิกีารส่งเสรมิสุขภาพจติทีด่แีละช่วยเหลอืนักเรยีนทีม่ปัีญหาสุขภาพจติ 2    1     0     1    -2 

15 ท่านสามารถใหค้วามรูแ้ก่ครูท่านอื่นๆในการดแูลช่วยเหลอืนกัเรยีนทีม่ปัีญหา
สุขภาพจติได ้

2    1     0     1    -2 
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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               • Liked it          • It was OK          

    • Disliked it               • Hated it 

 

2. Did you find the mental Health in School Programme useful?   

     • Very useful              •  Fairly useful           •  OK but could be improved       

     •  Not very useful              •  Not at all useful 

 

3. Did you think the content of the workshop interesting? 

     • Very interested              • Interested         • Neutral     

     • 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    •  Very dissatisfied 

 

5. The programme increased my knowledge about mental health in young people? 

     •  Strongly agree     •  Agree            •  Neutral      

     •  Disagree      •  Strongly disagree 
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Section 2: Feedback Form (Thai version) 

 

Mental Health in School Programme: Teacher Feedback Form 

1. ท่านชอบการอบรมเชิงปฏิบติัการเพ่ือเสริมสร้างสุขภาพจิตท่ีดีในโรงเรียนน้ีหรือไม ่

 ชอบมาก   ชอบ      เฉยๆ       ไม่ชอบ         ไม่ชอบอย่าง

มาก 

2. ท่านคิดว่าการอบรมเชิงปฏิบติัการเพ่ือเสริมสร้างสุขภาพจิตท่ีดีในโรงเรียนมีประโยชน์

หรือไม ่

 มปีระโยชน์มาก    มปีระโยชน์    ไม่แน่ใจ  

 ไม่มปีระโยชน์    ไม่มปีระโยชน์อย่างมาก 

3. ท่านคิดว่าเน้ือหาของการการอบรมเชิงปฏิบติัการเพ่ือเสริมสร้างสุขภาพจิตท่ีดีใน

โรงเรียนน่าสนใจหรือไม ่

 น่าสนใจมาก    น่าสนใจ      ไม่แน่ใจ   

  ไม่น่าสนใจ             ไม่น่าสนใจอย่างมาก 

4. ท่านมีความพึงพอใจต่อเวลาในการอบรมหรือไม่ เช่น เวลาของแต่ละกิจกรรม เวลา

ส าหรบัการพกั 

 พงึพอใจอย่างมาก     พงึพอใจ    ไม่แน่ใจ   

 ไม่พงึพอใจ     ไม่พงึพอใจอย่างมาก 

5. การอบรมเชิงปฏิบติัการเพ่ือเสริมสร้างสุขภาพจิตท่ีดีในโรงเรียนน้ีช่วยเพ่ิมความรู้และ

ทกัษะเก่ียวกบัสุขภาพจิตในเดก็และวยัรุ่นให้แก่ท่าน 

 เหน็ดว้ยอย่างยิง่    เหน็ดว้ย    ไม่แน่ใจ   

 ไม่เหน็ดว้ย     ไม่เหน็ดว้ยอย่างยิง่ 
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Appendix 4.9: Training Structure – Paper 3 

 

Mental health training education for teachers 

 

Classroom Teachers 

Session 1  

• Pre-test questionnaire 

• Mental health problems in adolescents – presentation and group discussion 

• Depression – facts and figures – quiz and pair discussions 

• Signs, symptoms and risk factors for depression – video and presentation 

• Supporting young people with depression: The action plan – case vignettes and 

group discussion 

Session 2 

• Listening and communicate non-judgmentally activity – active listening skill 

practice 

• Preventing mental health issues and promoting wellbeing in school  

• Post-test questionnaire and feedback form 

 

Guidance Teachers 

Session 1 

• Pre-test questionnaire 

• Mental health problems in adolescents – presentation and group discussion 

• Depression – facts and figures – quiz and pair discussions 

• Signs, symptoms and risk factors for depression – video and presentation 

• Supporting young people with depression: The action plan – case vignette and 

group discussion 

Session 2 

• Engaging with specialists and external supports where appropriate – Q&A session 

with mental health professional 

• Early identification of depression in young people 

• Preventing mental health issues and promoting wellbeing in school  

• Post-test questionnaire and feedback form 
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Training Structure – Paper 3 (Thai version) 

ตารางการฝึกอบรม 
การอบรมเชิงปฏิบัติการเร่ือง การเสริมสร้างความรู้และทักษะที่จ าเป็นของครูในการดูแลช่วยเหลือนักเรียนด้าน
สุขภาพจิต (School Mental Health and Wellbeing Awareness Training) 
ครูประจ าช้ัน 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 หมายเหตุ ตารางการฝึกอบรมน้ีอาจเปล่ียนแปลงไดต้ามความเหมาะสม 
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ครูแนะแนว 
 

 
 
 
หมายเหต ุตารางการฝึกอบรมน้ีอาจเปล่ียนแปลงไดต้ามความเหมาะสม 
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IN 

Appendix 4.10: Mental health training manual – Paper 3 (Thai version) 

 

คู่มือการอบรมเชิงปฏิบัติการเพ่ือเสริมสร้างสุขภาพจิตท่ีดีในโรงเรียน 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
  

Mental 

Health 
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บทน า 
 

คู่มือเล่มน้ีพฒันาขึ้นเพ่ือใชป้ระกอบกบัการอบรมเสริมสร้างสุขภาพจิตท่ีดีในโรงเรียน

ส าหรับครู เพ่ือให้มีทกัษะในการดูแลช่วยเหลือเบ้ืองตน้แก่นกัเรียนท่ีมีปัญหาทางดา้น

สุขภาพจติ โดยมีเป้าหมายดงัน้ีคือ 

 ครูสามารถให้ความช่วยเหลือนกัเรียนท่ีมีความเส่ียงเพ่ือป้องกนัการมีภาวะท่ีรุนแรง

ขึ้น 

 ครูสามารถส่งเสริมให้เกิดการสร้างสุขภาพจิตท่ีดีในโรงเรียน 

 ครูสามารถสรา้งความตระหนกัรู้ในเร่ืองของปัญหาสุขภาพจิตในโรงเรียนได้ 

 ลดการประทบัตราและอคติกบันกัเรียนท่ีมีปัญหาสุขภาพจิต 

 

การอบรมน้ีไม่ไดส้อนเพ่ือให้ครูเป็นนกัจิตบ าบดัหรือเป็นผูเ้ช่ียวชาญในดา้นการแกไ้ข

ปัญหาสุขภาพจิตของนกัเรียน แต่เราสอนให้ครูนั้นสามารถ 

 สังเกต รับรู้และเขา้ใจอาการปัญหาสุขภาพจิตของนกัเรียน 

 มีทกัษะในการดูแลช่วยเหลือเบ้ืองตน้แก่นกัเรียนท่ีมีปัญหาสุขภาพจิต 

 ช้ีแนะให้นกัเรียนท่ีมีปัญหาสุขภาพจิตเขา้ถึงการช่วยเหลือจากผูเ้ช่ียวชาญทาง

สุขภาพจติ 

 

                                                        อาจารยน์นัทกา ฟูสีกุล 
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ความหมายของสุขภาพจิต 

สุขภาพจิต (Mental Health) หมายถึง ภาวะจิตใจท่ีเป็นสุข ภาวะท่ีบุคคลรับรู้ถึง

ความสามารถของตนเองในการปรับตวัแกปั้ญหาเม่ือเจอภาวะเครียดในชีวิตประจ าวนั มี

ความสามารถในการท างานอยา่งมีประสิทธิภาพ มีความมัน่คงทางจติใจ มีวุฒิภาวะทาง

อารมณ์ และสามารถท่ีจะสรา้งประโยชน์ให้แก่สังคมได ้
 

 

ปัญหาสุขภาพจิตในเด็กและวัยรุ่น (Mental health problems in young 

people) 

 ปัจจุบันพบว่าปัญหาสุขภาพจิตท่ีเกิดขึน้กับวัยรุ่นน้ันมีมากมาย โดยเฉพาะอย่างยิ่ง 

จากการรายงานของ The Excellence Center for Depressive Disorder (2018) พบว่า

ความชุกของโรคซึมเศร้าท้ังหมดในคนไทยอายุตั้งแต่ 15 ปีขึน้ไปมีร้อยละ 2.7  และเป็น

ปัญหาสาธารณสุขท่ีส าคญัในประเทศไทย ผลกระทบของโรคซึมเศร้าท่ีเป็นอนัตรายและน่า

เป็นห่วงคือ การฆา่ตวัตาย  ผูท่ี้เป็นโรคซึมเศรา้รุนแรงและไม่ไดร้ับการรักษาจะจบชีวิตดว้ย

การฆ่าตวัตายส าเร็จสูงกว่าคนทัว่ไปถึง 20 เท่า  องคก์ารอนามยัโลก (WHO) รายงานสถิติ

การฆ่าตวัตายในวยัรุ่นไทยในปี 2560 สูงถึง 13.3% ซ่ึงพบว่ามีอตัราท่ีเพ่ิมสูงขึ้นกว่าทุกปีท่ี

ผ่านมา 

 เม่ือเด็กและวยัรุ่นมีปัญหาสุขภาพจิตจะส่งผลกระทบต่อจิตใจ อารมณ์ พฤติกรรม 

สัมพนัธภาพทางสังคม การเรียนและยงัส่งผลกระทบต่อครอบครัวและสังคมโดยรวม เม่ือ

ปัญหาสุขภาพจิตมีอาการท่ีรุนแรงและไม่ไดร้ับการช่วยเหลือและจะท าให้สูญเสียหนา้ท่ีใน

การใชชี้วิตประจ าวนั 
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รู้หรือไม่ว่า.....ปัญหาสุขภาพจิตในเดก็และวัยรุ่นเป็นอย่างไร? 

 ปัญหาสุขภาพจติและปัญหาทางอารมณ์นัน้ส่วนใหญ่พฒันาขึน้ในช่วงวยัรุ่นหรอืวยั

ผูใ้หญ่ตอนตน้ 

 กว่า 50% ของผูม้ปัีญหาสุขภาพจติเริม่ตัง้แต่อายุ 15 ปี และ 75% เริม่ตัง้แต่อายุ 18 

ปี 

 ปัญหาสุขภาพจติเป็นปัญหาทีเ่กดิขึน้โดยทัว่ไปในวยัรุ่น จากสถติ ิ1 ใน 10 ของ

วยัรุ่นเคยมปีระสบการณ์มปัีญหาเหล่าน้ี โดยเฉพาะอย่างยิง่ โรคซมึเศร้า, วติกกงัวล

,และการใชส้ารเสพตดิและแอลกอฮอล์ 

 10% ของเดก็และวยัรุ่นอายุ 5 – 16 ปี ได้รบัการวนิิจฉัยว่าเป็นโรคทางดา้น

สุขภาพจติ 

 การฆ่าตวัตายเป็นสาเหตุหลกัของการตายในคนทีม่อีายุ 15 - 34 ปี 

 ตลอดชวีติคนเราอาจจะประสบกบัปัญหาสุขภาพจติดว้ยตนเองหรอืบุคคลใกลช้ดิ

ประสบปัญหา 

 คนทีม่ปัีญหาสุขภาพจติจะมชีวีติน้อยกว่าคนทัว่ไป 10 - 20 ปี โดยเฉลีย่ ดงันัน้การ

ตระหนักถงึปัญหาสุขภาพจติในเดก็จงึเป็นเรื่องส าคญั 

 ประเทศไทยในปี 2560 วยัรุ่นอายุ 13 – 17 ปี พยายามฆ่าตวัตายคดิเป็นร้อยละ 13  

โดยพบในเดก็ผูช้ายมากกว่าเดก็ผูห้ญิง  

 ประเทศไทยในปี 2560 อตัราการฆ่าตวัตายในคนที่มอีายุ 15-29 ปี คดิเป็น 8 คน 
ต่อประชากรหนึ่งแสนคน 



 

 361 

สาเหตุท่ีเดก็และวยัรุ่นท่ีมีปัญหาสุขภาพจิตไม่ได้รบัการดแูลและช่วยเหลือ 
 การทีส่งัคมมอีคตกิบัปัญหาสุขภาพจติท าใหเ้ดก็และวยัรุ่นไทยหลายคนไม่กลา้ทีจ่ะขอความ

ช่วยเหลอื 

 เดก็และวยัรุ่นมคีวามอายทีจ่ะพูดคุยเกี่ยวกบัปัญหาสุขภาพจติกบัครอบครวัและเพื่อน และ

หลกีเลีย่งการไปพบกบัผูเ้ชีย่วชาญดา้นสุขภาพจติเนื่องจากกงัวลว่าคนอื่นจะคดิอย่างไรกบัตน 

 คนทัว่ไปไม่มขีอ้มูลเพยีงพอในเรื่องปัญหาสุขภาพจติและการบรกิารรกัษาทีไ่ดผ้ล ท าใหห้ลาย

คนไมม่ขีอ้มูลของการแหล่งบรกิารช่วยเหลอืหรอืหาแหล่งช่วยเหลอืทีไ่ม่ถูกต้อง ถ้าประชาชน

ตระหนักถงึปัญหาและมขีอ้มูลเพยีงพอกจ็ะรูส้กึสะดวกใจในการเขา้รบับรกิารและการไปพบ

ผูเ้ชีย่วชาญ 

 การใหบ้รกิารทางดา้นสุขภาพจติในประเทศไทยนัน้ยงัขาดแคลนไม่ว่าจะเป็น จติแพทย ์

นักจติวทิยา ผูใ้หค้ าปรกึษา พยาบาลจติเวช หรอืนักสงัคมสงัเคราะห ์ท าใหบ้างครัง้การ

ช่วยเหลอืผู้ทีม่ปัีญหาทางดา้นสุขภาพจตินัน้ไม่เพยีงพอ ดงันัน้ถ้าบุคคลใกลต้วัผูท้ีม่ปัีญหา

สุขภาพจติ เช่น ครอบครวั เพื่อน ครูจงึเป็นบุคคลทีส่ามารถใหก้ารดูแล ช่วยเหลอืเบื้องต้นและ

แนะน าบุคคลนัน้ใหไ้ดร้บัการช่วยเหลอืจากผูเ้ชีย่วชาญต่อไป 

 เดก็และวยัรุ่นทีม่ปัีญหาสุขภาพจตินัน้อาจไม่สามารถคดิหรือตดัสนิใจในเรื่องต่างๆเองได ้จงึไม่

สามารถทีจ่ะตระหนักถงึความต้องการขอความช่วยเหลือเมื่อตนประสบปัญหา 
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ปัญหาสุขภาพจิตท่ีพบบ่อยในเดก็และวยัรุ่น 

โรคซึมเศร้า 

 คอืภาวะทีจ่ติใจแสดงออกถงึความผดิปกตขิองอารมณ์ เช่น มอีารมณ์เศรา้ สิน้หวงั หดหู่ มี

พฤตกิรรมในชวีติประจ าวนัแตกต่างออกไปจากเดมิ อาจแสดงใหเ้หน็ถงึการมคีวามเสีย่งทีจ่ะเกดิโรค

ซมึเศรา้ได ้ดงันัน้เมื่อพบเจอบุคคลทีม่คีวามเสีย่งดงักล่าว ควรใชเ้วลาหาขอ้มูล เช่น สาเหตุ อาการ 

และการบรกิารทีม่อียู่  เพราะอาการของแต่ละคนจะแตกต่างกนัและไม่ใช่ทุกคนทีจ่ะแสดงอาการ

ซมึเศรา้ออกมาอย่างชดัเจน โดยเฉพาะอย่างยิง่ในโรคซมึเศรา้ในเดก็และวยัรุ่น 

 สาเหตุท่ีอาจท าให้เกิดอารมณ์เศร้า 
 
 
 
 
 
 

 

 

  

โดนกล่ันแกล้ง 

ผลการเรียนต ่า 

ปัญหาครอบครัว, 
การทะเลาะเบาะแว้ง 

ความโดดเดี่ยว,อ้างว้าง 

เหตุการณ์กระทบจิตใจ 

การเจ็บป่วยทางกาย 

คนในครอบครัวเป็นโรคซึมเศร้า 

ย้ายบ้านหรือย้ายโรงเรียน ปัญหาความสัมพันธ์ 

ความกดดันในครอบครัว 
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อาการท่ีแสดงออกของโรคซึมเศร้า 

 เดก็และวยัรุ่นทีไ่ดร้บัการวนิิจฉัยว่าเป็นโรคซมึเศรา้จะมอีาการอย่างน้อย 5 อาการต่อไปนี้ 

และต้องมอีาการใดอาการหนึ่งของ 2 ขอ้แรก เป็นเวลาอย่างน้อย 2 สปัดาห ์ 

1. รูส้กึเศรา้ ทอ้แท ้หดหู่ ไม่มชีวีติชวีา ซึ่งในบางรายอาจจะไม่ไดจ้ าเป็นต้องรูส้กึเหล่านี้

ตลอดเวลา บางเวลาเศรา้น้อย บางเวลาเศรา้มาก ขึน้อยู่กบัความรุนแรงของอาการ  

2. อารมณ์หงุดหงดิง่าย โกรธง่าย ไม่สามารถควบคุมอารมณ์ของตวัเองได ้และในบางรายไม่รูว่้า

หงุดหงดิเพราะสาเหตุอะไร 

3. มคีวามรูส้กึเบื่อและหมดความสนใจในการท ากจิกรรมต่างๆทีเ่คยชอบหรอืสนุก  

4. อาการเบื่ออาหาร การรบัรูร้สจะเปลีย่น ไม่รูส้กึอยากอาหารแมจ้ะเป็นอาหารทีต่นชอบ น ้าหนัก

ลดลงอย่างชดัเจน แต่ในบางรายอาจจะมคีวามอยากอาหารมากกว่าธรรมดา และน ้าหนักเพิม่

ผดิปกต ิ 

5. นอนไม่หลบั มกัจะปรากฏเป็นอาการเริม่ต้น อาจจะมอีาการนอนหลบัยาก หลบัไม่สนิท หรอื

ตื่นกลางดกึ และไม่สามารถกลบัไปนอนหลบัไดต้ามปกต ิจะเป็นแบบนี้บ่อยหรอืแทบทุกคนื ใน

บางรายอาจมอีาการตื่นเชา้กว่าปกต ิ1-2 ชัว่โมง  แต่ในบางรายอาจจะมอีาการนอนเยอะกว่า

ปกตเิช่น นอนมากกว่าเดมิ 1-2 ชัว่โมงแทบทุกคนื 

6. อาการอ่อนเพลยี รูส้กึอ่อนเพลยีไม่มแีรงเกอืบตลอดเวลา การพกัผ่อนหรอืหลบัไม่ช่วยใหด้ขีึน้ 

บางคนอาจจะเกดิเฉพาะส่วนของร่างกาย เช่นรูส้กึแขน ขาหนัก ไม่สามารถเคลื่อนไหวได้

ตามปกต ิ

7. เคลื่อนไหวชา้ พูดชา้กว่าปกต ิหรอืบางครัง้มอีาการกระสบักระส่ายโดยไม่สามารถควบคุมได้ 

8. ไม่มสีมาธหิรอืตดัสนิใจยาก ลมืง่าย เดก็และวยัรุ่นบางคนมปัีญหาในดา้นของการเรยีนเนื่องจาก

อ่านหนังสอืแลว้ไม่จ า ไม่มสีมาธจิดจ่อ ไม่สามารถตัง้ใจเรยีนในหอ้งเรยีนได ้ท างานเกดิ
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ขอ้ผดิพลาดโดยเฉพาะอย่างยิง่งานทีต้่องใชส้มาธแิละความจ า นอกจากนี้บางรายไม่สามารถ

ตดัสนิใจในเรื่องต่างๆในชวีติประจ าวนัได ้ 

9. ความรูส้กึไรค้่า สิน้หวงั หรอืหมดความส าคญัต่อใครทัง้สิน้ บางรายมคีวามรูส้กึผดิอย่างมาก

และต าหนิตวัเอง  ถ้าความคดิเช่นนี้รุนแรงมากจะท าใหต้ าหนิตวัเองอย่างมากและน าไปสู่

ความคดิอยากตายและฆ่าตวัตายได ้เพราะเขาจะมองตวัเองแต่ดา้นทีไ่ม่ดแีละไม่มปีระโยชน์

ตลอดเวลา รู้สกึว่าตวัเองเป็นภาระใหก้บัครอบครวั และน าความยุ่งยากมาใหค้รอบครวั ถ้าไม่มี

ตนเองอยู่ ทุกคนกจ็ะสบาย 

10. ความคดิอยากตาย เมื่อเศรา้มากๆจะคดิอยากตาย รู้สกึทรมาน เมื่อเป็นมากขึน้ถงึจุดทีไ่ม่

อยากทนต่อไป วยัรุ่นบางคนจะหาทางหนีจากความทรมานนี้ จากภาวะตรงนี้ และความตาย

เป็นทางออกที่สาฟมารถท าใหเ้ขาไดอ้อกจากภาวะทีเ่ผชญิอยู่  เดก็บางคนไม่บอกว่ามคีวามคดิ

เช่นนี้ เพราะฉะนัน้ถ้าพบเดก็ทีม่อีารมณ์เศรา้มากๆต้องถามถงึอาการนี้ก่อนเพื่อท าการดูแล

ช่วยเหลอือย่างทนัท่วงทต่ีอไป 

วิธีสงัเกตนักเรียนท่ีอาจจะมีความเส่ียงเป็นโรคซึมเศรา้ในโรงเรียน 

• เกรดเฉลีย่ลดลงจากเดมิ บางรายอาจจะมพีฤตกิรรมในการเรยีนทีแ่ตกต่างอย่างชดัเจน 

• ขาดเรยีนบ่อยหรอืมาโรงเรยีนสายบ่อยๆ 

• ไม่มแีรงจูงใจในการท ากจิกรรมกบัเพื่อนๆในหอ้งเรยีนหรอืแสดงออกถงึความยากล าบากใน

การท าความเขา้ใจหรอืการสื่อสารกบัเพื่อนร่วมหอ้ง 

• หลกีเลีย่งการพูดคุยหรอืใชเ้วลาร่วมกบัเพื่อน มกัจะอยู่คนเดยีวในช่วงเวลาพกัหรอืพกั

กลางวนั 

• มคีวามเสีย่งในเรื่องการใชส้ารเสพตดิ และการท าร้ายร่างกายตนเอง เช่น กรดีแขน ชก ตบ

ตตีวัเอง หรอืการท ารา้ยร่างกายคนอื่นโดยเฉพาะอย่างยิง่ในเดก็ผูช้าย 
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การเข้าช่วยเหลือนักเรียนท่ีมีความเส่ียงเป็นโรคซึมเศร้า 

คณุสมบติัของครปูระจ าชัน้และครท่ีูปรึกษาท่ีดี 

• สมัพนัธภาพทีด่รีะหว่างครูและนักเรยีน 

• จรงิใจและตัง้ใจช่วยเหลอืผูอ้ื่น 

• มท่ีาทเีป็นมติร อบอุ่น และมองโลกในแง่ด ี

• เป็นผูร้บัฟังทีด่ ีฟังทัง้เนื้อหา (content)และความรูส้กึ (feeling) 

• ใหเ้กยีรตแิละยอมรบัอย่างไม่มเีงื่อนไข 

 ความต้องการและสถานการณ์การช่วยเหลือของนักเรียนแต่ละคนแตกต่างกนั

ออกไป การช่วยเหลือนักเรียนจะต้องท าด้วยการให้เกียรติ เคารพในสิทธ์ิเสรีภาพของเดก็

ด้วย เพราะทุกคนมีสิทธิและอิสระท่ีจะตดัสินใจเก่ียวกบัตนเอง เคารพความเป็นส่วนตวั

และการรกัษาความลบั ยกเว้นในกรณีท่ีเป็นอนัตรายต่อตนเองหรือผู้อื่น 

 ถ้าคุณครูเหน็ว่านักเรยีนของท่านนัน้อาจจะมคีวามเสีย่งเป็นโรคซมึเศรา้และต้องการความ

ช่วยเหลอื การเขา้ถงึตวันักเรยีนและแจง้ใหน้กัเรยีนทราบถงึความเป็นห่วงของเรา คุณครูควรจะ

เลอืกเวลาทีเ่หมาะสมทีจ่ะเรยีกนักเรยีนเขา้มาพบเพื่อพูดคุย รวมไปถงึสถานทีท่ีจ่ะท าการพูดคุย

ต้องมคีวามเป็นส่วนตวัและท าใหน้ักเรยีนรูส้กึผ่อนคลาย แจง้ใหน้ักเรยีนทราบว่าคุณครูพรอ้มทีจ่ะ

รบัฟังเสมอ ไม่กดดนัใหน้ักเรยีนพูดเมื่อเขายงัไม่พรอ้ม และควรจะแจง้วนัและเวลาทีท่่านสะดวกที่

นักเรยีนสามารถเขา้พบและตดิต่อเมื่อต้องการขอความช่วยเหลอื นอกจากนี้คุณครูควรจะมกีารแจง้

ใหน้ักเรยีนทราบถงึความเป็นส่วนตวัและการรกัษาความลบัในการพูดคุยกนั เพื่อใหน้ักเรยีนรูส้กึ

ปลอดภยัและไวว้างใจทีจ่ะพูดคุยกบัท่าน 
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การเป็นผู้ฟังโดยไม่ตดัสิน 
 คุณครูสามารถช่วยนักเรยีนทีเ่ป็นซมึเศรา้ไดโ้ดยการรบัฟังและไม่ตดัสนิ รบัฟังอย่างตัง้ใจ 

ทวนซ ้าว่านักเรยีนพูดอะไร ฟังอย่างระมดัระวงั ไม่ตดัสนิว่านักเรยีนคดิถูกหรอืผดิ แต่ควรฟังและ

ยอมรบัอย่างไม่มเีงื่อนไข สิง่ส าคญัคอืการทีน่ักเรยีนเป็นซมึเศรา้ไม่ไดห้มายความว่าเขาอ่อนแอ

หรอืขีเ้กยีจ แต่เป็นเพราะโรคทีเ่ขาเผชญิอยู่เลยท าใหม้อีาการเหล่านี้ เพราะฉะนัน้ครูจงึต้องแสดง

ใหเ้หน็ว่าเราเขา้ใจและพรอ้มทีช่่วยเหลอื สนับสนุนใหม้ากทีสุ่ดเท่าทีจ่ะท าได ้

Understand (เข้าใจ) 

• ท าความเข้าใจกบัเรื่องทีผู่พู้ดพูด 

• ตรวจสอบว่าเขา้ใจตรงกนัหรอืไม่โดยการทวนความหรอืการถาม 

Express (แสดงออก) 

• แสดงออกถงึความรูส้กึห่วงใย  แสดงมุมมองของตวัเอง 

• อาจจะใหค้ าแนะน า ความคดิเหน็ ขอ้มูลต่างๆได้ แต่ไม่ตดัสนิใจแทนและไม่โนม้น้าวใหท้ า

ตามทีเ่ราเหน็ว่าดี 

Validate (ยืนยนัในข้อดีและเป็นไปในเชิงบวก) 

• บอกขอ้ดขีองเขา 

• เลอืกค าทางบวกเพื่อชมเชย 
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การให้ก าลงัใจนักเรียนในการเข้ารบัความช่วยเหลือจากผู้เช่ียวชาญ 
 
 
 
 

 

เมื่อรูส้กึเศรา้ นักเรยีนสามารถทีจ่ะพูดขอความช่วยเหลอืจากบุคคลและองคก์รเหล่านี้ได้ 

• คนใกล้ตวั  

เช่น เพื่อน พ่อแม่ พีน่้อง หรอืครูในโรงเรยีนทีเ่รารูส้กึไวใ้จและอยากจะพูดคุยเรื่องราวทีเ่กดิขึน้ การ

พูดคุยจะช่วยใหเ้ราผ่อนคลายและรูส้กึเบาขึน้ สามารถมองเหน็เรื่องราวไดช้ดัเจนยิง่ขึ้น 

• คลินิกจิตเวช โรงพยาบาลพะเยา  

เวลาท าการ 08.00 – 11.30 น. โทร 054 – 409317 

• แผนกจิตเวชศาสตร ์(ผู้ป่วยนอก) ศนูยก์ารแพทยแ์ละโรงพยาบาลมหาวิทยาลยั

พะเยา 

Walk in เพื่อท าการนัดหมายกบัจติแพทยเ์ฉพาะทางเดก็และวยัรุ่น หรอืโทร 054-466666 ต่อ 

7303 

• Hotline สายด่วนสุขภาพจิต โทร 1323  

นักจติวทิยาคอยรบัโทรศพัท์และรบัฟังเรื่องราวของเราตลอด 24 ชัว่โมง 

• Facebook fanpage: facebook.com/pg/helpline1323  

นักจติวทิยาพูดคุยผ่านช่องทางการแชท ตัง้แต่เวลา 17.00–22.00 น. ทุกวนัจนัทรถ์งึศุกร ์

• Smaritans ประจ าประเทศไทย  โทร  02–7136793  

อาสาสมคัรทีม่คีวามประสงคอ์ยากช่วยเหลือและรบัฟังเรื่องราวของเราตลอด 24 ชัว่โมง 
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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 

(N=1,275) 

British 

(N=1,817) 

Thai 

(N=1,275) 

British 

(N=1,817) 

Thai 

(N=1,275) 

British 

(N=1,817) 

1. I felt miserable or unhappy .98 (.56) .87 (.61) -.01 (.07) .084 (.06) .12 (0.14) -.43 (0.12) 

2. I didn’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 

nothing.  

.76 (.68) .84 (.73) .35 (.07) .26 (.06) -.86 (0.14) -1.12 (0.12) 

6. I was moving and walking more slowly 

than usual. 

.27 (.50) .43 (.66) 1.68 (.07) 1.27 (.06) 1.96(0.14) .34 (0.12) 

7. I 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 

fault. 

.47 (.59) .57 (.73) .86 (.07) .86 (.06) -.24 (0.14) -.65 (0.12) 

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. I felt grumpy and cross with my 

parents. 

.60 (.59) .85 (.75) .37 (.07) .24 (.06) -.71 (0.14) -1.17 (0.12) 

12. I felt like talking less than usual. .51 (.64) .73 (.77) .87 (.07) .50 (.06) -.29 (0.14) -1.15 (0.12) 

13. I 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) .45 (.70) 1.34 (.07) 1.25 (.06) .67 (0.14) .12 (0.12) 

15. I thought there was nothing good for me 

in the future. 

.23 (.48) .38 (.64) 2.05(.07) 1.45 (.06) 3.47 (0.14) .82 (0.12) 

16. I thought that life wasn’t worth living. .18 (.43) .29 (.58) 2.29 (.07) 1.86 (.06) 4.63 (0.14) 2.29 (0.12) 

17. I thought about death or dying. .21 (.47) .39 (.64) 2.21 (.07) 1.42 (.06) 4.20 (0.14) .74 (0.12) 

18. I thought my family would be better off 

without me 

.25 (.50) .26 (.56) 1.82 (.07) 2.08 (.06) 2.48 (0.14) 3.21 (0.12) 

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) 2.23 (.07) 1.35 (.06) 4.12 (0.14) .83 (0.12) 

21. I found it hard to think properly or 

concentrate 

.42 (.56) .91 (.71) .91 (.07) .136 (.06) -.19 (0.14) -1.01 (0.12) 

22. I thought bad things would happen to 

me. 

.70 (.64) .45 (.65) .35 (.07) 1.16 (.06) -.70 (0.14) .14 (0.12) 

23. I hated myself .27 (.51) .49 (.73) 1.68 (.07) 1.16 (.06) 1.93 (0.14) -.23 (0.12) 

24. I felt I was a bad person. .43 (.58) .49 (.69) .97 (.07) 1.07 (.06) -.05 (0.14) -.17 (0.12) 

25. I 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. I 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 

other kids 

.46 (.62) .67 (.77) 1.01 (.07) .64 (.06) -.018 (0.14) -1.06 (0.12) 

31. I did everything wrong. .37 (.56) .40 (.66) 1.21 (.07) 1.37 (.06) .48 (0.14) .58 (0.12) 

32. I didn’t sleep as well as I 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 

b 

Thai 

b 

Factor 1: Core mood symptoms   

1. I felt miserable or unhappy .71 .59 

2. I 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. .71 .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. I felt I was a bad person. .78 .63 

25. I thought I looked ugly. .69 .59 

27. I felt lonely .73 .66 

28. I thought nobody really loved me. .76 .58 

29. I didn’t have any fun in school. .60 .46 

30. I thought I could never be as good as other kids .72 .62 

31. I did everything wrong. .78 .67 

Factor 5: Agitated distress   

7. I 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 

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; SRMR, standardized 

square root mean residual. 

 

 

British sample 

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; SRMR, standardized 

square root mean residual. 

 

 

 2 df CFI CFI RMSEA RMSEA 

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     <0.01  <.015 

 2 df CFI CFI RMSEA RMSEA 

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     <0.01  <.015 
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