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ABSTRACT

Depression is projected to become the major mental health problem in
Thailand. One way of helping people with depression is Cognitive Behavioural
Therapy incorporated in bibliotherapy. The study used a randomised controlled
trial to evaluate the effectiveness of an 8-week modularised self-help intervention
program in promoting resilience in people living in the community with moderate
depression. Ethics approval was obtained from the Human Research Ethics
Committee, Victoria University, and the Mental Health Department, Public Health
Ministry of Thailand, Bangkok. Based on a power analysis, a sample of 56
individuals with moderate depression was recruited through Suan Prung Psychiatric
Hospital, Chiang Mai, Thailand. Participants were randomly allocated to an
intervention or control group. Data were collected with standardised
psychometric instruments, including Resilience Scale, Centre for Epidemiologic
Studies Depression Scale, and Kessler Psychological Distress Scale. Data were
collected at baseline, at the end of intervention, and four weeks after the completion
of the intervention. Data were analysed using SPSS, Version 16.0. The findings
showed there were statistically significant differences between the intervention and
the control group in their resilience, depression and psychological distress levels.
The participants who completed the self-help manual achieved greater resilience
and lower levels of depression and psychological distress than the control group.
The findings support the use of bibliotherapy for people with moderate depression
in a Thai context. Bibliotherapy is straightforward to use, and an easily accessible
addition to the standard approach to promoting recovery from depression. It is
readily incorporated into the work of mental health professionals in promoting
resilience and enhancing recovery in people with moderate depression in the

community.
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CHAPTER ONE

INTRODUCTION

11 INTRODUCTION
In this chapter, an overview of the study is presented. The background,

research questions, aims of the study, research hypotheses and definition of

terms are stated. This is followed by the justification for the study. Finally, an

overview of the structure of the thesis is presented.

1.2 BACKGROUND

Depression is one of the leading causes of disability in developed and
developing countries, including Thailand. This thesis relates to a study of the
effectiveness of a Cognitive Behavioural Bibliotherapy (CBB) self-help
intervention programme on the promotion of resilience in individuals with
moderate depression. The study participants are individuals who are receiving
treatment for moderate depression at the outpatient department, Suan Prung

Psychiatric Hospital, Chiang Mai, Thailand.

1.3 RESEARCH QUESTION
What effect does a CBB self-help intervention programme have on the resilience

level of individuals with moderate depression?



1.4 HYPOTHESES

The hypotheses of the study are:

1). Individuals with moderate depression who take part in a cognitive
behavioural bibliotherapy self-help intervention programme as well as
continuing to receive standard care will have greater resilience level than
those who receive only standard care.

2). Individuals with moderate depression who take part in a cognitive
behavioural bibliotherapy self-help intervention programme as well as
continuing to receive standard care will have lower depression level than
those who receive only standard care.

3). Individuals with moderate depression who take part in a cognitive
behavioural bibliotherapy self-help intervention programme as well as
continuing to receive standard care will have lower psychological distress

level than those who receive only standard care.

15 DEFINITION OF TERMS
Moderate depression means a moderate depressive episode (F32.1) diagnosis, as
assessed by ICD-10: The Tenth Revision of the WHO International Statistical
Classification of Diseases and Related Health Problems (World Health
Organization, 1993 p.vi)
A. The general criteria for depressive episode (F32) must be met; the
depressive episode should last for at least 2 weeks, there have been no
hypomanic or manic symptoms sufficient to meet the criteria for

hypomanic or manic episode (F30) at any time in the individual’s life, and



the episode is not attributable to psychoactive substance use (F10-F19) or

to any organic mental disorder (FOO-F09).

B. At least two of the three symptoms listed for F32.0, Criterion B, must be
present: abnormal depressed mood present for most of the day and
almost every day and sustained for at least 2 weeks, loss of interest and
pleasure in activities that are usual pleasurable and decreased energy or
increased fatigability.

C. Additional symptoms from F32.0, Criterion C, must be present, to give a
total of at least six symptoms: loss of confidence, inappropriate guilt,
recurrent thoughts of death and any suicidal behaviours, complaints of
diminished ability to think or concentrate, sleep disturbances, and

change in appetite with weight change.

Resilience is the psychosocial capacity of the person to maintain positive adaptive
functioning which minimises negative thoughts and promotes recovery of strength
and coping ability with adversity (Reivich, Gillham, Chaplin, & Seligman,
2005).

Cognitive behavioural bibliotherapy is active self-help using written materials
in standard book form (Campbell & Smith, 2003; Cuijpers, 1997; Jorm,
Griffiths, Christensen, & Rodgers, 2002). Bibliotherapy incorporates the
foundational principles of cognitive behavioural therapy for depression and
provides exercises designed to help the reader overcome negative feelings

associated with depression (Gregory, Canning, Lee, & Wise, 2004).

1.6 JUSTIFICATION FOR THE STUDY



There is a need for a study that examines the effectiveness of a CBB self-help
intervention programme in promoting resilience in individuals with moderate
depression. The need for such a study is premised on cognitive behavioural
therapy (CBT), an effective psychological therapy, which focuses on decreasing
automatic negative thoughts, increasing positive activities, and enhancing
behavioural coping skills and interpersonal skills (Reivich et al., 2005). CBT is
associated with lower relapse rates and affords protection against future episodes of
depression (Goldman, Nielsen, & Champion, 1999; Spangler, Simons, Monroe, &
Thase, 1997) An emphasis on CBB is valuable in this context because it is a
standardised treatment in book form that an individual works through, independent
of any assistance from health care professionals (Jorm et al., 2002). It involves
individuals with depression using the CBB self-help approach to help control their
negative emotions, and monitor and increase their activities of daily life
independently (Jorm et al., 2002). Bibliotherapy has produced therapeutic gains in
the treatment of depression, which have been maintained for three years (Smith,
Floyd, Scogin, & Jamison, 1997). The main difference between CBB and CBT is
that the former incorporates CBT in book-form, whereas the latter is most
commonly provided face-to-face by a therapist. CBB is also more accessible to

people with depression than standard approaches to CBT delivered by therapists.

Justification for the study can also be based on the concept of resilience, the
psychosocial capacity with which an individual manages difficulties. It is the latent
psychological capacity to minimise the negative effect of difficulties and promote
coping with adversity in every day life (Kim, 1998 ). Resilience is the cognitive,

emotional and behavioural response to change from negative encounters or losses



to enable positive behavioural and psychological outcomes. The concept focuses on
the individual factors associated with adjustment, such as personality traits and
coping skills (Sheridan, Eagle, & Dowd, 2005). Apart from reports that focus on
mental health consumers (hereafter, consumers) who have depression, no studies
have yet been carried out elsewhere focusing on the effectiveness of a cognitive
behavioural bibliotherapy self-help intervention programme in the promotion of
resilience in individuals with depression. Although it is important to assess the
value of self-help manuals for depression developed in other countries, the findings
cannot be assumed to be applicable to a Thai setting due to differences in cultures

setting, and delivery of mental health care services.

CBT is an effective intervention for people with depression (Reivich et al., 2005).
It focuses on changing their negative thoughts and behaviours. CBT can also be
used to promote resilience, which is effective in helping individuals face
adversity and in promoting emotional health, like anxiety and depression

(Reivich et al., 2005).

There are potential benefits in using a CBB self-help intervention programme to
promote resilience in individuals with depression in Thailand. The programme uses
the principles of self-help, contained in a workbook format, for recovery from
depression. It is anticipated that the main outcome of the study may be a therapeutic
option for the promotion of resilience in individuals with depression. Moreover, the
results could be used as an intervention by psychiatric nurses, counsellors, and
other mental health care staff to promote resilience in individuals with depression in

Thailand.



1.7 STRUCTURE OF THE THESIS

The remainder of the thesis is presented in seven chapters. In Chapter Two, the
context of the consumer is presented. A review is undertaken of depression. In
Chapter Three, the treatment modalities for depression, including CBT and
CBB, are summarised. In Chapter Four, the concept of resilience is explored.
In Chapter Five, the methods of study are outlined and discussed. In Chapter
Six, the findings of the study are presented. In Chapter Seven, a discussion of
the findings is undertaken, into the effect of the CBB self-help intervention
programme on resilience, depression and psychological distress. Finally, the
conclusion and recommendations of the study are presented, as well as the
implications for clinical practice, consumers with depression, and future

research.



CHAPTER TWO

THE CONTEXT OF PEOPLE WITH DEPRESSION

2.1 INTRODUCTION

This chapter presents a review of selected literature about the context of
consumers with depression. The literature review begins with an overview of
depression, including its epidemiology and aetiology. This is followed by an
explanation of the factors influencing depression, and the symptoms of

depression. Finally, an overview of the types of depression is presented.

2.2 OVERVIEW OF DEPRESSION

2.2.1 Defining Depression

Depression has been defined in a variety of terms referring to symptoms,
syndrome, disorder or illness. Hippocrates described the states of
“melancholia” and “mania”, attributing depression (melancholia) to black bile,
one of the four humours,* a toxic substance produced in the spleen or intestine,
which affected the brain (Townsend, 2008). Both these terms survived the
passage of time and are still in use today (Palazidou & Tiffin, 2002).
Depression has been defined as feelings of sadness, loneliness, anxiety and
despair. These feelings may lead to suicidal thoughts when individuals with
depression have severe symptoms (Townsend, 2008). Depression has also been
defined as changes in emotions, thoughts, behaviours and body mechanisms or

the progression of negative moods (Thompson & McNeil, 2000). Furthermore,

! The four bodily humours are yellow bile, black bile, phlegm, and blood (Nemade, Reiss, &
Dombeck, 2007).



Chittawon (2003) summarised depression in her study in Thailand as feelings
of sadness, loneliness, being unloved, and self-worthlessness. Individuals with
depression may also have held feelings of anger for a long time and may have
been physically and sexually abused; as a result, the person may express loss of
interest in daily activities, interaction with others, including school and work
participation. These symptoms may be accompanied by physical problems such

as abdominal pain, headache, insomnia or drowsiness.

2.2.2 Epidemiology of Depression

Depression is associated with long-term morbidity and increased mortality
(Wilson, Mottram, Ashworth, & Abou-saleh, 2003). The prevalence of severe
and moderate depression increased tenfold from the periods 1947-1957 to
1957-1972 (Dubovsky, Davies, & Dubovsky, 2004). According to the World
Health Organization, globally 154 million people currently suffer from
depressive illness (World Health Organization, 2007). The World Health
Organization Global Burden of Disease Study ranked it as the fourth leading
cause of disease burden, accounting for 4.1% of total disease burden (Murray
& Lopez, 1997). In terms of worldwide disease burden, it is estimated that by
the year 2020 major depressive disorder will rise from the fourth to the second
most common cause of disease burden after ischaemic heart disease (Davidson
& Meltzer-Brody, 1999; Murray & Lopez, 1997; Scott & Dickey, 2003; World

Health Organization, 2006b)

In most developed countries, 15% of the population suffer severe depression

(World Health Organization, 2001). For instance, depression has an estimated



prevalence of 15-30% of the population in the United Kingdom (Churchill et
al., 2007). In the United States of America (USA), the National Institute of
Mental Health claimed 18.8 million adults, about 9.5% of the population aged
18 years or older, have a depressive disorder in a given year (Cornwell, 2003).
In Australia, people with a mental or behavioural disorder as their primary
condition comprise 16% of the total disease burden. The most common
conditions within this group are depressive/mood (affective) disorders,

accounting for 3% of this figure (Australian Bureau of Statistics, 2007).

In developing countries in Asia, the prevalence of depression has been
increasing over the past 20 years (Patel, 2006). In South-East Asia, it is
estimated 5-10% of the population of the region suffers from a severe enough
form of depression to require one or more forms of treatment (Desai & Isaac,

2006).

Thailand has a population of approximately 63 million people. Over the past
decade, the country has experienced several severe economic and political
crises. As a consequence, there has been a rapid increase in mental health
problems, amounting to 12 million people or 20% of the population. Of these,
depression accounts for approximately 1.2 million people. Furthermore, it is
estimated that by the year 2010 the number diagnosed with mental illnesses
will increase by an additional 1.1 million people (Department of Mental
Health, 2008). The Department of Mental Health (2007b) reported the national
prevalence rate of depression increased from 56 per 100,000 population in

1997 to 197 per 100,000 population in 2007 (Department of Mental Health,



2007a). Chiang Mai, one of 13 provinces in the northern region of Thailand,
has the second highest rates of depression (207 per 100,000 Chiang Mai
population) and completed suicide (14.48 per 100,000 Chiang Mai population)
in the northern region (Department of Mental Health, 2007b). The considerably
higher prevalence rate of depression may be attributable, in part, to the rapid
increase in population growth in 2007 (+0.37%) compared with 1987 (-1.04%)
(Chiang Mai Provincial Statistical Office, 2008). Moreover, the Chiang Mai
metropolitan area has a population of nearly 1 million people, of whom 15%
live in the Chiang Mai municipality (Chiang Mai Municipality, 2008),
accounting for more than half the total population of Chiang Mai Province (1.6
million) (Department of Provincial Administration, 2008). It is unclear,
however, about the reliability of statistical data on depression in Thailand. The

figures may, in fact, be an underestimate of the actual rate of depression.

2.2.3 Aectiology of Depression

The aetiology of depression is unclear. There is no single theory or hypothesis
that adequately explains depression. However, in trying to understand the
mechanisms that increase the risk for depression, current evidence emphasises
the interplay of biological, psychological, and social factors that contribute to
individuals experiencing depression (Gotlib & Hammen, 2009; Semple, Smyth,

Burns, Darjee, & Mclntosh, 2005; Townsend, 2008).

2.2.3.1 Biological factors

10



Biological causes are due to hereditary factors and changes in the chemistry of
the brain, such as imbalances in neurotransmitters, natural substances that

allow brain cells to communicate with one another.

Genetic theories

In the field of psychiatric genetics, there are three classic approaches to
studying depression: family, twin, and adoption studies (Hagerty & Patusky,
2004; Townsend, 2008; Wallace, Schneider, & McGuffin, 2002). Family
studies suggest depression runs in families (Hagerty & Patusky, 2004).
Depression is two to three times more common in people with first-degree
biological relatives with depression than in the general population (American
Psychiatric Association, 2000). Although some researchers hypothesise that
genes contribute to depression, mounting evidence suggests several genes may
be implicated (Diehl & Goldberg, 2004; Hagerty & Patusky, 2004). Depression
may run in families for non-genetic reasons, as family members typically share
a common environment and culture. Nevertheless, all the factors that could
conceivably contribute to familial clustering of the illness need to be addressed

(Hagerty & Patusky, 2004).

Twin studies are based on the assumption monozygotic twins share the same
genes and dizygotic twins have about 50% of their genes in common. Results
of twin studies provide additional evidence for the genetic transmission of
mood disorders (Kendler, 2001). These studies suggest the aggregation of

mood disorders in families is due to genetic factors, with the concordance rate

11



for bipolar and unipolar depressive disorder being higher in monozygotic than

dizygotic twins (Gelder, Mayou, & Cowen, 2001).

Adoption studies provide another important method of extricating the influence
of genetic and environmental factors in depression (Hagerty & Patusky, 2004).
These studies show the biological children of affected parents remain at high
risk of depression, even if they grow up in non-affected adoptive families

(Sadock & Sadock, 2003).

Biochemical factors

Deficiencies of biogenic amines at brain receptor sites have been hypothesised
as causing depression. This may be due to a deficiency of the neurotransmitters
norepinephrine, serotonin, and dopamine, which are associated with the

development of depression (Townsend, 2008).

Converging lines of evidence point to the likelihood of dysfunction of the
central nervous system subserved by two key neurotransmitters: the
catecholamine norepinephrine and the indoleamine serotonin (also known as 5-
hydroxytryptamine, or 5-HT). Both these monoamines regulate vital bodily
functions that often are disturbed during depression (e.g., energy, sleep,
appetite, libido, and psychomotor behaviour). Abnormal brain development,
vascular injury, ageing, or degenerative disease may cause these abnormalities
in the structure or function of brain receptors that regulate mood, including

affective symptoms (Dubovsky et al., 2004).

12



Increased amounts of the neurotransmitters norepinephrine and serotonin at
receptor sites in the brain cause an elevation in mood, whereas decreased
amounts can lead to depression (Shives, 2008). It is believed monoamine
neurotransmitter systems, especially those of norepinephrine and serotonin,
their metabolites and receptors, are somehow altered during episodes of
depression and mania (Hagerty & Patusky, 2004). Monoamines, such as
norepinephrine and serotonin, are deficient in depression and the therapeutic
action of antidepressants depends on increasing synaptic availability of these
monoamines (Dubovsky et al., 2004). These changes may produce changes in
the functional states of various neurotransmitter and intraneuronal signalling
systems, changes that may even include the loss of neurons and an excessive
reduction in synaptic contact (Sadock & Sadock, 2004). Norepinephrine has
been identified as a key component in the mobilisation of the body to deal with
stressful situations. Serotonin has also a central role in the regulation of many
psychobiological functions, such as mood, anxiety, irritability, cognition, and

behaviour (Dubovsky et al., 2004).

Finally, over the last decade research into the aetiology of mood disorders has
focused on the biological mechanisms that may be related to their onset and
clinical course. Although this research has been able to identify physiological
correlates of depression and mania, direct cause-and-effect relationships have

not been established (Hagerty & Patusky, 2004).

2.2.3.2 Psychosocial factors

13



Psychological factors influencing depression include characteristic negative
patterns of thinking, deficits in coping skills, judgment problems, and impaired
emotional intelligence of individuals with depression. There are several
psychological explanatory theories for depression, including psychodynamic

theory, cognitive and behaviour theory, and life events and stress theory.

Psychodynamic theory

In the psychodynamic theory of depression, people with depressed mood are
like mourners who do not make a realistic adjustment to living without the
loved person. Most psychodynamic theorists acknowledge Freud’s original
conceptualisation of the psychodynamics of depression, which attributes
aetiology to an early lack of love, care, warmth, and protection, and resultant
anger, guilt, helplessness, and fear regarding the loss of love. Conflict between
wanting to be loved and fear of rejection engenders pathologic self-
punitiveness, self-rejection, low self-esteem, and, as a result, depressive
symptoms may occur (Wood, 2005). Freud believed that the individual
predisposed to depression experienced ambivalence in love relationships

(Townsend, 2008)

Generally, the psychodynamic theory of depression, as defined by Sigmund
Freud and expanded by Karl Abraham, is known as the classic view of
depression. There are four key elements to the psychodynamic theory (Sadock
& Sadock, 2003): (1) disturbances in the infant-mother relationship during the
oral phase (the first 10 to 18 months of life) predispose to subsequent

vulnerability to depression; (2) depression can be linked to real or imagined

14



object loss; (3) the loss is turned inward to the self to deal with the distress
connected with the object’s loss; and (4) because the lost object is regarded
with a mixture of love and hate, feelings of anger are directed inward at the
self. Furthermore, many individuals with depression have difficulty expressing
anger openly, either because they lack self-confidence or are afraid of being
abandoned by a loved one on whom they are excessively dependent (Dubovsky

etal., 2004).

Cognitive theories

Cognitive theorists believe thoughts are maintained by reinforcement, thus
contributing to mood disorders. People with a depressed mood are convinced
they are worthless, the world is hostile, the future offers hopelessness, and
every accidental misfortune is a judgment of them. Such reactions are the result
of assumptions learned early in life and reinforced with disappointment, loss,
and rejection (Shives, 2008). Depression results from specific cognitive
distortions present in persons prone to depression. (Beck, Rush, Shaw, &
Emery, 1979). Errors of logical thinking as a causative factor in depression,
and mood are influenced by underlying cognitive structures, some of which are
not fully conscious. These cognitive structures, or schemas, may be shaped by
early life experiences and are predisposed to negative processing of
information (Hagerty & Patusky, 2004). Beck et al. (1979) postulate that three
major elements explain the psychological substrate of depression: the cognitive

triad, schemas, and cognitive errors.
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Cognitive triad: The first major element in the cognitive model is the

cognitive triad. This consists of three major cognitive patterns that
induce individuals with depression to regard themselves, their future
and experiences in an idiosyncratic manner. The first cognitive pattern
of the triad revolves around people’s negative views of themselves. The
second cognitive pattern of the triad consists of the tendency of people
with depression to interpret their ongoing experiences in a negative
way. The third cognitive pattern of the triad comprises a negative view
of the future. Individuals expect unremitting hardship, frustration, and
deprivation, and when considering undertaking a specific task in the

immediate future, they expect to fail (Beck et al., 1979).

Schemas: The second major element of the cognitive model is the
concept of schemas. This concept is used to explain why individuals
with depression maintain their pain-inducing and self-defeating
attitudes despite objective evidence of positive factors in their life.
When they face a particular situation, a schema related to the event is
activated. Thus, the schema constitutes the basis for screening out,
differentiating, and coding the stimuli that confront the individual. In
milder forms of depression, individuals are generally able to view their
negative thoughts with some objectivity. As the depression worsens,
their thinking becomes increasingly dominated by negative ideas,
although there may be no logical connection between actual situations

and negative interpretations (Beck et al., 1979).
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Cognitive errors: The third key element of the cognitive model is

cognitive errors or faulty information processing. This represents a way
of understanding the thinking disorder in depression, by
conceptualising it in terms of “primitive” vs. “mature” modes of
organising reality. As a consequence, people with depression are prone
to structure their experiences in relatively primitive ways, to make
broad global judgments regarding events that impinge on their lives in
negative ways. The emotional response, therefore, tends to be negative
and extreme. In contrast to this primitive way of thinking, more mature
thinking integrates life situations into many dimensions or qualities, and

according to relative rather than absolutist standards (Beck et al., 1979).

According to the cognitive model, automatic thoughts can be brought to
awareness, although they appear fleetingly and are usually unrecognised. They
form the person’s perception of a situation, and it is this perception, rather than
the objective facts about the situation, that results in emotional and behavioural
responses (Hagerty & Patusky, 2004). Therefore, the cognitive approach
maintains that irrational beliefs and negative distortions of thought about the
self, the environment, and the future engender and perpetuate depressive

moods (Wood, 2005).

Behavioural theories
Behavioural theories of depression, which are related to learned helplessness,
hold that depression is caused by loss of reinforcement for nondepressive

behaviours, resulting in deficits in adaptive social behaviours, such as being

17



assertive, responding positively to challenge, and seeking important reinforces
like affection, caretaking, and attention (Dubovsky et al., 2004). Behaviourists
claim that depression occurs primarily as the result of a severe reduction in
rewarding activities or an increase in unpleasant events in one’s life. As a
consequence, depression then leads to further restriction of activity, thereby
decreasing the likelihood of the person experiencing pleasurable activities,

which, in turn, intensifies the mood disturbance (Wood, 2005).

Life events and stress theory

Depression may follow adverse or traumatic life events, especially those that
involve loss of significant human relationships or roles in life, such as social
isolation, deprivation, and financial deprivation (Wood, 2005). Life events
most likely influence the development and recurrence of depression through
psychological and ultimately biological experiences of stress (Hagerty &
Patusky, 2004). A complex aetiology based on interacting contributions from
life events and the environment may ultimately result in clinical symptoms of
depression (Shives, 2008). Stressful social factors, such as lack of an intimate,
confiding relationship with a significant other, being unemployed, and loss of
one’s mother before the age of 11 years, contribute significantly to
vulnerability to depression (Hagerty & Patusky, 2004). The most compelling
data indicate the life event most often related to the onset of an episode of
depression is the loss of a spouse. Another event is unemployment. People out
of work are three times more likely to report symptoms of an episode of major

depression than those who are employed (Sadock & Sadock, 2004).
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Loss is a life event that has been most reliably linked to depression. It is
stressful because it removes an important external source of regulation of
disrupted psychology and physiology. Loss may be a more severe instance of a
range of stresses that predispose to mood disorders. In most studies that
compare people with depression with non-depressed individuals, childhood
loss, especially loss of parent, has a positive association with adult depression,
which is temporally related to a recent loss, separation, or disappointment

(Dubovsky et al., 2004).

2.2.4 Factors Influencing Depression

2.2.4.1 Gender

An almost universal observation, independent of country or culture, is the two-
fold greater prevalence of major depressive disorder in women than in men
(Puri & Hall, 2004; Townsend, 2008). The prevalence in western countries is
1.8-3.2% for men and 2.0-9.3% for women (Puri & Hall, 2004). In the USA,
the prevalence of major depression ranges from 2.6% to 5.5% in men and from
6.0% to 11.8% in women (Dubovsky et al., 2004). Furthermore, recent
estimates indicate that almost 20% of the population of the USA, primarily
women, will experience a clinically significant episode of depression at some
point in their lives (Gotlib & Hammen, 2002; Zauszniewski & Rong, 1999). In
Thailand, the 2003 National Epidemiology Survey on Mental Health in
Thailand reported the prevalence of depression in Thai people at 3.98 % for
women and 2.47% for men. The survey also reported a similar prevalence of
depression in the northern region at 4.32% for women and 2.58% for men

(Department of Mental Health, 2005).
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In adolescence, depression is more common in girls than boys (Dubovsky et
al., 2004). A range of reasons has been hypothesised for the gender difference
in depression, including hormonal differences, reproductive events (Dubovsky
et al., 2004), childbirth, differing psychosocial stressors for women than for
men, and behavioural models of learned helplessness (Sadock & Sadock,
2004). As a consequence, women may have a higher prevalence of atypical
symptoms of depression (Kornstein et al., 2000; Silverstein, 1999). A
comparison of gender has indicated women report more interpersonal stressors,
whereas men report more legal and work-related stressful life events (Kendler,
Thornton, & Prescott, 2001). It is possible some males with depression misuse
alcohol and are diagnosed as suffering from alcohol-related disorders rather
than depression, with the consequence that the true number of depressive
disorders in males is underestimated (Gelder et al., 2001). In adolescents and
adults, belief in dealing with depression alone is associated with male gender,
less favourable views about mental health professionals, and more favourable
views about substance abuse to deal with depression (Jorm, Kelly et al., 2006).
Moreover, Khan, Gardner, Prescott, and Kendler (2002) indicate female twins
experience significantly more fatigue, hypersomnia, and psychomotor
retardation during the most severe major depressive episode, whereas male

twins experience more insomnia and agitation.

2.2.4.2 Age of onset

The average age of onset for a first episode of major depressive disorder is

approximately 40 years, with 50% of all individuals with depression having an
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onset between the ages of 20 and 50 years (Diehl & Goldberg, 2004; Puri &
Hall, 2004; Sadock & Sadock, 2004). Major depressive disorder can also begin
in childhood or in old age. Recent epidemiological data suggest the incidence
of major depressive disorder may be increasing in people younger than 20
years, and may be associated with increased use of alcohol and drug abuse, and

antisocial behaviour groups (Dubovsky et al., 2004; Sadock & Sadock, 2004).

2.2.4.3 Marital status

Depression occurs most often in people without close interpersonal
relationships or in those who are unmarried, divorced or separated (Puri &
Hall, 2004; Sadock & Sadock, 2004). The incidence of major depression is
higher in separated or divorced people than in married individuals, especially

men, and in people with chronic medical ilinesses (Dubovsky et al., 2004).

2.2.4.4 Socio-economic status

Depression is closely associated with socio-economic deprivation across the
lifespan (Lorant et al., 2007). Brow and Harris found 15% of urban women
had severe depressive symptoms, and there was a higher prevalence in working
class than in middle class women (Puri & Hall, 2004). A study by Lorant et al.
(2007) over a seven-year period in Belgium, to assess if longitudinal change in
socio-economic factors affect depression levels, found a relationship between
worsening socio-economic circumstances and depression. There is also
evidence that lack of social support may increase the risk of depression, and
low socio-economic status might decrease a person’s ability to engage in social

activities (World Health Organization, 2006b). Another factor that might
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contribute to depression is those with the lowest socio-economic status are also
the least likely to receive and/or adhere to effective treatment (Weich,

Nazareth, Morgan, & King, 2007).

2.2.5 Symptoms of Depression

2.2.5.1 Biological manifestations

Biological symptoms of depression include, for instance, sleep disturbance,
loss of appetite, and weight loss. In many cases, fatigue, constipation, and
various aches and pain are experienced (Gournay, 2009). If the episode of
depression persists, there is usually a marked reduction in libido, and in women
who normally menstruate, amenorrhea may occur (Gelder et al., 2001; Puri,
Laking, & Treasaden, 2002). In most individuals, reduced appetite leads to
weight loss, which is usually defined as a loss of at least 5% of body weight in
one month (Puri & Hall, 2004; Puri et al., 2002). Moreover, abnormal sleep is
one of the most common symptoms of depression, and the most frequent cause
of sleep disorders in individuals evaluated at sleep centres is depression
(Dubovsky et al., 2004). People with depression commonly complain of sleep

disturbance, with characteristic early morning wakening (Gournay, 2009).

2.2.5.2 Emotional manifestations

Emotional symptoms include low self-esteem, ideas of guilt and worthlessness,
and pessimistic thoughts. There is a characteristically low and sad mood with
feelings of hopelessness, while anxiety, irritability and agitation may also occur
(Gournay, 2009; Puri & Hall, 2004). The person may complain of reduced

energy and drive, an inability to feel enjoyment, and may sometimes speak of a
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black cloud pervading all mental activities (Gelder et al., 2001; Puri et al.,

2002).

2.2.5.3 Cognitive manifestations

There are many types of cognitive symptoms in depression, including reduced
self-esteem and motivation, and impaired decision-making, memory and
concentration (Gournay, 2009). Negative thoughts are important symptoms and
can be divided into three types: worthlessness, pessimistic thoughts, and guilt
(Gelder et al., 2001). Additionally, depression adversely affects attention and
concentration, which may lead affected individuals to think their memory is
impaired. Speech may be slow, with long delays before answering questions
(Puri et al., 2002). In turn, cognitive symptoms in depression may result in
varying behavioural problems, including aggressiveness, tearfulness,

withdrawal from others, and a reduction in self-care activities (Gournay, 2009).

2.2.5.4 Psychological distress

Psychological distress is defined as the unique discomforting, emotional state
experienced by an individual in response to a specific stressor or demand that
results in harm, either temporary or permanent, to the person (Ridner, 2004).
There are five antecedents for psychological distress to occur in individuals:
(1) experiencing physical, psychological and social adversity; (2) a perceived
stressor; (3) perception that the stressor is a personal threat; (4) loss of ability
to deal with problems; and (5) ineffective coping. The consequences of
psychological distress may be viewed on a continuum from negative to positive

(Ridner, 2004). Massee (2000) conducted qualitative studies of psychological
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distress in  France to develop validated culturally sensitive and
multidimensional scales to assess psychological distress. The results identified
six features of distress: pessimism toward the future, anguish and stress, self

depreciation, isolation, somatisation, and withdrawal into oneself.

Kilkkinen et al. (2007) conducted a study in Australia to describe the
prevalence of psychological distress, depression, and anxiety in people living
in three rural settings. The authors concluded that a third of the participants in
these settings reported psychological distress, with the highest prevalence
observed in middle-aged men and women. According to the Australian Bureau
of Statistics (2003), the 2001 National Health Survey showed that the adult
prevalence of very high levels of psychological distress in Australia increased
for all age groups and both genders, except for males aged 65 to 74 years, in
comparison with results from the 1997 National Survey of Mental Health and

Wellbeing.

Talala, Huurre, Aro, Martelin, and Prattala (2008) conducted a study to assess
socio-demographic characteristic differences in psychological distress among
adults in Finland. They found socio-demographic factors, such as having a
partner and employment status, were related to psychological distress,
highlighting the importance of social and economic factors for psychological
well-being. Furthermore, Jorm et al. (2005) carried out a study in Australia,
surveying anxiety, depression, and psychological distress in 7485 persons aged
20-24, 40-44 or 60-64 years. They found psychological distress generally

declined across the age range from 20 to 64 years, and differential exposure to

24



risk factors explained some, but not all of the age group differences. Moreover,
a study in Finland by Lemmens, Buysse, Heene, Eisler, & Demyttenaere
(2007) compared couples with a depressed partner and those without a
depressed partner, to identify differences in marital satisfaction, attachment
style, psychological distress, and conflict communication. The authors found
people with depression reported more psychological distress and attachment
difficulties than their non-depressed partners and the couples without
depression. In addition, females with depression reported higher levels of

psychological distress symptoms than males.

2.2.5.5 Depression and suicide

Depressive symptoms may lead to feelings of hopelessness and helplessness,
and a belief life is not worth living. As a result, suicidal thoughts may occur
(Chittawon, 2003; Puri & Hall, 2004). Suicide remains a common and often
avoidable outcome of depression. About one million suicides are reported
every year. A majority of those committing suicide are known to have suffered
from depression (World Health Organization, 2006a). Approximately 13% of
all inpatients with depression commit suicide (Gournay, 2009). Worldwide,
about 877,000 people die by suicide every year (World Health Organization,
2007). In the USA in 2003, 10.5 per 100,000 people died from suicide (Hoyert,

Kung, & Smith, 2005). In Australia in 2006, suicide was ranked fifteenth of all

causes of death, with a suicide rate of 10 per 100,000 population (Australian
Bureau of Statistics, 2006). In South-East Asia, Sri Lanka has the highest

suicide rate (37 per 100,000 population) (World Health Organization, 2006a),
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while in Thailand, the Department of Mental Health (2007b) reported a

considerably lower suicide rate of 5.96 per 100.000 population.

2.2.6 Types of Depression

The types of depression can be viewed on a continuum according to the
severity of the illness. Differences occur in the severity of depressive
symptomatology, including transient, mild, moderate, and severe (Townsend,
2008). There are two main classification systems for depression based on the
International Classification of Diseases, 10th revision (ICD-10) (World Health
Organization, 1993), and the Diagnostic and Statistical Manual, 4th edition,
known as DSM-IV-TR (American Psychiatric Association, 2000). Both ICD-
10 and DSM-IV-TR classify depressive episodes on the basis of severity and
whether psychotic features are present. In DSM-IV-TR, an episode of major
depression with appropriate clinical symptomatology can be specified as
atypical depression, whereas in ICD-10 atypical depression is classified
separately under ‘Other depressive episodes’. Both ICD-10 and DSM-IV
recognise the diagnosis of recurrent brief depression, but under slightly

different headings.

In Thailand, all psychiatric hospitals run by the Department of Mental Health,

Ministry of Public Health, use 1CD-10 for classifying mental illnesses. Thus, the

following types of depression are based on the ICD-10 classification for depressive

disorders.

2.2.6.1 Mild depression
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According to ICD-10 (World Health Organization, 1993, pp.82-83), the criteria
for a mild depressive episode (F32.0) are as follows: criterion A, the general
criteria for depressive episode (F32) have been met, including the episode
should last for at least two weeks, there have been no hypomanic or manic
episodes (F30) at any time in the individual’s life, and the episode is not
attributable to psychoactive substance use (F10-F19) or to any organic mental
disorder (FOO-F09); criterion B, at least two of the following three symptoms
must be present: 1) depressed mood to a degree that is definitely abnormal for
the individual, present for most of the day and almost every day, sustained for
at least two weeks; 2) loss of interest or pleasure in activities that are normally
pleasurable; 3) decreased energy or increased fatigability; criterion C, an
additional symptom or symptoms should be present to give a total of at least
four from the total list including 1) loss of confidence or self-esteem; 2)
unreasonable feelings and inappropriate guilt; 3) recurrent thoughts or
behaviour of suicide; 4) evidence of diminished ability to think or concentrate;
5) change of psychomotor activity, with agitation or retardation; 6) sleep
disturbance of any type; 7) change in appetite with corresponding weight

change.

Generally, in mild depression, alterations occur in four spheres of human
functioning: (1) affective: denial of feelings, anger, guilt, sadness, and
hopelessness; (2) behaviour: tearfulness, restlessness, withdrawal, and
agitation; (3) cognitive: preoccupation with loss, self-blame, and ambivalence;
and (4) physiological: anorexia or overeating, insomnia or hypersomnia, chest

pain, and headache (Townsend, 2008).
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2.2.6.2 Moderate depression

In this thesis, participants who met the inclusion criteria for moderate
depression were recruited to take part in the study. According to ICD-10 (World
Health Organization, 1993, p.83 ), the criteria for a moderate depressive episode
(F32.1) are as follows: criterion A, the general criteria for depressive episode
(F32) must be met (as stated above for a mild depressive episode [F32.0]); criterion
B, at least two of the three symptoms from criterion B of F32.0 must be present;
criterion C, additional symptoms from criterion C of F32.0 must be present, to give

a total of at least six symptoms.

Overall, symptoms of moderate depression can be described as alterations in
four spheres of human functioning (Townsend, 2008): (1) affective: feelings of
sadness, helplessness, hopelessness, low self-esteem, and difficulty
experiencing pleasure in activities; (2) behaviour: psychomotor retardation,
slowed speech, limited verbalisation, social isolation, self-destructive
behaviour is possible, and decreased interest in personal hygiene and
grooming; (3) cognitive: retarded thinking processes, repetitive thoughts,
generally portraying pessimism and negativism, and behaviour reflecting
suicide ideation is possible; and (4) physiological: anorexia or overeating, sleep
disturbances, amenorrhoea, decreased libido, headaches, backaches, chest pain,

abdominal pain, and fatigue.

2.2.6.3 Severe depression
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According to ICD-10 (World Health Organization, 1993, p.84 ), the criteria for a
severe depressive episode, without psychotic symptoms (F32.2) are as follows:
criterion A, the general criteria for depressive episode (F32) must be met (as stated
above for mild depressive episode [F32.0]); criterion B, at least two of the three
symptoms from criterion B of F32.0 must be present; criterion C, additional
symptoms from criterion C of F32.0 must be present, to give a total of at least eight

symptoms.

Generally, the symptoms of severe depression can be described as alterations in
four spheres of human functioning: (1) affective: feelings of total despair,
hopelessness and worthlessness, prevalent feelings of emptiness, loneliness and
inability to experience pleasure in activities; (2) behaviour: severe
psychomotor retardation, purposeless movement, slumped posture, virtually
nonexistent communication, social isolation, poor personal hygiene and
grooming; (3) cognitive: delusional thinking, with persecutory and somatic
delusions, inability to concentrate, hallucinations, self-blame, and thoughts of
suicide; and (4) physiological: a general slowdown of the entire body, reflected
in sluggish digestion, constipation, urinary retention, amenorrhoea, diminished
libido, weight loss, and difficulty falling sleep (Townsend, 2008). Furthermore,
approximately 80% of people with severe depression complain of trouble in
sleeping, especially early-morning awakening and multiple awakenings at
night, during which they ruminate about their problems. Many have decreased
appetite and weight loss, but others experience increased appetite and weight

gain and sleep longer than usual (Sadock & Sadock, 2004).
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2.2.7 Onset and Prognosis of Depression

2.2.7.1 Onset of depressive episode

Onset is perhaps the most easily conceptualised aspect of causality because it
tends to be treated as synonymous with causality. However, onset is more
precisely defined as the appearance of depressive symptoms. If the type of
major depressive disorder specified by DSM-IV-TR is of interest, onset is
defined as the appearance of at least five out of nine symptoms with at least
one of these symptoms consisting of sad mood or loss of pleasure, and all
symptoms persisting for at least two weeks (Ingram & Siegle, 2002).
Approximately 50% of people undergoing their first episode of major
depression have significant depressive symptoms before the first identified
episode. One implication of this observation is timely identification and
treatment of early symptoms may prevent the development of a full depressive
episode. An episode of depression is defined on the basis of having a certain
number of symptoms for a defined period of time. The presence or absence of
the illness is conceptualised in statistical rather than absolute terms in which a
gold standard definition can establish without doubt if a person has an episode

of the illness (Boland & Keller, 2002).

2.2.7.2 Prognosis of depression

It has become increasingly clear that a significant proportion of people
suffering from depression remain chronically ill, despite the previously held
belief that they tend to recover fully between depressive episodes. Factors
predicting a prolonged recovery time are longer duration and increased severity

of the episode, a history of non-affective psychiatric disorder, and lower family
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income during the episode (Puri & Hall, 2004). People who have been
hospitalised for a first episode of major depressive disorder have approximately
a 50% chance of recovery in the first year (Sadock & Sadock, 2004), about
25% have episodes lasting more than one year, and approximately 10-20%
develop a chronic unremitting course (Gelder et al., 2001). After a single major
depressive episode, the risk of a second episode is about 50%; after a third
episode, the risk of a fourth is about 90% (Dubovsky et al., 2004). Overall,
over a 25-year follow-up, about 80% of individuals with major depression will
experience further episodes, on average about five further episodes (Dubovsky

et al., 2004; Puri et al., 2002).

Generally, as a person experiences repeated episodes, the severity of each
episode increases. The possibility of a poor prognosis is increased by
coexisting dysthymic disorder, alcohol and other substance abuse, anxiety
disorder symptoms, a history of more than one previous depressive episode,

and decreasing time between episodes.

Remission is defined as the state of having few or no symptoms of a mood
disorder for at least eight weeks (Dubovsky et al., 2004). Although remission is
defined as a significant reduction in or total disappearance of depressive
symptoms, it implies some symptoms underlying the disorder may remain
(Boland & Keller, 2002, 2009; Ingram & Siegle, 2002). There is a 50% chance
of remission of depression that has been present for 3-5 months, but there is
only a 5% likelihood of remission within the next six months if depression has

been present for two years (Dubovsky et al., 2004).
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2.2.7.3 Duration and interval between attacks

An untreated episode of depression can last from 6 to 13 months, whereas most
treated episodes last approximately three months. This was highlighted in a
study by Kocsis et al. (1996) examining the effect of maintenance treatment
with desipramine for people with chronic depression who were initially
successfully treated during the acute phase and 16-week continuation
treatment. Wood (2005) states that if depression goes untreated or is
inadequately treated, episodes can become more frequent and severe, and of

longer duration, and then lead to suicide.

2.2.7.4 Recurrence and relapse

Recurrence refers to a new episode occurring after recovery from a previous
episode (Boland & Keller, 2009). Over 75% of people with depression suffer
more than one episode of illness, and may have residual symptoms between
episodes (Diehl & Goldberg, 2004; Keller & Boland, 1998; Palazidou & Tiffin,
2002). Approximately 25% of people experience a recurrence in the first six
months after discharge from hospital, 30% to 50% in the first two years, and
50% to 75% in the first five years (Sadock & Sadock, 2004). Risk factors for
recurrence include frequent and/or multiple prior episodes, onset after age 60
years, long duration of individual episodes, seasonal pattern, and a family
history of mood disorder (Boland & Keller, 2002; Puri & Hall, 2004). Because
residual depressive symptoms after treatment are associated with recurrence,
complete symptom control should be a treatment priority (Wilson et al., 2003).

A high recurrence rate suggests there are specific factors that increase a
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persons’ risk of developing repeated episodes of the disorder (Dubovsky et al.,
2004; First & Tasman, 2006; Gotlib & Hammen, 2002). Moreover, depression
in adolescence and early adulthood is often recurrent; 22.7% of individuals
report having two or more episodes of major depression between the ages of 16
and 21 years (Fergusson, Boden, & Horwood, 2007). Over a 20-year period,

the mean number of episodes is five or six (Sadock & Sadock, 2004).

Relapse is defined as the early return of symptoms following an apparent
response to treatment, and implies the continuation of the initial episode
(Boland & Keller, 2002; Dubovsky et al., 2004). People with depression often
experience relapse within two years of recovery from the depressive episode
(Gotlib & Hammen, 2009). Thirty percent of individuals experience a relapse
within three months of recovery and, in the absence of continuation or
maintenance treatment, 50% experience a further episode within two years
(Scott & Dickey, 2003). The risk of relapse is particularly high (40-60%)
following the withdrawal of antidepressants within the first four months of
achieving a treatment response. In contrast, the incidence of relapse is reduced
to 10-30% in individuals who continue prophylactic psychopharmacological

treatment (Puri & Hall, 2004; Sadock & Sadock, 2004).

2.2.7.5 Recovery and chronicity

Recovery is defined as a full remission that lasts for at least four to six months
(Boland & Keller, 2002; Dubovsky et al., 2004; Puri & Hall, 2002).
Conceptually, it implies the end of an episode of illness, not the end of illness

itself (Boland & Keller, 2002). Recovery also implies the complete
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disappearance of the illness. In practice, differentiation between remission and
recovery can be quite difficult, with probably the best indicators being the
presence of some mild to moderate symptoms, or, in the case where symptoms
are no longer present, the length of time since the symptoms disappeared
(Ingram & Siegle, 2002). Findings from the USA National Institute of Mental
Health Collaborative Depression Study on the Psychobiology of Depression
showed that after recovery from an episode of major unipolar depression, the
likelihood of recurrence was nearly 30% after six months of follow-up, and

almost 40% after 12 months of follow-up (Solomon et al., 2000).

2.3 SUMMARY

Depression is projected to be a major mental health problem in many countries,
including Thailand. It is a chronic and recurrent condition, and is a major cause
of functional disability. Depression is a disorder with important genetic,
environmental, and interpersonal determinants. From a cognitive behavioural
perspective, depression results from cognitive distortions. To decrease the
relapse rate of depression, treatment should concentrate on reduction of

depressive symptoms, restoration of functioning, and prevention of relapse.
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CHAPTER THREE

INTERVENTION MODALITIES FOR DEPRESSION

3.1 INTRODUCTION

This chapter presents a review of selected literature about intervention
modalities for depression. The literature review begins with an overview of
pharmacological and somatic treatments for depression. This is followed by an
outline of the use of cognitive behavioural bibliotherapy. Finally, a summary is

provided of psychosocial treatments and prevention of relapse in depression.

3.2 TREATMENT FOR DEPRESSION

Evidence-based systematic reviews ? indicate that several treatments for
depressive disorders are supported as effective, and these have been
incorporated in some clinical practice guidelines (Jorm et al., 2002). To reduce
morbidity, treatments should not only reduce depressive symptoms and restore
functioning but also prevent relapse or recurrence (Scott, Palmer, Paykel,

Teasdale, & Hayhurst, 2003).

The goals of treatment are full remission of symptoms of depression, with
restoration of optimal work and social functioning (First & Tasman, 2006).
Treatment has several objectives. First, the person’s safety must be guaranteed.
Second, a complete diagnostic evaluation of the person must be carried out.

Third, a treatment plan that addresses not only the immediate symptoms, but

2 A systematic review is a literature review informed by a single question that aims to identify,
critique, select and synthesise all high quality research evidence related to that question (Centre
for Evidence Based Medicine, 2009).
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also the person’s prospective well-being must be initiated. Although current
treatment emphasises a combination of pharmacotherapy and psychotherapy,
stressful life events are also associated with an increase in relapse rates in
individuals with depression. Thus, treatment must reduce the number and
severity of stressors in the person’s life (Sadock & Sadock, 2004). The phases
of treatment include (First & Tasman, 2006):

a) An acute phase directed at reduction and elimination of signs and
symptoms of depression, and active restoration of psychosocial and
work functioning.

b) A continuation phase directed at prevention of relapse and reduction of
recurrence through ongoing education, pharmacotherapy, and
depression-specific psychotherapy.

c) A maintenance phase focused on prevention of future episodes of
depression, based upon the individual’s personal history of relapse and

recurrence.

The first-line treatment for most people with depression consists of
antidepressant medication, psychotherapy, or a combination of both (World
Health Organization, 2001). Antidepressants are the most effective means of
achieving remission and preventing relapse in major depression. However, a
combination of psychotherapy and pharmacotherapy is more common and
effective than either treatment alone (Greenfield et al., 2000; World Health
Organization, 2001). Combining medication with psychotherapy can improve
treatment outcomes by helping the person cope with low self-esteem and

demoralisation (Diehl & Goldberg, 2004). All treatments, whether
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pharmacotherapy, psychotherapy or the integration of pharmacotherapy and
psychotherapy, require a well-established diagnostic formulation in order to
achieve optimal response to treatment (First & Tasman, 2006). Greenfield
(2000) conducted a study of the prevalence of treatments for depression in the
USA following the 1996 national depression screening day. The findings
showed that one-half of the sample received combined pharmacotherapy and

psychotherapy, and one-fifth received psychotherapy alone.

3.2.1 Pharmacological Treatment

Continuing high levels of medication in the first few months is associated with
a higher chance of recovery (Puri & Hall, 2004). The first-line treatment of
depression is antidepressant medication and the principal indication for
antidepressants is a major depressive episode. The first symptoms to improve
are often poor sleep and appetite patterns. Agitation, anxiety, depressive
episodes, and hopelessness usually are the next symptoms to improve. Other
target symptoms include low energy, poor concentration, helplessness, and
decreased libido (Sadock & Sadock, 2004). A Cochrane review by Candy,
Jones, Williams, Tookman, and King (2008), to determine the effectiveness of
psychostimulants in the treatment of depression, revealed there is some
evidence that in the short term (up to four weeks) psychostimulants reduce the
symptoms of depression in comparison with placebos. The use of specific
pharmacotherapy approximately doubles the chance that a person with
depression will recover in one month, but some people do not respond to
treatment. Currently available antidepressants may take up to three to four

weeks for the effect of the antidepressant to be felt, although they may begin to

37



show their effects earlier. If the person shows no improvement by that time,
other antidepressants are available (Sadock & Sadock, 2004).

Antidepressant treatment should be maintained for at least six months after the
amelioration of symptoms of the acute episode or the length of a previous
episode (Puri & Hall, 2004; Sadock & Sadock, 2004). Several types of
antidepressant medications are available, and the choice should be made
according to the needs of the individual, with particular consideration of likely
side effects (Gelder et al., 2001). There are two main groups of antidepressants:
first-line treatment with selective serotonin reuptake inhibitors (SSRIs), and
second-line treatment with tricyclics and monoamine oxidase inhibitors

(MAOIS).

First-line treatment with SSRIs commenced with their introduction over 15
years ago (Gilin, 2009; Gitlin, 2009; Gournay, 2009; Puri & Hall, 2004). SSRIs
are available at relatively low cost. They block the presynaptic re-uptake of
serotonin, increase its availability to the postsynaptic neuron, and enhance
serotoninergic function. SSRIs are typically the first medication prescribed for
those with atypical depression (Gitlin, 2009). Moreover, a Cochrane review by
Hetrick, Merry, McKenzie, Sindahl, & Proctor (2007) aimed to determine the
efficacy and adverse outcomes of SSRIs in the treatment of depression in
children and adolescents. Overall, the review showed there was evidence of
greater reduction in depressive symptoms with SSRIs compared to placebo.
Fluoxetine was the only SSRI that was effective in reducing symptoms of

depression in children and adolescents.
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Second-line treatment uses older tricyclic antidepressants and MAOIs, which
enhance norepinephrine and/or 5-hydroxytryptamine neurotransmission
(Thase, Jindal, & Howland, 2002). Tricyclic and MAOI antidepressants were
introduced as a comparatively effective treatment for depression in the 1950s
(Gitlin, 2009; Gournay, 2009; Puri & Hall, 2004). Tricyclic antidepressants
have a range of side effects that can be quite disabling, including drowsiness,
dry mouth, blurred vision, constipation, reduction of sex drive, and weight
gain. Longer term, these drugs are implicated in the causation of more serious
physical states, principally cardiac problems and the possibility of sudden
death (Gournay, 2009) MAOQIs are also characterised by potentially dangerous
side effects that limit their acceptance and selection. They may cause a
hypertensive crisis if individuals ingest foods with a high content of tyramine;
hence they require strict adherence to a set of dietary guidelines (Sadock &
Sadock, 2004). It has been reported that in people resistant to treatment with a
tricyclic or MAOIs, a combination of the two drugs is more effective than

either drug given alone in corresponding dosage (Gelder et al., 2001).

3.2.2 Somatic Treatments

3.2.2.1 Electroconvulsive therapy

Electroconvulsive Therapy (ECT) is the induction of a grand mal (generalised)
seizure through the application of electrical current to the brain (Townsend,
2008). It is the oldest and most reliable of the modern somatic therapies for
mood disorders (Dubovsky et al., 2004), including severe depression (Diehl &
Goldberg, 2004; Gelder et al., 2001; Wood, 2005). ECT is most useful in the

treatment of a major depressive episode, especially when it is characterised by
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rapid onset; brief duration; psychotic symptoms such as motor retardation,
catatonia, severe pseudodementia; lack of insight; and inability to tolerate

antidepressants (Dubovsky et al., 2004).

Although a controversial form of treatment, the most common side effects of
ECT are temporary memory loss and confusion. ECT is sometimes used to
treat severe depression when psychotherapy and medication are not effective,
especially when ECT poses a lower risk than other treatments, or when the
person is at immediate risk of suicide. While the treatment produces faster
results than antidepressant medications (Diehl & Goldberg, 2004), it is a
second-line treatment for depression and is usually considered mainly for
inpatients. Because ECT continues to have an established and important role in
the management of treatment-resistant depression and life-threatening
conditions, such as depressive stupor and catatonia, it needs to be readily

available (McCall, 2001).

3.2.2.2 Light therapy

Light therapy or phototherapy is a novel treatment that is beneficial to
individuals with Seasonal Affective Disorders (First & Tasman, 2006; Sadock
& Sadock, 2004) in which rates of remission range from 36% to 75%
(Dubovsky et al., 2004). The therapy involves providing treatment with light
therapy of greater than 2500 lux (First & Tasman, 2006). Bright light exposure
has been associated with a favourable response within four to seven days (First
& Tasman, 2006). Over 50% of people with recurrent winter depression

respond to bright light treatment. Many respond to bright light within three to
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five days and relapse if they discontinue for three days during winter.
However, some individuals who do not respond after one week of treatment
will respond during the second week (Dubovsky et al., 2004). A Cochrane
review by Tuunainen, Kripke, and Endo (2004) to evaluate the clinical
effectiveness of light therapy for non-seasonal depression concluded that the
benefit of light therapy is modest although promising for non-seasonal

depression.

3.2.3 Psychological Treatments

Psychosocial treatment for depression is established within a therapeutic
environment where the therapist assists the person to overcome behavioural or
interpersonal problems (Townsend, 2008). A meta-analysis by Cuijpers,
Straten, Warmerdam and Anderson (2008) has shown that psychological
treatments have a large effect, in terms of symptom reduction and increased
well-being. In another Cochrane review by Merry, McDowell, Hetrick, Bir,
and Muller (2004), to assess the effectiveness of psychotherapies, the authors
concluded that psychological programmes for preventing depression were
effective in the short term, with some studies showing a decrease in depressive
symptoms over a 12-month period. There are numerous individual and group
approaches to psychosocial treatment. A summary is presented of

psychotherapies and cognitive behavioural therapy.

3.2.3.1 Psychotherapies

Psychotherapies for depression can be classified as group psychotherapy,

supportive  psychotherapy, and interpersonal psychotherapy. Group
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psychotherapy is a treatment in which carefully selected people who are
emotionally ill meet in a group guided by a trained therapist to help one
another to effect thought and behavioural change. The approach encompasses
the theoretical spectrum of therapies in psychiatry: supportive, structured, limit
setting, cognitive behavioural, interpersonal, family, and analytically oriented
groups. Two of the main strengths of group therapy are the opportunity for
immediate feedback from peers, and the chance for consumers and the therapist
to observe individual psychological, emotional, and behavioural responses to a

variety of people, who elicit a range of transferences (Sadock & Sadock, 2004).

Supportive psychotherapy is used to relieve distress or to help a person cope
with difficulties, when problem-solving approaches are unlikely to succeed. Its
basic elements are a therapeutic relationship, listening, allowing the release of
emotions, explaining, encouraging hope, and persuasion. However, it is
important to avoid dependence because the treatment often has to be long-
lasting. If individuals are severely disabled or have dependent personalities, it
may be difficult to achieve this aim. If dependence cannot be avoided, it should
be directed as far as possible to the group of staff caring for the person and not
to any individual. The risk of dependence will be less if, from the outset, it is
agreed with the person how much time can be allocated for the support (Gelder

etal., 2001).

Interpersonal psychotherapy was developed in the 1970s as a method of

dealing with the connection between personal relationships and stressful life

events. The approach aims to help the person to understand and deal with
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adversity (Gelder et al., 2001; Gournay, 2009). It is a problem-solving strategy
to deal with analysing problems such as communication and decision making.
Moreover, it helps the person to develop strategies for dealing with

interpersonal disputes and role transition (Gournay, 2009).

3.2.3.2 Cognitive behavioural therapy

Aron T. Beck developed cognitive behavioural therapy (CBT) in the 1970s.
The approach aims to change distorted thoughts (Beck et al., 1979), which are
responsible for the onset, maintenance, and exacerbation of affective,
motivational, somatic, and behavioural symptoms of depression (Zauszniewski
& Rong, 1999). CBT is an active, directive, structured approach that is used to
treat a variety of psychiatric disorders in adults of all ages, and is based on the
cognitive theory of depression (Beck et al., 1979; Evans, 2007). The overall
purpose of this technique is to help individuals to understand the inaccuracy of
their cognitive assumptions, to learn new ways of dealing with issues (Sadock
& Sadock, 2004), and to learn to overcome negative thoughts, unhelpful
behaviours, and difficult emotions (Royal College of Psychiatrists, 2008).
Variants of the therapy place different emphasis on cognitive or behavioural

components.

CBT has been found to be effective in helping young people with a wide range
of problems, including low self-esteem, depression, and anxiety problems
(Royal College of Psychiatrists, 2008). Cognitive behavioural techniques are
aimed at delineating and testing the person’s specific misconceptions and

maladaptive assumptions. The approach comprises highly specific learning
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experiences designed to teach the person to: (1) monitor negative automatic
thoughts; (2) recognise the connections between cognition, affect, and
behaviour; (3) examine the evidence for and against distorted automatic
thoughts; (4) substitute more reality-oriented interpretations for biased
cognitions; and (5) learn to identify and alter dysfunctional beliefs which
predispose the person to distort perceptions of experiences (Beck et al., 1979).
In terms of style, CBT is collaborative, with a focus on developing therapeutic
relationships as well as empathy, warmth and genuineness. It is an active,
directive, time limited and goal oriented approach, which gives it a structured,
focused form (Evans, 2007). The therapeutic strategies used in CBT for
defining and dealing with the cognitions related to mutually agreeable

behavioural goals and behaviour change are outlined below.

Activities scheduling: A major component in cognitive therapy for

depression is activity scheduling, the behavioural technique used to
increase engagement in actual activities during the day, especially
pleasant activities considered to increase positive reinforcement.
Activity scheduling may alter cognitions, and attributing satisfaction to

one’s own actions may produce a sense of optimism (Beck et al., 1979).

Mastery and pleasure technigues: Some individuals with depression

engage in activities but derive little pleasure from them. This failure to
derive gratification often results from (a) an attempt to engage in
activities which were not pleasurable even prior to the depressive

episode, (b) the dominance of negative cognitions which override any
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potential sense of pleasure, or (c) selective inattention to sensations of
pleasure. Pleasure refers to feelings of enjoyment, amusement, or fun

from an activity (Beck et al., 1979).

Recording dysfunctional thoughts: Recording cognitions and responses

is a way of beginning to examine, evaluate, and modify cognitions.
People with depression are instructed to write their “cognitions” and
“reasonable response” to the cognitions. The written assignment may
also include additional details for describing the person’s affect and
behaviour, and the specific description of the situation or event which
preceded the cognition. A recording form is available to assist
individuals with depression to recognise dysfunctional thoughts and

images (Beck et al., 1979).

Homework assignments: In CBT, homework is a significant vehicle to

shift the focus of therapy from subjective, abstract conceptualisations to
more objective, realistic, and detailed accounts. The therapist can
strengthen the therapeutic collaboration by engaging the person in the
formulation of the homework task itself, and by explaining the goal and
rationale for each homework assignment. The assignment of homework
critically influences therapeutic collaboration. People with depression
often regard homework as a test of personal worth, personal skill, or
motivation, or believe they must do the homework perfectly. The

therapist should investigate their attitude towards homework, since it is
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important they perceive homework as serving a useful purpose (Beck et
al., 1979; Neukrug, 2000).
3.3 OVERVIEW OF SELF-HELP INTERVENTIONS
There are various forms of self-help therapies for depression. The most
common self-help technique for depression is bibliotherapy presented in a

written format.

3.3.1 Self-help intervention

Definitions of self-help therapy are as varied as the myriad of self-help
programmes (Watkins, 2008). Jorm et al. (2002) defined self-help intervention
as treatment that can be used by the individual without necessarily having to
receive therapy from a health care worker. Research has shown that perceived
stigma may result in individuals with depression being reluctant to seek help
for depression from mental health professionals (Barney, Griffths, Jorm, &
Christensen, 2006). Most self-help resources are based on CBT with limited
support from a health care professional. Self-help techniques make use of
health technology through written materials or multimedia programmes (Lovell
et al., 2008). Self-help intervention aims to guide and encourage people to
make changes, resulting in improved self-management, rather than just provide
information. The approach fits well with CBT, in which people are encouraged
to carry out work between sessions in order to challenge unhelpful thoughts

and behaviours (Anderson et al., 2005).

Self-help strategies are believed to reduce the burden of depression. The

strategies are highly acceptable to the public, easily applied, inexpensive, and
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may avert the development of many clinical cases of depression (Jorm &
Griffiths, 2005). People in the community are prepared to use self-help
interventions more readily than professional treatments when they have anxiety

and depressive symptoms (Jorm et al., 2002).

A literature review by Morgan and Jorm (2008) recommended 282 self-help
strategies as helpful for the treatment of depressive symptoms. Sub-threshold
depressive symptoms cause substantial disability in the population and are
often managed with self-help strategies. However, the promotion of these
strategies to the public needs to be evaluated to see if they could reduce the
disability burden of sub-threshold depression. Furthermore, a study by
Salkovski, Rimes, Stephenson, Sacks, and Scott (2006) examined whether the
addition of a brief self-help package to standard primary care treatment of
depression with antidepressants was associated with additional improvements
in clinical outcomes. The results showed an individualised self-help package
improved perceived knowledge about depression. Jorm et al. (2002) also
reviewed the evidence for the effectiveness of complementary and self-help
treatments for depression. Thirty-seven treatments were identified and grouped
under the categories of medicines, physical treatments, lifestyle, and dietary
changes. The results showed bibliotherapy involving CBT is one of the most

effective treatments for depression.

A meta-synthesis of qualitative studies by Khan, Bower, and Rogers (2007),

provided a useful explanatory framework for the development of effective and

acceptable guided self-help interventions for depression. The synthesis
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revealed a number of themes, including the nature of personal experience in
depression, help-seeking in primary care, control and helplessness in
engagement with treatment, stigma associated with treatment, and consumers’
understandings of self-help intervention. Moreover, a systematic review of
eight studies, by Bower, Richards, and Lovell (2001), to examine the clinical
and cost effectiveness of self-help treatments for anxiety and depression in
primary care, concluded that self-help approaches have the potential to
improve overall cost effectiveness, but more rigorous trials are necessary to

establish the clinical benefits and cost effectiveness of self-help treatments.

Self-help can be directed solely by the person, it can follow professionals’
recommendations, or it can be integrated into formal psychological treatment.
In addition to its popularity with the general population, self-help is frequently
recommended by psychotherapists (Campbell & Smith, 2003). Norcross (2000)
suggested self-help is frequently recommended in variety of forms by
psychotherapists, using self-help books (85%), self-help groups (82%), movies
(46%), internet sites (34%), and autobiographies (24%). Scogin (2003)
indicated that self-help material can be developed in psychotherapy by using
complementary media, such as movies, the internet, and books, and can
frequently accelerate or enhance treatment outcome. Furthermore, a
randomised controlled trial was conducted by Christensen, Griffiths, and Jorm
(2004) to evaluate the efficacy of two internet materials, the BluePages

(http://bluepages.anu.edu.au) and the MoodGYM (http://moodgym.anu.edu.au),

for internet users with symptoms of depression who lived in community, in

Canberra, Australia. The main outcome showed that delivering interventions
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for depression via the internet was effective in reducing symptoms of

depression.

Several self-help approaches are available for the treatment of people with
depression. However, there is insufficient evidence to suggest that
bibliotherapy, based on CBT, is useful for these individuals when it is
combined with some additional guidance. More evidence is also required to
investigate the effectiveness of self-help and the most suitable format to
present the materials, particularly as none have been formally evaluated in a

Thai context.

3.3.2 Cognitive Behavioural Bibliotherapy

3.3.2.1 Definition

Cognitive behavioural bibliotherapy (hereafter, bibliotherapy) refers to active
self-help using written materials in standard book form (Campbell & Smith,
2003; Cuijpers, 1997; Jorm et al., 2002). Bibliotherapy derives from the Greek
words for book (biblio) and therapy (therapeia), and has been used as a
therapeutic method since ancient Greece where the door to the library at

Thebes read: “The Healing Place of the Soul” (Pardeck, 1998).

The use of books in the treatment of depression is particularly appropriate for
people with depression of mild-to-moderate severity (Anderson et al., 2005).
Books provide information and attempt to enable the person to implement
treatment (Jorm, Allen et al., 2006). Bibliotherapy is reportedly used with a

variety of objectives in mind, most frequently to increase awareness, reinforce
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specific concepts or strategies from therapeutic sessions, and enhance lifestyle
change (Campbell & Smith, 2003). Self-help books are an easy and effective
way to reinforce selected material covered in therapeutic sessions (Floyd,

2003).

Bibliotherapy for depression consists of reading self-help books for depression
that use the principles of cognitive therapy (Jamison & Scogin, 1995). It

incorporates the foundational elements of a cognitive conceptualisation of
depression and provides exercises designed to help the reader overcome
negative feelings associated with depression (e.g., sadness, loneliness, guilt,
inferiority) (Gregory et al., 2004). Bibliotherapy works in a similar way to
therapy administered by a therapist. That is, the book or manual has a
psychotherapeutic approach that provides information and outlines strategies
participants can use to generate insight, stimulate awareness of negative
emotions and cognitions, provide solutions to problems, and encourage them to
practise these strategies in every day life. The approach appears to work most
efficiently when used in conjunction with other therapeutic approaches
(Campbell & Smith, 2003). Clinical use of bibliotherapy should be closely
monitored and included in therapy sessions in a planned way. The resource
material is employed in the treatment plan and is an integral part of the
intervention (Campbell & Smith, 2003). Bibliotherapy has been characterised
as empowering for recipients, potentially enhancing the sense of responsibility

in treatment and control over their condition (Floyd, 2003; Scogin, 2003).

3.3.2.2 Goals of bibliotherapy
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The purpose of bibliotherapy over time is to (a) provide information, (b)
generate insight, (c) stimulate discussion, (d) create awareness of others’
problems, (e) provide solutions to problems, and (f) troubleshoot problems

after finishing bibliotherapy (Pantalon, Lubetkin, & Fishman, 1995).

Bibliotherapy for depression involves helping people identify their distorted
and depressed thinking, and learn more realistic ways to frame their
experiences by reading and conducting exercises that are completed at home
with minimal or no supervision from a therapist. It also involves engaging
individuals in monitoring and increasing their activity levels. Ways of
delivering effective interventions for depression include the use of structured
self-help, treatments and unsupported self-help, where consumers use materials
largely by themselves (Bilich, Deane, Phipps, Barisic, & Gould, 2008). Self-
help books provide expectations of mental health problems and illnesses in
everyday life, enhance identification and empathy, generate hope and insight,
offer concrete advice and techniques, explain treatment strategies, and
summarise research findings (Norcross, 2000). Self-help books can be used for
information by consumers as well as families and friends. Issues that can
addressed in bibliotherapy include, for instance, helping parents deal with
teenage  concerns, weight management, stepfamilies, pregnancy,

communication skills, and assertiveness (Campbell & Smith, 2003).

3.3.2.3. Advantages of cognitive behavioural bibliotherapy

Bibliotherapy offers the advantage of being readily accessible and provides the

opportunity for periodic booster treatments by re-reading the book. For
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instance, Scogin, Jamison, & Gochneaur (1989) found 48% of their study
participants re-read parts of their book after the study finished. The approach
also avoids the high cost of psychological treatment, waiting lists, and
difficulties with travelling long distances (Bilich et al., 2008). Other benefits of
bibliotherapy may include cost effectiveness, a less therapist-intensive
approach, and non-invasive route to treatment without the threat of
stigmatisation that may accompany seeking standard mental health treatment
(Cuijpers, 1997; Kaldo, Cars, Rahnert, & Hans Christian Larsen, 2007,

Watkins, 2008).

3.3.2.4 Disadvantages of cognitive behavioural bibliotherapy

Bibliotherapy may be unhelpful if individuals diagnose themselves incorrectly
and then give themselves the wrong treatment. The approach has not been
evaluated in people with severe clinical depression. A high level of reading
ability is needed for some self-help books (Gregory et al., 2004). Bibliotherapy
dose not influence all attitudes or behaviours, but is used by a knowledgeable
minority of participants. Another drawback of some forms of bibliotherapy is
the interpretations of participants may vary; one individual may interpret the
book one way, while another may have a different interpretation. Because of
this, information can be misunderstood and misinterpreted by different
individuals (Olsen, 2007). For people with depression, bibliotherapy is suitable
for those with moderate depression, but is inappropriate for individuals with
severe depression (Karpe & Scogin, 2008). The use of self-help material must
be carefully monitored by clinicians to prevent misinterpretation of

information, which can exacerbate symptoms, especially among socially
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withdrawn individuals with depression (Watkins, 2008).Bibliotherapy also may
not be appropriate for some individuals with depression who, because of their
illness, lack perseverance and the ability to concentrate for the prolonged
periods of time necessary to complete the reading and writing parts of the self-

help manual (Gregory et al., 2004; Karpe & Scogin, 2008).

3.3.2.5 Evidence base for bibliotherapy in depression

Numerous studies have shown that CBT is effective. However, increasing
demand means individuals who might benefit are unable to obtain access to
these therapies. Written self-help materials or bibliotherapy, based on
psychological treatments of proven efficacy, are a practical alternative and
provide a more accessible source of psychological support (Anderson et al.,
2005). Research into bibliotherapy has examined its effectiveness for
individuals using self-help interventions, where there is either no or very
limited contact with a mental health professional or paraprofessional.
Chamberlain, Heaps, and Robert (2008) summarised published reports from
ongoing and completed projects into the use of bibliotherapy to deliver
individual treatment. The results shows bibliotherapy studies have been
conducted with variety of consumer groups, including 13 studies with
consumers with depression (Table 3.1), eight studies in individuals with
anxiety, 16 studies focusing on a range of problems (e.g., sexual dysfunction,
panic disorders, obesity, and bulimia nervosa), four studies on child consumers,

five studies on people using alcohol, and seven studies in primary care settings.
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Table 3.1 Summary of 13 bibliotherapy studies of people with depression

Study Client group Outcome Findings
measures
1. NICE Mild/moderate Depression scores | CCBT is recommended for
Guidance depression/anxiety the management of mild and
(20064a) moderate depression.
2. Anderson et Depression Review paper Useful self-help book based
al. (2005) on CBT approach with

additional guidance.

3. Den Boer et

Depression/anxiety

Systematic review

Research needed in cost-

al. (2004) effectiveness and inpatient
characteristics that might
affect outcomes.
4. NICE Depression in Depression levels | CCBT limited support to be
Guidance primary and offered by healthcare
(2004) secondary care professionals who introduce

the programme and review
progress and outcomes.

5. Fraser et al.
(2005)

Mild to moderate
depression

Systematic review

Bibliotherapy is more
effective than either waiting
list or placebo.

6. Floyd (2003)

Depression in
older adults

Discussion paper
with two clinical
case studies

Reading self-help book
useful as an adjunct to
psychotherapy and can
facilitate rapid improvement
and compensate for
limitations in the number of
psychotherapy sessions.

7. McKendree-
Smith et al.
(2003)

Depression

Review paper

CBB treatment by GPs in
primary care settings is an
appropriate approach.

8. Cuijpers
(1998)

Depression in
older adults

Meta-analysis

Bibliotherapy useful if
people are actively recruited.

9. Cuijpers
(1997)

Unipolar
depression

Meta-analysis

Bibliotherapy is an effective
treatment, especially for
reaching a section of people
with depression that unable
to be reached with traditional
forms of therapy.

10. Scogin et al.
(1996)

Depression

Meta-analysis

Self-administered treatment
is effective for depression,
but how participants are
prepared for this treatment is
critical.

11. Christensen
et al. (2002)

Depression and
anxiety

Depression and
anxiety scores

Web-based CBT intervention
is a practical means of
delivering treatment.

12. Kaltenthaler

Depression and

Systematic review

RCT evidence to support

et al. (2006) anxiety CCBT. It reduces the
therapists’ time to treat
depression and anxiety.
13. Cuijpers et Late-life Meta-analysis of Bibliotherapy is effective in
al. (2006) depression RCTs the treatment of depression in

older adults.
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Several studies have used cognitive bibliotherapy with individuals who have
mild-to-moderate depression (Cuijpers, 1997; McKendree-Smith, Floyd, &
Scogin, 2003). A meta-analysis, by Anderson et al. (2005), indicated
bibliotherapy is an effective intervention, although the evidence was drawn
from small studies that were, overall, of poor quality. Bower, Richards, and
Lovell (2001) conducted a systematic review of the research literature to
determine the clinical and cost effectiveness of self-help treatments for anxiety
and depressive disorders in primary care. The review suggested self-help
treatments may have the potential to improve the overall cost effectiveness of
mental health service provision. Meta-analyses of cognitive bibliotherapy
studies for depression, by Gregory et al. (2004), obtained an effect size of 0.77

for these studies, which represents a moderate to large effect size®.

Overall, while a considerable number of bibliotherapy studies have used
undertaken, only 13 have focused on people with depression. Bibliotherapy,
generally, has been regarded as an effective approach, but the small size and
quality of some studies has been criticised. Moreover, none of the studies
reviewed have been carried out in Thai context, particularly with people who

have moderate depression.

A self-help approach is often popular with people, and there are now many
self-help books commercially available, though few have been tested

empirically in randomised controlled trials (McKendree-Smith et al., 2003).

® Effect size or strength of association is a set of statistics that show the size of the differences
between means. It summarises the amount of variance in the dependent variable that can be
predicted from knowledge of the levels of the independent variable (Pallant, 2007; Polit &
Beck, 2006).
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Anderson et al. (2005) reviewed the evidence for the clinical effectiveness of
bibliotherapy in the treatment of depression. The authors reported two self-help
books for depression that are currently available commercially, Managing
Anxiety and Depression (Holdsworth & Paxton, 1999) and Feeling Good (D.
D. Burns, 1999), and which have been evaluated in randomised trials. A third
book, Control Your Depression (Lewinsohn, Munoz, & Youngren, 1992) was
used in two trials where Feeling Good was the main intervention (Anderson et
al., 2005). While all these books were based on CBT, and covered similar
content, they differed in the style of their approach. Different formats have not
been compared and there is insufficient evidence at present to suggest one
format is more effective than another, although the only evidence of
effectiveness is for self-help based upon CBT (Anderson et al., 2005). Two
other popular books encourage psychological change using psychodynamic
principles: Climbing out of Depression (Atkinson, 1993) and Depression: the

way out of your prison (Rowe, 1996) but have not been evaluated.

Several researchers have found that therapeutic gains from using bibliotherapy
have been maintained for two years (Scogin, Jamison, & Davis, 1990) and up
to three years (Smith et al., 1997) after the end of treatment. It is possible these
improvements were maintained because bibliotherapy offers the opportunity to
refer back to the book and re-familiarise oneself with specific skills and

techniques.

Several systematic reviews emphasise the potential benefits of bibliotherapy

for a range of conditions, including depression. A systematic review by Foster
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(2006), of randomised controlled trials and controlled before-and-after studies
of self-help for primary care consumers with anxiety and depression (eight
studies examining written interventions based mainly on behavioural
principles), found most trials reported some significant advantages in outcomes
over two to six months associated with self-help compared with routine
primary care. The mean effect size (based on six studies) was 0.41 (95% ClI
0.09 to 0.72). Furthermore, a systematic review was undertaken by Fanner and
Urquhart (2008) to evaluate the therapeutic benefit of bibliotherapy-based
library services for consumers (the use of written, audio, or e-learning
materials to provide therapeutic support). The review found that library-based
bibliotherapy could be beneficial for consumers in increasing their

understanding of treatments.

In a meta-analysis of six randomised trials of minimal-contact psychotherapy
for depression, Cuijpers (1997) found that the effects in people with depressive
symptoms were large and comparable with the effects of traditional
psychotherapy and antidepressive treatment of depression. However, most
studies used small samples. Participants were recruited usually by media
announcements, and therapists maintained minimal contact. It was also found
that adherence to a bibliotherapy programme improved with weekly telephone
contact with a health professional. It has been suggested that minimal contact
with participants be maintained in research investigating the impact of

bibliotherapy on people with depression.
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A meta-analysis of 70 studies by Marrs (1995) examined the efficacy of
bibliotherapy in comparison to control groups and therapist-administered
treatments. The analysis found that the estimated mean effect size was 0.57.
The comparison of bibliotherapy to therapist-administered treatments found no
significant differences between effect sizes, including at follow-up. Moreover,
meta-analyses by Campbell and Smith (2003) found bibliotherapy to be
effective under several conditions. The authors reported that the effectiveness
of bibliotherapy has been demonstrated in single studies and meta-analyses,

with promising results.

Two more studies support the findings of these meta-analyses. First, in a study
by Jamison and Scogin (1995), people living in the community with depression
who met the criteria for major depressive disorder were compared with a
waiting list control group. The findings showed significant improvements in
depressive symptoms and dysfunctional thoughts. A follow-up study reported
that these effects were maintained over a three-year period. Second, a study by
Ackerson, Scogin, McKendree-Smith, and Lyman (1998) examined the
efficacy of bibliotherapy in 30 adolescents experiencing mild and moderate
depression, using a cross-over design. The treatment produced both statistically
and clinically significant improvements in depressive symptoms. Treatment
gains were maintained at one-month follow-up. These results contribute to the
growing evidence base on the efficacy of bibliotherapy incorporating CBT for

adolescents experiencing symptoms of depression.
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Gregory (2004) reported a meta-analysis of 29 outcome studies of cognitive
forms of bibliotherapy for the treatment of people with depression, in order to
obtain a more robust estimate of the overall effect size for the use of cognitive
based bibliotherapy in depression. Seventeen studies with strong research
designs (pretest—post-test waiting list control groups) yielded a respectable
effect size of 0.77, considered the best estimate of effect size from this meta-
analysis. The preliminary results are consistent, however, with the position that
bibliotherapy can be used effectively with adolescents, adults, and older adults.
Additional research is needed to establish further and elaborate the relationship
of age to outcomes. Furthermore, a meta-analysis by Scogin, Bynum, Stephens,
and Calhoon (1990), of conjoint psychotherapy and bibliotherapy for
depression, concluded that bibliotherapy had impressive overall efficacy. These
results suggest that self-administered treatments in general are effective in

comparison with no treatment.

A randomised controlled trial by Richards et al.(2003) in primary care (patients
18 years and above) in England compared practice nurse-facilitated self-help
with General Practitioner (GP) care for mild-to-moderate anxiety and
depression. The self-help group achieved reliable and clinically significant
change after one month (29%, n=34) compared with the GP group (12%, n=33)
but the difference disappeared at three months. However, self-help patients
were more satisfied than GP treated patients. Furthermore, a randomised
controlled trial by Mead (2006) in England, in patients with symptoms of
anxiety and depression, failed to show any significant difference at three

months between guided self-help and waiting list control groups. The authors
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provided several possible explanation for the non-significant findings,
including ineffectiveness of the self-help manual, the diagnostically
heterogeneous sample, patient expectations given that they had already been
referred for psychological therapy, and the relative inexperience and brief

training of staff.

A randomised controlled trial was carried out by Bilich et al. (2008) into the
effectiveness of a cognitive behavioural bibliotherapy self-help programme
with varied levels of telephone support. The programme was delivered through
Lifeline’s “Just Ask’ free call telephone mental health service at Lifeline South
Coast, New South Wales, Australia. The study included 84 mild-to-moderately
depressed adults. The self-help bibliotherapy workbook, The Good Mood
Guide: A Self-Help Manual for Depression* (Phipps et al., 2004), was
developed for the project. The workbook used a CBT approach and was
divided into eight separate modules, each containing reading, writing and
activities to be completed over a one-week time-frame. The entire programme
was designed to be completed in eight weeks. The study compared the changes
in depressive symptoms of three groups: control, self-help with minimal
contact (a short weekly telephone call lasting approximately 5 minutes), and
self-help with assisted contact (30-minute weekly telephone contact). The
results showed the minimal contact and the assisted self-help groups had
significant reductions in their levels of depression and psychological distress

compared with the control group. The assisted contact group showed the

* This is the English version of the manual that is used in the present study. See Chapter 5,
Section 5.4.3: Procedures and Data Collection, for more information about the manual.
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greatest amount of symptom reduction. Treatment gains were maintained at

one-month follow-up.

Several studies have indicated that bibliotherapy can be an effective treatment
for mild and moderate depression in the general adult population, with
treatment gains maintained in the short- and long- term. Scogin et al. (1989)
compared the efficacy of cognitive and behavioural bibliotherapy for older
adults with mild and moderate depression. Participants were assigned to
receive the self-help book on behavioural therapy, Control Your Depression or
the self-help book on cognitive therapy, Feeling Good, to read within a four-
week time frame, and receive weekly monitoring telephone calls from a
researcher. The results indicated there were no significant differences between
the cognitive and behavioural bibliotherapy groups, with both groups showing
significant improvement in depression scores compared with the waiting list
control group. Statistically significant improvements in depression were
evidenced. Treatment gains were maintained at six-month follow-up. The
results of the study suggest cognitive and behavioural bibliotherapy
programmes are potential alternatives or adjuncts to structured psychotherapy

for older adults with depression.

Scogin, Jamison et al. (1990) addressed the issue of long-term maintenance of
bibliotherapy treatment effects for older adults with depression by conducting a
two-year follow-up of participants in the Scogin et al. (1989) study. Thirty of
the original 44 participants (68%) were assessed approximately two years after

treatment for clinician-rated and self-rated depression (14 from the behavioural
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bibliotherapy condition and 16 from the cognitive bibliotherapy condition).
Follow-up results revealed most participants (77%) had not received other
treatment, most (73%) felt their level of depression had decreased, and over
half (53%) had re-read at least parts of their assigned book during the two-year
interval. The results provided further support for the use of structured

bibliotherapy as a treatment adjunct or alternative.

Smith et al. (1997) investigated the durability of long-term maintenance of
cognitive bibliotherapy for 72 older adults with mild-to-moderate depression,
in a three-year follow-up of participants in the Scogin, Jamison et al. (1990)
study. The results indicated statistically significant improvements in depression
scores after bibliotherapy treatment. The outcomes indicate that not only can
cognitive bibliotherapy be an effective treatment for mild-to-moderate
depression in older adults but treatment gains can be maintained at three-year

follow-up.

A randomised controlled trial was conducted by Kaldo (2007) using a self-help
book with weekly therapist contact to reduce distress. Participants who
received a CBT self-help book, supplemented with seven weekly telephone
calls, improved to a greater extent than participants in a waiting list control
group. Improvements in distress were observed, and the positive results were

maintained up to one year after treatment.

In Thailand, the Thai National Statistics Organisation (2006b) conducted a

study of the reading behaviour of Thai people, including academic books,
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newspapers, cartoons, and internet resources. The findings showed that
children (6-14 years) had the highest rate (87.7%) of reading, adolescents (15—
24 years) the second highest rate (83.1%), followed by adults (25-59 years)
(65.0%) and older adults (60 years upwards) (37.4%). The results also showed
a higher rate of reading in Thai people in 2006 compared with 2004, the
previous study year. The difference in reading rates was attributed to study
participants favouring listening to the radio for information and watching
television instead of reading books. These findings differed from the reading
behaviours of Australians in the 2006 ABS Adult Literacy and Life Skills
Survey. The study found that 61% of respondents aged over 15 years regarded
reading as a favourite activity, with females (73%) being more likely than
males (50%) to consider reading a favourite pastime. Seventy-seven percent
indicated they read newspapers, 58% read magazines and 48% read books at
least once a week. Furthermore, respondent in the 45-64 years age group, and
those with university or higher qualifications, were more likely to read on a

frequent basis (Australian Bureau of Statistics, 2008).

In Thailand, a small quantity of self-help materials for depression have been
provided in a variety of ways: pocket books purchased from book stores,
depression handbooks for the general population to encourage self-care for
themselves and family members, and a booklet on the principles of depression.
Online self-help depression web sites (beyond bluethai.com and suicidethai.
com) have also been established for the general population. Almost all of these

resources have been provided by the Mental Health Department, Public Health
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Ministry of Thailand.’> However, none of these materials are presented in self-
help bibliotherapy form for individuals with depression, and none have been
evaluated in randomised controlled trials. To date, only five published
bibliotherapy studies have been undertaken in Thailand: (i) Choonam (1998)
used bibliotherapy to improve self-perception in elementary school students
with chronic illness. (ii) Siricharoenwong (1989) evaluated the effect of
bibliotherapy in reducing separation anxiety from primary caregivers in
hospitalised preschool students. (iii) Pornchaikate (1991) used bibliotherapy to
improve self-esteem in school children who had severe physical disabilities
that affected their mobility. (iv) Padee (1994) examined the effect of
bibliotherapy in reducing anxiety and depression in patients with cancer. (v)
Sainamparn (2003) compared the effects of different methods of bibliotherapy
on the self-esteem of children with physical disabilities that affected their
mobility in a home for disabled children. Overall, the five studies found
bibliotherapy was a useful approach for improving self-perception (Choonam,
1998), reducing separation anxiety (Siricharoenwong, 1989), enhancing self-
esteem (Pornchaikate, 1991; Sainamparn, 2003), and lowering anxiety and
depression (Padee, 1994). The present study is the first randomised controlled
trial to examine the effectiveness of a CBB self-help intervention programme

in individuals with moderate depression in Thailand.

34 SUMMARY
A wide range of intervention modalities are used in the treatment of

depression. However, a combination of pharmacological and psychosocial

> This is the principal government organisation for mental health promotion.
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intervention is the most effective treatment for depression. CBT focuses on
changing cognitions and behaviour directly, and can be used to prevent relapse
in depression. Bibliotherapy is an effective therapeutic approach for people
with moderate depression. While most bibliotherapy studies have been carried
out in developed countries, few have been undertaken in Thailand, and, of

these, only one has focused on people with depression.

Individuals with depression report more psychological distress than non-
depressed people. It is important, therefore, in evaluating the usefulness of a
CBT based self-help manual to examine how effective it is in reducing
depression and psychological distress. Furthermore, there is growing
recognition in studies of the importance of incorporating the concept of
resilience when facing adversity and having a positive outlook in difficult
circumstances such as depression, and this is considered in the following

chapter.
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CHAPTER FOUR

THE CONCEPT OF RESILIENCE

4.1 INTRODUCTION

This chapter presents a review of selected literature about the concept of
resilience. The review begins with an overview of the resilience concept,
followed by an exploration of the concept and the factors that enhance
resilience. Finally, an examination is presented of the evidence base for

promoting resilience in people with depression.

42 OVERVIEW

4.2.1 Defining Resilience

A review of resilience literature highlights that the concept has been conceived
in different ways because the outcomes and their commonly accepted causes
are defined in terms of risk or adversity (Kumper, 1999). Resilience is broadly
defined as positive adjustment in the face of adversity or recovery from
significant disturbance (Haase, 2009; Masten, 2007). Numerous definitions of
resilience can be found in the literature, encompassing overcoming life
adversities, recovering from trauma following adverse events, and overcoming

life transitions in a competent manner.

The term ranges from a summative measure of successful adaptation despite
adversity to a psychological attribute of varying efficacy (Friend, 2007).
Resilience is a multidimensional construct relating to exposure and positive

adjustment to adversity. Adversity refers to any risks associated with negative
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life events that are related to adjustment difficulties (Luthar & Cicchetti, 2000).
Resilience is the ability to bounce back after significant adversity and risk
(Presbury, Echterling, & McKee, 2008). Haase (2009) defined resilience as the
process of identifying resources and strengths to manage stressors flexibly to
gain a positive adjustment in the face of adversity. These definitions of
resilience are based on an expectation of successful or problematic adjustment

in response to risk factors (Schoon, 2006).

In psychology, resilience is the positive capacity of people to cope with stress
and catastrophe. It is also used to indicate a characteristic of resistance to future
negative events. In this case “resilience” corresponds to cumulative “protective
factors” and is used in opposition to cumulative “risk factors” (Bonanno,
Galea, Bucciareli, & Vlahov, 2007). Luthar, Cicchetti, and Becker (2000) also
defined resilience as a dynamic process where individuals exhibit positive
behavioural adaptation when they encounter significant adversity or trauma.
Moreover, Tusaie (2004) denoted resilience as a combination of abilities and
characteristics that interact dynamically to allow an individual to bounce back,
cope successfully, and function above the norm in spite of significant stress or

adversity.

4.2.2 Concept of Resilience

There is widespread agreement that because of the complexity of resilience, it
is a complex, multidimensional construct. There is little consensus in the
research literature about terminology, characteristics, or boundaries of

resilience (Haase, 2009; Luthar & Cicchetti, 2000). However, resilience is
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becoming an increasingly popular concept to be adopted in the preventive field

(Kumper, 1999).

The concept of resilience has compelling history in psychology and psychiatry.
It began with observations of children who were functioning well despite
obvious risk factors in their background (Brom & Kleber, 2008). Resilience
theory began with research on children in high-risk situations (Greene, 2007).
Gallopin (2006) expands the discussion on resilience in ecology by viewing
resilience as the capacity of a system to respond. The capacity to respond is the
system’s ability to adapt to adversity, take advantage of opportunity, and cope

with the consequence of the change.

Positive psychology is a recent conceptual shift that reflects a change from
focusing on studying deficits and disorders to exploring human strengths,
positive experience, and resilience (Presbury et al., 2008). The concept of
resilience is deeply enmeshed with the related concepts of risk, stress adversity,
and coping (Rayner & Montague, 1999). Resilience is thought to be effective
in alleviating distress and promoting well-being at the individual, family, and
community levels, and mental health professionals are increasingly using it to
expand the effectiveness of treatment (Greene, 2007). Resilience is not a
permanent, persistent, state of affairs. The success or otherwise of a person’s
life cannot be accurately assessed once and for all. The key elements of a
definition of resilience are exposure to risk, adversity or stress, maintenance of
competencies through coping strategies, and successful adaptation or recovery

in the face of exposure to risk (Rayner & Montague, 1999).
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The study of resilience has expanded significantly over the past 20 years
(Goldstein & Brooks, 2005; Rutter, 2001). Resilience embraces the ability of
the person to deal more effectively with everyday challenges and to bounce
back from disappointment, adversity, and trauma. Problem-solving and
decision-making skills are basic components of a resilient mindset, for
reinforcing a sense of control (Goldstein & Brooks, 2005) and mastery (Brooks
& Goldstein, 2001). Mental health professionals who use risk and resilience
practice strategies often build on other frames of reference to avoid or
minimise risks and to foster people’s growth and healing processes (Greene,

2007).

A resilience approach recognises and builds on strengths and strategies among
high-risk populations for managing their lives and avoiding crises (Gonzalez,
2007). Instead of pathologising individuals and populations at risk, a resilience
approach aims to provide an overarching framework for conceptualising social
problems, intervention strategies and practice. The framework entails
emphasising strengths, such as academic attainment, school motivation, and the
hopes and aspirations of less privileged parents for their children’s welfare and

future development (Lurie & Monahan, 2001).

Broadly, the concept includes four major components (Bernard, 2004). First,
social competence involving the overall positive adaptation, characteristics,
skills, and attitudes essential to forming relationships and positive attachment
to others. Second, problem solving involving the ability to plan, think

critically, and develop insight. Third, autonomy, including the development of
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sense of self, identity, independence, and power. Fourth, a sense of purpose,

including having goals, direction, optimism, and a sense of meaning.

Resilience is a very broad concept that refers to the capacity of mechanisms or
systems to withstand or recover from significant disturbances. The concept is
contextual in multiple ways. Judgements about adversity or risk refer directly
to the events, or context, of risk or adversity exposure. Isolated adverse
experiences have a different significance for resilience than the same
experiences taking place in the midst of many other negative experiences
(Riley & Masten, 2005). Moreover, resilience is explicitly inferential; in that
two conditions are required to describe resilience in an individual’s life: (a) that
significant adversity or threat to adaptation or development has occurred, and
(b) that functioning or development is enabled, either because adequate
adaptation is sustained over a period of adversity, or because recovery to

adequate functioning is not observed (Riley & Masten, 2005).

In developmental research, resilience usually refers to positive adaptation
during or following exposure to adversity that has the potential to harm
development. Most developmental research has focused on resilience in
individuals, although the concept can also be applied to the systems in which
individual development is embedded, such as families (Patterson, 2002),
classrooms, or schools (Masten, 2007). Two key judgements must be made:
one concerns adaptive behaviour or development, and the other concerns the

risk or threat to development (Masten, 2007).
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Luthar et al. (2000) claimed resilience refers to a dynamic process
encompassing positive adaptation in the context of significant adversity. There
is confusion, however, regarding the conceptualisation of resilience as a
personal trait versus a dynamic process. Originally, resilience was referred to
as a personality trait, whereas over the past decade or two resilience has been
redefined as dynamic, modifiable process. Resilience researchers have also
conceptualised differently the connection between conditions of risk and
manifest competence. It is widely recognised that positive adjustment in the
face of adversity is dependent on the person-environment interaction that
brings about adaptation, and resilience has been described as a dynamic

process (Luthar & Cicchetti, 2000).

Resilience research has always had a pragmatic mission: to learn better ways of
preventing psychopathology, and to promote healthy development in children
at risk of problems. The combined influence of this approach over the past
three decades has revolutionised the models for intervention, bringing positive
development and strength-based models into much greater prominence (Luthar
& Cicchetti, 2000; Masten, 2007). Resilience research increasingly comprises
intervention studies based on resilience frameworks that aim to help young

people and to test resilience theories simultaneously (Masten, 2007).

Rutter (2001) claimed that the concept of resilience refers to the phenomenon
of overcoming stress or adversity, and achieving a relatively good outcome,
despite the experience of a situation. The awareness that this is so has led to the

concept of resilience meaning the phenomenon that some individuals have a
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relatively good outcome despite suffering risk experiences that would be
expected to bring about serious sequelae (Rutter, 2007). Three considerations
shape studies of resilience. First, overcoming stress or adversity may depend
on experiences following the risk exposure. Resilience cannot be reduced to
what is involved in the chemistry of the moment of exposure. Second,
resilience cannot be equated with individual psychological traits, however
conceptualised. It involves an inference based on findings concerning
individual differences in response to stress or adversity. Resilience is not, and
cannot be, an observed trait. People may be more resilient in some situations
than others (Rutter, 2007). Third, the mediating mechanisms giving rise to
resilience might be in personal agency or coping strategies, that is, what
individuals do in order to deal with the challenges they face. These
considerations mean attention needs to be paid to mental operations as well as
to individual traits or experiences. In many respects, potentially the most
important aspect of the shift from risk or protective concepts to resilience is
that it requires a move from variables to processes or mechanisms (Rutter,

2007).

Resilience is not a general quality that represents an individual trait. Research
needs to focus on the processes underlying individual differences in response
to environmental hazards, rather than resilience as an abstract entity (Rutter,
2006). Because resilience in adulthood adversities may stem from positive
childhood experiences, a lifespan approach is needed to study the concept.
Furthermore, in light of the importance of gene—environment interactions in

resilience, a wide range of research strategies, spanning psychosocial and
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biological methods, are needed (Rutter, 2006). Rutter (2006, p.1) claimed that

five main conclusions can be made about resilience from research evidence to

date:
(1) resistance to hazards may derive from controlled exposure to risk, (2)
resistance may derive from traits or circumstances that are without major
effects in the absence of the relevant environmental hazards, (3)
resistance may derive from physiological or psychological coping
processes rather than external risk or protective factors, (4) delayed
recovery may derive from “turning point” experiences in adult life, and
(5) resilience may be constrained by biological programming or

damaging effects of stress/adversity on neural structures.

Psychological concepts associated with resilience have been more widely
studied than physiological concepts. Concepts such as self-esteem, self-
perception, personality, temperament, intellect, coping, and problem-solving
skills are just a few of the psychological concepts that have been studied in

relation to resilience (Haase, 2009).

4.2.3 Factors Influencing Resilience

Although resilience is usually thought to be attributable to individual
characteristics, research is increasingly demonstrating that the social context
may be a better predictor of resilience (Sameroff & Rosenblum, 2006). There
are three protective factors that influence resilience: (1) personal attributes,
including positive self-concept; (2) family interactions, such as having close

bonds with at least one family member or an emotionally stable parent; and (3)
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community support, such as receiving support or counsel from peers (Werner,
1995). Adaptive functioning in the face of adversity is not only dependent on
the characteristics of the individual, but is greatly influenced by processes and

interactions arising from the family and the wider environment (Schoon, 2006).

4.2.3.1 Cultural identification

A high level of cultural identification can be a positive resilience factor. When
the family has a high level of cultural identification, it means the family is
functioning in a cultural context where its members are meeting cultural
demands successfully. They are being strongly reinforced by the culture in
ways that are meaningful to family members (Kaplan, 1999). Protective factors
are often rooted in culture. Cultural traditions, religious rituals and ceremonies,
and community support services provide a wide variety of protective functions;
these have not been studied extensively in resilience research. Moreover, a full
understanding of resilience needs to include consideration of cultural
differences (Haase, 2009). There may be culturally specific traditions, beliefs,
or support systems that function to protect individuals, families, and
communities functioning in the context of adversity in those cultures (Wright

& Masten, 2005).

4.2.3.2 Social support and interpersonal relationship

Social support is one of the factors that helps predict individual resilience. In
studies with children, the presence of at least one healthy attachment to a
significant adult is omnipresent when resilience is identified (Luthar et al.,

2000; Ramirez, 2007). For adults, social support and meaningful relationships
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with at least one peer or family member is consistent with positive resilient
outcomes. These key relationships provide opportunities for communication
and support (Earvolino-Ramirez, 2007). King, King, Fairbank, Keane, and
Adams (1998), used structural equation modelling to study resilience in 1,632
Vietnam War veterans. They examined the relationships among several war
zone stressor dimensions, resilience-recovery factors, and post-traumatic stress
disorder symptoms. The modelling supported strong mediation effects for the
intrapersonal resource characteristic of hardiness, post-war structural and
functional social support, and additional negative life events in the post-war
period. Support for moderator effects or buffering in terms of interactions

between war zone stressor level and resilience-recovery factors was minimal.

4.2.4 Four Main Waves of Resilience Research

The study of resilience has presented in four major waves of research over the
past three decades. The first wave was characterised by studies concentrating
on phenomenological identification, along with basic concepts and
methodologies, and on protective factors that affected the individual. The
second wave portrayed resilience as a dynamic, positive adaptation in the face
of adversity or risk. The third wave exemplified the postmodern and
multidisciplinary view of resilience, as a force that drives a person to grow
through adversity, based on a philosophy of spirituality and creativity. The
application of resilience, using an educational and practical framework,
provides a means for connecting with and nurturing a person’s resilience. The
process is focused on preventive interventions that are directed at changing

developmental pathways (Greene, 2007; Richardson, 2002; Wright & Masten,
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2005). The fourth wave was characterised by a focus on multilevel analysis and
the dynamics of adaptation and change research. It is only when risk, assets,
vulnerabilities, and protections can be mapped and measured effectively at
multiple levels, and statistical tools are at hand to address complex dynamics,
that it becomes feasible to study the processes of resilience in human
development. As a system perspective on resilience grows stronger, attention

has shifted to multilevel dynamics (Masten, 2007).

4.2.5 Resilience-based Prevention and Promotion

As the fourth wave of interest in multiple levels of analysis grows, resilience is
being increasingly incorporated in preventive interventions, and is assessed in
behaviour observed in ecologically meaningful contexts (such as the
classroom), cognitive performance on laboratory tasks, brain function observed
in images, and psychophysiological responses (Masten, 2007). Empirical
evidence from resilience research can inform and guide the development of
effective interventions for different at-risk populations, to address issues
related to risk factors and psychosocial resources, as well as risk and protective
processes. Where risk factors are difficult to identify and/or eliminate,
intervention strategies should aim to increase available psychosocial assets and
to develop and strengthen protective processes. The application of the
resilience paradigm within the design of intervention programmes can help to
reduce the impact of adverse experiences (Schoon, 2006). By studying
resilience and exploring the possibilities of resilience-based interventions,
practitioners from many fields can capitalise on unique opportunities for

promoting positive adaptation, including the promotion of secure attachments
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in infancy, enhancement of significant relations, development of competencies,
and problem-solving skills, and encouragement of a capacity to discover a
meaning in life (Earvolino-Ramirez, 2007; Rayner & Montague, 1999). To
illustrate, Dishion and Connell (2006) conducted a study that focused on the
concept of self-regulation as a measure of resilience in children and
adolescents. Their findings suggest measurement of self-regulation might
moderate adolescent antisocial behaviour as well as adolescent depression, and

the measure is a promising index of adolescent resilience.

Resilience has been measured in many ways, including academic achievement
and motivation, psychological adjustment, self-processes and identity
development, and overall physical well-being (Freeman, Leonard, & Lipari,
2007). Much of the research and literature in the area of building resilience in
adolescents is based on an ecological systems framework. The majority of
extant literature highlights three prerequisites for schools to foster resilience:
caring relationships, opportunities to participate and contribute, and positive
high expectations for all students, all of which underline students’ sense of

belonging and overall need for self-determination (Freeman et al., 2007).

Effective interventions to enhance individuals’ resilience are based on the
belief that people can effect positive change when they are able to ascribe new,
more positive meanings to adverse events, and draw on environmental
resources to reduce the negative effects of the aftermath of adversity (Greene &
Armenta, 2007). For instance, a pilot randomised controlled study by

Steinhardt & Dolbier (2008 ) examined the effectiveness of a four-week
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resilience intervention programme designed to enhance resilience, coping
strategies, and protective factors, and to decrease symptomatology during a
period of increased academic stress. Analysis indicated the experimental group
had significantly higher resilience scores, more effective coping strategies,
higher scores on protective factors, and lower scores on symptomatology (i.e.,
depressive symptoms, negative affect, and perceived stress) after the
intervention than the waiting list control group. The findings suggest resilience
programmes may be useful for stress management and stress prevention among

college students.

4.3 RESILIENCE AND DEPRESSION

Increasing support for the resilience paradigm, which provides a new
perspective on how children and adults bounce back from stress, trauma, and
risk in their lives, is emerging from the fields of psychiatry, psychology, and
sociology (Henderson & Milstein, 2003). Resilience research has focused on
the innate characteristics that contribute to positive development in the face of
adversity, and on the institutional and environmental support structures that
strengthen resilience (Friend, 2007). Resilience research is contributing to a
philosophical shift from a pathology-based medical model of human
development to a proactive wellness-based model, which focuses on the
emergence of competence, empowerment, and self-efficacy (Henderson &

Milstein, 2003).

Research into resilience places emphasis on identifying risk and protective

factors and processes and trying to understand how they interact and influence
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an individual’s capacity to cope with particular combinations of stress and
difficult life circumstances (Rayner & Montague, 1999). There is value in
conducting research on resilience at different points in human development.
For instance, research-based understanding of resilience can allow GPs to
capitalise on periods of developmental changes as unique opportunities for

promoting positive adaptation (Luthar et al., 2000).

Historically, most resilience research in children and adolescents has been
characterised by attributes usually identified as positive (Haase, 2009).
Because almost all the resilience research to date has focused on children and
adolescents, an understanding of how adults exposed to personal and work-
related stress bounce back is only just emerging (Henderson & Milstein, 2003).
Resilience research is concerned with the conceptual differences between
contemporary studies on resilience in children compared with resilience in
adults. In studies with children, researchers usually consider behavioural
competence, academic performances and general well-being behaviours. In
adults, conversely, the focus is on the individual’s emotional, well-being,
happiness, and the absence of psychological distress (Luthar, Sawyer, &

Brown, 2006).

Resilience has been studied particularly in relation to transitions in periods of
great stress. Developmental transitions include school entry, detachment from
parents during adolescence, and childbearing. Most study on resilience is

contained in two bodies of literature about basic elements of human
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experiences: (1) the psychological aspect of coping, and (2) the physiological

aspect of stress (Tusaie, 2004).

Several studies have affirmed the association between positive emotion and
resilience (Ong, Bergeman, Bisconti, & Wallace, 2006). In examining the role
positive emotion plays in resilience, Ong et al. (2006) carried out a study to
investigate the functional role of psychological resilience and positive
emotions in the stress process, in 226 bereaved widows, in Northern Indiana.
The findings indicated that differences in psychological resilience accounted
for meaningful variations in daily emotional response to stress. Positive
emotion in resilient people functions as a protective factor to moderate the
magnitude of adversity they experience and to assist them to cope better in the
future (Tugade, Fredrickson, & Barrett, 2004). This was highlighted in a study
by Fredrickson et al. (2003) who suggested that positive emotions are active
elements in resilience. By examining people’s emotional responses to the
September 11™ terrorist attacks in the USA, they suggested positive emotions
were critical elements in resilience and acted as a mediator that buffered people
from depression following the crisis. Furthermore, multivariate analyses
indicated that the prevalence of resilience was uniquely predicted by
participant gender, age, race/ethnicity, education, level of trauma exposure,
income change, social support, frequency of chronic disease, and recent and

past life stressors.

Humphreys (2003) examined individual psychological processes in women

living in sheltered accommaodation for ‘battered” women. The results indicated
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resilience is a pattern of successful outcomes in individuals despite challenging
or threatening circumstances, and women who had higher levels of resilience
reported significantly fewer symptoms of physical and psychological distress.
Furthermore, Wagnild (2003) compared the relationship of resilience and risk
factors in low and high income older adults. The author found individuals with
lower incomes may be less likely to achieve successful ageing because of a
higher prevalence of health risk factors compared to their higher income
counterparts. Wagnild concluded resilience seems to be positively associated

with indicators of successful ageing, regardless of income.

In Thailand, few studies have been undertaken into resilience. Three studies on
resilience have been carried out to examine three types of resilience
measurements. First, a study by Chowsilpa (2003) to examine the reliability of
the State-Trait Resilience Inventory among undergraduate students at Chiang
Mai University. The results highlighted the feasibility and acceptability of the
modified version among adolescents in Thailand. Another study was conducted
to examine modifications to and translation of the Thai version of the Youth
Risk Behavior Survey (Nintachan & Moon, 2007). The results showed the Thai
version of the instrument has good semantic, content, and conceptual
equivalence as well as feasibility and acceptability. Furthermore, Takviriyanun
(2008) developed and tested the Resilience Factors Scale for Thai adolescents.
The results showed this scale has good psychometric properties and is an
objective tool for assessing resilience in Thai adolescents. Moreover, the
Mental Health Department, Public Health Ministry incorporated resilience

promotion in a national suicide prevention project, targeting primary health
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care units and schools. The resilience promotion package comprised 12
modules about significant life skill scenarios (e.g., self-esteem, conflict
management, expression of feelings, optimism, and communication). The
project is ongoing and it has not Dbeen formally evaluated

(Tuntipiwathanasakul, 2008).

4.4 SUMMARY

Resilience is an individual psychological characteristic that strengthens
individuals’ capacity to face adversity and to have a positive outlook in the
face of difficult circumstances such as depression. There is growing interest in
incorporating the concept of resilience in educational programmes to promote
mental health and enhance individuals’ capacity to cope with a range of mental
health problems and illnesses. Most resilience strengthening studies in
depression have been conducted in developed countries. While a few Thai
studies have focused on developing resilience in the mental health field, only
one has applied the concept to the prevention of suicide, and none have
specifically concentrated on promoting resilience in adults with moderate

depression.
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CHAPTER FIVE

DESIGN AND METHODS OF THE STUDY

5.1 INTRODUCTION

This chapter presents the design and methods of study. It begins by outlining
the conceptual framework and research design, then the setting for the study,
selection and recruitment of participants, and the number and type of
participants are provided. This is followed by a summary of the data collection
instruments, procedures and data collection. Finally, the rigour of the study,

ethical considerations, and data analysis are presented.

5.2 CONCEPTUAL FRAMEWORK FOR THE STUDY

According to Beck et al. (1979), the cognitive model postulates three specific
psychological concepts to explain depression: (1) the cognitive triad, which
comprises three major cognitive patterns that induce individuals to regard
themselves, their future, and their experiences in an idiosyncratic manner; (2)
schemas, which are activated in a specific situation and directly determine how
the person responds; and (3) faulty information processing in the way the
person with depression thinks helps to maintain negative beliefs, despite
evidence to the contrary. The model proposes that early experiences provide
the basis for forming negative concepts about one’s self, the future, and the
external world. In response to traumatic situations, the way depression prone
people think becomes markedly constricted and negative ideas develop about

every aspect of their lives.’

® See Chapter 2, Section 2.2.3.2: Psychosocial factors: cognitive theories.
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The term resilience refers to the phenomenon of overcoming stress or adversity
in order to achieve relatively good outcomes, despite the seriousness of
situations. It is evident that the ability to overcome stress or adversity may
depend on experiences following the risk exposure; this indicates that a
lifespan perspective is necessary. Resilience cannot be reduced to what is
involved in the chemistry of the moment of exposure, nor equated with
individual psychological traits, however conceptualised. The mediating
mechanisms giving rise to resilience might be in personal agency, or coping
strategies, that is, what individuals do in order to deal with the challenges they

face’ (Rutter, 2007).

In response to the increasing prevalence of depressive disorders and related
symptomatology, a number of treatments have been developed. The most
successful to date are cognitive behavioural treatments, which are supported as
effective by several evidence-based systematic reviews (Jorm et al., 2002).
Cognitive behavioural therapy (CBT) aims to change distorted thoughts and
dysfunctional behaviours. The most common therapeutic intervention used in
self-help book form is based on CBT.® Cognitive behavioural bibliotherapy
(CBB) can be an effective treatment for mild-to-moderate depression in adults
(Scogin et al., 1989). In the treatment of depression, bibliotherapy aims to help
individuals identify their distorted and depressed thinking and learn more
realistic ways to frame their experiences by reading and conducting exercises
that are completed at home with minimal or no supervision from a therapist. It

involves engaging individuals in monitoring and increasing their activity

’ See Chapter 4, Section 4.2.2: Concept of resilience
® See Chapter 3, Section 3.3.2: Self-help intervention
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levels. The purpose of bibliotherapy is to (a) provide information, (b) generate
insight, (c) stimulate discussion, (d) create awareness of others’ problems, (e)
provide solutions to the problems, and (f) troubleshoot problems after finishing

using bibliotherapy® (Pantalon et al., 1995).

5.3 RESEARCH DESIGN

A randomised controlled trial (RCT) design was used in the present study.
RCTs are the most powerful designs for testing hypotheses of cause-and-effect
relationships. There are three key properties of a RCT: control, randomisation,
and manipulation. Adhering to these properties enables researchers to rule out
other phenomena and, in doing so, enhances the design for assessing cause-
and-effect relationships (Whittemore & Grey, 2006). The first property is
control; RCTs contain strategies for improving the internal validity of studies
and, thus, strengthening the quality of evidence (Polit & Beck, 2006). Control
is used in two rather different ways: first, as a standard for comparison, and
second, as a way of reducing variability. Control is essentially a way of
establishing that two individuals (or groups or conditions) are identical except
for the variable of interest (McBurney & White, 2007). The second property is
randomisation, known as random assignment, or random allocation. The
allocation of subjects to conditions is random when each subject has an equal
and independent chance of being assigned to any particular group in the study
(Macnee & McCabe, 2008; McBurney & White, 2007; Polit & Beck, 2006).
Because the bias is evenly distributed among the different groups, bias will not

unduly affect the outcomes of the study (Macnee & McCabe, 2008). In

% See Chapter 3, Section 3.3.3.2: Goals of bibliotherapy
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experimental studies in which a control group is used, participants are randomly
selected for the study and then randomly assigned to either an intervention group or
a control group (N. Burns & Grove, 2005). The third property is manipulation. In
experiments involving manipulation, the researcher manipulates the
independent variable by introducing a treatment or intervention. The
independent variable might be a teaching plan, a treatment programme or a
medication and must be clearly defined. It is the effect of this manipulation that
IS measured to determine the result of the experimental treatment on the

dependent variable (Polit & Beck, 2006; Whittemore & Grey, 2006).

This doctoral study is a subset of a larger study. The aims of the larger study were
to compare the effectiveness of a CBB self-help intervention programme with the
standard approach to promoting resilience, reducing depression and psychological
distress in individuals with moderate depression and their caregivers. In light of the
nature of the study, and in order to meet ethical obligations, a waiting list control
group was used. First, the control group continued to receive the standard approach
to the care and treatment of recipients and caregivers, plus a short weekly telephone
call lasting approximately 5 minutes, while the intervention group received the
CBB self-help intervention programme as well as the standard treatment and the
short weekly telephone call. Second, once data collection for the intervention group
was completed, the waiting list control group was then given the CBB self-help
intervention programme. The larger study used a quasi-experimental design,
incorporating a pretest—post-test design, with individuals who had depression and
their primary caregivers. The design followed the Consolidated Standards for

Reporting of Trials (CONSORT) guidelines for conducting RCTs. The guidelines
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provide an evidence-based, minimum set of recommendations for reporting RCTSs.
They provide a standard way for researchers to prepare reports of trial findings,
enable complete and transparent reporting, and facilitate critical appraisal and
interpretation of studies. The CONSORT Statement comprises a 22-item checklist
and a flow diagram, as well as some brief descriptive text (Appendix A.). The
checklist items focus on reporting how the trial was designed, analysed, and
interpreted, while the flow diagram displays the progress of all participants through

the study.

As indicated earlier, this doctoral study is a subset of larger quasi-experimental
study. Hereafter, the primary focus of this thesis report is the individuals diagnosed
with moderate depression who were randomly allocated to either the intervention or
the control group, as outlined in Figure 5.1. The intervention group worked through
the CBB self-help intervention programme in addition to receiving the standard
approach to care and treatment for people with moderate depression and the short
weekly telephone call (lasting approximately 5 minutes). At the same time, the
control group continued to receive the standard approach to care and treatment for
moderate depression at the outpatient department, Suan Prung Psychiatric Hospital
and the short weekly telephone call. The standard approach to care and treatment
comprised pharmacological and basic psychological treatment. The short
telephone call focused on answering questions and providing brief support. In
addition, the intervention group participants were given basic coaching about

using the manual.
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Of the 438 people with depression, approximately 120 were
diagnosed with moderate depression.

Assessed for eligibility

(n=79)
Excluded (n=23)
18 did not meet inclusion criteria
5 refused to participate
—1

Random allocation (n=56)
(Randomly assigned to intervention or control group)

| |
Control group Intervention group
(n=29) (n=27)

Received standard A Received standard A
approach to care and approach to care and
treatment for 8 weeks treatment, plus CBB self-

help programme for 8
weeks
I b |
Assessment time N Assessment time
Week 0: n=29 Week 0: n=27
Week 8: n=28 Week 8: n=26
Week 12: n=28 Week 12: n=26
- N\ /

n=28 in analysis n=26 in analysis
(n=1 excluded) (n=1 excluded)

Figure 5.1: CONSORT diagram illustrating the flow of participants in the

study
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54 METHODS OF STUDY
5.4.1 Setting for the Study

The study was carried out at participants’ homes in Chiang Mai province in
northern Thailand. Participants, who were outpatients, were recruited through the
outpatient department at Suan Prung Psychiatric Hospital in Chiang Mai city. Suan
Prung Psychiatric Hospital is the only large public psychiatric hospital in the
northern region of Thailand.'® The hospital provides tertiary care for people
with mental illness throughout the region. Chiang Mai, the largest province in
the northern region, accounts for the highest proportion (63.31%) of psychiatric
outpatient appointments at the hospital (Suan Prung Psychiatric Hospital,

2007).

5.4.2 Selection and Recruitment of Participants

Probability sampling was used in the study. The recruitment process for prospective

participants with depression was as follows:

1. Initially, mental health staff at the outpatient department gave prospective
participants brief information about the study. In order to minimise risk,
the staff screened prospective participants for signs of relapse and suicidal
thoughts/intent. If the staff considered prospective participants were
relapsing and/or expressing suicidal thoughts/intent, they were not
permitted to take part in the study. Once staff were satisfied prospective
participants were not at risk of relapse and/or expressing suicidal

thoughts/intent, and had expressed interest in taking part in the study, they

19 In the northern region there are several other small psychiatric hospitals and mental health
service centres operated by the Department of Mental Health, and psychiatric wards in
general hospitals.
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were referred to the researcher, who was present at the screening area in
the outpatient department.

2. The researcher gave prospective participants an informal explanation
about the study and answered their questions at the screening point area at
the outpatient department.

3. After ascertaining if they met the inclusion criteria for the study,
prospective participants who continued to express interest in taking part
were given a more detailed explanation about the study by the researcher, in a
private room at the outpatient department. The explanation included
information about the purpose, procedure, confidentiality, and usefulness
of the study, their rights as participants, and the conditions of consent in
the study. Prospective participants were also given a copy of the plain
language statement (Information letter) (See Appendix B. for English and
Thai versions), prior to giving written consent to participate in the study
(See Appendix C. for English and Thai versions). They were able to have
their questions answered to their satisfaction, and could ask questions at

any stage throughout their participation in the study.

The following inclusion and exclusion criteria were used in the study:
Inclusion criteria:

e being a Thai individual who is diagnosed with a moderate episode of
depression (F32.1), according to the ICD-10 classification (World Health
Organization, 1993);

e receiving treatment for moderate depression at the outpatient department,

Suan Prung Psychiatric Hospital,
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¢ live in Chiang Mai province;
e aged between 18-60 years;
e able to read and write Thai;
¢ have no previous history of developmental disability or psychosis; and
e have a working telephone at home.
Exclusion criteria:
Before entry to the study:
e undergoing relapse of depression; and/or
e currently experiencing suicidal thoughts/intent.
During the study:
e undergoing relapse of depression; and/or

o exhibiting suicidal thoughts/intent.

5.4.3 Number and Type of Participants

5.4.3.1 Sample size

Probability sampling was used in the study. A power analysis was carried out using
SPSS Sample Power method for calculating power. To allow for some attrition, a
sample size of 56 participants was recruited and 54 completed the study. The
sample of 54 was consistent with a power analysis at the .05 level, a power of .80,
and a confidence interval of 95% (Munro, 2005). Meta-analyses of CBB for
depression (pretest—post-test control group design) indicated an effect size of .77
(Gregory et al., 2004). Thus, an effect size of .80 was considered the most

appropriate estimate for the present study.

5.4.3.2 Randomisation
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Fifty-four participants were randomly assigned to either the intervention or the
control group by means of independent random allocation, using a table of random
numbers (Appendix D). This process was carried out by a second researcher who
was not directly involved in the recruitment process for the study. The activity of
randomly assigning participants ensured each had an equal chance of being

assigned to either the intervention or control group (Altman et al., 2001).

54.4 Procedures and Data Collection

It is essential to link CBB with positive outcomes to establish the value of the
modality as an effective clinical intervention for people with moderate depression.
CBB has been shown to enhance participants’ responsibility in treatment and helps
control some of their symptoms of depression (Floyd, 2003). An 8-week CBB self-
help bibliotherapy manual was used in the present study, incorporating the Good
Mood Guide: A self-help manual for depression (Phipps et al., 2004), which was

developed by Lifeline South Coast (NSW).

Permission was obtained from Lifeline South Coast (NSW) to use the manual and
to translate it into a Thai version (see Appendix E for letter of permission). The
programme was designed as a self-help manual and workbook for recovery from
depression. The manual was based on established principles of CBT and self-help
techniques and practices, ™' and had eight modules. Each module contained
principles and activities to be completed each week (Phipps et al., 2004). All

participants were given a short weekly telephone call from the researcher. The

' See Chapter 3, Section 3.2: Self-help intervention.
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purpose of the telephone call was to answer questions, provide brief support, and

give basic coaching for using the manual.

To ensure consistency the student researcher used the following telephone
protocol:
e Remind participants they would receive a short weekly telephone call.
e Ascertain if there are any issues the participants’ wish to discuss.
In addition, for the intervention group:
e Answer questions related to use of the manual.
e Monitor use and encourage completion of the manual.
Overall, an indirect benefit of the weekly telephone call was it may have

contributed to the high retention rate in the study.

Individuals with depression could use the programme to help them control negative
emotions and encourage them to engage in daily living activities (Phipps et al.,
2004). The usefulness of the manual, in people diagnosed with depression, has been
assessed in a randomised controlled trial by Bilich et al. (2008) in the Illawarra
region of NSW. The results of the study indicated that the self-help manual
produced significantly more favourable outcomes in the intervention than in the
control group that continued to receive routine care and treatment for their
depression'?. A summary of each module in the manual follows (Phipps et al.,

2004).

Module 1 Introduction

12 See Chapter 3, Section 3.3.3.5: Evidence base for bibliotherapy in depression.
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Provides an overview of depression and encourages readers to undertake physical

exercise. Helps individuals to assess their depression and distress levels.

Module 2 Getting started
Highlights the importance of social contact and physical activity. Individuals plan a

weekly activity schedule.

Module 3 Understand your depression

Helps individuals to understand the way they think and feel. Individuals identify
and label their automatic thoughts and then link situations and emotions to life
events.

Module 4 Learning how to change your thought pattern

Shows how to change thought patterns from negative to positive.

Module 5 Changing your behaviour
Shows how healthy living, problem solving, and social support can help overcome

depression and change behaviour.

Module 6 Moving on
Provides individuals with skills for improving sleep, and encourages them to

maintain positive thoughts, emotions and behaviours.

Module 7 Keeping your cool

Equips individuals to practise progressive muscle relaxation skills for coping with

stress, and time management.
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Module 8 Staying on track
Reinforces skills in thought challenging, changing behaviours, and learning to cope
with stressful set backs. Individuals are advised to look back over the programme

and see how much they have read and how many activities they have attempted.

The manual also contains two self-assessment measures: the adapted short version
of the Depression, Anxiety, and Stress Scale (DASS-21) (Phipps et al., 2004), and
the Kessler Psychological Distress Scale (K-10) (Kessler et al., 2002). Individuals
monitor the progress of their depression and distress with these measures, and plan

a weekly activity schedule at the end of each week (Phipps et al., 2004).

The K-10 was used as an outcome measure for psychological distress at the
three data collection points in the study. Weekly assessment using the K-10
was used to provide feedback to participant about their individual
psychological distress but not to contribute to data collection for the study. A

similar approach was taken in the Australian study.

Face-to-face instruction was given to the intervention group participants on
how to use the manual, including an overview of the manual, what they were
required to do, completion of reading and written exercises, how to manage
their time completing each module, and where to locate resources in the
manual if an emergency arose. The student researcher monitored the

participants’ completion of each module in the manual, including written
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exercises and self-assessment, through the short weekly telephone call (lasting

approximately 5 minutes).

5.4.5 Psychometric Instruments and Evaluation

Four data collection instruments were used in the study: (i) Demographic data, (ii)
Resilience Scale, (iii) Centre for Epidemiologic Studies Depression Scale, and (iv)
Kessler Psychological Distress Scale.

1. Demographic data contained nine items, including gender, age, marital
status, occupational status, education level, duration of treatment for
depression, current treatment, frequency of attendance at the outpatient
department, and frequency of home visits by clinical staff (See Appendix
F. for English and Thai versions).

2. Resilience Scale (RS) was used to measure the degree of individual
resilience (Wagnild & Young, 1993). The RS was chosen because it is a
valid and reliable instrument for measuring resilience, has been
commonly used in resilience research, but has not been used
previously in a Thai context with people who have depression. It
contains 25 items rated on a 7-point Likert scale (See Appendix G. for
English and Thai versions). Scores range from 25-175, with higher
scores reflecting higher resilience. High internal consistency has been
reported with Cronbach’s alpha coefficients of .80. Construct validity
demonstrated direct and significant correlation with self-esteem, family
supervision, life satisfaction, and social support.

3. Centre for Epidemiologic Studies Depression Scale (CES-D) was used to

measure self-reported symptoms associated with depression experienced in
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the past week (Trangkasombat, Larbboonsarp, & Havanond, 1997). The
CES-D was selected to assess depression levels because it is a valid
and reliable instrument, and has been used in depression research and
in a Thai context. It contains 20 items rated on a 4-point Likert scale (See
Appendix H. for English and Thai versions). Scores range from 0-60,
with higher scores indicating more depressive symptoms. The scale has
high internal consistency, with Cronbach’s alpha coefficients ranging from
.85 to .90 (Radloff, 1977). The Thai version has a Cronbach alpha
coefficient of .86.

Kessler Psychological Distress Scale (K-10) was used to measure non-
specific psychological distress (Kessler et al., 2002). The K-10, which is
a valid and reliable instrument, was chosen to measure psychological
distress because it has been used frequently in research in individuals
with moderate depression, and was used in the Australian study of the
self-help manual. It contains 10 items rated on a 5-point Likert scale (See
Appendix |. for English and Thai versions). The scale has moderate
internal consistency, with Cronbach’s alpha coefficients ranging from .42

to .74 (Andrews & Slade, 2001).

5.45.1 Translation of instruments and manual

The Thai version of the Centre for Epidemiologic Studies Depression Scale (CES-

D) (Trangkasombat et al., 1997) was used in the study. The other data collection

instruments (Demographic, Resilience Scale, and Kessler Psychological Distress

Scale) were translated into Thai, with permission from the authors of the RS and K-

10 scales. The researcher worked through the translation process, informed by the
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WHO World Mental Health Initiative Interview Translation Guidelines (World
Health Organization, 2003) (Appendix J.), using the following procedures:

e Forward translation by a bilingual clinical psychologist whose mother
tongue is Thai and who is very knowledgeable about American-English
culture.

e Review by expert panel comprising a psychiatrist and another clinical
psychologist to identify and resolve inadequate expression/concepts in the
translation. The researcher made amendments, as necessary.

e Back translation to English by an independent translator, whose mother
tongue is American-English and who has no knowledge of the
questionnaires.

e The researcher checked and corrected questionnaires.

e Pre-test the questionnaires on individuals with moderate depression at Suan
Prung Psychiatric Hospital, Chiang Mai, Thailand.

e Amendments made and questionnaires finalised by the researcher before
using with the research participants.

Permission was obtained from Lifeline South Coast (NSW) to use the Good Mood
Guide: A self-help manual for depression and to translate it into the Thai version.
The following process was used to translate the manual:

e Obtained written permission from the authors to use and translate the
manual.

e Used a bilingual person, whose mother tongue was Thai, to independently

translate the English version of the manual into the Thai version;
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e Used a bilingual clinician (clinical psychologist and lecturer), whose
mother tongue was American-English, to conduct a language accuracy
check and edit the Thai version of the manual.

e The researcher piloted the translated manual with four Thai individuals
with moderate depression at Suan Prung Psychiatric Hospital.

Finally, the researcher made amendments, as necessary, before using the manual

with research participants.

5.4.5.2 Pilot study

Pilot studies are defined as small-scale versions of larger proposed studies, or trial
runs of methods and measures in preparation for a major study (Beebe, 2007; Polit
& Beck, 2006). Pilot studies help researchers identify design flaws, develop data
collection, and plan the analysis. They facilitate assessment of recruitment sites and
research settings, and provide information on participant burden (N. Burns &

Grove, 2003).

In the present study, a pilot study was carried out with four individuals with
depression who met the inclusion criteria for the study. The aim of the pilot study
was to trial the protocol and the Thai version of the psychometric instruments, to
identify design problems, and to determine if the proposed study was feasible. After
the completion of the pilot study, the protocol was modified prior to use in the main

study.

5.4.5.3 Data collection in the main study
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All participants were evaluated at baseline (Week 0), at the end of the intervention
(Week 8), and four weeks after the completion of the intervention (Week 12).
Because the fieldwork was conducted in Thailand, and in light of the limited scope
of a PhD study, all data collection was conducted by the student researcher. Care
was taken, however, to ensure that the participants chose freely the response to each

questionnaire item.

5.4.6 Rigour of the Study

RCTs are considered the most reliable form of scientific evidence because they
eliminate spurious causality and bias. They are the most powerful design for
testing hypotheses of cause-and-effect relationships and are the highest level of
research evidence (Matthews, 2006). There are three key properties of RCTSs:
randomisation, control, and manipulation (Polit & Beck, 2006; Whittemore &

Grey, 2006).

Randomisation is the most effective method of controlling participant
characteristics. In the present study, random assignment was conducted to
control all possible extraneous variables. Participants were randomly assigned
to either the intervention or the control group by means of independent random
allocation, using a table of random numbers. This process was undertaken by
another researcher who was not directly involved in the recruitment process.
The activity of randomly assigning participants ensured each had an equal
chance of being assigned to either the intervention or control group (Altman et

al., 2001)
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Control procedures are used in RCTs to enhance internal validity, external
validity and strengthen the quality of the study. In the current study, the
extraneous variables were controlled by providing participants in both groups
with the standard care and treatment approach from the outpatient department,
Suan Prung Psychiatric hospital, plus short weekly telephone contact of

approximately five minutes’ duration.

Accuracy and consistency in measurement and procedures are at the heart of
successful quantitative research (Macnee & McCabe, 2008). In the current
study, manipulation of the independent variable was carried out using the self-
help manual with the intervention group with depression, and the outcomes
were then compared with the control group by measuring their resilience,

depression, and psychological distress.

Validity and reliability are important canons of rigour in quantitative research.
Validity means that the instruments are accurate and actually measure what
they are intended to measure, while reliability infers that the results are
replicable. In the present study, to enhance validity, the researcher worked
through an approved process for translating the self-help manual and
psychometric instruments, including review by an expert panel comprising a
psychiatrist and a clinical psychologist to identify and resolve translation
shortcomings. To promote reliability, the researcher piloted the translated
manual and psychometric instruments with Thai individuals with moderate
depression at Suan Prung Psychiatric Hospital, before conducting to the main

study.
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54.7 Ethical Considerations

Approval to carry out the study was given by Victoria University Human Research
Ethics Committee (see Appendix K. for approval letter) and The Institutional
Review Board Approval of the Department of Mental Health, Ministry of Public
Health, Bangkok, Thailand (see Appendix L. for approval letter). There were five
main ethical considerations in the study: informed consent; withdrawal; privacy,

confidentiality and anonymity; data storage, access and disposal; and minimising

the risk of harm.

54.7.1 Informed consent

An important procedure for safeguarding research participants and protecting their
rights to self-determination involves obtaining their voluntary, informed consent
(Polit & Beck, 2006). Initially, prospective participants with depression were given
an informal explanation about the study by the researcher. Following initial
expression of interest, eligible participants were given more information about the
study, in a private room at the outpatient department, including details about the
purpose, procedure, confidentiality, and usefulness of the study, the rights of
participants, and the conditions of consent. Intending participants were given the
opportunity to ask questions about matters they did not understand and have them
answered to their satisfaction, prior to written consent being obtained. The types of
questions intending participants asked included, for instance, “How long does it
take to read each module?”, “Can | share this manual with my relative, who is also
a person with depression?”, and “Do you want me to give the manual back to you

after completing the programme?”
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54.7.2 Withdrawal

If participants decided not to take part in, or to withdraw from the study, they were
assured it would not affect their routine treatment for depression at Suan Prung
Psychiatric Hospital. In the event, no participants withdrew from participation in

the study™®,

5.4.7.3 Confidentiality and anonymity

Participant confidentiality and anonymity was protected in the study through the use
of numerical codes. Each participant was given a code number, which was stored
separately from the data file. Only the researchers (Professor Terence McCann and

Mrs Wallapa Songprakun) had access to the names and details of participants.

5.4.7.4 Data storage, access and disposal

Consent forms and a hard copy of data were stored, according to ethical guidelines,
in a locked filing cabinet in Professor McCann’s office in the School of Nursing and
Midwifery, Victoria University. Electronic data files were stored on Professor
McCann’s computer, protected by a password known only to the investigator, who
had responsibility for security of the data. All data files, including questionnaires
and consent forms, will be stored for five years post publication and destroyed after
this time. The password protected data files will be maintained as electronic files, as

per ethical guidelines.

5.4.7.5 Minimising the risk of harm

13 See Figure 5.1: CONSORT diagram illustrating the flow of participants in the present study.
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There was a minor psychological risk to participants who may have felt
uncomfortable working through the self-help manual. While some participants with
depression may have contemplated suicide, this was unlikely to have been due to
participation in the study but from deterioration in their state of depression. In
addition, intending participants were screened clinically for relapse and for suicidal
thoughts/intent by the clinical staff at the outpatient department, Suan Prung
Psychiatric Hospital, before taking part in the study. As a consequence of the
screening process five prospective participants were identified as experiencing
suicidal ideation and were excluded from the study.'* The participants could
monitor any suicidal thoughts themselves from the assessment that was presented
in the manual. Sources of help were prominently outlined in the self-help manual,
including the local mental health services, counselling services, and emergency call
services. If the participants informed the researcher that they were experiencing any
suicidal thoughts, this was immediately reported to mental health staff at Suan
Prung Psychiatric Hospital, and the participants were excluded from the study. In
the event, two participants were excluded from the study during the intervention
period. One person was unable to concentrate on the manual due to severe family
problems. Another person attempted suicide by drug overdose. She was given more
intensive treatment and support from the clinical staff at the outpatient department

and did not attempt suicide again.

In the event of a participant experiencing some discomfort during the study the
researcher would (a) offer basic emotional support, such as listening and

empathising; (b) indicate the telephone contact number of the researcher and

' See Figure 5.1: CONSORT diagram illustrating the flow of participants in the present study.
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sources of help prominently outlined in the self-help manual, including the local
mental health services, counselling services and emergency call services at the
beginning of the manual; and (c) offer an opportunity to decide whether to continue
with the programme. In the present study eight participants experienced discomfort;

however, all decided to remain in the study.

5.4.8 Data analysis

Overall, the study hypothesised that individuals with depression who take part in
the CBB self-help intervention programme will have greater resilience and a lower
level of depression after completing the programme than at baseline and that
treatment effects will be maintained at one month follow-up. Furthermore,
individuals with depression who take part in the CBB self-help intervention
programme will have greater resilience and a lower level of depression than the
control group who continue to receive the standard approach care and treatment to

living with depression.

Data were analysed using the Statistical Package for Social Sciences (SPSS),
Version 16 (SPSS Inc., Chicago, IL, 2008). Data screening was conducted
prior to statistical analysis. All variables were examined through various SPSS
analyses for accuracy of data entry, normality, missing values, distributions,
and the assumptions for appropriate analysis. Descriptive statistics were carried
out to detect errors in data entry and out-of-range values. The data were also

assessed for skewness™, kurtosis™®, stem-and-leaf plot, histogram, and outliers

1> Skewness is a frequency distribution that is asymmetric compared with the normal bell-
shaped curve (Howitt & Cramer, 2008).
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of dependent variables. Further tests were conducted to check the assumptions
of the repeated measures for Analysis of Variance (ANOVA).!” The results
showed that the Mauchly Test of Sphericity assumption®® was met for the
repeated measures ANOVA. Tests of homogeneity of variance assumptions
also confirmed this assumption was met. Once these assumptions were met, the
two-way repeated measures ANOVA was selected as the most appropriate

technique to analyse the primary results.

Cronbach’s alpha®™ was used to assess the reliability of each scale at baseline.
The Cronbach’s alpha coefficient scores indicated each scale had satisfactory
reliability: Resilience Scale=.94; Kessler Psychological Distress Scale=.80; and

the Centre for Epidemiologic Studies Depression Scale=.91.

The demographic characteristics of the participants with moderate depression
were summarised using frequencies and percentages. The independent samples
t-test was conducted to make comparisons between the intervention and control
groups for the continuous variable of age. The chi-square test (for variables
that had cell frequencies of 5 and over) was used to analyse for differences in
the number of appointments participants had at the outpatient department. The
Fisher’s exact test®® (for variables with cell frequencies of less than 5) was used

to assess differences of marital status, occupational status, highest education

18 Kurtosis is the degree of peakedness as an indication of the tendency of values to gather
around the mid-point of a frequency distribution (Faherty, 2008).

7 ANOVA is a parametric procedure used to test whether there is a difference among three or
more group means (Fain, 2009a).

18 Mauchly Test of Sphericity is a test for determining whether the assumption in a repeated
measures analysis of variance is spherical or circular (Howitt & Cramer, 2008).

19 Cronbach’s alpha is an index of the extent to which an instrument is internally reliable (Fain,
2009b).

0 Fisher’s exact test can be used instead of chi-square where low frequencies are expected
(Howitt & Cramer, 2008).
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level completed, occupational types, medication treatment, and psychological

treatment.

The two-way repeated measures ANOVA? was used to analyse the effect of
the intervention on the dependent variables: resilience, psychological distress,
and depression. The main effects of time, groups, and interaction effects
between the treatment groups on changes over the three time points? were
utilised. Effect sizes were also calculated using the partial eta squared, based
on Cohen’s criteria (Cohen, 1988): .10 equating to a small effect, .50 a medium
effect, and .88 representing a large effect. Pairwise comparisons were
undertaken to compare the different combinations between the three time
points of the intervention and the control group. Bonferroni adjustments® were
applied for multiple pairwise comparisons in repeated measures to control for

Type | errors®

The Chi-square was also used to analyse the differences in clinical depression
and psychological distress cut-off scores at baseline, post-test, and follow-up
time points.*® Moreover, The Pearson Product-Moment Correlations was used
to explore relationship for the intervention and the control groups, for

difference scores between baseline and post-test, and baseline and follow-up,

21 Two-way repeated measures ANOVA is a parametric procedure used to compare the means
of a dependent variable when there are two independent variables, one of which has
repeated measures (Howitt & Cramer, 2008).

22 Al participants were evaluated at three time points: baseline (Week 0), immediate post-test (Week
8), and follow-up (Week 12).

2% The Bonferroni correction is a multiple-comparison correction used when several
comparisons are made among a number of group means (McQueen & Knussen, 2006).

 Type | error is a statistical error that occurs when accepting a null hypothesis that is actually
false (Howitt & Cramer, 2008).

% See details of cut-off score in Chapter 6, Section 6.4: Clinical significance of depression and
psychological distress.
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for resilience, depression, and psychological distress. The value of the
correlation coefficient indicates the strength of the association, which can

range from -1.00 to 1.00. %

55 SUMMARY

A randomised controlled trial, pretest—post-test design was used in the study. This
approach was chosen because it offered the most powerful design for testing the
hypotheses of the study with individuals who had moderate depression. A self-help
intervention programme was used as the intervention. The translation of the
psychometric instruments and the self-help manual was based on the WHO
guidelines to ensure accuracy in the translation process. Ethical matters were

strictly adhered to throughout the study.

% See the size of correlation value in Chapter 6, Section 6.5: relationship between variables.
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CHAPTER SIX

RESULTS

6.1 INTRODUCTION

The aim of the study was to evaluate the effectiveness of a cognitive behavioural
bibliotherapy (CBB) self-help intervention programme in promoting resilience and
decreasing depression and psychological distress in individuals with moderate
depression (hereafter, depression). In this chapter, the demographic
characteristics of the participants with depression are summarised. Then the
analyses pertaining to group mean differences in resilience are presented. This
is followed by the analyses of group mean differences in depression and
psychological distress. Finally, the analyses of the relationships between

resilience, depression and psychological distress are outlined.

6.2 DEMOGRAPHIC CHARACTERISTICS

A total of 79 prospective individuals with depression were invited to take part in the
study. Eighteen prospective participants did not meet the inclusion criteria. Five
refused to take part because they were reluctant to use the self-help manual as the
intervention programme. In all, 56 participants took part in the study, and this is
consistent with the power analysis for the project.” The participants were randomly
allocated to the intervention group (recipients of the CBB self-help intervention
programme, plus standard care and treatment) or the control group (recipients of

standard care and treatment), plus a short weekly telephone call lasting

%’ See Chapter 5, Section 5.4.3.1: Sample size.
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approximately 5 minutes.® Two participants were excluded from the study during
the intervention period (one from the intervention group and one from the control
group).?® Thus, at the end of the trial the intervention group comprised 26

participants, while the control group had 28 participants.®

The majority of participants (combined intervention and control groups) were
female (73%, n=41), and most were married or in de facto relationships
(64.3%, n=36). Their average age was 42.13 years, ranging from 18 to 58
years. The duration of their illness was between 3 and 13 months for the
intervention group and 5 and 18 months for the control group. The level of
educational attainment of participants was similar in the two groups, and most
were employed in skilled occupations. Most (83.9%, n=47) were prescribed a
combination of antidepressant (the majority were prescribed SSRIs) and anti-
anxiety medications, while a small proportion (17.9%, n=10) received a
combination of specialised psychological therapy and medications. Several
intervention and control group participants had their antidepressant medication
dosage increased or decreased during the period of study. Around 80% (n=44)
of participants attended the psychiatric outpatients’ department at Suan Prung
Psychiatric Hospital on a monthly or more frequent basis, while the remainder

attended less frequently (Table 6.1).

%8 See Chapter 5, Figure 5.1: CONSORT diagram illustrating the flow of participants in the

study.

%% See Chapter 5, Section 5.4.7.5 Ethical considerations: minimising the risk of harm, for more
information about the reasons for exclusion from the study.

%0 See Chapter 5, Figure 5.1: CONSORT diagram illustrating the flow of participants in the
study.
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In terms of group equivalence, the demographic characteristics of both groups
were compared using non-parametric chi-square analyses for categorical
variables (e.g., gender, marital status) and independent samples t-tests for
continuous variables (e.g., age). The intervention group participants were
significantly younger than the control group (p=.04), with mean ages of 39.41
years (range 18-57 years) and 44.60 years (range 22-58 years) respectively.
No other significant differences were detected between the two groups on the
remaining demographic characteristics, such as gender, marital status, highest
level of educational attainment, occupational status, occupational type,
medication therapy, psychological therapy, and frequency of appointments at

the outpatients’ department (Table 6.1).
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Table 6.1 Demographic characteristics of participants
Demographic Total Intervention Control Test Value (f p
characteristics (n=56) (n=27) (n=29) statistic value
n (%) n % n %
Gender %’ 182 1 .18
Male 15 (26.8) 5 18.5 10 34.5
Female 41 (73.2) 22 81.5 19 65.5
Marital status %2 .78 2 .79
Single & other 20 (35.7) 11 40.7 9 30.9
Married/de facto 36 (64.3) 16 59.3 20 69.0
Highest level of
educational attainment 1’ 3.53 2 17
Primary school (years 1-6) 20 (35.8) 6 22.2 14 48.3
Secondary & high school
(years 7-12) 16 (29.4) 8 29.6 8 27.6
Technical & higher
education 20 (35.8) 13 48.1 7 24.1
Occupational status %2 229 2 33
Studying 4(7.1) 3 11.1 1 3.4
Paid employment 46 (82.2) 20 74.1 26 89.7
Retired or Unemployed 6 (10.7) 4 14.8 2 6.8
Occupational type %2 1.08 1 56
Skilled 24 (42.9) 17 62.9 13 44.8
Unskilled 22 (39.2) 3 11.1 13 44.8
Others 10 (17.9) 7 25.9 3 10.3
Medication treatment %2 23 1 73
Antidepressant 9(16.1) 5 185 4 13.8
Antidepressant and
anti-anxiety 47 (83.9) 22 81.5 25 86.2
Combined psychological
and medication therapy e 3 1 .73
YES 10 (17.9) 4 14.8 6 20.7
NO 46 (82.1) 23 85.2 23 79.3
Frequency of outpatient
appointments 1’ .02 1 .89
Monthly or more frequent 44 (78.6) 21 77.8 23 79.3
Less frequent than
monthly 12 (21.4) 6 22.2 6 20.6
M SD M SD
Age (years) 39.41 1012 4466 876 t-test 208 54 .04*
M 42.13
SD 9.72
Min 18.00
Max 58.00
* p<.05
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6.3 INTERVENTION OUTCOMES

6.3.1 Resilience

The mean scores on the Resilience Scale for the two groups over the three time
points are outlined in Figure 6.1 and Table 6.2. The graph shows similar low
mean resilience scores in both groups at baseline, with the mean and standard
deviation for the intervention group being 114.7, (SD=27.8) and for the control
group 118.9, (SD=31.8) Between baseline and post-test time points, the mean
resilience scores increased in both groups. Although each demonstrated
improvements in resilience scores during this time period, the intervention
group (mean=141.3, SD=19.1) exhibited a more pronounced improvement than
the control group (mean=134.9, SD=19.4). Between post-test and follow-up
time points, the mean resilience score continued to increase in the intervention
group (mean=149.0, SD=15.9), whereas a reduction was apparent in the
control group (mean=129.4, SD=21.8). Furthermore, the mean resilience score
of the intervention group was higher than the control group at post-test and
follow-up time points. The overall improvement in resilience level was also

greater in the intervention group than the control group.

There was no significant main effect for group on resilience levels, regardless
of time (F(1,52)=2.42, p=.126), and the magnitude of the differences in the
means was small (partial eta squared (n%)=.05) (Table 6.3). There was a
significant main effect for time on resilience (F(21.83, 10495.04)=23.18,

p<.001), and the size of the differences in the means was large (partial eta
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squared (n?)=.31) (Table 6.4). Bonferroni*" post-hoc analyses indicated a
significant difference in resilience scores from baseline to post-test time points
(mean difference=—21.15, p<.001), and from baseline to follow-up time points
(mean difference=—21.98, p<.001). There were no significant differences,
however, in resilience scores from post-test to follow-up time points (mean

difference=-.83, p=1.00).

There was a significant interaction between group and time on resilience scores
(F(2, 104)=5.14, p=.007), and the magnitude of the differences in the means
was medium (partial eta squared (n°)=.09) (Table 6.4). Simple main effects
analyses of group within time showed there was a significant difference
between the intervention and the control group at the follow-up time point
(mean difference=19.61, p=.001). No significant differences were observed at
baseline (mean difference=4.16, p=.61) and post-test time points (mean
difference=6.46, p=.22). Simple main effect of time within the intervention
group showed a significant increase in resilience scores from baseline to post-
test time points (mean difference=-26.65, p<.001), from baseline to follow-up
time points (mean difference=—34.31, p<.001), but no significant increase from
post-test to follow-up time points (mean difference=—7.65, p=.298). While
Bonferroni post-hoc comparison in the control group indicated a significant
increase in resilience scores from baseline to post-test time points (mean

difference=-16.04, p =.023), there was no significant increase from baseline to

%1 See Chapter 5, Data Analysis section, for more information about the Bonferroni multiple
comparisons for repeated measures.
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follow-up time points (mean difference=—10.54, p=.143) and from post-test to

follow-up time points (mean difference=5.50, p=.650).
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Figure 6.1 Resilience outcomes of intervention and control groups at baseline, post-test,
and follow-up time points.

Note: Resilience scores range from 25-175, with higher scores indicating higher levels of resilience.

115



Table 6.2

Means and standard deviations for resilience of control and intervention

groups at each time point

Control group (n=28)

Intervention group (n=26)

Variable at each time point M+ SD M+ SD
Baseline 118.9+31.8 114.7 £ 27.8
Post-test 1349+ 194 141.3+19.1
Follow-up 129.4+21.8 149.0+15.9

Table 6.3

Main effects of the intervention group and the control group for resilience,

depression, and psychological distress

Variables of interest F(df=1,52) p value Effect size

(n?)
Resilience 242 126 .05 (small)
Depression 2.80 101 .05 (small)
Psychological distress 2.02 162 .04 (small)

Overall, the size of the differences between the means of both groups was

small for resilience (5%), depression (5%), and psychological distress (4%).

Table 6.4

Main effects of time and interaction of time and group for resilience,

depression, and psychological distress

Variables of interest F (df=2,104) p value Effect size
(n?)

Resilience

Main effect of time 23.18 .001*** .31 (large)

Interaction of time and group 5.14 .007** .09 (medium)
Depression

Main effect of time 1.29 281 .02 (small)

Interaction of time and group 6.88 .002** .12 (medium)
Psychological distress

Main effect of time 25.09 .001*** .33 (large)

Interaction of time and group 3.86 .024* .07 (small)

Note: * p < .05, ** p <.01, *** p <.001
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Overall, the magnitude of the differences between the means of both groups
across time was large for resilience (31%) and psychological distress (33%) but
small for depression (2%). The size of the interaction between group and time
was medium for resilience (9%) and depression (12%) but small for

psychological distress (7%).

6.3.2 Depression

The mean depression scores (CES-D) for the two groups over the three time
points are displayed in Figure 6.2 and Table 6.5. The graph shows similar high
mean depression scores in both groups at baseline (intervention group mean=
19.6, SD=9.3; control group mean=17.4, SD=9.7). Between baseline and post-
test time points a sharp decrease was evident in the mean depression score in
the intervention group (mean=14.3, SD=8.6), whereas the depression score
increased in the control group (mean=20.2, SD=10.7). Between post-test and
follow-up time points, a decrease was apparent in the mean depression scores
in both groups. However, the intervention group showed a much lower mean
depression score (mean=13.5, SD=5.9) than the control group (mean=19.4,
SD=8.0). Furthermore, the mean depression score of the intervention group
indicated a lower depression level than the control group at post-test and
follow-up time points. Overall, there seemed to be greater improvement in the

depression level of the intervention group than in the control group.

There was no significant main effect for group on depression scores, regardless

of time (F(1,52)=2.80, p=.101), and the magnitude of the differences in the

means was small (partial eta squared (n?)=.05) (Table 6.3). There was also no
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significant difference in the main effect of time on depression levels
(F(2,104)=1.29), p=.281), and the size of the differences in the means was

small (partial eta squared (n?)=.02) (Table 6.4).

There was a significant interaction between group and time on depression
scores (F(2,104)=6.88, p=.002), and the magnitude of the differences in the
means was medium (partial eta squared (n?)=.12) (Table 6.4). While simple
main effects analyses of group within time showed there was no significant
difference between groups at baseline time point (mean difference=2.184,
p=.403). There was a significant difference between the intervention and
control groups at the post-test time point (mean difference=-5.95, p=.029) and
at the follow-up time point (mean difference=-5.90, p=.004). Simple main
effect of time in the intervention group showed a significant decrease in
depression scores from baseline to post-test time points (mean difference=5.31,
p=.018) and from baseline to follow-up time points (mean difference=6.04,
p=.005), but no significant decrease from post-test to follow-up time points
(mean difference=.73, p=1.00). Conversely, Bonferroni post-hoc comparison in
the control group showed no significant difference in mean depression scores

across the three time points.
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Figure 6.2 Depression outcomes of the intervention and control groups at baseline, post-
test, and follow-up time points.

Note: Depression scores range from 0-60, with higher scores indicating more depressive symptoms.
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Table 6.5
Means and standard deviations for depression of control and intervention
groups at each time point

Control group (n=28) Intervention group (n=26)
Variable at each time point M+ SD M=+ SD
Baseline 174+ 9.7 19.6 £9.3
Post-test 20.2 £10.7 14.3+8.6
Follow-up 194+ 8.0 135+5.9

6.3.3 Psychological distress

The mean scores on the Kessler Psychological Distress Scale for the two
groups over the three time points are shown in Figure 6.3 and Table 6.6. The
graph shows similar high mean psychological distress scores in both groups at
baseline (intervention group mean=28.2, SD=8.9; control group mean=26.9,
SD=8.7). Between baseline and post-test time points, a decrease in
psychological distress scores occurred in each group. Although both groups
showed significant improvement over time, the intervention group exhibited
greater improvement in psychological distress over time than the control group.
Moreover, the mean psychological distress scores of the intervention group
were lower than the control group at post-test (intervention group mean=19.8,
SD=6.3; control group mean=22.7, SD=8.3) time points. Between post-test and
follow-up time points, the mean psychological distress score continued to
decrease in the intervention group (mean=17.0, SD=5.3) but only showed a

slight decrease in the control group (mean=22.2, SD=8.4).
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There was no significant main effect for group in terms of psychological
distress, regardless of time (F(1,52)=2.02, p=.162), and the magnitude of the
differences in the means was small (partial eta squared (n?)=.04) (Table 6.3).
However, there was a significant main effect for time on psychological distress
(F(2,104)=25.09, (p<.001), and the size of the differences in the means was
large (partial eta squared (n%)=.33) (Table 6.4). Bonferroni post-hoc analyses
indicated a significant difference in psychological distress scores from baseline
to post-test time points (mean difference=6.32, p<.001), and from baseline to
follow-up time points (mean difference=7.98, p<.001). However, there were no
significant differences in psychological distress scores from post-test to follow-

up time points (mean difference=1.67, p=.384).

There was a significant interaction between group and time on psychological
distress scores (F(2,104)=3.86, p=.024), and the magnitude of the differences
in the means was small (partial eta squared (n°)=.07) (Table 6.4). This
interaction indicated that the effect on the intervention and control groups was
dependent on time points (baseline, post-test, and follow-up). Simple main
effects analyses of group within time showed there was a significant difference
between the intervention and the control group at follow-up time point (mean
difference=-5.11, p=.001). No significant differences were observed, however,
at baseline (mean difference=-1.30, p=.591) and post-test time points (mean
difference=-2.98, p=.146). Simple main effect of time in the intervention
group indicated a significant decrease in psychological distress level from

baseline to post-test time point (mean difference=8.46, p<.001) and from

baseline to follow-up time points (mean difference=11.19, p<.001), but no
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significant decrease from post-test to follow-up time points (mean
difference=2.73, p=.254). Although Bonferroni post-hoc comparison in the
control group showed a significant decrease in psychological distress scores
from baseline to follow-up time points (mean difference=4.79, p=.024), there
was no significant decrease from baseline to post-test time points (mean
difference=-3.96, p=.07), and from post-test to follow-up time points (mean

difference=.607, p=1.00).

Table 6.6
Means and standard deviations for psychological distress of control and
intervention groups at each time point

Control group (n=28) Intervention group (n=26)
Variable at each time point M+ SD M=+ SD
Baseline 26.9+8.7 28.2+8.9
Post-test 22.7+8.3 19.8+6.3
Follow-up 222+8.4 17.0+5.3
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Figure 6.3 Psychological distress outcomes of control group and intervention group

at baseline, post-test and follow-up time points.

Note: Psychological distress scores range from 10-50, with higher scores indicating higher
levels of psychological distress.
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6.4 CLINICAL SIGNIFICANCE OF DEPRESSION AND
PSYCHOLOGICAL DISTRESS SCORES

6.4.1 Clinical significance of depression scores

There was no significant difference in the depression scores (CES-D) of the

intervention and control groups at baseline (y* =.72, df=1, p=.396) (Table 6.7).

However, there was a significant difference between the depression scores of

the two groups at the post-test time point (x* =9.25, df=1, p<.01) (Table 6.7).

At this time point, 62.2% (n=23) of participants who scored below the

clinically significant cut-off score for depression,® were in the intervention

group, whereas 82.4% (n=14) of participants who scored above the clinical

significant cut-off score, were in the control group.

There also was a significant difference in the depression scores of the two
groups at the follow-up time point (x* =5.41, df=1, p<.05) (Table 6.7). At this
time point, 57.5% (n=23) of participants who scored below the clinically
significant cut-off score for depression, were the intervention group. In
contrast, most participants (78.6% (n=11)), who scored above the clinically

significant cut-off score for depression, were in the control group.

%2 The clinically significant cut-off score for the Thai version of CES-D is 22. A score of 23 or
above indicates the presence of clinically important signs of depression (Trangkasombat et
al., 1997).
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Table 6.7  Clinical significance of depression at baseline, post-test, and follow-up time

points
Time points  Chi-square df Significance  Clinical score below cut- Clinical score above cut-
o (p value) off point off point
Intervention Control Intervention Control
group group group group
n (%) n (%) n (%) n (%)
Baseline 72 1 .396 10 (41.7%) 14 (58.3%) 17 (53.1%) 15 (46.9%)
(n=56)
Post-test 9.25 1 .002** 23 (62.2%) 14 (37.8%) 3(17.6%) 14 (82.4%)
(n=54)
Follow-up 5.41 1 .020* 23 (57.5%) 17 (425%) 3(21.4%) 11 (78.6%)
(n=54)
Legend

*p <.05, ** p <.01

6.4.2 Clinical significance of psychological distress scores

There was no significant difference between the psychological distress scores
(K-10) of the intervention and control groups at baseline (x* =.26, df=1,
p=.609) (Table 6.8). However, there was a significant difference in the
psychological distress scores of the two groups at the post-test time point (3
=4.75, df=1, p<.05) (Table 6.8). At the post-test time-point, 63% (n=17) of
participants who scored below the clinically significant cut-off score* for
psychological distress were the intervention group. In contrast, 66.7% (n=18)

of participants scored higher than the cut-off score, were the control group.

There also was a significant difference in the psychological distress scores of
the intervention and the control group, at the follow-up time point (y* =6.82,

df=1, p<.01) (Table 6.3). At the follow-up time point, 61.8% (n=21) of

%% The clinically significant cut-off score for the K-10 in Australian studies is 19. A score
exceeding 19 indicates the presence of clinically significant signs of psychological distress
(Andrews, 2007).
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participants who scored below the clinically significant cut-off point for
psychological distress were in the intervention group. However, 75% (n=15) of

participants with scores exceeding the cut-off point, were in the control group.

Table 6.8  Clinical significance of psychological distress at baseline, post-test, and

follow-up time points

Time points  Chi-square df Significance  Clinical score below cut- Clinical score above cut-
o (p value) off point off point
Intervention Control Intervention Control
group group group group
n (%) n (%) n (%) n (%)
Baseline .26 1 .609 5 (41.7%) 7(58.3%) 22(50.0%) 22 (50.0%)
(n=56)
Post-test 4.78 1 .029* 17 (63.0%) 10(37.0%) 9(33.3%) 18 (66.7%)
(n=54)
Follow-up 6.82 1 .009** 21(61.8%) 13(38.2%) 5(25.0%) 15 (75.0%)
(n=54)
Legend

*p <.05, ** p <.01

6.5 RELATIONSHIP BETWEEN VARIABLES

6.5.1 Relationship between Baseline and Post-test scores

Table 6.9 shows the Pearson product-moment correlation coefficients for the
intervention and the control group, for difference scores between baseline and
post-test, for resilience, depression and psychological distress. The correlation
coefficients for the intervention group showed a large, negative relationship
between resilience and depression (r=—.57, df=24, p<.01), with higher scores in
perceived resilience associated with lower scores in perceived depression.
There was a medium, negative relationship between resilience and
psychological distress (r=—47, df=24, p<.05), with higher perceived resilience

levels associated with lower perceived psychological distress levels. There was
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also a large, positive relationship between depression and psychological
distress (r=.70, df=24, p<.01), with low levels of perceived depression related

to low levels of perceived psychological distress.

The Pearson product-moment correlation coefficients for the control group, for
difference scores between baseline and post-test, for resilience, depression and
psychological distress, were analysed. The analysis showed no significant
relationship between resilience and depression (r=-.13, df=26, p=.53), or
between resilience and psychological distress (r=.14, df=26, p=.49). However,
a large, positive relationship was observed between depression and
psychological distress (r=.61, df=26, p<.01), with low levels of perceived

depression associated with low levels of perceived psychological distress.

Overall, the findings indicated an association between higher levels of
perceived resilience and lower levels of perceived depression and
psychological distress in the intervention group participants, between baseline
and post-test. However, this relationship was not detected in the control group

participants.
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Table 6.9  Pearson Product-Moment Correlations between resilience, depression and
psychological distress in the intervention and control groups, for difference
scores between baseline and post-test

Pearson correlation coefficients (r)
Variables (p value of significance)

1 2 3

Intervention group (n=26)

1. Resilience —57** —A47*
(.00) (.02)

2. Depression 70**
(.00)

3. Psychological distress

Control group (n=28)

1. Resilience -13 14
(.:53) (.49)

2. Depression 61**
(.00)

3. Psychological distress

Legend
* p<.05 (2-tailed)
** p<.01 (2-tailed)

Note: The size of the value of the Pearson correlation (r) ranges between —-1.0 and 1.0. A
correlation of 0 = no relationship between the two variables, a correlation of 1.0 =
perfect positive correlation, and a value of —1.0 = perfect negative correlation (Pallant,
2007). The strength of the correlation coefficient is interpreted as follows: Small (r=.10
to .29 or r=—10 to —.29); Medium (r=.30 to .49 or r=—.30 to —.49); Large (r=.50 to 1.0
or r=—50 to —1.0) (Cohen, 1988; Pallant, 2007).

6.5.2 Relationship between Baseline and Follow-up scores

Table 6.10 shows the Pearson product-moment correlation coefficients for the
intervention and the control group, for difference scores between baseline and
follow-up, for resilience, depression and psychological distress. The correlation
coefficients for the intervention group showed a large, negative correlation
between resilience and depression (r=—.65, df=24, p<.01), with high levels of

perceived resilience associated with lower levels of perceived depression.
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There was a large, negative relationship between resilience and psychological
distress (r=—55, df=24, p<.01), with high levels of perceived resilience related
to lower levels of perceived psychological distress. There also was a large,
positive relationship between depression and psychological distress (r=.81,
df=24, p<.01), with low levels of perceived depression associated with low

levels of perceived psychological distress.

The Pearson product-moment correlation coefficients for the control group, for
difference scores between baseline and follow-up, for resilience, depression,
and psychological distress, were analysed. The analysis showed no significant
relationship between resilience and depression (r=-.24, df=26, p=.22), or
between resilience and psychological distress (r=.02, df=26, p=.91). A large,
positive relationship was detected, however, between depression and
psychological distress (r=.52, df=26, p<.01), with low levels of perceived

depression related to low levels of perceived psychological distress.

Overall, the findings show a relationship between higher levels of perceived
resilience and lower levels of perceived depression and psychological distress
in the intervention group participants, between baseline and follow-up.

However, this association was not observed in the control group participants.
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Table 6.10 Pearson Product- Moment Correlations between resilience, depression and
psychological distress in the intervention and control groups, for difference
scores between baseline and follow-up

Variables Pearson correlation coefficients (r)
(p value of significance)

1 2 3
Intervention group (n=26)
1. Resilience —.65** —.55**
(.00) (.00)
2. Depression 81**
(.00)
3. Psychological distress
Control group (n=28)
1. Resilience -.24 .02
(.22) (.91)
2. Depression 52**
(.00)

3. Psychological distress

Legend
** p< .01 (2-tailed)

Note: The size of the value of the Pearson correlation (r) ranges between -1.0 and 1.0. A
correlation of 0 = no relationship between the two variables, a correlation of 1.0 =
perfect positive correlation, and a value of —1.0 = perfect negative correlation (Pallant,
2007). The strength of the correlation coefficient is interpreted as follows: Small (r=.10
to .29 or r=—10 to —.29); Medium (r=.30 to .49 or r=—.30 to —.49); Large (r=.50 to 1.0
or r=—50 to —1.0) (Cohen, 1988; Pallant, 2007).

6.6 SUMMARY

Overall, apart from age, the demographic characteristics of both groups were
similar. The results of the study showed a higher level of resilience and lower
levels of depression and psychological distress in the intervention group than in

the control group, at the three-month follow-up period. The rate of improvement
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in these parameters was different for the two groups, with the intervention group
showing improvement from baseline to the other two time points, whereas
improvement was not as great in the control group. The results also showed an
improvement in resilience was associated with lower depression and psychological
distress in the intervention group over the three time points, a finding not replicated
in the control group. The CBB self-help intervention programme was effective in
improving resilience, depression, and psychological distress in individuals with

moderate depression.
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CHAPTER SEVEN

DISCUSSION AND CONCLUSION

7.1 INTRODUCTION

The aim of the study was to evaluate the effectiveness of the cognitive behavioural
bibliotherapy (CBB) self-help intervention programme in promoting resilience in
adults with moderate depression. Overall, the study hypothesised that individuals
with depression, who took part in the CBB self-help intervention programme,
would have greater resilience and a lower level of depression after completing the
programme than at baseline, and that treatment effects would be maintained at one-
month follow-up. In addition, individuals with depression, who took part in the
CBB self-help intervention programme, would have greater resilience and a lower
level of depression than the control group who only receive the standard care and

treatment approach for individuals living with depression.

In this chapter, the findings of the study are discussed. The chapter begins with a
discussion of the findings relating to the concept of resilience. Then an examination
of depression is provided, and a discussion of psychological distress is presented.
This is followed by an overall discussion of the findings and an analysis of the
benefits and drawbacks of using bibliotherapy and randomised controlled trials
(RCTs) in a Thai context. The strengths and limitations of the study are
considered, and the recommendations for clinical practice and further research

are outlined. Finally, the conclusions of the study are presented.
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7.2. Demographic Characteristics

The majority of the study participants were female, which is consistent with the
current literature, confirming a nearly two-fold greater prevalence of
depression in women than men (Dubovsky et al., 2004; Puri & Hall, 2004;
Townsend, 2008). Similarly in Thailand, the Department of Mental Health
(2005) reported the prevalence of depression in the northern region population
was 4.3% for women and 2.6% for men. In adolescents, depression is also
more common in girls than boys. Several reasons have been hypothesised to
explain gender difference in depression, including hormonal or reproductive
influences (Dubovsky et al., 2004), differing psychosocial stressors and
behavioural models of learned helplessness between women and men (Sadock
& Sadock, 2004). A comparison of gender and depression has indicated men
report more legal and work-related stressful life events, whereas women report
more interpersonal stressors (Kendler et al., 2001). It is possible some males
with depression who misuse alcohol are more likely to be diagnosed as
suffering from alcohol-related disorders than depression, with the consequence
that the true number of depressive disorders is underestimated (Gelder et al.,
2001). As a result, women may have a higher prevalence of atypical symptoms

of depression (Kornstein et al., 2000; Silverstein, 1999).

The average age of participants in this study was 42.1 years, ranging from 18 to
58 years, and this was outlined in the inclusion criteria for the study of 18-60
years.* This finding is similar to several literature reviews, which indicate that

the average age of onset of major depressive disorder is approximately 40

% See Chapter 5, Section 5.4.2: Selection and recruitment of participants; inclusion criteria.
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years, and 50 percent of all affected individuals have an onset between 20 and
50 years (Diehl & Goldberg, 2004; Puri & Hall, 2004; Sadock & Sadock,
2004). This prevalence is prognostic of later mental illnesses, including anxiety

and suicidal behaviours (Fergusson et al., 2007).

In the present study, most participants were married or in a de facto
relationship. This finding differs from the literature, which indicates the
incidence of depression is higher in separated or divorced people than in
married individuals (Dubovsky et al., 2004), and people without close
interpersonal relationships (Puri & Hall, 2004; Sadock & Sadock, 2004). The
difference might have been due to a combination of competing cultural, social
and economic factors in Thailand. Although the country’s National Statistics
Organisation (2006a) reports a higher divorce rate than in the past, divorce is
still frowned upon in Thai culture. Moreover, most families have experienced
severe financial problems from recent economic crises affecting the country,
and a decrease in attachment and caring between family members (National
Statistics Organisation, 2006a). Overall, these competing influences may help
explain the higher prevalence of depression in married participants and those in

de facto relationships in the present study.

7.3 RESILIENCE

The first main finding of the study that a significantly greater improvement in
resilience was observed in adult participants with depression who received the
CBB self-help intervention programme than in those who only received the

standard care and treatment approach to living with depression. These differences
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were apparent from baseline to post treatment, and the treatment effects were
maintained at one-month follow-up. Although both groups showed
improvements in resilience throughout, the intervention group exhibited a more
pronounced improvement than the control group. Moreover, the findings
indicated, in intervention group participants with depression, an association
between improvement in perceived resilience and lower levels of perceived
depression and psychological distress. However, this association was not
observed in control group participants who, similar to the intervention group,
were recipients of the standard care and treatment approach from the outpatient
department and a short weekly telephone call lasting approximately 5 minutes
from the researcher. Overall, the differences between the two groups may be
attributed to the beneficial effects of the CBB self-help intervention
programme in enhancing resilience in the intervention group participants with

depression.

As most of the resilience research to date has focused on children and
adolescents, an understanding of how adults exposed to personal and work-
related stress recover is just emerging (Henderson & Milstein, 2003). Three
inferences can be made about the findings of the current study of adults with

depression from literature on resilience.

The first inference is that in a Thai cultural context family support might have a
favourable effect on the resilience of both groups in the study. Family support
plays a major role in maintaining well-being in individuals with depression.

The extended Thai family and strongly established family roles are evident
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when a member becomes ill and another member takes on the role of primary
carer (Ya-orm, 2001). According to Sethabouppha and Kane (2005), Thai
caregivers are able to provide compassion and support to relatives with a
mental illness. They use three main ways to cope with the stress of their
caregiving situation, including consulting with other family members to help
solve problems, talking with key people outside the family, and seeking
support from religious leaders (Sethabouppha & Kane, 2005). Thai families
also may possess particular beliefs about, and response patterns to, illness in
family members. This was reported in a study by Rungreangkulkij and Chesla
(2001), of culturally specific Buddhist beliefs and response patterns to children
with mental illness, where mothers responded by accepting the child’s situation
and creating a calm environment. Furthermore, the Thai health care system
supports caregivers and their ill family members by providing education, skill

training and encouraging self-care (Ya-orm, 2001).

The inference from the present study about family support in a Thai cultural
context is supported elsewhere by literature which emphasises the social
context when considering people with depression. Although resilience is
usually considered an individual characteristic, developmental research is
increasingly highlighting that the social context of health and illness may be a
better predictor of resilience (Sameroff & Rosenblum, 2006). Adaptive
functioning in the face of adversity is dependent not only on the characteristics
of the individual but is also greatly influenced by processes and interactions
arising within the family and from the wider social environment (Schoon,

2006). According to Masten (2001), two of the most important factors that
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contribute to resilience are the intellectual ability of individuals and the
influence of parents or guardians. Social support is one of the factors that helps
predict individual resilience (Earvolino-Ramirez, 2007; Luthar et al., 2000).
For adults, social support and meaningful relationships with at least one peer or
family member are consistent with resilient outcomes (Earvolino-Ramirez,
2007), and contribute positively to overall well-being. For instance, in the
study of resilience in American Vietnam War veterans, by King et al. (1998),
social support was identified as an important influence on strengthening

resilience.

The second inference is that Thai cultural identification may have had a
positive influence on the resilience levels of the intervention and control group
participants in the present study. From a cultural perspective, successful family
functioning in Thailand is attributable, in part, to parents, grandparents and

% and

other relatives emphasising the value of self-compassion
interdependence® to children. This inference is supported in the findings of a
study by Neff, Pisitsungkagarn, and Hsieh (2008), which compared self-
compassion levels of people from Thailand, Taiwan and the USA. The results

indicated that self-compassion is linked to specific differences cultures; it is

highest in Thailand, followed by the USA and then Taiwan. Interdependence is

% Self-compassion involves the entire positive and negative self-evaluation process, focusing
on feelings of kindness and understanding toward oneself and recognition of one’s common
humanity (Neff, Hsieh, & Dejitterat, 2005).

% Interdependence gives recognition to the fact that positive feelings about one’s self are, in

part, derived from developing and maintaining close relationships with others (Cross, Bacon,
& Morris, 2000)
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linked to self-compassion in Thai people, whereas independence®’ is linked to
self-compassion in individuals from the USA and Taiwan. Neff (2003) claimed
that interdependence involves being deeply embedded in a particular social
system, and respecting the social norms and expectations about relationships.
Moreover, self-compassion is associated with greater emotional resilience and
psychological well-being in individuals, and enables them to experience
warmth, kindness, and interconnectedness when they are unwell (Neff, 2003;
Neff, Kirkpatrick, & Rude, 2007). It may be inferred, therefore, that Thai
cultural identification, which is embedded in parenting practice in everyday
interactions, and which emphasises self-compassion and interdependence,
might have a positive effect on enhancing resilience in participants in the

present study.

As a high level of cultural identification can have a positive influence on
resilience, this suggests a family is functioning in a cultural context where its
members are being reinforced positively by the cultural context in ways that
are meaningful to them (Kaplan, 1999). There also may be culturally specific
traditions, beliefs, or support systems that protect individual, family, and
community functioning in adverse situations (Wright & Masten, 2005), such as
individuals with depression. In the midst of adversity, individuals are
especially likely to turn to cultural traditions to seek solutions. Hence, a
broader understanding of resilience in depression needs to take into

consideration cultural influences (Haase, 2009).

%" Independence is the premise that the person acknowledges the centrality of individualizing,
personal rights, and autonomy of the individual from social groups (Cross et al., 2000).

138



Cultural influences may also explain why most participants in the present study
were either married or in de facto relationships. Even though the National
Statistics Organisation (2006a) reported a higher divorce rate in the decade to
2006 than in the previous decade, divorce is still largely unacceptable in Thai
culture. Other literature indicates the incidence of depression is higher in
separated or divorced people than in married individuals (Dubovsky et al.,
2004), and people without close interpersonal relationships (Puri & Hall, 2004;
Sadock & Sadock, 2004). The implication of current study participants being
married or in de facto relationships is that this form of social support is an
important factor in enhancing individual resilience (Earvolino-Ramirez, 2007,

Luthar et al., 2000).

The third inference is that improved individual competence might contribute to
greater resilience in intervention group participants with depression in the
present study. People can overcome stress or adversity and achieve a relatively
good outcome despite the conceptualised experience of a situation.
Overcoming stress or adversity may depend on experiences following the risk
exposure. The mediating mechanisms giving rise to resilience might be
personal capacity or coping strategies (Rutter, 2001). The basic components for
strengthening resilience are social competence, autonomy, problem solving,
and decision-making skills (Goldstein & Brooks, 2005; Gonzalez, 2007),
which increase the sense of control (Goldstein & Brooks, 2005) and mastery

(Brooks & Goldstein, 2001).
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Possible beneficial effects of the CBB self-help intervention programme are
that it strengthened individual competence and self-regulation and these, in
turn, enhanced resilience. This inference is consistent with literature in that
effective interventions to enhance resilience are based on the belief that
individuals can effect positive change when they are able to ascribe new and
more positive meanings to adverse events, and draw on supportive resources,
such as a safe and secure environment, to reduce the negative effects of the
aftermath of adversity (Greene & Armenta, 2007). The promotion of resilience
in individuals is premised on building strengths and providing support
(Sameroff & Rosenblum, 2006; Wright & Masten, 2005). Some of the more
prominent themes which relate to intervention programmes for building
resilience include the promotion of significant relations, development of
competencies and problem-solving skills, and encouragement of the capacity to

discover meaning in life (Rayner & Montague, 1999).

Support for the inference about strengthening individual competence and self-
regulation and their effect on resilience also can be drawn from the findings of
two studies. First, Dishion and Connell (2006) focused on the concept of self-
regulation as a measure of resilience in children and adolescents. The authors
found self-regulation moderated adolescent antisocial behaviour and
depression. Second, Steinhardt & Dolbier (2008 ) examined the effectiveness
of a programme for enhancing resilience, coping strategies and protective
factors while decreasing symptomatology during a period of increased
academic stress in college students. Analyses indicated that at post intervention

the experimental group had significantly higher resilience and protective
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factors scores, more effective coping strategies and lower scores on depressive

symptoms than the control group.

The findings of the present study also demonstrated, in intervention group
participants with depression, an association between improved levels of
perceived resilience and lower levels of perceived depression and
psychological distress. This finding is consistent with several studies reporting
that resilient people’s positive emotions function as a protective factor to
moderate the magnitude of their adversity and assist them to cope well in
similar circumstances in the future (Ong et al., 2006; Tugade et al., 2004). This
is also highlighted in the study by Fredrickson et al. (2003), examining
people’s emotional responses to the September 11" terrorist attacks in the
USA. The findings suggested positive emotions are critical elements in
resilient people and acted as a mediator that buffered them from depression

following the crisis.

7.4  Depression

The second main finding of the study is that a significantly greater decrease in
depression took place in intervention group participants who received the CBB
self-help intervention programme than in those in the control group who
received the standard care and treatment approach to living with depression. These
differences were apparent from baseline to post treatment and the treatment
effects were maintained at one-month follow-up. Although both groups showed
decreasing depression scores through the study period, the intervention group

exhibited a more pronounced decrease than the control group. Moreover, the
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findings of the study indicate, in intervention group participants with
depression, an association between lower levels of perceived depression and
improvement in perceived resilience and reduction in psychological distress.

However, this association was not observed in the control group.

In the present study, the greater reduction in depression in the intervention
group participants may be due to the helpful effects of the CBB self-help
intervention programme, which contains elements of CBT. The CBT approach
comprises highly specific learning experiences designed to teach people with
depression to understand the links between their thoughts, emotions and
behaviours, to monitor negative thoughts, recognise the conjunction between
cognition and behaviour, challenge distorted automatic thoughts, replace biased
cognitions with more reasonable interpretations, and learn to identify
dysfunctional beliefs which can distort perceptions (Beck et al., 1979; Royal
College of Psychiatrists, 2008; Semple et al., 2005). The overall purpose of
CBT is to help individuals to understand the inaccuracy of their cognitive
assumptions, to learn new ways of dealing with issues (Sadock & Sadock,
2004), and to learn to overcome negative thoughts, unhelpful behaviours, and
difficult emotions (Royal College of Psychiatrists, 2008). Moreover, one
consequence of depression is the perception of a severe reduction in rewarding
activities or an increase in unpleasant events in one’s life, which, in turn,
further decrease the person’s enjoyment of pleasurable activities (Wood, 2005).
Extrapolating, a possible beneficial effect of the CBB self-help programme for
intervention group participants with depression in the present study is that it

helped them to challenge their distorted automatic thoughts, interpretations of
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biased cognitions, and dysfunctional beliefs, and increased their experience of

pleasurable activities.

The results of the current study support the findings of extensive research
examining the effectiveness of bibliotherapy incorporating minimal contact for
people who have depression. These studies highlight the effectiveness of this
type of intervention, in the immediate post-treatment decrease in depression,
and in the maintenance of improvement following treatment (Ackerson et al.,
1998; Bilich et al., 2008; Kaldo et al., 2007; Scogin, Jamison et al., 1990;
Scogin et al., 1989; Smith et al., 1997). In contrast, however, one study found
no significant difference between participants with depression who used a
guided self-help manual incorporating minimal telephone contact and a waiting
list control group (Mead et al., 2006). The authors attributed the adverse
finding to the diagnostically heterogeneous sample of participants, and
commented that a homogeneous group of individuals with depression might

result in more favourable outcomes.

The findings of the present study are similar to meta-analyses examining the
efficacy of bibliotherapy for depression. Overall, most meta-analyses indicate
there are significant benefits to using this type of approach (Campbell & Smith,
2003; Cuijpers, 1997; Foster, 2006; Gould & Clum, 1993; Gregory et al., 2004;

Jamison & Scogin, 1995; Jorm et al., 2002; Marrs, 1995).

7.5  Psychological distress
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The third main finding of the study is a significant reduction in psychological
distress took place from baseline to post treatment in intervention group
participants who received the CBB self-help intervention programme compared
to control group participants who only received the standard care and treatment
approach to living with depression, and that treatment effects were maintained at
one month follow-up. Despite both groups showing a significant improvement
in psychological distress over time, the level of improvement was greater in the
intervention group. The findings also demonstrate, in intervention group
participants with depression, an association between lower levels of perceived
psychological distress and improvement in perceived resilience and a reduction
in depression. However, this association was not observed in control group
participants. The differences between the two groups may be due to the helpful
effects of the CBB self-help workbook in contributing to a greater reduction in

psychological distress in the intervention group participants.

The workbook provides instruction and encouragement in promoting
psychosocial strength and ability to cope with adversity, relaxation skills, and
problem-solving skills. There are five precedents for psychological distress to
occur in individuals: currently experiencing biopsychosocial adversity, a
perceived stressor, perceiving the stressor as a personal threat, lack of problem
solving ability, and inefficient coping strategies (Ridner, 2004). It may be
inferred that a helpful effect of the self-help programme is to enhance the
individual’s psychosocial strength against, and ability to cope with, the

antecedents of psychological distress.
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7.6 Overall discussion of findings

Overall, the findings of the study support the hypotheses that a significantly
greater improvement in resilience, depression and psychological distress would
take place over the three time points in individuals with moderate depression
who received the CBB self-help intervention programme, and in comparison to
the control group. The intervention group participants exhibited greater
improvement in resilience, depression, and psychological distress at post-test
compared to the baseline time point, and the improvement was maintained at
one-month follow-up. The findings also showed significant differences
between the two groups in the depression and psychological distress cut-off
scores, at post-test and one-month follow-up time points. A greater proportion
of the intervention group participants recorded scores below the clinically
significant cut-off point for these key variables, compared to the control group
participants. Moreover, the difference scores for the intervention group
between baseline, post-test and follow-up, showed a significant correlation
between high resilience scores and low depression and psychological distress

scores, but these were not found in the control group.

Overall, while the standard care and treatment approach and Thai cultural
context may have had a positive influence on improving resilience and
reducing depression and psychological distress in both groups, the intervention
group participants exhibited greater improvement than those in the control
group. A possible favourable effect of the CBB self-help intervention
programme is that through improvement in resilience the participants also

developed positive emotions, which, in turn, reduced the levels of depression
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and psychological distress. This finding is consistent with the results of several
studies that examine the role of positive emotions in the promotion of
resilience (Ong et al., 2006; Tugade et al., 2004). Moreover, people with high
levels of resilience are likely to show low levels of depression (Bonanno et al.,

2007).

The present study’s findings indicate, in intervention group participants, an
association between low psychological distress and improvement in resilience
and reduction in depression. The finding is similar to that of Humphreys
(2003), who examined psychological distress in women with a history of
physical abuse who were living in sheltered accommodation. The author found
greater resilience was related to successful outcomes for women in this
situation, despite challenging or threatening circumstances, and women who
had higher levels of resilience reported significantly fewer symptoms of
physical and psychological distress. There is some incongruence in the data,
however, in the depression and psychological distress levels of the control
group between baseline and end of study. Depression increased from 17.39 at
baseline to 20.21 by end of study, but psychological distress decreased in the
corresponding periods from 26.93 to 22.75. Psychological distress is an
emotional state experienced by an individual in response to a temporary or
permanent specific stressor that results in harm (Ridner, 2004). It may be
inferred that a helpful effect of the short weekly telephone contact with the
researcher is it helped moderate the control group’s level of psychological

distress but had no effect on their level of depression.
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In the present study, the CBB self-help programme is consistent with the Thai
health care system policy of encouraging self-care (Ya-orm, 2001). The self-
help manual is suitable for people with moderate depression, but is
inappropriate for individuals with severe depression®® (Karpe & Scogin, 2008).
The use of self-help material must be carefully monitored by clinicians,
however, as misinterpretation of information can exacerbate symptoms,
especially among socially withdrawn individuals with depression (Watkins,
2008). This precautionary strategy accords with the approach adopted in the
current study, where weekly telephone calls were made to support and
encourage intervention group participants to continue reading and complete the
exercises in the manual. The benefits of weekly contact are similar to those
found in the Bilich et al. (2008) study, where the authors suggested minimal-
contact and assisted self-help groups experienced significant reductions in their
levels of depression and psychological distress compared with another
intervention group who used the manual but did not have regular contact with a
researcher.®® The effectiveness of minimal telephone contact is also consistent
with the findings of the Cuijpers (1997) study, which reported that
bibliotherapy programme participants benefited from weekly telephone contact

with a health professional.

7.7  Bibliotherapy in a Thai context

% Individuals with severe depression often experience difficulty in concentrating and cognitive
impairment, and are at greater risk of suicide (Townsend, 2008). These difficulties inhibit the
effectiveness of bibliotherapy, and they may require more intensive interventions than in less
severe forms of depression (Karpe & Scogin, 2008).

¥ \While there are similarities between the findings of the Bilich et al. (2008) study and the
current study, the latter did not have an intervention group that read the manual but did not
have weekly contact with a researcher.
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The translation process for the Thai version of the self-help manual focused on
language accuracy and cultural appropriateness.”® Due to cultural differences
between Australia and Thailand, some of the illustrations and content in the
original manual were modified in the translated version to forms that were
more culturally appropriate. For example, Thai names replaced Australian
names in the exemplars, pictures were contextualised to Thai settings, and lists

of Thai styles of pleasure and enjoyable activities were included.

The study findings show that the CBB self-help intervention programme is an
important adjunct to strengthening resilience and enhancing recovery from
depression and psychological distress in individuals with moderate depression.
The study used the Thai version of The Good Mood Guide: Self-help Manual
for depression.** The manual contained elements of CBT, such as explaining
the relationship between thoughts and feelings; encouraging behavioural
change with pleasure activity scheduling and mastery activities; equipping
individuals to challenge negative thoughts; and focusing on improving time
management, relaxation, and problem-solving skills. It could be inferred that
the manual enhanced the intervention group participants’ ability to cope with
adversity, and supported them to challenge and replace their distorted thoughts
with more constructive thoughts and behaviours. In so doing, this helped them
improve their resilience and reduce the level of their depression and

psychological distress.

“0 See Chapter 5, Section 5.4.5.1: Translation of instruments and manual.
L See Chapter 5, Section 5.4.3: Procedures and Data Collection, for more information about the
manual.
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To date, only five published bibliotherapy studies have been undertaken in
Thailand** (Choonam, 1998; Padee, 1994; Pornchaikate, 1991; Sainamparn,
2003; Siricharoenwong, 1989). Of these, only the non-equivalent control group
study *® by Padee (1994) examined the effectiveness of bibliotherapy in
reducing anxiety and depression, in this instance in patients with cancer.
Overall, the study found bibliotherapy was a useful approach for lowering

anxiety and depression.

The present RCT is the first to be carried out in Thailand that has evaluated the
effectiveness of a CBB self-help intervention programme in promoting
resilience in individuals with moderate depression. There are several
advantages in using bibliotherapy as an adjunct to routine treatment in this type
of depression. The approach provides specific techniques and homework
exercises which individuals are encouraged to undertake between sessions in
order to challenge unhelpful thoughts and behaviours and to strengthen their
resilience. Bibliotherapy also may help maintain treatment gains because
individuals can readily revisit intervention strategies at later points in time.
Self-monitoring and self-assessment can assist individuals to assess treatment
gains and to alert them about potential problems and the need to consult
clinicians. Bibliotherapy also may reduce negative emotions and stigma
associated with seeking traditional approaches to care and treatment (Barney et
al., 2006; Cuijpers, 1997; Kaldo et al., 2007; Watkins, 2008). It is a cost-

effective approach based on CBT, and is more convenient, less expensive,

“2 See Chapter 3, Section 3.3.3.5: Evidence base for bibliotherapy in depression.
*3 While a non-equivalent control group design is similar to a RCT, the participants are not
randomly assigned to groups (Lusardi & Fain, 2009; Polit & Beck, 2006).
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more widely and easily accessible and portable than standard and specialised
treatment modalities (Bower et al., 2001; Watkins, 2008), especially in a Thai
context where affected individuals may have to travel considerable distances to

outpatient departments and pay for treatment.

There are several limitations, however, to using bibliotherapy. From a cultural
perspective, most Thai people, particularly adolescents and adults, dislike
reading, preferring to listen to information presented on the radio and watching
television (Thai National Statistics Organisation (2006b). This contrasts with,
for instance, Australia, where most people regard reading as a pleasurable
activity, and read newspapers, magazines and books at least once a week

(Australian Bureau of Statistics, 2008).

In the present study, all participants finished reading the manual, while nine
(34.61%) re-read sections after completing the post-test time point. Of the 26
intervention group participants, ten (38.46%) finished the written component,
eleven (42.30%) completed approximately three-quarters and six (23.08%)
finished half of the written component of the manual. The difference in the
completion rates for the reading and written parts of the manual may be due to
some participants having difficulties with the written component but not with
the reading part. The finding about re-reading the manual is similar to the
Scogin, Jamison, & Gochneaur (1989) study, which highlighted that 48% of
participants re-read parts of their book after completing the study. However, re-

reading was not reported in the only publication to date from the Bilich et al.
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(2008) study evaluating the Australian version of the self-help manual used in

the present study.

Bibliotherapy also may not be appropriate for some individuals with depression
who, because of their illness, lack perseverance and ability to concentrate for
the prolonged periods of time necessary to complete the reading and writing
parts of the self-help manual (Gregory et al., 2004; Karpe & Scogin, 2008).
However, the evidence from the current study suggests the bibliotherapy self-
help approach, based on CBT, is beneficial for individuals with moderate
depression when they are given additional minimal contact to encourage and
guide them to continue using the manual. Another limitation of the self-help
manual is that impairments in visual acuity, and limited reading and writing
ability, may reduce the usefulness of the self-help manual for some people in

Thailand as well as in other contexts.

7.8  Randomised controlled trials in a Thai context

Most RCTs undertaken in Thailand have focused on three clinical issues:
HIV/AIDS (Ananworanich et al., 2005; Duncombe et al., 2005; Wendler,
Krohmal, Emanuel, Grady, & ESPRIT Group, 2008), pharmacology
(Kongsakon, Papadopoulos, & Saguansiritham, 2005; Miller et al., 2006;
Sanansilp, Mahuntasanapong, & Phoncharoensomboon, 2002; Sripalakit et al.,
2005), and self-management of diabetes (Wattana, Srisuphan, Pothiban, &
Upchurch, 2007). Considerably less research has been conducted with a mental
health focus. This was highlighted in a report by WHO and Ministry of Public

Health of Thailand (2007), where only one per cent of health related
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publications in the country in the previous five years addressed mental health

issues, and of these, even fewer used RCTs.

Several interrelated factors may explain why only a limited number of RCTs
have been carried out in Thailand, particularly in the mental health field. First,
there are difficulties in recruiting participants to take part in RCTs. Thai people
are sometimes reluctant to take part in experimental research, because of
perceptions about being “experimented on” (Sethabuth, 2002; Wongwichai,
2006), and perceived concerns about the risk of participation on their well-
being (Sethabuth, 2002). Second, there are safety and ethical concerns about
the risk of, for instance, self-harm, suicide, and relapse, while conducting
RCTs with people who have mental illnesses, especially involving individuals
with depression (Research Promotion and Development Center Siam
University, 2008). In the present study, this concern was addressed by
obtaining ethics approval from Victoria University Human Research Ethics
Committee and the ethics committee of Department of Mental Health, Ministry
of Public Health of Thailand, conducting the study in an ethically responsible
manner, and having procedures in place if a participant needed to be withdrawn
from the study.* Third, the time and financial constraints encountered when
conducting RCTs can deter researchers (Whittemore & Grey, 2006). This may
help explain why most RCTs in Thailand are conducted as part of Masters and

PhD studies (Hengsuwanich, 1998).%

* See Chapter 5, Section 5.4.7: Ethical considerations, and Section 5.4.7.5 Minimising the risk
of harm.

* As far as can be established, the Hengsuwanich (1998) study is the most recent. It covered
the years 1984 to 1994 and analysed research works on physical health, mental health and
nutrition of Thai youth. The study reported that most research reports (79.22%) in these areas
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The translation process for the Thai version of the self-help manual focused on
language accuracy and cultural appropriateness. As there were no Thai
versions of the Resilience Scale (RS) or the Kessler Psychological Distress
Scale (K-10), they were translated in accordance with WHO World Mental
Health Initiative Interview Translation Guidelines (World Health Organization,
2003)“® While both instruments were straightforward to use in the present
study, along with the previously translated Centre for Epidemiologic Studies
Depression Scale (CES-D), further studies are needed to confirm the reliability
of the Thai versions of the RS and K-10, and to validate the clinical cut-off

score for the K-10 in a Thai context (Fain, 2009b).

Overall, the current RCT study, conducted in fulfilment of the requirements of
a PhD thesis, provides an important contribution to the limited research in
Thailand on the use of bibliotherapy with individuals who have moderate
depression. The study is the first to evaluate the effectiveness of a CBB self-
help intervention programme in promoting resilience, improving depression
and reducing psychological distress. As the student researcher, | experienced
three main difficulties in conducting the study. I am an international student, a
Thai national, in whom English is a recently learned language. This created
difficulties for me in reading professional literature, engaging in academic
discourse, and writing the thesis. The translation process*’ for the self-help

manual and the psychometric instruments, and conducting the fieldwork part of

were carried out by postgraduate students and were directly related to the production of theses
and dissertations.

%6 See Chapter 5, Section 5.4.5.1: Translation of instruments and manual.
*" See Chapter 5, Section 5.4.5.1: Translation of instruments and manual.
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the study, was time consuming. Furthermore, even though Victoria University
provided some financial support for fieldwork expenses, the costs of the
translation process, travelling, and telephone calls were considerable. Overall,
however, despite these difficulties, | found the whole process extremely

rewarding and satisfying.

7.9 STRENGTHS AND LIMITATIONS

7.9.1 Strengths

The present study has two methodological strengths. The first strength is it
used a RCT, the most powerful design for testing hypotheses of cause-and-
effect relationships and the highest level of research evidence (Matthews,
2006). There are three key properties of RCTs: randomisation, control, and
manipulation (Polit & Beck, 2006; Whittemore & Grey, 2006).% In the present
study, random allocation of participants to the intervention or the control
group, using a table of random numbers, was undertaken by another researcher
who was not directly involved in the recruitment process. The extraneous
variables in the study were controlled by providing participants in both groups
with (i) the standard care and treatment approach from the outpatient
department, Suan Prung Psychiatric hospital, and (ii) a short weekly telephone
contact. Manipulation of the independent variable was carried out using the
self-help manual with the intervention group with depression, and the
outcomes were then compared with the control group by measuring resilience,

depression, and psychological distress.

*® See Chapter 5, Section 5.3: Research design.
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A second strength of the study is the high retention rate (96.4%). This may be
attributable to the researcher taking time to build rapport and maintain a
professional relationship with participants throughout the study. Furthermore,
the incorporation of the five-minute weekly telephone contact with all the
participants may have assisted retention. The contact, comprising brief advice,
encouragement and, for intervention group participants, answering questions
related to the self-help manual, may have positively influenced the high

retention rate in the study.

7.9.2 Limitations

There are six methodological limitations to the present study. The first
limitation is the recruitment method. Recruitment through known clinical staff at
the outpatient department may have affected the nature of the sample that was
obtained. Participants may not represent the spectrum of people with moderate
depression, because of the limitation of recruitment of individuals diagnosed
with a moderate episode of depression (F32.1), and recruitment being limited to
those attending the department. However, recruitment through the outpatient
department was undertaken in order to minimise risk in the study, by enabling
clinical staff to screen prospective participants for signs and symptoms of

moderate depression and risk of suicide.*

The second limitation is the way the RCT was conducted. Due to the constraint
of conducting the RCT within the restricted timeframe of PhD candidature, and

with limited personnel and financial resources, | recruited the participants,

*% See Chapter 5, Section 5.4.2: Selection and recruitment of participants.

155



conducted the weekly telephone calls, and collected the data at each time point
in the study. This meant | knew which group the participants were in and this

could be interpreted as a potential source of response bias when collecting data.

The third limitation is that, due to the limited scope of a PhD study, there was
only a four-week period between post-test and follow-up. While the findings
showed there were short-term benefits to intervention group participants using
the self-help manual (higher level of resilience and lower level of depression
and psychological distress than the control group), it is unclear if these benefits
were sustained in the long-term. The fourth limitation relates to the use of
bibliotherapy, and this was considered earlier in this chapter. The fifth
limitation is that several intervention and control group participants had their
antidepressant medication dosage increased or decreased during the study. It is
unclear what effect, if any, this confounding variable had on their level of

depression

A final limitation of the study is that due to the method of recruitment, conduct
of the RCT, short-term evaluation, and use of bibliotherapy, attempts to

generalise the findings should be treated with caution.

7.10 RECOMMENDATIONS
To support the utilisation of, and further study into, the CBB self-help manual
for individuals with moderate depression, recommendations are made for

clinical practice and for future research

7.10.1 Clinical Practice
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The study findings suggest the minimal contact CBB self-help bibliotherapy
programme can be used as an adjunct to standard care and treatment for
individuals with moderate depression. In light of the cultural context of Thai
families having an important role in promoting well-being in individuals with
depression, the self-help book could be shared with other family members,
particularly primary caregivers. This might enhance caregivers’ ability to
obtain a greater understanding of the person with depression and better equip

them to support the affected individual.

Overall, bibliotherapy can be used by people with moderate depression, clinical
staff, and primary caregivers as an adjunct to standard care and treatment
(Karpe & Scogin, 2008), but its use must be carefully monitored by clinicians

(Watkins, 2008).

7.10.2 Further Research

While the CBB self-help intervention programme contributed to improvements
in individuals with moderate depression, more research is needed to evaluate
the effectiveness of this approach with a larger group of participants and with a
longer follow-up period than could be obtained within the constraints of PhD
candidature. A larger sample would enhance the statistical power of analyses
and reduce the risk of Type Il error,® and would enable analysis of mediator
variables (e.g., a comparison of the presence or absence of weekly telephone
contact on resilience, depression and psychological distress, and completion of

the manual) and the factors associated with the effectiveness of bibliotherapy

% Type Il error is an error in failing to reject a null hypothesis when it is false (Pallant, 2007).
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as a self-help approach (e.g., the level of education that is needed to complete
the manual). There also is a need for research to support the usefulness and
cost effectiveness of self-help materials for individuals with moderate

depression in Primary Care Units®! in Thailand.

Research is needed to ascertain the suitability of bibliotherapy for people from
different cultural and educational backgrounds, and to evaluate the usefulness
of alternative ways of presenting self-help programmes informed by CBT, such
as DVDs and Web-based formats. The limited studies that have been
undertaken to date into computer-assisted treatment for people with depression
have found it a time-saver for professional staff and a money-saver for those
with depression (Karpe & Scogin, 2008). Moreover, it provides a potentially
more flexible and interactive approach to therapy for depression than can be

obtained in standard bibliotherapy programmes.

Future research should incorporate a stratified random sample to control for
unequal distribution of demographic characteristics such as educational level.
Moreover, in addition to the short weekly telephone call, weekly homework
assignment and discussion with researcher during the study would help ensure

the participants actually use the self-help manual.

%! The Universal Health Coverage (UHC) policy was introduced in rural Thailand in 2006. The
policy focuses on the delivery of primary health care at community based primary care units
(PCUs) rather than in District Hospitals. The UHC policy aims to reduce inequities and to be
located closest to where people live so as to increase service access. PCUs provide health
promotion, disease and illness prevention, and treatment of common physical and mental
health problems, rehabilitation and palliative care (Hanucharurnkul, 2007).
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Finally, future research should incorporate a mixed methods approach to
evaluate the participants’ satisfaction with, and views about, using a self-help

manual.

7.11 CONCLUSION

The findings of this study of people with moderate depression living in Chiang
Mai province in northern Thailand show, overall, that the CBB self-help
manual with minimal telephone contact is helpful in improving resilience,
reducing depression, and lowering psychological distress. There is some
indication that the intervention may be successful, however the non-
equivalence of the two groups in terms of educational attainment may have
accounted for some of the differences in the scores of the two groups.
Therefore, the results of the study should be treated with caution. The study
expands the body of knowledge and research into the use of bibliotherapy and
the promotion of resilience in adults with moderate depression in a Thai
context. This is particularly important because of the increasing prevalence of
depression in Thailand, similar to other Asian and developed countries. The
study also confirms the benefits of bibliotherapy as a relatively new and
promising approach in this setting, and broadens the choice of treatment
modalities available to support Thai people with moderate depression and
increase their resilience. Bibliotherapy is a more accessible, portable, and cost
effective approach than standard treatment modalities for Thai people with
moderate depression. Moreover, in adapting a translated self-help manual, the
study highlights the need for future development and evidence based

evaluation of self-help materials that are specifically developed in Thailand
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that reflect Thai cultural practices. Finally, the study contributes to the limited
but growing number of RCTs that have been carried out in the mental health

field in Thailand.
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CONSORT Statement 2001 - Checklist E

Items to include when reporting a randomized trial

PAPER SECTION | Item Descriptor Report
And topic ed on
Page #
TITLE & 1 How participants were allocated to interventions (e.g., "random
ABSTRACT allocation”, "randomized", or "randomly assigned").
INTRODUCTION 2 Scientific background and explanation of rationale.
Background
METHODS 3 Eligibility criteria for participants and the settings and locations where
Participants the data were collected.
Interventions 4 Precise details of the interventions intended for each group and how and
when they were actually administered.
Obijectives 5 Specific objectives and hypotheses.
Outcomes 6 Clearly defined primary and secondary outcome measures and, when
applicable, any methods used to enhance the quality of measurements
(e.g., multiple observations, training of assessors).
Sample size 7 How sample size was determined and, when applicable, explanation of
any interim analyses and stopping rules.
Randomization -- 8 Method used to generate the random allocation sequence, including
Sequence details of any restrictions (e.g., blocking, stratification)
generation
Randomization -- 9 Method used to implement the random allocation sequence (e.g.,
Allocation numbered containers or central telephone), clarifying whether the
concealment sequence was concealed until interventions were assigned.
Randomization -- 10 | Who generated the allocation sequence, who enrolled participants, and

Implementation who assigned participants to their groups.

Blinding 11 | Whether or not participants, those administering the interventions, and

(masking) those assessing the outcomes were blinded to group assignment. If done,
how the success of blinding was evaluated.

Statistical 12 | Statistical methods used to compare groups for primary outcome(s);

methods Methods for additional analyses, such as subgroup analyses and
adjusted analyses.

RESULTS 13 | Flow of participants through each stage (a diagram is strongly
recommended). Specifically, for each group report the numbers of

Participant flow participants randomly assigned, receiving intended treatment,

completing the study protocol, and analyzed for the primary outcome.
Describe protocol deviations from study as planned, together with
reasons.

Recruitment 14 | Dates defining the periods of recruitment and follow-up.

Baseline data 15 | Baseline demographic and clinical characteristics of each group.
Numbers 16 | Number of participants (denominator) in each group included in each
analyzed analysis and whether the analysis was by "intention-to-treat". State the

results in absolute numbers when feasible (e.g., 10/20, not 50%).
Outcomes and 17 For each primary and secondary outcome, a summary of results for each
estimation group, and the estimated effect size and its precision (e.g., 95%
confidence interval).
Ancillary 18 | Address multiplicity by reporting any other analyses performed,
analyses including subgroup analyses and adjusted analyses, indicating those pre-
specified and those exploratory.

Adverse events 19 All important adverse events or side effects in each intervention group.
DISCUSSION 20 Interpretation of the results, taking into account study hypotheses,
Interpretation sources of potential bias or imprecision and the dangers associated with

multiplicity of analyses and outcomes.

Generalizability 21 | Generalizability (external validity) of the trial findings.

Overall evidence 22 | General interpretation of the results in the context of current evidence.

www.consort-statement.org
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VICTORIA

Plain Language Statement

INFORMATION TO PARTICIPANTS WITH DEPRESSION:

Project Title:  Evaluation of the effect of cognitive behavioural bibliotherapy self-help
intervention program on the promotion of resilience in individuals with
depression

Principal Investigator: Professor Terence McCann
Co- investigator: Wallapa Songprakun

Dear individual with depression,

My name is Wallapa Songprakun. | am a Registered Nurse with a background in mental
health and psychiatric nursing. | would like to invite you to take part in a study about the
effectiveness of a self-help manual, for individuals with depression.The study involves
you reading a self-help manual with a close family member to assist you to recover
from depression. The study is part of a doctoral degree in nursing that | am doing at the
School of Nursing and Midwifery, Victoria University, Melbourne, Australia.

This Participant Information letter contains detailed information about the research
project. Its purpose is to explain to you as openly and clearly as possible all the
procedures involved in the project before you decide whether to take part.

Please read this Participant Information carefully. Feel free to ask questions about any
information in the document. You may also wish to discuss the project with a relative
or friend or your local health worker. Feel free to do this.

Once you understand what the project is about, and if you agree to take part, you will
be asked to sign the Consent Form. By signing the Consent Form, you indicate that
you understand the information and that you give your consent to participate in the
research project.

You will be given a copy of the Participant Information and Consent Form to keep as
a record.

Purpose and Background

The purpose of this project is to find out how useful a self-help manual and working with a
close family
member is to assist you recovery from depression.

A total of 52 participants with depression will take part in the project. You are invited to
participate in the research if you:

are a Thai individual who is diagnosed with a moderate depressive episode
live in Chiang Mai province

are aged between 18-60 years old

are able to read and write in Thai language

have no history of developmental disability or psychosis
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o are currently receiving treatment for depression in the outpatient department
at Suan Prung Psychiatric Hospital
¢ have a working telephone

Procedures

The study uses a self-help manual to assist you to recover from depression. The manual
takes 8 weeks to work through, and each week the manual will ask you to complete some
activities.

You will be placed in one of two groups.

o Inthe first group, each participant will work through the self-help manual. You
will continue to receive the standard treatment from the outpatient department,
Suan Prung Psychiatric Hospital. You will be asked to complete questionnaires
three times during the study: week 1, week 8, and week 12.

o In the second group, each participant will continue to receive the standard
treatment from staff at the outpatients department, Suan Prung Psychiatric
Hospital. Later on in the study, each participant in this group will be given the
self-help manual to work through. You will be asked to complete questionnaires
five times during the study: week 1, week 8, week 12, week 20, and week 24.

Possible Benefits

We cannot guarantee that you will benefit from taking part in this study. However, you may
gain some benefit from taking part as the self-help manual is designed to assist you to deal
with your depression by reducing your negative thoughts, increasing your positive activities,
and improving your behavioural coping and interpersonal skills.

Possible Risks

In the unlikely event of you experiencing an uncomfortable feeling while working through
the self-help manual, you will be offered an opportunity to decide whether to continue in the
study. If you still feel uncomfortable and would like additional assistance, you will be
referred to mental health service for ongoing support.

In addition, the self-help manual asks you to monitor any thoughts that you might have
about harming yourself as a result of deterioration in your level of depression. In the
unlikely event that you experience these types of thoughts, please seek immediate medical
attention at any of the following mental health services:
e Mental Health Crisis Centre, Suan Prung Psychiatric Hospital. This is a
24-hour service (Tel. (66) (053) 201 191 or (66) (053) 203 700 )
e Suan Prung Mental Health Counselling Hotline. This is a 24-hour
service (Tel. (66) (053) 276 750 or (66) (053) 276 153 ext. 250 )
e  Suan Prung Psychiatric Hospital (Tel. (66) (053) 280 228)

If you tell Wallapa Songprakun that you are experiencing these thoughts she will
immediately report this to mental health staff at Suan Prung Psychiatric Hospital.

Alternatives to Participation

Participation or non-participation in this project will not be detrimental to you and will not
affect the treatment that you receive at Suan Prung Psychiatric Hospital.
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Privacy, Confidentiality

Your confidentiality will be protected in this study through the use of numerical codes. Any
information obtained in connection with this research that can identify you will remain
confidential. During the project, consent forms and a hard copy of data will be stored in a
locked filing cabinet in Wallapa Songprakun’s office in the School of Nursing and
Midwifery, Victoria University, Melbourne, Australia. Electronic data files will be stored
on Terence McCann and Wallapa Songprakun’s computers, protected by a password
known only to these investigators, who will have joint responsibility for security of the data,
which will be destroyed after five years.

Results of Project

If you wish, a written summary of the results of the study will be sent to you.

Further Information or Any Problems

If you require further information, or have any problems concerning this project, you can
contact the researcher:

Terence McCann, International Telephone: +61 3 9919 2325, Mobile phone: +61 4 0320 9453
Wallapa Songprakun, Telephone: (66) (53) 243 373, Mobile phone: (66) (08) 1783 2797
Other Issues

If you have any complaints about any aspect of the research, the procedures are being
conducted, or any questions about your rights as a research participant, you may contact:

Name: Paritat Silpakit, Psychiatrist

Position: Vice- Director of Suan Prung Psychiatric Hospital, Chiang Mai,
Thailand

Telephone: (66) (053) 280 228

Mobile phone: (66) (08) 1881 2522

Name: Mr Anthony Benka

Position: Secretary, Victoria University Human Research Ethics
Committee

International telephone: (61) (3) 9919 4148

Participation is voluntary

Participation in the project is voluntary. If you do not wish to take part you are not obliged
to. If you decide to take part, you are free to withdraw from the project at any time, but
please notify the researcher before you withdraw. If you decide to withdraw, it will not
affect the routine treatment that you receive at Suan Prung Psychiatric Hospital.

Before you make your decision, the researcher will give you the opportunity to ask
questions about matters you do not understand and have your answered to your satisfaction,
prior to written consent being obtained.

Ethical Guidelines
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The ethical aspects of this research project have been approved to protect the interests of
individuals who agree to participate in human research studies by the Victoria University
Human Research Ethics Committee, and the Research Committee of the Department of
Mental Health, Ministry of Public Health, Thailand.
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Consent Forms
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VICTORIA
UNIVERSITY

Consent Form for participants involved in research

CERTIFICATION BY PARTICIPANT WITH DEPRESSION

I, [Click here & type participant's name]

of [Click here & type participant's suburb]

certify that I am at least 18 years old* and that | am voluntarily giving my consent to
participate in the study: Evaluation of the effect of a self-help intervention
program for the promotion of resilience in individuals with depression and their
being conducted at Victoria University, Melbourne, Australia by: Professor
Terence McCann and Wallapa Songprakun

| certify that the objectives of the study, together with any risks and safeguards
associated with the procedures listed hereunder to be carried out in the research,
have been fully explained to me by: Wallapa Songprakun

and that | freely consent to participation involving the use on me of these
procedures:

e Using the self-help manual with the family caregiver
e Completing questionaires

I certify that | have had the opportunity to have any questions answered and that |
understand that I can withdraw from this study at any time and that this withdrawal
will not jeopardise me in any way.

I have been informed that the information | provide will be kept confidential.

Signed:
Witness other than the researcher:

Date:

Any queries about your participation in this project may be directed to the researcher:
Terence McCann, International telephone: (61) (3) 9919 2325, Mobile phone: (61) (04)
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0320 9453 and Wallapa Songprakun, Telephone: (66) (053) 243 373, Mobile
phone: (66) (08) 1783 2797

If you have any queries or complaints about the way you have been treated, you
may contact:

Name: Paritat Silpakit, Psychiatrist

Position: Vice-Director of Suan Prung Psychiatric Hospital, Chiang
Mai, Thailand

Telephone: (66) (053) 280 228

Mobile phone: (66) (08) 1881 2522

Victoria University Human Research Ethics Committee, Victoria University, PO
Box 14428, Melbourne, VIC, 8001 phone (3) 9919 4710

[*please note: Where the participant/s are aged under 18, separate parental

consent is required; where the participant/s are unable to answer for themselves
due to mental illness or disability, parental or guardian consent may be required.]
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Table of randomly assign all participants into two groups

Participants sequence | Intervention (n=30) Control (n=30)
1 BL
2 Al
3 B2
4 A2
5 B3
6 A3
7 A4
8 A5
9 A6
10 B4
11 A7
12 A8
13 B5
14 B6
15 B7
16 A9
17 A10
18 All
19 AL2
20 Al3
21 B8
22 B9
23 Al4
24 B10
25 B1l
26 B12
27 B13
28 Al5
29 B14
30 Al6
31 B15
32 AlL7
33 B16
34 Al8
35 A19
36 A20
37 B17
38 B18
39 A21
40 B19
41 A22
42 A23
43 B20
44 B2L
45 A24
46 B22
47 B23
48 B24
49 A25
50 B25
51 B26
52 A26
53 B27
54 A27
55 A28
56 B28
57 B29
58 A29
59 A30
60 B30
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Permission letter from Lifeline South Coast (NSW)

From: Terence McCann [mailto: Terence.McCann@vu.edu.au]

Sent: Thursday, 10 May 2007 2:51 PM

To: grahame gould - Lifeline SouthCoast (NSW)

Subject: Seeking permission to use 'The good moood guide' in a study in
Thailand

Dear Grahame,

Further to our conversation a few minutes ago, | would be grateful if you
would give me permission to use the above manual for a PhD study in
Thailand. Briefly, this is an intervention study, with an intervention and control
group, with adults who are being treated for a primary diagnosis of

depression on a psychiatric outpatient basis in Chiangmai region of northern
Thailand. Ethics approval will be obtained from Victoria University and the
Mental Health Department, Public Health Ministry, Bangkok, prior to the study
commencing.

I would also like permission to have the manual translated into Thai. I will
ensure that Lifeline et al. is acknowledged in the translated version and in the
thesis and subsequent publications and conference presentations.

Finally, I would appreciate if you would send me three (3) copies of the
manual. Please invoice me for the costs and | will ensure prompt payment.

If you have any queries about the research, please feel free to contact me.
Regards,

Terence McCann

Professor of Nursing Research
School of Nursing & Midwifery
Victoria University

PO Box 14428

Melbourne

Victoria 8001

Australia

Tel.: +61 3 9919 2325

Fax: +61 3 9919 2832

Email: terence.mccann@vu.edu.au

From: grahame gould - Lifeline SouthCoast (NSW)
[mailto:g.gould@llsc.org.au]
Sent: Monday, 14 May 2007 3:23 PM
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To: Terence McCann

Cc: Frank Deane (E-mail)

Subject: RE: Seeking permission to use "The good mood guide' in a study in
Thailand

Thankyou Terence
This sound great and very interesting!
Permission to use the Good Mood Guide is granted providing:
o Profit is not made from the sale of the Good Mood Guide
e A copy of the translated version is sent to Lifeline South Coast

o Correct citation on research papers and acknowledgement as outlined in
your email.

I have copied Professor Frank Deane to this email so you can discuss current
status of research publication with him.
Will be very interested to hear how it progresses

Will send 3 copies of second version (if they don't arrive in the next 7-10 days
get bak to me)

Regards

Grahame

Grahame Gould

Executive Director

Lifeline South Coast

PO Box 404

Wollongong NSW 2520

Phone 02 4228 1311 (Reception)
Phone 02 4226 7203 (Direct)
Fax 02 4228 0203
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Title:

VICTORIA ANEW
UNIVERSITY | fooL ot

Demographic Data Questionaire

For participant with depression

Evaluation of the effect of cognitive behavioural bibliotherapy self-help
intervention program on the promotion of resilience in individuals with
depression

Please put an x mark in the ( ) and give your details, as requested

1.

Gender

() Male ( ) Female
Age ..o (years)

Marital status

( ) Single () Married/defacto ( ) Divorced ( ) Separated
( ) Widowed

Are you currently:

( ) studying () working () retired
() home duties () unemployed

() Others (please indicate
details)....oeore e :

Highest educational level

( ) Primary Shool () Middle School ( ) High School

( ) Technical certificate ( ) Bachelor degree () Master degree
( ) Doctoral degree

Approximately, how long do you receive a treatment for depression?
Current treatments for depression

() Prescribed Medication

( ) Antidepressants
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( ) Tricyclics ( ) SSRIs ( )MAOIs  ( )SNRIs
( ) Antianxiety

( ) Benzodiazepines ( ) Barbiturates ( ) Seductives

( ) Psychosocial therapies
( ) Group intervention () Therapeutic relationship
( ) Therapeutic Milieu () Cognitive behavioural Therapy
( ) Family therapy

. Frequency of attendance at outpatient department , Suan Prung Psychiatric
Hospital

() weekly () fortnightly ( ) monthly
( ) every two months

() other (please indicate frequeNCY)........c.covveveiiiiieeiieien.

How often do you receive a home visit from the mental health
professionals?

() weekly ( ) fortnightly ( ) monthly

( ) every two months
() others (please indicate the frequency).....................
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Resilience Scale
(English and Thai versions)
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L. VICTORIA
UNIVERSITY

Resilience Scale (RS)

Please circle a number indicating how much you

agree or disagree with each statement.

10.

Disagree Agree

When | make plans I follow through with them.
1 2 3 4 5 6
| usually manage one way or another.

1 2 3 4 5 6

| am able to depend on myself more than anyone else.

1 2 3 4 ) 6
Keeping interested in things is important to me.

1 2 3 4 S) 6
I can be on my own if | have to.

1 2 3 4 ) 6

| feel proud that I have accomplished things in my life.

1 2 3 4 ) 6

| usually take things in my stride.

1 2 3 4 ) 6

| am friends with myself.

1 2 3 4 ) 6

| feel that | can handle many things at a time.

1 2 3 4 5 6

| am determined.

1 2 3 4 5 6
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Disagree Agree

| seldom wonder what the point of it all is.
1 2 3 4 5 6
| take things one day at a time.
1 2 3 4 5 6
I can get through difficult times because 1’ve experienced difficulty
before.
1 2 3 4 S) 6
I have self-discipline.
1 2 3 4 S) 6
| keep interested in things.

1 2 3 4 5 6
I can usually find something to laugh about.
1 2 3 4 ) 6
My belief in myself gets me through hard times.

1 2 3 4 5 6

In an emergency, I’m somebody people generally can rely on.
1 2 3 4 5 6

I can usually look at a situation in a number of ways.

1 2 3 4 5 6
Sometimes | make myself do things whether | want to or not.

1 2 3 4 5 6
My life has meaning.

1 2 3 4 5 6
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22.

23.

24.

25.

| do not dwell on things that | can’t do anything about.

1

2

3

4

5

6

7

When | am in a difficult situation, I can usually find my way out of it.

1

2

3

4

5

| have enough energy to do what | have to do.

1

It’s okay if there are people who don’t like me.

1

2

2

3

3

4

4

5

5

6

7
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(Thai version)
U IanNMYNNTINDIN]D
(Resilience Scale)

Wagnild, G. M., & Young, H. M. (1993). Development and psychometric evaluation of the
Resilience Scale. Journal of Nursing Measurement, 1, 165-178.
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lauiunasg AuA9E
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1 2 3 4 5 6 7
3. auivdaedlfiunnndifazlifannauai

1 2 3 4 5 6 7
4. mmmenaninmannianaulaludesine Wane WuGesddnydmiudy

1 2 3 4 5 6 7
5. dumnnsnegmnaielatinani

1 2 3 4 5 6 7
6. dufAngilanlsvinezlsddalaluatni

1 2 3 4 5 6 7

7.  dudnazdaneiutlymedeasuidianidu

1 2 3 4 5 6 7
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Centre for Epidemiologic Studies Depression
Scale (CES-D)

(English and Thai versions)
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CES-Depression Scale

VICTORIA
UNIVERSITY

The following questions ask about your mood. Please circle the response that best describes

how you felt DURING THE PAST WEEK

Rarely or none

of the time

DURING THE PAST WEEK: (Less than 1 day)

I was bothered by things
that don't usually bother me.

I did not feel like eating; my
appetite was poor.

| felt that | could not shake
off the blues even with the
help of my family or friends.

| felt that | was just as good
as other people.

I had trouble keeping my mind

on what I was doing.

| felt depressed.

| felt everything | did was an effort.
| felt hopeful about the future.

| thought my life had been a failure.
| felt fearful.

My sleep was restless.

I was happy.
I talked less than usual.
| felt lonely.

People were unfriendly.

I enjoyed life.

1

[EEN

Some or little
of the time

(1-2 days)

2

Occasionally or
moderate of the time

(3-4 days)
3

Most or all
of te time

(5-7 days)
4
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I had crying spells.

| felt sad.

| felt that people disliked me.

I could not get "going"
(carry out my normal duties)
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(Thai version)
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Kessler Psychological Distress (K-10)
(English and Thai version)
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Kessler Psychological Distress Scale (K-10)

Kessler, R.C., Andrews, G., Colpe, L.J., Hiripi, E., Mroczek, D.K., Normand, S.L.T.,
Walters, E.E., & Zaslavsky, A. (2002). Short screening scales to monitor population
prevalances and trends in nonspecific psychological distress. Psychological Medicine,
32(6), 959-976.

The rating scale is as follows:

None of the time
A little of the time
Some of the time
Most of the time
All of the time

WM RO

KZ1. In the past week how often did you feel 0 1 2 3 4
tired out for no good reason?

K2. In the past week how often did you feel 0 1 2 3 4
nervous?

K3. In the past week how often did you feel so 0 1 2 3 4
nervous that nothing could calm you down?

K4. In the past week how often did you feel 0 1 2 3 4
hopeless?

K5. In the past week how often did you feel 0 1 2 3 4
restless or fidgety?

K6. Inthe past week how often did you feelso | O 1 2 3 4
restless you could not sit still?

K7. In the past week how often did you feel 0 1 2 3 4
depressed?

K8. In the past week how often did you feel that | 0O 1 2 3 4
everything was an effort?

K9. In the past week how often did you feel so 0 1 2 3 4
sad that nothing could cheer you up?

K10. In the past week how often did you feel 0 1 2 3 4
worthless?
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Appendix J
Summary

WHO World Mental Health (WMH) Initiative
Interview Translation Guidelines
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WHO World Mental Health (WMH) Initiative Interview Translation
Guidelines (WHO, 2003)

1. Forward translation
One translator, preferably a health professional with substantive experience
on language and expressions of person with mental disorders should be
given this task. The translator should be very knowledgeable of American
English but his/her mother tongue shold be the primary language of the
target culture. Translators should always aim at the concptual equivalent of
a word or phase; strive to be simple, clear, and concise in formulating a
question; avoid the use of any jargon; and consider issues of gender and age
applicability.

2. Expert Panel
An expert panel should be convened by editor-in-chief. The goal is to
identify the adequate expression/concepts of translation between the
forward translation and the existing versions of the questionnaire. The panel
should include the original translator, experts in the disorders under study
and survey methodologist.

3. Back translation
The instruments will then be translated back to English by the independent
translator, whose mother tongue is American English and who has no
knowledge of the questionnaire

4. Internatinal Harmonization
This step will require multiple language versions to be distributed to the
expert panels in separate countries. It is important to check if all the country
versions have made similar decisions in culturally sensitive items and have
followed the same directions.

5. Pre-testing and Cognitive interviewing
It is necessary to pre-test the questionnaire on individual representative of
target population. Pre-test respondents should number 10 minimum for
each section of the interview. Each country should also provide a written
report of the pre-testing exercise, together with selected information.

6. Final version
The electronic version of the final translated questionnaire should be
provied to WHO.
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Appendix K

Approval letter from Victoria University Human
Research Ethics Committee
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TO Prof Terence McCann DATE  9/08/2007
School of Nursing and Midwifery
St Albans Campus

FROM Dr Alan Hayes
A/Chair .
Victoria University Human Research Ethics Commiittee

SUBJECT _ Ethics Application — HRETH 07/155

Dear Prof McCann
Thank you for submitting this application for ethical approval of the project:

HRETH 07M155  Evaluation of the effect of a cognitive behavioural bibliotherapy self-help intervention program on the
promotion of resilience in individuals with depression and their caregivers (HREC 07/119)

The Victoria University Human Research Ethics Committee at its meefing on 9% August 2007 approved your application.
Approval has been granted from 9 August 2007 to 31 August 2008. The Committee also requested copies of cerfified Thai
translations of the self-help manual and the standardized psychometric instruments when these became available.

Please note that the Human Research Ethics Commitiee must be informed of the following: any changes to the approved
research protocol, project timelines, any serious or unexpected adverse effects on paticipants, and unforeseen events that may
effect continued ethical acceptability of the project. In these unlikely events, researchers must immediately cease all data
collection until the Committee has approved the changes.

Continued approval of this research project by the Victoria University Human Research Ethics Commitiee (VUHREC) is
conditional upon the provision of a report within 12 months of the above approval date (by 9 August 2008) or upon the
completion of -the project (if earfier). A report proforma may be downloaded from the VUHREC web site at:

http-iresearch.vu.edu auhrec.php
If you have any queries, please do not hesitate to contact me on 9919 4625,

On behalf of the Committee, | wish you all the best for the conduct of the project.

Dr Alan Hayes
A/Chair ]
Victoria University Ethics Committee
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Appendix L

Approval letter from Department of Mental Health

Ministry of Public Health, Thailand
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Institutional Review Board Approval
by
Department of Mental Health
Ministry of Public Health
Thailand

IRB # 17/2007

The Institutional Review Board for
the protection of Human Subjects (Mental Health)
has approved the proposal dealing with

"Evaluation of effect of a cognitive behavioural self-help
intervention program on the promotion of resilience in
individuals with depression and their caregivers”

By Mrs. Wallapa Songprakun
as a Site-principle investigator

It’s the board’s opinion that the study has provided adequate
safeguards for the rights and welfare of the participants.

The study is officially implemented
as of the date of final approval: 17/10/2007
This approval is valid until: 17/10/2008

ML Somchai Chakrabhand
Chair for the IRB
Department of Mental Health
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