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CHAPTERI. Introduction

1.1 Background

From 1978 to 2007, there were 1.27 million Chinese students who went
abroad to study in universities outside China (Chinese Education Ministry, 2008).
Depression is often regarded as one of the top concerns with Chinese international
students (Yi, Lin, & Yuko, 2003). Depressive symptoms affect many aspects of
students’ life, such as: poor social relationships, increased risk of failure in academic
performance, dropout, drug use, health problems, and 30-fold increased risk of
suicide (Gillham, Shatté, and Freres, 2000).

In Thailand, Chinese students represent the majority of international students.
More than 4,000 of these students study in almost all universities, and the numbers
are still growing steadily (Ministry of Higher Education of Thailand, 2007).

Being a Chinese student and a lecturer in Thailand and having had a long
period of interaction with Chinese student groups, the current researcher observed
that many Chinese students have exhibited some depressive symptoms such as loss
of interest and energy, increased fatigue, difficulty in thinking, concentrating, or
making decisions, changes in appetite, lack of sleep or oversleep, and feelings of

worthlessness  or  inappropriate  guilt  (DSM-IV-TR, APA,  2000).



Figure 1: The number of Chinese students in Thailand in the year 2007

Thailand - International Students Study in Thailand
Classified by Country

Sowurce: Bureawu of International Cooperation Strategy, CHE
Graph: Business-in-Asia.com

No. ¥Yr. 2005 ¥Yr. 2006 ¥r. 2007

Country Total Country Total Country Total

1 China 1,615 China 2,698 China <.028
2 Myanmar 489 Myanmar 631 Vietnam 751
3 Laos 436 Vietnam 599 Myanmar 741
a Vietnam <409 usa 521 Laos s64
5 Japan 307 Laos 493 usaAa 527
S usA 290 Japan 449 India 4904
7 India 24a6 India <401 Cambodia 469
8 Taiwan 180 Cambodia 364 Japan <403
£=] Cambodia 166 Korea 213 Korea 290
10 Bangladesh 164 Bangladesh 209 Taiwan 237

The population of Chinese students at Assumption University was 1,081
(AU Registrar’s Office, 2009) which is the biggest group of Chinese college
students in Thailand. Using a general health questionnaire (GHQ-12), a study
reported that 37.4% of registered Chinese students in AU had stress and anxiety
disorder (Qiu, 2005). Because of the high rate of co-occurring depressive symptoms
with anxiety and Chinese students being a significant group among international
students in Thailand, the current researcher targeted Chinese students studying in
Assumption University of Thailand as the study population.

Accounting for approximately one quarter of the world‘s population, 1.4
billion Chinese people represent the largest population in the world. Chinese
students represent the majority of international students in Thailand and because of
the serious consequences of depression as one of the high depressive disorder risk
groups within a large population, the concern about preventing depressive symptoms

among international Chinese students is fundamental.



Before addressing the empirical work on preventing depressive symptoms
among Chinese international college students, it is important to note again the
conceptual and historical context in which general research has been defined.

In terms of the global burden of disease, as indicated by both disability and
mortality, depression would become the second most important disorder by the year
2020. It was the number one cause of disability in the world and the fourth most
important disorder in 1990 (Murray & Lopez, 1996).

Depressive symptoms are a very complex sort of conditions that recall
demands to be thought about in a holistic manner. According to major models and
theories, depressive symptoms are related with numerous biological, psychological
and social factors that interact with one another. The risk factors for depression
include: cognitive vulnerabilities; internal and external stress, negative life events,
dysfunctional parenting and family interactions, gender, personality, and poor
interpersonal relationships (Rashmi Nemade, 2008). Since no one factor causes
depression, it is probably unreasonable to expect that only one type of model can
describe this problem.

Attempts have been made to prevent depressive symptoms such as reducing
negative cognitions because negative views bias the selection, encoding, storing, and
recalling of information, theoretically, that increase risk of depression onset (Beck,
1976); increasing the frequency of pleasant activities (Stice, Burton, Bearman, &

Rohde, 2006), based on the behavioral theory of withdrawing of pleasant activities,



worsen depressed mood (Lewinsohn, 1974). Other comprehensive approaches
enhance protective factors such as social and problem solving skills, self-efficacy,
healthy life style to cope with the risk factors including cognitive vulnerabilities,
negative life events, dysfunctional family interactions, and poor interpersonal

relationships (Barrera, 2007).

The past decade has seen a growing emphasis on depression prevention. On
the basis of the populations to whom the iuterventions are used, prevention
programs can be classitied mnto tluee categories: universal selective and indicated
preventive interventions (Mrazek & Haggerty, 1994). Each of these prevention
approaches has both advantages and disadvantages. The selective and indicated
(targeted) mterventions have the benefit of reaching those most i need. A lumitation
of targeted programs is that the screening steps for eligible participants add time and
gxpense to mtervention process.

In contrast, universal programs can reach large numbers of subjects without a
time-consuming selection process. A drawback of universal prevention programs is
generally produced non-sigmficant results or smaller effect sizes than targeted
programs (Merry et al.. 2004). In addition. there has been little evidence of long
term preventive effects for universal interventions.

A targeted prevention program was conducted m the present study because
the ann was to effectively help mtemational Clunese college students a specific

group with depressive symptoms.



1.2 Statement of Problem

Previous studies have supported the efficacy of depression interventions,
nevertheless, most psychological interventions are typically taught in specialized
psychology graduate training programs, and it is difficult for other mental health
care professionals to obtain adequate training (Hamilton & Dobson, 2001).
Approximately 30% of patients with major depression do not benefit from existing
therapies or experience relapse or recurrence within months of acute benefit (Janicak,
2010).

Conventional preventive pharmaceutical and psychological treatment require
frequent personal meetings with professionals, making them expensive and
impractical for large population, e.g. schools or universities which are often
burdened with academic curriculum demands (Essau, 2004). “As a result of limited
personnel, and time restrictions, many academic institutions have strict policies on
the maximum allowable counseling sessions and have emphasized the need to
provide time-limited psychological interventions (Gallagher-Thompson & Coon,
2007).”

A costly, time-consuming, comprehensive intervention is unlikely to be
widely adopted, not only due to strained resources but also because recipients do not
want to make the necessary commitment (Mufioz & Ying, 1993). The long duration
of interventions make them challenging to implement, and potentially unrealistic for

use with university students. It is, therefore, imperative to develop easy-to-



implement preventive interventions in brief format for such disorders with large
populations of at-risk individuals (e.g., university students).

It was also found that Chinese international students have higher dropout rate
during depression intervention, tend to underuse mental health services, ignore, hide
even deny their symptoms despite the fact that they experience the same problems as
students in general and have an urgent need for psychological assistance (Pedersen,
1991).

Considering the language barrier, homesickness, adjustment difficulties,
cultural differences, and misunderstandings of the new and diverse experiences, it is
not surprising to see low utilization and high dropout rate among international
Chinese students. It is now widely accepted that cultural factors affect the
understanding, assessment, and treatment of depressive experience and disorder
(Marsella, & Yamada, 2000). This researcher assumed that an intervention
combined with Chinese cultural factors would be more acceptable by Chinese
students and may help with the obstacles associated with those problems.

Hence, a cultural-sensitive intervention based on a better starting point (i.e.,
high risk group, cultural factors effects) may be further considered, and a short
combined program was developed to test the efficacy of a short-term intervention,

and also to deal with the obstacles of accessibility and implementation issues.



1.3 Research Gap and Significance

The present study aimed to test a new approach to the prevention of
depression in response to the need for brief, inexpensive, acceptable, cultural-
sensitive, time-efficient, and easily implemented intervention. It was also designed
based on a new multivariable model of depression with moderator and mediator
variables together that significantly differ from other psychological models.
Although previous research has examined these variables individually in relation to
depressive symptoms, they have not all been combined in the same study.

Despite the fact that depressive symptoms have been widely studied in
clinical population and western countries, there is limited number of research that
specifically investigates this mood disorder in the group of international college
students who study in a non-English speaking country such as Thailand. The present
study fulfilled the needs for the notable absence of Asians as research participants
making it difficult to be confident about how Western preventive intervention works
with Asians (Miranda et al., 2005).

To this researcher’s knowledge, this study is the first intervention research
that combined western behavioral activation psychotherapy with Chinese values
clarification exercise (CVCE) for depressive symptoms prevention. The majority of
depression prevention studies compare interventions with a no-intervention control.
Only a few studies have compared prevention programs with attention control

groups or alternate interventions (Gillham, 2006).



Although some researchiers have argued against the use of college students in
depression research (Covne & Gotlib, 1983), Vredenburg and colleagues (1993)
reviewed the existing literature and concluded that studies with college samples are
worthwhile. College populations are particularly appropniate for mvestigations mto
the early development of depression and an important target for intervention efforts
(Hart et al., 2001) for several reasons:

First, college years would be one of the best times to implement preventive
wterventions because the college environment 1s relatively homogeneous, and
students have a high likelihood of encountering multiple stressful life events that
tend to predict the onset of depression. Second, depression has a profound 1mpact on
disiterest m school hfe and can lead to mmpared acadenmc performance
(Heiligenstein. Guenther. 1996); suicide (Beck & Young, 1978). Third. college
students typically do not ofien seek help for depression (Vredenburg& Krames,
1988). regardless the facts that they are actually in need of help.

Specifically, by teaching these young adults appropriate methods of thinking
about and dealing with stressors in their lives, there may be a reduction in depressive
behaviors and depressive cognitive styles. A challenge to this area of research is the
development and implementation of preventive efforts in a cost-effective and simple
manner. These elements are necessary to ensure that efficacious prevention

strategies are broadly applied.



1.4 Rationale of the Study

The primary purpose of the present study was to test the efficacy of a new
prevention program. For an effective, time-efficient, easily implemented
intervention, the researcher selected the Behavioral Activation (BA) approach to
combine with a values clarification exercise, because brief behavioral activation
interventions represent time-efficient and effective strategies to address depression
(Cuijpers, van Straten, & Warmerdam, 2007) and may resolve some of the pragmatic
problems outlined.

Based on the behavioral model under the Cognitive Behavioral Therapy
(CBT) umbrella, BA has existed since the 1970s, in depression intervention studies,
BA interventions were found to be comparable in efficacy to anti-depressant
medication (ADM) and more efficacious than Cognitive Therapy (Dimidjian et al.,
20006).

McLean and Hakstian (1979) also reported that behavior therapies superior
to other therapies at immediate follow-up (9 of 10 indices) and marginally superior
on follow-up (7 of 10 indices) also had the lowest dropout (5% compared to 26% -
36% for other treatments). To date, research supports two behavioral interventions:
Behavioral Activation (BA) (Martell, Addis, & Jacobson, 2001) and the Brief
Behavioral Activation Treatment for Depression (BATD) ( Hopko & Lejuez, 2007).

BATD was selected for the aim of a brief and short intervention.
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Although matial outcome studies have generally supported the efficacy of
Behavioral Activation (BA) interventions, there still are some important limitations
of BA. First, some studies are about two decades old; the efficacies of contemporary
behavioral interventions are unknown. Second, it seems no systematic study of a
well-designed BA mtervention outcome study exist (Lee. 2005). Third, the
principles and procedures of this approach remain unanswered: for example, in
which manner the risk factors and protective factors can be translated into
mterventions. Fourth, it would be quite challenging to effectively convey the
principles i a brief preventive-intervention format. Finally, the effects of cultural
factors on intervention still need finther detailed review.

Prior research has indicated that faihwre to incorporate cultural values info
treatment results in higher attrition rates (Sonkin, 1995) and possibly less efficacions
treatment (Miranda. Siddique. Der Martirosian, & Belm. 2005). Culturally-adapted
mterventions are potentially more effective for depressive symptoms (Griner &
Smith, 2006). Atkinson (19835} also recommended that researchers investigate
within-group variables such as values, attitudes, experiences, expectations, and
Breliets related to culture for the studies on psychological 1ssues and processes.

Among these cultural factors, values play a very important role to understand
a person’s behavior, and influence our attitudes and behavior. According to the
Social Work Dictionary (Barker, 1999), values are the customs, standards of conduct,

and principles considered to be desirable by a culture, a group of people, or an

individual.
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It has been generally agreed that the counselor should not consciously
attempt to manipulate the patient’s choice. Griner (2006) suggested “We must accept
the right of the client to refuse to accept any system of ethics, or any philosophy of
life. An individual does not develop a system or code of values from one source or
in a short interval of time. These are the products of a long period of time and many
influences.” But it does not mean that the intervention is not concerned about
cultural values’ influence on the client in these areas. Green (1946) pointed out that
therapists must deal with values since they are part of the personality of the client
and the source of many of his problems. Understanding clients’ values leading
toward positive beliefs is essential to give support to designing interventions aimed
at prevention of mental disorders (Reiser, 2007).

Some scholars suggest that values are central to the establishment of ongoing
behavior patterns. “Values represent strongly-held beliefs about how the world
should be, about how people should normally behave, and about preferred
conditions of life (Hepworth, Larsen, & Rooney, 2002).” Therefore, values are not
simply philosophical views. They are related to behavioral goals and behavioral
expectations. These values are, basically, uniquely accepted by an individual and
seem to be at the very center of one's existence.

“Once a value is internalized, it becomes either consciously or unconsciously,
a standard for guiding actions and making choices. The value then determines

behaviors or modes of conduct. Because values are at the basis of choice, the
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choices that people make reflect their perception of what is right, just, or what is
cherished at a particular time (Popkin & Souznan, 2002).” Internal emotional
tension or value incongruence may result if one makes choices that conflict with the
individual's value system. Individuals must cognitively and emotionally determine
to what degree their conscience will allow them to deviate from their ideal

perspective (Sherwood, 1993).

Values clarification 1s a method of education i morality and ethical
principles that occurs by bringing together people 1o share their opimons and value
perspectives. This exposes the participants to different ideals and permits them to
appreciate the relative nature of values (Barker. 1999). As the values approach was
developed, it was concepiualized as a process that provides a learning experience
which leads participants to reflect on life and actions as they examme behavior,
ideas, feelings, and personal values (Hall, 1973). This process is more than an
educational experience. It 15 not a didactic process using a teacher to explain to the
client what is good and acceptable. Values clarification exercise can be a therapeutic
process used to remedy emotional disturbances that are rooted m faulty thinking and
other cogmtive vulnerablities.

This study aimed to investigate the impacts of values on depression
intervention to see what extent knowledge of the Chinese Values Scale, developed
by Bond (1988), can be helpful in understanding the interaction patterns of beliefs,

behavior, and mood change to advise future research on these issues. The Chinese

integration value has been found to be correlated negatively to Beck Depression



13

Inventory score (Van Hemert, van de Vijver, & Poortinga, 2002). The researcher
hypothesized that values would moderate the relation between the behavioral
activation intervention and change in depressive symptoms. Based on a values-
centered approach, a Chinese values clarification program could serve as an agent
for helping the students explore various value issues and to develop a personal value
system that she/he can emotionally embrace (Chong & Liu, 2000; Gao, 2001; Lau,
2000).

“All BA approaches seek to encourage participants to increase
pleasant/rewarding activities in order to increase positive reinforcement from the
environment. As a basis for psychosocial research on the relationship between
environmental rewards and affect, behavioral theories of depression posit that
decreased response contingent on positive reinforcement or punishment of non-
depressive behaviors and/or reinforcement of depressive behaviors result in
increased depressive affect (Lewinsohn, 1974; Dowd, 2002).” According to this
model, behavior activation and values clarification techniques decrease avoidance
level and increase environmental rewards so that increase in our positive
experiences will change our mood (e.g., depressive mood) and thoughts (e.g.,
cognitive vulnerabilities).

It is therefore reasonable to suspect that a BATD combined with a Chinese
values clarification exercise (CVCE) will increase environmental rewards and also

reduce depressive symptoms among international Chinese university students.
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A major focus of previous depression prevention researches was to identify
what are the demographics, situations, and external events influences. It is
illuminating to consider research on some of the stable demographic factors that are
commonly assumed as the confounding factors such as gender, age, marital status,
education, and etcetera. (e.g., Gender may contribute to differential responses to
depression interventions). Girls and boys may respond differently to prevention
programs, although empirical evidence of such gender differences has been
inconsistent (Merry et al., 2004). Clarke et al. (1995) found that a cognitive—
behavioral program resulted in short-term improvement in symptoms for boys, but
not for girls. Further study with gender effects on the intervention is needed.

Diathesis-stress model of depression suggests an individual's diathesis must
interact with stressful life events (of a social, psychological or biological nature) so
that to prompt the onset of the depression. Stressful life events have been a major
focus of psychiatric epidemiology (Dohrenwend BS, 1984). Numerous
investigations have found a correlation between the occurrence of stressful life
events and the subsequent onset of an episode of major depression (Paykel ES,
1978). But, it remains unclear to what extent stressful life events cause subsequent
onsets of depression and to what extent the occurrence of stressful life events and
onsets of depression are correlated for other reasons.

However the relationship between experience of stressful life events and

depression is not necessarily simple, with correlation estimates ranging from .22
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to .47 (Robinson et al., 1995) showed that the differences among peoples in there
responds to the relationship between stressful life events and depression.

Why stressful life events experiences lead to depression in some people but
not in others? Why girls and boys respond differently to prevention programs? The
present study was tried to find more possible answers for these questions. Therefore,
another goal of this study was to examine gender differences and stressful life events

as the moderators between intervention effects and depressive symptoms.

1.5 Research Questions

Specifically this study aimed to answer the following question:

1. Is there a significant difference in depressive symptoms among participants who
received the combined intervention at two weeks and 6-month post-intervention
follow-up, evidenced by between-group differences in scores on the Beck
Depression Inventory II (BDI-1I)?

2. Is there a significant difference in depressive symptoms between the participants
who received the combined intervention and those in control group at two weeks
and 6-month post-intervention follow-up, as evidenced by between-group
differences in scores on the Beck Depression Inventory II (BDI-II).

3. Will effects of combined intervention influence the adherence to Chinese cultural

values, as indicated by Chinese Values Scale (CVS)?
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4. Does adherence to Chinese cultural values, as indicated by Chinese Values Scale
(CVS), moderates the effects of the combined intervention on depressive symptoms
such that participants with lower Chinese value score show the greatest benefit of
the intervention?

5. Does the gender difference and stressful life events moderate the effects of the
combined intervention on depressive symptoms, such that female with higher

stressful life events level show the greatest benefit of the intervention?

1.6 Hypotheses

On the basis of change scores for outcome measures, the following
hypothesizes were generalized:
Hypothesis 1 —Outcome:

Hla. There is no significant difference in depressive symptoms among
participants who received the combined intervention at two weeks and 6-month
follow-up, as evidenced by between-group differences in scores on the Beck
Depression Inventory II (BDI-II).

H1b. There is no significant difference in depressive symptoms between the
participants who received the combined intervention and those in control group at
two weeks and 6-month follow-up, as evidenced by between-group differences in

scores on the Beck Depression Inventory 11 (BDI-II).
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Hypothesis 2—Cultural influences
H2: The combined intervention would influence the adherence to Chinese

cultural values, as indicated by Chinese Values Scale (CVS).

Hypothesis 3 —Moderator

H3a: Adherence to Chinese cultural values, as indicated by Chinese Values
Scale (CVS), moderates the effects of the combined intervention on depressive
symptoms such that participants with lower Chinese value score show the greatest
benefit of the intervention

H3,: Gender difference and Stressful life events moderate the effects of the
combined intervention on depressive symptoms, such that female show the greatest

benefit of the intervention.

1.7 Conceptual Framework of the Study

The modules’ theoretical rationale and contents of the present study
include: (1) diathesis stress model of depression: (2) BA's models of
psychopathology and mechanism of depression; and (3) Cultural influences on mood

change. The underlying theories are summarized in Chapter II.
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Based on previous studies, theories, and reviews, the present study extended

the work of Behavioral Activation (Lejuez et al., 2001), Beck's cognitive theory of

depression (Beck, 1976), and diathesis model of depression by integrating those

factors into a multivariable model and, particularly, put emphasis on the effects of

the cultural factor: Chinese values.
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Figure.3 Conceptual Framework of the Study
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For the purposes of this research, certain key terms are operationally

defined as follows

Avoidance.

The construct of ‘avoidance’ refers to refraining from or escaping from an

action, person, or thing (Ferster, 1973). Avoidance models have been applied to

many types of psychopathology. For

example, Hayes et al. (1996) proposed that
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“experiential avoidance—a tendency to avoid contact with certain aspects of private

experiences—is characteristic of many forms of psychopathology.”

Avoidance behavior.

For the purposes of this study, the construet of ‘avoidance’ refers to
“attempts to prevent, escape, or reduce contact with subjectively aversive or
mimmally rewarding mternal or extemal stimuli, These stimuli can come 1n different
forms such as thoughts, behaviors, emotions. memories, and social nteractions
(Hayes et al., 1996: Ottenbreit & Dobson, 2004)." In the current study, “healthy
behaviors’ refers to the behavior of Clunese students that are anned at “escapmg or
avording stimuli, leading to a pattern of passivity and withdrawal that reduces the
frequency of positively reinforced behavior winch, m tum, produces, sustains, or
worsens depressive syiptoms such as social 1solatnon, absence from class, giving up

solving problemns, etcetera.”

Chinese students.

This refers to the undergraduate and graduate Chinese international students
currently registered at Assumption University of Thailand during the semester 2010-
2011, who are 18 to 45 years old, and meet the BDI-II scores of depression from

sub-threshold depressive symptoms to moderate depression (14 to 29 points).



Depressive symptoms,

Depressive symptoms include the following: “changes in appetite that result
in weight loss or weight gamn: lack of sleep or over sleeping: loss of energy or
mereased fatigue: restlessness or wntability: feelings of worthlessness or
inappropriate guilt: ditficulty in tlunking, concentrating, or making decisions:
thoughts of death or smeade: or attempts at swmeide (APA, 2007)." among the

Chinese students studying at Asswmption University.

Stressful life events.

In certain negative hife expenences, mdividuals leam that they have lack of
control over thewr life cuwcumstances. subsequently leading to hopelessness.
helplessness, and mental disorders (Seligman, 1975). In the current study, stressful
life events refers to the negative envirommental contingencies such as the number
and severity of negative life events experienced by Clunese students at AU (e.g.
severe Interpersonal losses, achievement failures, heavy demands from

extracumcular activities, social rejection, ete.).

21
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CHAPTERII Literature Review

The efficacy of intervention for preventing depressive symptoms depends
on many factors. The current study focused on the depressive symptoms among
international Chinese students studying in a non-English-speaking country and
subject to the influence of cultural factors; hence, it can be said that this study
highlighted cultural diversity.

In the same vein, several prior studies highlighted cultural factors and
indicated that failure to incorporate cultural values into treatment results in higher
attrition rates (Sonkin, 1995). Griner and Smith (2006) also suggested that culturally
adapted interventions are potentially more effective for the treatment of depressive
symptoms. Is this cultural approach really more effective? Recent initiative studies
have targeted the accessibility and implementation issue through a brief preventive-
intervention format (e.g., single session psycho-educational intervention) (Han et al.,
2004). But the results from extremely brief interventions are controversial. Would
the very brief intervention works?

In Chapter 2, this researcher shifted the focus onto getting some answers
and evidence for the above-mentioned issues. Relevant research is reviewed in the
subsequent five major sections, as follows: the first section reviews previous studies
about depressive symptoms based on various measures and theoretical models; the
second section reviews the intervention approaches and strategies; the third section

reviews the variables of the present study; the fourth section pertains to literature
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with cultural considerations; and the fifth section provides the summary of the

literature review.

2.1 Previous Studies on Depressive Symptoms

2.1.1 Definitions.

Before discussing “depressive symptoms”. 1t 15 mnportant to understand
what 1s meant by “depression”, in terms of the literature and as it 1s used m this
study. Depression 1s a term used to deseribe a prevailing mood, a syndrome (a
constellation of co-occwming symptoms). a diagnosable disorder, and a disease
(Nurcombe, 1994). The type of depression under consideration 1s "umpolar"
depression, not the relatively rare "bipolar” or manic depression. The latter has a
mean age of onset in the early 20s and atfects only 0.4 to 1.6% of the population,
according to the American Psycluatric Association (APA) (1994).

To assist psychiatrists and other mental health professionals in diagnosing
the type and severity of depression, a number of diagnostic systems have been
developed and refined, primarily since the 1970s (Reynolds & Johnston. 1994). The
most widely used system in North America is the fourth edition of the Diagnostic
and Statstical Manual of Mental Disorders or the DSM-IV-TE (APA, 1994). In
Euwrope, the International Classification of Diseases—Mental and Behavioral
Disorders (ICD-10) is more commonly used, according to the World Health

Organization (1992).
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The DSM-IV-TR. and the ICD-10 are both criterion-referenced categorical
systems. Withm the DSM-TV classificatory system, the depressive disorders most
frequently experienced by adolescents are major depressive disorder (MDD) and
dysthynua (DD) (Cicchetn & Toth. 1998).

To be diagnosed with MDD, a chient must have experienced one or more
discrete major depressive episodes: that is. periods of at least two weeks during
which sigmficant depressed mood or loss of mterest mm customary activities 1s
evident. These episodes must be accompamed by at least four additional symptoms
of depression (e.g.. increase or decrease in appetite, increase or decrease in weight,
fatigue or loss of energy. feelings of worthlessness. diminished ability to concentrate
untabality, or recurrent suicidal wdeation and/or a suicidal attempt). The DSM-IV-TR
criteria for MDD are presented in Figure 4. The experience of MDD is associated

with high mortality, with up to 15% of individuals commutting suicide (APA, 2000).

Figure 4 DSM- IV-TR Criteria for Major Depressive Disorder (MDD)



A, Five (or more) of the following symptoms have been present during the same two-week period and
represent a change from previous functiomng: at least one of the symptoms 1s either (1) depressed
mood, or (2) loss of interest or pleasure.

(1) Depressed mood most of the day, nearly every day. as mdicated by erther subjective report
(e.g.. feels sad or empty) or observation made by others (e.g. appears tearful). Note: In children and
adolescems, this can be imitable mood.

(2) Markedly diminished interest or pleasure in all. or almost all. activities most of the day.
nearly every day (as mdicated by either subjective account or observation made by others).

(3) Significant weight loss when not dieting or weight gain (e.2.. a change of more than 5% of
body weiglt in a month). or decrease or merease i appetite nearly every day. Note: In cluldren.
consider failure to make expected weight gains.

{4} Insommia or hypersommia nearly every day.

(5} Psychomotor agitation or retardation nearly every day (observable by others. not merely
subjective feelings of restlessness or being slowed down).

(&) Fatigue or loss of energy nearly every day.

(7) Feelings of worthlessness or excessive or mappropriate gt (wlich may be delusional)
nearly every day (not merely self-reproach or guilt abour being sick).

(2) Dinumshed ability to think or concentrate, or indecisiveness, nearly every day (enther by
subjective account or as observed by arhers).

(9) Recurrent thoughts of death (nof just fear of dyving). reciurrent suicidal ideation without a

specific plan. or a swicide attempt or a specific plan for commitmng suicide.

25
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B. The symptoms do not meet critena for a nuxed episode (1.¢. mane episode & major depressive

episode).

. The symiptoms cause clinically significant distress or impairment in social, occupational, or other

nnportant areas of functioning,

D. The syvmptoms are not dug to the divect physiological effects of a substance (¢.z.. a drug of abuse. a

medication) or a general medical condition (e g, hypothyroidism).

E. The symptoms are not better accounted for by bereavement, i.e., after the loss of a loved one, the

symiptoms persist for longer than 2 months or are charactenzed by marked functional impainment,

morbid preoceupation with worthlessness, snicidal ideanon, psychotic symptoms, or psychomotor

retardation.

(APA, 2000)

Although the above nine symptoms have been identified as the best
indicators for diagnostic purposes, the text of DSM-IV-TR goes on to list many
other symptoms that are frequently observed in major depressive disorder (MDD).
Examples include anxiety, loss of libido, hopelessness, and so on. The experience of
depressed mood, which would seem to be central to any definition of depression, is
only one of many symptoms involved in a major depressive episode (MDE) and is

not even necessary for a diagnosis to be made.
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2.1.2 Measurements for Depressive Symptoms

2.1.2 Measurements.

There are two kinds of rating scales: the observer- and the self-reporting.
The former are more objective. including items observable in behavior that the
patient may not be able to rate. The latter are more appropriate in measuring the

patients’ experiences and their own perception about themselves.

2.1.2.1 Observer instruments.

The Hamilton Rating Scale for Depression (HAM-D) is the most widely
used observer reporting scale all over the world, particularly m clinical setting. It
requires special observation skills. Tt 1s iologically onented, and somatic symptoms
weigh preferentially on the total score. Nonetheless, it rates highly for anxiety
symptoms.

The Montgomery—Asbherg Depression Rating Scale (MADRS) 15 one of the
most user-friendly observer-rating scales. It includes a selected small number of
items. considered to be the core and most commonly encountered depressive
symptoms m climeal practice. It scores less high than HAM-D on somatic items and

its specificity for depression is well established and validated.

2.1.2.2 Self-report instruments.

Depression is typically assessed by one or more of three general methods—
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climcal mterviews, reports from parents/teachers/peers, and self-reports. In climcal
settings where the focus 15 upon making a diagnosis and providing treatment. the
psvchologist or psveliatrist may well use self-reports and reports by others, but the
primary tool is the climcal interview which is often guided by a structured interview
schedule tied to one of the diagnostic systems. In educational and community
settings, where the focus is on identifying students who are at-nisk and in need of
further assessment and assistance, self-reports as well as reports from parents,
teachers, and/or peers are nuportant tools. In these settings, teachers and counselors
use the reports to evaluate symptom depth and seventy and communicate their
findings to clinicians.

The Beck Depression Inveniory (BDI-1I) (Beck. Steer. Ball. & Ranieri. 1996)
15 a self-rating scale that detects and rates preferentially cogmitive aspects of
depression with emphasis on self-esteem. It has been widely and successfully tested
for vahdity.

It should be noted. however, that results from various self-report measures
are difficult to compare even though estunates of convergent validity between
mstruments typically lie within the moderate range. Revnolds and Johnson (1994)
reported correlations m the .70 to .75 range between the Reynolds Adolescent
Depression Scale (RADS) (Reyuolds, 1987) and the Cluldren’s Depression
Inventory (CDI) (Kovacs, 1991) while Skorikov and Vandervoort (2003) obtained a

correlation coefficient of .75 between assessments of their sample using the Center
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for Epidemiologic Studies—Depression Scale (CES-D) (Radloff, 1977) and the Beck

Depression Inventory (BDI) (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961).

Table 1

Summary of Relevant Characteristics of Self-Report Measures

Measure Age Internal Test-Retest Period
Range Consistency Reliability

CDI (Kovacs, 1992) 7-17 .86 .63 Past 2 weeks
CES-D (Radloft, 1977) n.r. 75 Sl Past week
BDI (Beck et al., 1961) 13-80 .86 .60 - .83 Past week
BDI-II (Beck et al., 1996) 13-80 93 93 Past 2 weeks
RADS (Reynolds, 1987) 13-18 .94 .86 Present
RADS-2 (Reynolds, 2002) 11-20 93 .85 Present

Notes: CDI = Children's Depression Inventory (Kovacs, 1991); CES-D = Center for Epidemiological
Studies - Depression Scale (Radloff, 1977); BDI = Beck Depression Inventory (Beck et al., 1961);
BDI II = Beck Depression Inventory (2nd ed.) (Beck et al., 1996); RADS = Reynolds Depression
Inventory (Reynolds, 1987); RADS-2 = Reynolds Depression Inventory (2nd ed.) (Reynolds, 2002);

n. r. = not reported.

Given these factors as well as the focus of the present study on college
students, the BDI-II (Beck et al., 1996) was selected for use. A review of the
characteristics of widely-used self-report measures in Table 2 reveals that the BDI-II
has strong reliability (both internal consistency and test-retest) in concert with
appropriate emphasis on self-esteem for the participants in the present study.

However, not all researchers and clinicians believe that the categorical
approach to depression best captures the complexity of this heterogeneous condition

which likely involves multiple etiological pathways (Gotlib, Kurtzman, & Blehar,
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1997). Many regard unipolar depression as a complex bio-psychosocial phenomenon.
resulting from transactions among psychological (e.g.. cognitive, affective. socio-
cognitive, and socio-emotional). social (e.g.. interpersonal. familial. and cultural).
and biological components (e.g.. genetic and neurobiological) which can vary across
a spectrum of severity from depressive symptoms to depressive disorders. (Cicchetti.
Rogosch. & Toth. 1994: Daleiden. Vasey. & Brown. 1999: Lewinsohn. Solomon,
Seelev, & Zeiss, 2000: Petersen ef al. . 1993].

Accordingly, these professionals advocate viewing the condition as a
multidimensional condition which exists along a continnum (Essau. Petermann, &
Reynolds, 2004), an approach that can better account for mdividual differences
(especially m relation to cognitive development, age, and gender) and provide

greater assistance m developing interventions or treatment (Cicchetti & Toth, 1998).

2.1.3 Theoretical models Depressive Symptoms.

Depression is a mood disorder. A mood is a relatively long lasting affective
state (Thayer, 1989). Moods differ from emotions in that they are less specific, less
likely to be triggered by a particular stimulus or event, and longer lasting (Thayer,
1989). Moods generally have either a positive or negative valence. In other words,
people often speak of being in a good or bad mood. Unlike acute emotional feelings
like fear and surprise, moods generally last for hours or days. Mood also differs

from temperament or personality traits in that these are more general and long
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lasting.

There are four major theories on what causes depression, namely:
biological theory, psychodynamic theory, behavioral theory, and cognitive theory.
There are also current models of depression such as the bio-psychosocial model,
diathesis-stress model, and evolutionary model of depression. The risk factors for
depression include: cognitive vulnerabilities, internal and external stress, negative
life events, dysfunctional parenting and family interactions, gender, personality, and
poor interpersonal relationships (Rashmi Nemade, 2008).

According to major models and theories, depressive symptoms are related
with numerous biological, psychological, and social factors that interact with one
another, and with a given individual's unique vulnerabilities. Thus, depressive
symptoms are a very complex sort of conditions that recall demands to be thought
about in a holistic manner. Since no one factor causes depression, it is probably
unreasonable to expect that only one type of model can describe this problem. In
view of the multiple biopsychosocial risk factors for depression, research on
depressive symptoms would be advanced by integrative, multivariable models that

link risk factors with social, cultural, and personal characteristics..
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2.2 The Intervention Approaches and Strategies

There are essentially three types of interventions: physical, medication, and
psychological interventions. According to national and international guidelines, the
first choice is medication and/or psychotherapy (American Psychiatric Association
2000). The previous studies indicate that both pharmacological and psychosocial
intervention can be effective in alleviating depression. The present study put
emphasis on psychosocial intervention because of its aim of preventing depressive
symptoms among college students who are not in the clinical setting.

A number of meta-analysés have examined the efficacy of psychosocial
mterventions i treating depression, Among the mterventions evaluated in these
reviews are psycho education, supportive therapy, cognitive-behavior therapy (CBT).
relaxation trauung, problem-selving and social skills trmmng, biofeedback, and
hypnosis (Bawmn & Andersen, 2001).

All of these treatments or interventions have i conunon a strong
theoretical onentation. They have all been written mto manuals for dissemnation:
and they have been or are bemg tested with randonmzed trials designs. For a subset
of vulnerable individuals, acute mterventions usmg therapeutic approaches such as
CBT., mterpersonal therapy (IPT Klemnman GL. 1984), and Mmdfulness-Based
Cognitive Therapy (Zindel V. Segal. 2001) have proven to confer endunng
protection against the future onset of depression.

To summarize findings, many studies have found interventions effective in

reducing symptoms of depression.
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2.2.1 The Cognitive Behavior Approach

The most studied form of psychosocial intervention for depression 1s from
coguitive behavior therapy (CBT) approach. CBT mcludes a nunber of approaches
that share a theoretical basis in behavioral learning theory and cognitive psychology.
As found in the depression literature, CBT appears to be more efficacious than no
treatment, wait-list control, or attention placebo controls.

Several cognitive-behavioral interventions show promise in preventing
depressive symptoms in youths (Horowitz & Garber. 2006). The majority of
depression prevention studies compare cognitive-behavioral interventions with a no-
mtervention control. Only a few studies have compared prevention programs with

alternate mierventions.

2.2.2 The Behavioral Activation Approach

Excessive avoidance has been found related to various emotional disorders,
particularly depressive and anxiety (Ottenbreit & Dobson, 2004).

“In behavioral conceptualizations of depression, behavior aimed at
escaping or avoiding stimuli leads to a pattern of passivity and withdrawal that
reduces the frequency of positively reinforced behavior which, in turn, produces,
sustains, or worsens depressive symptoms. The construct of avoidance can be
defined as attempts to prevent, escape, or reduce contact with subjectively aversive

or minimally rewarding internal or external stimuli. These stimuli can come in
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different forms, including thoughts, behaviors, emotions, memories, and social

interactions (Wilson, Gifford, 1996; Ottenbreit & Dobson, 2004).”

Supporting behavioral theory. several studies demonstrated relationships
between pleasant events and mood state. with individuals reporting fewer positive
events. decreased environmental reward. and more limited abilities to obtain
reinforcement endorsing increased depression seventy (Hopko, et al, 2004).
Depressed mdividuals also tend to engage m fewer rewarding mterpersonal
behaviors. suggesting that insufficient social interaction and decreased social
reinforcement may predict negative affect (Lewinsolm. & Seeley. 2002).

“A central goal of BA mtervention 1s to reduce escape and avoidance
behavior and associated passivity through recognition of this avoldance pattern and
mcreased participation in alternative healthy and rewarding behaviors: importance 1s
placed not only on behavioral avoidance. but also on cognitive avoidance strategies
such as mumination which are all hypothesized to interfere with one’s ability to elicit
reward from the enviromment (Martell et al., 2001)." The efficacy of behavioral
activation mterventions has been well supported and BA 1s considered an
empirically supported mtervention (Cuijpers, van Straten, & Wanmnerdam, 2007:
Dimdjian et al.. 2006: Ekers. Richards, & Gilbody, 2008: Mazzucchelli. Kane, &

Rees, 2009; Sturmey. 2009).

“In targeting avoidance behavior, the central premise of behavioral theory

and behavioral activation treatments is that reducing avoidance and escape behavior
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will increase exposure to positive reinforcement for healthy behavior (Manos et al.,
2010) .”

Lewmsohn et al.(1973) lughhghted a low rate of response-contingent
positive remforcement (RCPR) as the critical predictor of chimcal depression. RCPR
is defined as: “an increase in the frequency or duration of a behavior as a result of
positive or pleasurable outcomes; m addinon to potentially pleasurable outcomes,
RCPR may mvolve an increased hkelihood of behavior due to the experience of
self-mastery or aclhievement followimng the emission of a behavior (Beck et al.. 1979
Lewinsohn. 1974)

A low rate of RCPR 15 a product of the following: “(1) a decreased munber
of events that are potentially remforemg for the mdividual: (2) decreased availability
of these potential reinforcers in the environment: (3) inabilities to experience
rewarding contingencies due to madequate mstrumental behaviors such as social
skill: and (4) increased exposure to aversive stunuli (e.z.. pumshment) m the form of
distressing, upsetting. or unpleasant events (Lewinsohn. 1974: Lewinsohn, Sullivan.
& Grosscup, 1980). Reduced RCPR 15 thought to be sufficient in producing the
dysphona and related symptoms observed in clhimcal depression (Lewmsoln, 1974;
Lewinsohn. Sullivan. & Grosscup. 1980).

BA interventions largely have been used to treat depressive disorders and
symptoms, with three meta-analyses supporting their efficacy, such that behavioral

activation is now considered an empirically-validated treatment for depression
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(Cuijpers, van Straten, & Warmerdam, 2007). In one of the more compelling studies,
behavioral activation was comparable to antidepressant medication and superior to
cognitive therapy in treating severe depression (Dimidjian et al., 2006), results that
were maintained at 2-year follow-up (Dobson et al., 2008). Behavioral activation
also has been effectively used with depressed patients in a variety of settings and
among samples with divergent medical and psychiatric problems (Daughters et al.,
2008).

The study of Jacobson et al. (1996) inspired the development of two
behaviorally-tfocused treatments tor depression: behavioral activation (BA) (Martell
et al., 2001) and the bref behavioral activation treatment for depression (BATD:
Lejuez. Hopko. & Hopko. 2001). “Both BA and BATD incorporate an acceptance-
change model that emphasizes action as opposed to avoidance-based strategies as a
means to attenuate depressive svmptoms (Hopko. Lejuez, Ruggiero. & Eifert,
2003).”

“Behavioral activation treatment for depression (BATD) emphasizes
structured attempts to mcrease overt behaviors that are hkely to mcrease remforcing
environmental contingencies and corresponding improvements in thoughts. mood,
and quality of life (Hopko, Lejuez, Ruggiero, & Eifert, 2003)."

Perhaps most relevant to the current study are two preliminary studies on
the efficacy of 8-sessions of behavioral activation with depressed students in a

medical school. In the first study, significant treatment gains were evident on
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measures of depression, quality of life, and medical functioning, although somatic
anxiety symptoms did not improve at post-treatment (Hopko, et al, 2004).

In a second study, the number of treatment sessions remained the same
and behavioral activation was administered in 1ts usual format (Hopko et al., 2004).
However, brief cognitive therapy, direct exposure, problem solving, and sleep skills
traming also were admuustered. Results revealed strong treatment mtegnty,
excellent satisfaction with treatment. and sigmficant treatment gamns across outcome
measures assessing depression. somatic anxiety, quality of life, and medical
outcomes (Hopko et al., 2004). These gains also were associated with strong effect

sizes and were mamtamed at 3-month follow-up.

2.2.3 The Behavioral Activation Treatment for Depression (BATD)

Currently, BA techniques have been elaborated into two variants of
Behavioral Activation: Behavioral Activation (BA; Martell, Addis, & Jacobson,
2001) and Behavioral Activation Treatment for Depression (BATD; Hopko & Lejuez,
2004).

However, significant differences exist between the two variants (Hopko et
al, 2004). Both emphasize the process of increasing positive reinforcement for non-
depressed healthy behavior. BATD is more simple and structured, involving guided
activity that is dictated by clients’ life goals and values, while BA is more elaborate,

including additional techniques such as social skills training and teaching clients to
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conduct functional analyses of their own behavior. Also, BATD explicitly
encourages assessment of positive reinforcement for depressive behavior (e.g.,
sympathy from others for being “sick”) while BA explicitly encourages assessment
of negative reinforcement for depressive behavior (e.g., avoidance behaviors that
temporarily decrease negative affect but exacerbate depression in the long run).

BATD (Lejuez et al., 2002) employs a psychopathology model that starts
with Lewmsoln's original notion as well but expands it based on matching theory
(Hernstemn, 1970), which, when applied to depression, emphasizes that positive and
negative reinforcement for both depressed and non-depressed behavior must be
taken mto account. Specifically, matching theory suggests that the frequency of
depressed behaviors compared to non-depressed behaviors is proportional to the
reinforcement value of depressed versus non-depressed behavior (Lejuez et al.
2001).

“BATD 15 conducted over an 8- to 135-session protocol; minal sessions
consist of assessing the function of depressed behavior. efforts to weaken access to
positive reinforcement (e.g.. svmpathy) and negative reinforcement (e.g.. escape
from responsibilities) for depressed behavior, establishing patient rapport, and
introducing the treatment rationale. A systematic activation approach then is initiated
to mcrease the frequency and subsequent reinforcement of healthy behavior. Patients
begin with a weekly self-monitoring exercise that serves as a baseline assessment of

daly activities, onents patients to the quality and quantity of thewr activities, and
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generates ideas about activities to target during treatment (Lejuez et al.,

2001) .”

“The emphasis then slufts to 1dentifving behavioral goals withm major hife
areas that include relationships. education. employment, hobbies and recreational
activities, physical’health 1ssues, spirituality, and anxiety-eliciting situations (Hayes
et al..1999) " “Such goal setting has long been considered an unportant component
in the behavioral treatiment of depression (Rehm. 1977)." After goal selection, an
activity lnerarchy is constructed in whicl 15 activities are rated ranging from
“eastest” to “most difficult™ 1o accomplish.

“Using weekly behavioral checkouts to momtor progress; for each activity.
the therapist and patient collaboratively determine what the weekly and final goals
will be m tenns of the frequency and duration of activity per week (Lejuez et al.,

2001)."”

Modification of the BATD

“Brief Behavioral Activation Treatment for Depression may represent
available preventive intervention option as a low-intensity and time efficiency
treatment for depressive symptoms (Lejuez & Hopko, 2001).” As the modal number
of preventive sessions attended by college students is one or two (Draper et al.,
2002), given conditions and in many academic institutions that include high demand

for mental health services, limited personnel, and time restrictions, brief
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interventions, the current intervention modified the original BATD intervention to a

two-session program: one group session with two weeks intervention interval.

This decrease n therapy duration from the typical nine-session format
predommantly resulted in fewer weeks of activity scheduling: a non-progressive
process to activating, more numbers of behaviors were targeted for activation
unmediately: and onussion of behavioral contracting strategies to decrease rewards
for depressive behaviors. Otherwise. all elements of the comprehensive BATD

treatment were maintained.

2.2.4 The Intervention Strategies

“Preventive intervention strategies are often implemented as add-ons to
ongoing acute-phase treatments: the cost of preventive interventions will always be
a factor m terms of feasibility (Draper et al., 2002)." The prevention of depression
has to be carefully targeted and applied where it is likely to yield the highest
possible health benefit at the lowest possible cost (Snut et al..). A costly, tume-
consuming. comprehensive mtervention 1s unlikely to be widely adopted, not only
due to strained resources, but also because recipients do not want to make the
necessary commnitment (Muioz & Yig, 1993).

“Given the prevalence and impact of depression in university students,
there is a pressing need to develop and implement effective interventions. These

interventions must be time efficient as counseling centers are experiencing greater



41

difficulty in effectively treating students because more students are seeking therapy

for increased time durations (Kitzrow, 2003; Voelker, 2003) .”

“Obstacles toward meeting these demands include restricted funding.
limited resources and providers, and time restrictions—factors that may negatively
atfect treatment outcome ( Gallagher. 2007; Guinee & Ness, 2000)." As a result,
many academic institutions have strict policies on the maxunum allowable
counseling sessions and have emphasized the need to provide time-limited and

effective psvchological interventions (Gallagher, 2007).

Short-term strategies.

In the context of reviewed support for short-tenm interventions, mcreased
need for e efficiency and efficacy m umversity mental health care dehivery (Lee,
2005), and the fact that the modal number of therapy sessions attended by college
students is one (Draper et al., 2002), these data collectively served as a catalyst
toward investigating whether a single session intervention might effectively reduce
depressive symptoms in university students.

Several relevant studies of remarkably sumple. pithy interventions provide
convincing evidence that even a smgle-session strategy may be helpful m the
prevention of depression. Willemse et al. (2004) tested the efficacy of a “minimal-
contact” therapeutic mtervention for sub-chnically depressed individuals. The main

component of the intervention was a self-help manual with mstructions on CBT
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skills for mood management. The manual also included homework assignments and
was augmented by an in-person interview with a specialist and six short telephone
calls (maximum 15 minutes each). At a one-year follow-up (Smit et al., 2004), the
incidence of major depression among participants who received the intervention was
reduced by a third in comparison with the control condition (12% versus 18%).

Han et al. (2006) conducted wvery brief (5-10 minute) single-session
mterventions with college students. Interventions were designed to enhance either
biological knowledge regarding depression, encourage de-stigmatization of seeking
treatinent for depression. or a combination of both. All three treatment conditions
were associated with significant and beneficial changes in beliefs and attributions
regarding depression.

“Short-term 1ntervention strategies can sometimes be equally effective as
longer-term  strategies (Miller & Barber, 2002)." Lang (2003) evaluated the
effectiveness of a fowr-session cogmitive-behavioral intervention for co-occumng
anxiety and depression. “Participants in the treatment condition received four
weekly sessions for their symptoms. The intervention led to statistically significant
reductions m symptoms across multiple measures of depression and functionme.
The relief in depressive symptoms in particular was maintained over a one-month
follow-up period, mdicating that a relatively brief intervention can successfully treat

acute depressive suffering.”
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Although results from these extremely brief interventions are generally not
as strong as results from lengthier preventive programs, they do show some promise.
There exist many large-scale settings where more costly and intensive interventions
are simply not feasible, but the risk of depression is very real-such as the college
environment. In this sort of location, a single-session intervention may be one of the

few realistic ways to inexpensively but effectively reach many at-risk individuals.
Given data supporting short-tenm interventions as effective in relieving

emotional problems (Basogiun, 2006) of smdents with depressive symptoms,
important limitations must be addressed: it seems pertinent to explore whether such
interventions might generalize toward distressed university students, a population in
need of such services. and no systematic study of short depression mferventions
(Lee, 2005). Second, well-designed short-term intervention outcome studies for
depressed college smdents are seemed rare.

2.2.5 The Prevention of Depressive Symptoms

2.2.6 The prevention of depressive symptoms.

Prevention is defined as interventions that occur before the initial onset of a
disorder (Institute of Medicine Report, 1994). The focus of 21st century health
services is increasingly shifting to the prevention of disorders rather than the
treatment of disease. The last ten years has seen a growing emphasis on depressive
symptoms prevention but researches in this area still lag far behind (Lee, 2005). An

effective intervention is important of all preventive activities in the facing of

depression (World Health Organization, 2009).
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For some with depressive episodes, periods of depression may resolve i a
few weeks or months. However, it has been estimated that. for 30 to 50 percent of
adults, depression 15 recurrent or chronie or fails to resolve completely (Solomon et
al.. 2000). Iromecally, depression 1s perhaps one of the most effectively treated
psyvchiatiie disorders and, 1f recogmzed early, it can be prevented.

Prevention of depression 1s worthy of greater study among investigators
concerned with this mood disorder. The World Health Organization (WHO) reported
that major depression was the mmnber one cause of disability i the world (Mwiray
& Lopez, 1996). The WHO also reported that major depression was the fourth most
important disorder in 1990 and would become the second most important by the
year 2020. in terms of the global burden of disease as indicated by both disability
and mortality (Mwray & Lopez, 1996).

To reduce the prevalence of major depression, we must reduce its meidence,
duration, or both. Treatment mterventions are focused on reducing duration of
episodes. that is. terminating a cwrent clinical episode as soon as possible.
Preventive interventions are focused on reducmg incidence—the number of new
episodes of major depression. Prevention advocates have long pomted out that when
the prevalence of a disorder 1s very lugh, treatment approaches are not sufficient
(Albee, 1985). It 1is. therefore, imperative to develop effective preventive

mterventions for such disorders.
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There are many forms of prevention. A brief history of the concept and
definitions of relevant terms are presented here. The Commission on Chronic Illness
(1957) developed the original public health classification system of disease
prevention. Three types of preventive interventions were identified: primary,
secondary, and tertiary. Although these prevention terms were widely used in various
public health domains, there are clear problems in attempting to apply this
classification system for prevention efforts to mental health associations which have
often diminished the effectiveness of these efforts. As more has been learned about
etiology, it has become clear that physical and mental health events and outcomes
cannot be explained by simple causal relationships. Rather, they are the result of the
complex interplay of biological, social, environmental, and intrapersonal risk and
protective factors. Thus, the original definitions of prevention break down when
applied to adolescent mental health.

An alternative to the Commission on Chronic Illness (1957) definitions of
prevention was proposed by Robert Gordon. This new system was based on the
empirical relationships found in practically oriented disease prevention and health
promotion programs (Gordon, 1983). These included programs designed for
universal, selective, and indicated prevention.

During the last 40 years the definitions of these types of prevention have
expanded to include an array of nuanced but related meanings. The IOM report

chose to resolve the confusion in terminology by using the term prevention to refer
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only to interventions that occur before the initial onset of a disorder. In this system,

prevention included all three elements of Gordon's system (1983, 1987). See figure

5 for these types of prevention:

Figure 5 Types of preventive interventions

- "

The Commission on Chronic Illness (1957)

Primary prevention

The reduction of the incidence of a disease or
through prevention the
occurrence of new cases of a disease ar
disorder before they occur.  Widespread
vaccination  is example of primary

disorder the of

an
prevention.

Secondary prevention

The reduction in the prevalence in the general
population of recuirences or exacerbations of
a disease or disorder that already has been
diagnosed. This includes early detection and
intervention to reverse, halt, or at least retard
the progress of a condition (Rieger. 1990} An
example of secondary prevention is the use of
antihypertensive medications among those
with high blood pressure 1o reduce the risk of
cardiovascular complications such as stroke.

Tertiary prevention

Efforts do not seek to reduce the prevalence
of a disease or disorder. Tertiary prevention is
only concerned with the reduction of the
disability associated with an existing disease
or disorder. For those with allergies. removal
from exposure to the allergen would be a
tertiary prevention approach.

Gordon's system (1987).

niversal prevention

Included all interventions targeted to
the general public or
population group not selected on the
basis of nsk (Gordomn, 1987). This
would mclude interventions such as

to an entire

use of seat belts and immunization
programs  that desirable
everyone in the eligible population.

are for

Selective prevention
Interventions that target individuals,

or a specific subgroup of the
population, whose risk of developing
a disorder is higher than average
{Gordon. 1987). For example. the
condom  use  programs  among
sexually active adolescents are a

selective prevention effort.

Indicated prevention

Once an individual in a high-risk
group exhibits the early signs or
symptoms of a disorder, indicated
prevention efforts would apply
(Gordon., 1987).

The prevention of depressive symptoms has been widely studied in clinical

populations in western countries, but there is quite little research that specifically
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investigates among international students studying in a non-US, non-English
speaking country, for example: Thailand. To meet the aims of the current study, the
researcher explored the effects of a targeted prevention program for a high-risk

group—international Chinese college student.

2.3 The Present Study

The aim of this study is to test the efficacy of a combined intervention on
preventing depressive symptoms among at-risk (international Chinese) college
students. Given that a major focus it is important to review our current

understanding of depressive symptoms and the factors related to college students.

2.3.1 College Students

“Depressive symptoms, even at the sub-threshold level, also are a
substantial concern in youth, as they have been found to be associated with a range
of problems, including drug and alcohol use, academic failure, school dropout, and
teen pregnancy (Gillham, 2006).” “Subclinical levels of depressive symptoms
constitute one of the most significant risk factors for the subsequent onset of
depressive disorders (Clarke et al., 1995).” Thus, prevention of depressive
symptoms, even at a subclinical level, is a worth-while goal with important clinical

implications.
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Consistent with commumty samples, depression 1s found m about 15%-—
20% of umiversity students, with increasing mcidence in the past two decades
(Voelker, 2003). An association has been shown between depressive symptoms and
developing a major depressive disorder (Cuijpers & Smit, 2004). Depressive
symptoms have considerable effects on well-being and psychosocial functioning
(Lewmsoln et al. 1998). “In fact, persons suffering from sub-threshold depression
are rather similar to those with a diagnosis of major depression with regard to their
psychosocial functioning: finthermore, persons suffering from depressive symptoms
experience almost the same degree of impaimment of health status, functional status,
and disability as those diagnosed with wajor depression (Gothib et al. 1997)."

As indications of the research focus upon identification of stressors which
predict anxiety and/or depression among university students. several papers have
reported on sets of a few stressors as antecedents of depression. For example, low
self-esteem and self-efficacy (Ohver & Paul, 1995), poor tune management and
leisure satisfaction (Misra & McKean, 2000), urational beliefs and alcoliol use
(Camatta & Nagoshi. 2006). parental or partner abuse (Silvern et al.. 1995), selt-
concealment, and avoidance (Moulds, 2006) have all been shown to significantly

predict anxiety and/or depression among nniversity students.



49

2.3.2 Avoidance

Much of the evidence linking avoidance and depression comes from the
coping literature. Avoidance coping consists of focusing attention away from
internal or external stimuli to manage, reduce, or eliminate stress, and can be either a
cognitive or behavioral process (Cronkite & Moos, 1995).

“Cognitive avoidance coping involves denying. minimizing, ruminating,
or passive decisions that stresstul or unpleasant situations are unchangeable:
behavioral avoidance coping oceurs when a problem i1s avoided through
participation in alternative activities, engagement in temporarily satisfying, albeit
maladaptive behaviors such as substance use, gambling. or binge eating. or through
overtly displaying behavioral manifestations of unpleasant emotions (e.g.. velling or
shouting at others) (Cronkite & Moos, 1995)" Individuals with increased
depression are more likely to use escape and avoidance coping strategies when
stressed (Conmor-Smith & Compas, 2002).

Longitudmal mvestigations also causally indicate that avoidance coping
directly contrnibutes to the etiology and maintenance of depression sviptoms
(Cronkite, Moos, Twohey, Cohen, & Swindle, 1998).

The pioneering theoretical work of Ferster (1973) highlighted “avoidant
behavior as a determinant of depressive behaviors and symptoms, stressing the need
to analyze relationships between environmental contexts and behavior to understand

and treat depression.” While this theory was elaborated by other theorists, “Purely
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behavioral conceptualizations and treatments of depression became overshadowed

by more integrative cognitive behavioral models (Beck et al, 1996).”

Simply put. there is a relationship between avoidance and depression that
15 larzely explamed by the mediating role of reduced positive remforcement (Ferster,
1973; Lewimsohn, 1974; Manos, Kanter, & Busch, 2010; Martell et al., 2001).
Although a largely referenced model of depression to date, this theory has received
minimal empirical scrutiny. In particular, while significant evidence links depression
to avoidance and reduced response-contingent positive remnforcement. no study to
date has directly mvestigated the proposed mediating role of envirommental rewards.
The current study was designed to specifically test this model.

“In chronic depression, the avoidance i1s often more subtle in nature. It can
take three mterrelated forns: behavioral avordance of certam external circumstances,
cognitive avoidance of certain mental ideas or linages and emotional avoidance
through the direct suppression of emotional experiences. Each of these forms of
avoidance can obscure the distressing feelings and thoughts that are crucial in
constructing a cognitive formulation of the mood problem (Cuijpers, 2007).”

A non-clinical sample (N=104) of undergraduate students completed self-
report measures of depression, anxiety, rumination and avoidance. Avoidance and
depression was all significantly correlated (Cuijpers, et al, 2007) The construct of
avoidance can be defined as attempts to prevent, escape, or reduce contact with

subjectively aversive or minimally rewarding internal or external stimuli.
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These stimuli can come in different forms, including thoughts, behaviors,
emotions, memories, and social interactions (Ottenbreit & Dobson, 2004). In the
current study, the unhealthy behaviors of Chinese students included escaping or
avoiding stimuli, leading to a pattern of passivity and withdrawal that reduces the
frequency of positively reinforced behavior which, in turn, produces, sustains, or
worsens depressive symptoms such as social isolation, absence from class, giving up

solving problems, etcetera.

Much of the evidence linking avoidance and depression comes from the
coping literature. Avoidance copmg consists of focusing attention away from
internal or external stimuli fo manage. reduce, or eliminate stress, and can be either a
cognitive or behavioral process (Cronkite & Moos, 1995). “Behavioral avoidance
coping occurs when a problem is avoided through participation in alternative
activities, engagement in temporarily satistving albeit maladaptive behaviors such as
substance use, gambling, or binge eating, or through overtly displaying behavioral
manifestations of unpleasant emotions (e.g.. yelling or shouting at others) (Cronkite
& Moos, 1995)." Individuals with increased depression are more likely to use escape

and avoidance coping sirategies when stressed
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2.3.2 Stressful Life Events

Stresstul hife events refer to stressful stimuli or situations to which everyone
1s exposed to a greater or lesser extent in the natural course of life (Dohrenwend &
Dohrenwend, 1974). The dathesis-stress model of depression suggests that an
wdividual's  diathesis must mteract with stressful life events (of a social.
psvchological, or biological nature) i order to prompt the onset of the depression.
Smece first stucdhed over 30 years ago by Holmes and Rahe (Hohmes, 1967), stressful
life events have been a major focus of psychiatric epidemiology (Dohrenwend &
Dohrenwend, 1984). Stressful life events have a potent relationship with the nsk of
depression, an association that has been one of the most widely studied
environmental factors for a range of mental disorders (Brown, 1987).

In particular, numerous vestigations have found a correlation between
the occurrence of stresstul life events and the subsequent onset of an episode of
major depression (Pavkel, 1978). Less certam, however, 15 the nature of the
relationship between major depression and stressful life events. But. it remains
unclear to what extent stressful life events cause subsequent onsets of depression
and to what extent the occwrence of stressful hife events and onsets of depression

are correlated for other reasons.

It is also important to note that the timing of stressful life events appears to
condition their influence on emotional distress. Most previous studies have found a

significant association between recent but not distant life events and depressive
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symptoms when earlier symptom levels were controlled (Compas, Ey, & Grant,
1993). It appears that more recent life events, not those occurring in the distant past,
tend to have a significant impact on adolescent functioning (Hammen, Mayol,
deMayo, & Marks, 1986).

Prospective empirical stuches have wielded considerable support for the
contribution of stressful hife events to the development and mamtenance of
depression in adolescents (Petersen et al. 1991). However the relationship between
experience of stressful hife events and depression 1s not necessanly simple, with
correlation estimates ranging from .22 to .47 (Robinson et al., 2000).

“Stressful life events. even for those at the peak of mental health. erode
quality of life and place people at nisk for symptoms and signs of mental disorders.
There 15 an ever-expanding list of formmal and anformal mtervennons to aid
idividuals coping with adversity. Sources of mformal wmterventions include fannly
and friends, education, conununity services, self-help groups, social support
networks, religious and spiritual endeavors, complementary healers, and physical

activities.” (Misra. B, 2000).

According to the model, the greater a person's inherent vulnerability for
developing depression, the less environmental stress will be required to cause him or
her to become depressed. In contrast, if someone has a smaller amount of
vulnerability for becoming depressed, it will take greater levels of environmental

stress in order to produce the disorder. Until this critical amount of stress has been
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reached, people will generally function normally, and their vulnerabilities are

considered to be "latent" or hidden.

Stressful life events and international college students
College students are twice as likely to have depressive symptoms compared
to people of similar ages and backgrounds in the workforce (Dixon & Reid. 2000).
Symptoms of depression are lnghly prevalent among undergraduates (Smedley et al,
1993). For individuals who attend college, symptoms of depression are higher than
for those who do not attend college (Hirsch & Ellis, 1996). Reasons for this include
greater demands on time. financial troubles. relationship problems. and competition.
One swvey focused on students’ life and conducted on students seeking
help from the counseling service showed: “16% of students were nuldly depressed.
43% were moderately depressed, 41% were severely depressed. and the academic
work of 92% was nnpamred. Fiancial trouble and romantic relationslhips are two
important stressors for undergraduates and voung adults. The relationship between
depressive symptoms and economic hardship decreases with age.” (Liu, M. 2009).
Increasingly, over the past 50 vyears, and especially in response fto
globalization and internationalization. post-secondary institutions are expanding tos
clude more and more mternational students.
Paige (1990) defined international students as individuals who temporarily

reside in a country other than their country of citizenship in order to participate in
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international educational exchange as students. There are quite a substantial number
of students engaging in international education. Bohm et al. (2002) estimated that in
the year 2000, there were 1.8 million international students enrolled in institutions of
higher education around the world and they predicted that there would be a fourfold
increase in this number by 2025.

The international students who were moving away from home. their
family. and their childhood friends to an unfamiliar place and culture constitutes an
additional challenge. They may not be familiar with the new higher education
mstitutions or the demands of the advanced study. and may feel 1solated from the
majority of students and alienated from both the institution’s culture and the families
and communities from which they came.

In a review of literature on international students. Church (1982) identified
the following areas as potential areas of difficulty: “monetary problems. language
difficulties, adjustient to a new educational system, and social adjustment to the
new milien. Some predictors of adjustment that have been identified are cultural
distance, acculturation, language difficulties, and coping strategies. These students
are potent mgredients for depression, distress, and psycluatric disturbance (Church,
1982).

Movimg to another country can pose numerous challenges for international
students, and research has mdicated that moving to a new culture can have

potentially detrimental effects on people’s mental health (Sodowsky & Lai. 1997).



For example, international students often have lugh expectations of what their life
will be like when they move overseas. and they may experence psychological crises
or social dysfunctions such as interpersonal stress, low self-esteem. racial or ethnie
discrimination. disappointment. resentment. anger. sadness. physical illness. and
other symptoms of culture shock when their expectations are unmet (Winkelman,
1994). Some studies in the recent past have identified depression and anxiety as a
concomitant of cross-cultural adjustment (Ward & Kennedy, 1992, 1994).

As cited by Yeh and Inose (2003). “international student populations often

LTS

report personal as well as mental concerns.” “Personal concerns include language
barriers, academic difficulties, financial difficulties, racial/ethnic discrimination, and
loss of social support. while mental distress 1s comprised of depression,
homesickness, alienation, and loneliness (Leong, 1989).” These adjustment
problems, m tum, can aflect mtemational students' acadenuc performance,
psychological and physical health, level of sansfactnon with thewr cross-cultural
experiences, and attitudes toward individuals of the host country (Wan, Chapman. &
Biggs, 1992). This process can be very stressful for international students because

they have fewer resources such as mcome, education, and Enghsh proficiency to

assist them in adapting to thew new life situation (Casado & Leung, 2001).

56
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2.4 The Cultural Considerations

2.4.1 Cultural influence

Defining depression 1s culturally bound, making behavior change efforts
particularly challenging in depression prevention. The complex nature of depression
requures multndimensional strategies for prevention. Particularly in resource-
constrained settings, public health prevention efforts need to be based on a better
understanding of the socio-cultural dimensions of depression.

“Intervention programs should addréss the particular context-specific key
1ssues of prevention and be expressed witlun the cultural frammework rather than rely
on more conventional information. education. and communication (IEC) as the
predommant methods for prevention: these conventional methods have faled to
elicit behavior change largely because they are performed at the social and cultural
periphery. Although people may hear the messages and understand them, they fail to
truly comprehend these messages and incorporate them meaningfully into their lives
and behaviors (Daryl B, 2003) .

Culture 1s a pattern of learned beliefs. values. and behavior that are shared
within a group; it mcludes language. styles of communication, practices, customs,
and views on roles and relationships. We all belong to more than one culture. which
may, for example, be social, professional, or religious: the concept goes beyond race,

ethnic background. and country of origin.
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It is now widely accepted that culture influences our understanding,
assessment, and treatment of depressive experience and disorder. Failure to accept
this reality can lead to serious errors in clinical judgment and practice that could
harm to the patient. In addition, failure to accept this reality can lead to violation in
emerging professional and scientific guidelines and ethics, and this could result in
legal action and professional censure (e.g., American Psychological Association,
1993). Thus, clinicians and researchers must develop an appreciation and awareness
of this important topic.

This paper seeks to establish culture as a determinant of health-relevant
behavior and focuses on the use of culture in core values as a means to encourage
behavior change for depression prevention. Culture should be understood as a
resource to strengthen communication and a vehicle for both empowerment and
change. The primary focus of this part of literature review is to define the cultural

approach and to highlight studies and best practices from the field.

2.4.2 Cultural approach.

The cultural approach utilizes local knowledge for sustainable and
appropriate health programs and prevention efforts. “Culture is one of many factors
influencing human behavior; it is a determinant of socially accepted behavior, value
systems, beliefs, and practical knowledge. Means of expression or communication,

such as music, dance, theatre, and art are those creative aspects of culture that we
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often define narrowly as culture itself. However, culture in the broader sense, also
includes traditions and local practices, taboos, religious affiliations, gender roles,
marriage and kinship patterns, and so forth. Therefore, culture is deeply rooted in all
aspects of a society, including local perceptions of health and illness and health-
seeking behaviors(Daryl B, 2003). ”

“The benefits of employving a cultural approach are threefold. First, the
cultural approach utihzes and often revitalizes local cultural forms of expression and
channels of communication (e.g. storytelling, traditional healing. ete.) and.
therewith. can build enthusiasm, solidarty, and empowerment within the conununity.
both for local culture and against the health problem. Secondly, the cultural
approach encourages self-reflection among the wvanous actors and within
communities, allowing commuity members to re-evaluate local practices and
behaviors: generates questions and formulates answers: and thirdly, the cultural
approach makes public health knowledge and messages more readily accessible and

sustainable at the local level (Daryl B. 2003).”

2.4.3 Apply Cultural Approach to International Chinese students.

Appropriate adaptation for Asian clients is complicated by the magnitude
of diversity represented. Chinese students, come from multiple regions of China, and
speak a variety of dialects (Hwang, Wood, Lin, & Cheung, 2006). “Such diversity

requires therapists to consider and discuss with the students for a number of unique
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cultural factors, including individual history, generational status, language
proficiency, personal core values and beliefs, level of ethnic identity, acculturation

and cultural orientation (Hwang et al., 2006).”

Some studies in the recent past have used this concept of college
adjustment to compare international and domestic students. For example, on
comparimg adjustment difficulties between U.S. and mternational students. using the
SACQ, Kaczmarek et al. (1994) found that the international group had a more
difficult transition to college than U.S. students. The study indicates that the concept
of college adjustment difficulties may lend aself fairly well to cross-cultural
comparisons. “With the number of mternational students on the nse. their 1ssues
with adjustment and transition are getting increased attention. International students
and their adjustinent 1ssues must be studied and addressed as 1t 15 in the best mterest
of all involved to ensure their successful transition to the host country and institution

(Kaczmarek et al. 1994) ™

2.4.4 Cultural values.

Cultural values refer to desirable, trans-situational goals, varying in
importance, that serve as guiding principles in people’s lives” (Schwartz, 1996).
Cultural values can be defined in numerous ways but their essence remains as
crucial elements of a culture that influences one’s dynamic behavior. Researchers

from various disciplines have been interested in the construct of values: sociologists
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(e.g., Williams, 1968); anthropologists (e.g., Kluckhohn, 1951); and psychologists
(e.g., Rokeach, 1973, Schwartz, 1992).

The work from across disciplines has made important conmbutions to our
understanding of values not only through the conceptualization of the construct. but
also with regard to the measures that have been developed to operationalize values.
Researchers have designed ways in which one can quantitatively assess values so we
can crifically and scientifically examine the role this construet plays in the lives of
people.

Past research noted the differences between Asian cultural values and
Western culnural values. For ﬂxall;lple., Asian values focus on collectivity and
interdependence while Western values foeus on individuality and independence (Hu
& Chen, 1999). Other values such as harmony. keeping of family honor, and
modesty are also found wathin the Asian enltural heritage. It has been said that much
of the Asian cultural values were influenced by the teaching of Confucius
(Robertson & Hoffiman, 2000). Contucius’s teachings were predominantly exposed
to groups such as the Chinese, Vietnamese, and Korean. Furthermore, mfluences of
Confucius’s teachings can be found in religious beliefs of Buddhism. Taoism. and
Shintoism-religions that are common 1n the cultures of East Asians. inclusive of the
Chmese (Kun, 1997). In brief. Confucius (551-479 BC) taught that the universe and
all living things are a manifestation of the unifying force of Tao (Truth. Unity. or the

Way) and the essence of life perpetuates order, goodness, and righteousness.
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2.4.5 Chinese Values

The cultural competence such as: core values, beliefs are also useful in in
desizning the preventive mtervention sessions. Harmony and face-saving are two
important communication characteristics among Chinese people. “In order to
maintain harmony and face-saving, Chinese people prefer indirectness, implicitness,
and non-verbal expressions mstead of aggressive, argumentative and confrontational
modes of communication (Liu, M. 2009)

Most Chinese people believe that they are controlled by external forces
such as fate, luck, or chance: hence they tend to de-emphasize themselves m the
group. Unfamihanty with psychotherapy Chinese people seldom go to counselors to
handle their mental problems. As peinted out by Lin (1981) “most. if not all. of
Chinese health beliefs regarding mental 1llness are deeply rooted m the Chmese core
culture and have evolved along with the nstoncal development of that culture. Thewr
content cannot be comprehended without adequate understanding of this cultural
background.” (p. 107).

Traditional Chinese concepts of mental health, therefore, facilitate a form
of passive egocentric preservation (Sue & Sue, 1997). Chinese people are
encouraged to restrain emotion and suppress individual rights to maintain harmony
with other people and the law of nature. Under this influence, Chinese people
typically choose self-control, self-discipline, and self-transcendence, rather than

attempting to change the social environment. These tendencies may heavily
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influence the likelihood that individuals with problems will seek mental health

services, as well as their responsiveness to services.

2.4.6 Chinese International Students in Thailand

Most Chinese students who study in Thailand are enrolled in an
international program in which the medium of instruction is English. In mainland
China, English language education emphasizes reading and writing, rather than
listening and speaking (Lee, 2001; Wan, 1999). Moreover, Thai language study is
not popular in China and without enough training; it does not guarantee sufficient
language ability for living and studying in Thailand. Chinese people ranked
language as their most serious problem in cross-cultural adaptation (Huntely, 1993).
Language inefficiency could trigger a series of inconvenience and, even more,
acculturative stress.

Considering the language barriers, homesickness, cultural differences and
misunderstandings of the new and diverse experiences, it is not surprising that
international students often experience feelings of estrangement, anxiety, and stress
as a part of their adjustment process (Adler, 1975).

Mori (2000) reported that these experiences can cause students to feel
hopeless as well as higher prevalence rate and degree of depressive symptoms.
Students from collectivist cultural orientations such as Asian had lower levels of

adaptation and satisfaction with life and higher levels of depression as compared
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with students from individualist cultures (Kinoshita & Bowman, 1998; Sam, 2001).
Due to the different teaching and learning styles between China and
Thailand and also because of the language inability, Chinese students have a tough
time in academic adaptation. Take ‘APA style’ for example; Sun and Chen (1997)
found that Chinese students were confused when they first heard of APA style in
class. Since language inefficiency is the greatest barrier to classroom participation
(Yum, 1998), Chinese students in Sun’s interview (2002) never felt full-fledged
participation in class. Likewise, Wang (2001) pointed out that it is the lack of
communication and a restrictive cultural notion of propriety that causes the major

obstacles to professor-student interactions for Chinese students.

“Due to the lack of social involvement. Chinese students find it difficult to
fit i to the host society. Moreover, separated from family and friends, depression
and loneliness bring overwhelming negative impacts to Chinese students (Sun &
Chen, 1997)." Ditommaso, Brannen, and Burgess (2005) found that “Chinese
students scored higher in family and social loneliness, and lower in attachment
security for both peer and romantic relationships.” Asians are reserved about
expressing therr personal problems and that they tend to deny symptoms of
depression (Chong, 2002). Carver et al, (1989) indicated that “denial is related to
greater psychological distress. However, demal 15 destined to be maladaptive

because students are unable to withdraw completely from the donmnant culture.”
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Chinese students typically choose self-control, self-discipline, and self-
transcendence rather than attempt to change the social environment. Their
introverted nature may help explain why Chinese international students tend to
underuse mental health services, ignore, hide, and even deny their symptoms,
despite the fact that they experience more problems than students in general and
have an urgent need for psychological assistance (Pedersen, 1991).

The values theories define values as desirable, trans-situational goals,
varying in importance that serves as guiding principles in people’s lives. Values are
the determinants of human behavior. Herein, the researcher proposed an intervention
combined with BATD and CVCE program for Chinese college students, schools, as

well as training institutions.

2.5 Summary of the Review of Literature

In this chapter, the present researcher summarized recent advances and
studies on intervention from major perspectives of psychological intervention
approaches such as CBT, BA, etcetera. These techniques not only furnish new
means to prevent depressive symptoms with short-term strategy but also produce
support for a cultural approach. In addition, after values influences are supported,
the values may be further applied and combined with other interventions. The model

provides new opportunities for the study of the relation between cultural influences
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and psychological intervention in the rational design of preventive intervention for
different populations.

Supported values influences have many applications. It has been suggested
that values are central to the establishment of ongoing behavior patterns but have
rarely been used to support psychological intervention for depression. The
knowledge on the use of cultural factors as support for western intervention
approach is still quite limited. Previous work prompted us to raise further questions.
Considering that there are numerous cultural factors, is it possible to use values,
beliefs, or any other issues? Are these factors in tune with traditional approaches? In
addition, considering that Chinese students typically choose self-control, self-
discipline, and self-transcendence rather than attempt to change the social
environment, is it desirable or acceptable to use group session in regard to their
introverted nature? These questions leave the matter of further optimization of
research design for further research.

A number of short-term interventions were used for depressive symptom
prevention. The short-term strategy was studied. Interestingly, short-term
interventions can sometimes be equally effective as longer-term strategies (Miller &
Barber, 2002). A single session intervention may be useful for many other reactions
to be explored in the future. In addition, single session intervention may provide
new opportunities for the counseling center at university because schools are in need

of time-limited and effective psychological interventions (Gallagher et al, 2007).
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To put the information in perspective, it should be mentioned that many
methods introduced above were not specially invented by this researcher but rather
have their origins in other contexts. Although previous research has examined these
techniques individually, they have not all been combined together in one study.
Therefore, the model of this study can be used as a reference for learning about
Chinese international students and their depression in a non-Western culture or
country. Likewise, the results of this study will help researchers who are interested
in related fields. The methods expounded here may also be extended to the
preparation of further research.

One valid question is whether culturally adapted intervention with single
session is really more effective and better than conventional methods. The answer to
that question is certainly ambiguous. On one hand, modern cultural approach can
indeed help with improving the performance of intervention by using conventional
methods. One pitfall may be that the notable absence of Asians as research
participants make it difficult to be confident about how do Western preventive
interventions work with Asian (Huey & Polo, 2008; Miranda et al., 2005).

These issues, if not sufficiently studied, may fail to use classical
interventions with different cultural groups. Prior research has indicated that failure
to incorporate cultural values into treatment results in higher attrition rates (Sonkin,
1995) and possibly less efficacious treatment (Miranda et al, 2005). This point had,

at times, been overlooked, thus undermining the real performance of advanced,
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gold-standard interventions such as CBT or BA. How to properly deal with these
issues is a challenge. Even if this challenge is overcome, many factors still have to
be considered before there can be large-scale utilization in diverse groups of people.

In the future, it is important to study the culturally-sensitive, feasible,
realistic, inexpensively time-efficient, and easily implemented intervention.
Researchers may want to systematically examine how an intervention differs across
gender, religion, etcetera, to confirm the efficacy and effectiveness of culture-based,
values-centered interventions. Another idea is to systematically build up support for
single session intervention. Close cooperation between Western values and Oriental
values is needed for better understanding.

Finally, it should be mentioned here that, due to the emphasis of this review,
the researcher mainly focused on the use of the BA approach, rather than on other
perspectives. So far, CBT is the most frequently used and largest evidence-based
intervention. However, in the near future, it is expected that researchers in this area
will pay more attention to the application of cultural values as a moderator for
intervention. This factor is more complex and more demanding than schemas, and is
certainly more interesting from a cultural perspective. Currently, most interventions
are prepared using common methods and simple components. With the rapid
development of the BA approach, it is expected that a single BTAD combined with
the values clarification component will play a significant role in the area of

psychological intervention in the near future.
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CHAPTER III. Research Methodology

The purpose of this study was to test hypotheses related to the effects of a
combined intervention which include the brief behavioral activation treatment for
depression (BATD) and a Chinese values clarification exercise (CVCE) on
preventing depressive symptoms of Chinese students in Thailand. This chapter on
methodology is divided into five sections. The first section describes the
experimental design. The second section describes the participants and ethical
considerations. The third reports the study variables, the data gathering instruments,
and the validation and revision of the questionnaires used in this study. The fourth
section describes reports on the procedures and intervention of this study. The fifth
section presents the details of the data analysis employed as well as the scope and

limitations of the present study.

3.1 The Research Design

The present study was about the efficacy of intervention for preventing
depressive symptoms among Chinese university students. It was a quantitative
research with a quasi-experimental, pretest-posttest comparison group design.
Quasi-experiments are generally of a smaller scale and less expensive than
experimental studies. However, the investigator has less control over the influence
of extraneous risk factors due to the lack of randomization (Kleinbaum et al., 1982).

This is a single-blind, cluster randomized controlled trial of a school-based target
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intervention to prevent depressive symptoms among international Chinese college

students at the Assumption University of Thailand, Bangkok.

3.2 Participants

The participants were recruited from every faculty unit of Assumption
University. Participants were recruited from academic classes upon their instructor’s
approval. Screening criteria included age between 18 and 45 years, ability to read,
not currently in therapy, not currently on medication for mood disorder, and meet the
BDI-II scores of 14 to 29 points—indicative of mild to moderate depression.

The sample is limited to volunteers 18-45 years old for two reasons.
Firstly, the scientific literature suggests that the first episode of major depressive
disorder (MDD) usually happens when individuals are 19 to 44 years of age (Kessler
et al., 2005). Secondly, individuals in their 20s to 40s have the highest visit rates to
psychiatrists, and the reason for their visits is mainly for mood disorders (Wang et
al., 2005). Thus, this age criterion is set to ensure the selection of a sample from the
population most affected by depressive symptoms. Actually, the age of participants
was not over 26 years old during the intervention.

For ethical reasons, individuals with severe depression were excluded
from this study unless they have written permission to take part in this study from
their physician or other health care professional, although no students with severe

depression actually participated in this study. Some underlying medical problems,



71

such as anorexia nervosa, heart disease, or diabetes affect depressive symptoms. For
instance, individuals with heart disease have been shown to have four times higher
prevalence rate of depression than individuals without heart disease (Forrester et al.,
1992). Therefore, individuals with those problems were excluded from the current
study.

Participants also could not take medication for depression or have
psychotherapy or other therapies for treating depression while the study is in
progress since these therapies would have confounded the effect of the current
intervention on depressive symptoms. Participants, however, were instructed to
maintain normal contact with their physician and report to the primary investigator
any change in antidepressant medication or medication dosage during the course of

the study.

3.3 Sampling Method

The population in this study consisted of Chinese students studying at the
Assumption University of Thailand and who have mild to moderate depressive
symptoms during the sampling time—academic year 2010-2011.

A cluster sampling method was employed in this study. A total of 366
participants were screened. The selection of participants of this study was made
clustered-randomly. Each faculty unit of the targeted university was regarded as a

primary sampling unit. Of 366 students, 263 participants met the selection criteria;
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hence, they were potential subjects for the study. One hundred sixty one were
excluded because they were not willing to participate; 102 students decided to
participate and were included in the study.

Sample size.

For the number required of the targeted intervention program, the sample
size needed in each group for this study was based on the results of previous meta-
analyses on behavioral activation interventions for depression (Craft & Landers,
1998; Lawlor & Hopker, 2001). The standard deviation was 8.2 points, and a
difference in means of 6 points was used, as such a decrease would be likely to
result in the level of depression falling by one category (e.g., moderate to mild). For
a power of 90% (1-B) and at two-tailed significance level of 5%, and for the same
sample size for each group, 76 participants were needed. To allow for attrition of

15%, it was initially intended to recruit 86 participants with 43 for each group.

Formula:

I [(Z.,—;ZE}U

2
] X2
(Julious, 2004)
a=0.05 p=0.10 Za=196 Zz=1.28
c=8.2, 6=6
So n=38 N=76 for the Attrition rate of 15%

N=86 n=43 for each group

Attrition of 15%= 0.15 Type I error (o) = 0.05 Type II error () = 0.10 Power = (1- ) =0.90
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According to literature review from Craft and Landers (1998), Lawlor and
Hopker (2001): Clinically significant diff ( 8 ) = 6 points Measure of variation (SD)
=8.2points Treatment effect size, large Cohen’s d =0.8 or medium (d =0.5) small

(d=0.2)

3.4 Ethical Considerations

Before any component of the program commenced, informed consent was
obtained from the students. Participants were informed that their participation was
voluntary and that they have the right to withdraw from the program at any time.
Participants were also informed that the information they provide is confidential.
Thus allowed participants to provide honest information.

The aim of early intervention programs was to identify and help students
who showed signs of depressive symptom. However. it was possible that students
would be identified as needing mmmediate professional help. Identification of such
mdividuals may have ansen from extreme scores on screemng mstruments or from
mformation provided by the students i an mterview or dunng group sessions. This
was most commonly achieved through screeming matenals. Using the cut-offs
provided m the manuals, 11 was necessary to detennine a score which must be

obtained in order 1o consider a smdent ‘at risk’.
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Consent and confidentiality.

Participants were given debriefing forms at the beginning of the study with
information about the purpose of the study. The study protocol was sent to the
Research Ethics Committee of Assumption University for reviewing and had to be
approved for data collection. All activities relevant to the data gathering process
involved careful consideration of maximizing possible benefits and good for the
subjects, while minimizing the amount of possible harm and risks resulting from the

research.

3.5 Instrumentation

In this study, the researcher applied a set of measurements for the
participants to respond to, as follows:

3.5.1 Demographics questionnaire.

A demographic variables questionnaire prepared by the researcher was used
in order to determine certain independent variables, namely: age, gender, length of
residence in Thailand, level of language proficiency, marital status, educational

background, mental disorder history, etc.
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3.5.2 Beck Depression Inventory 11 (BDI-II).

Depression levels were assessed by the Beck Depression Inventory II or
BDI-IL. the most commonly used self-report measure of depression. it was based on
the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM IV)
of the Amenican Psychiatnie Associanon. It mcludes 21 1tems m a 4-pomt scale. the
following symptoms and athitude items are mclude: “1=mood, 2=pessmmsm,
3=sense of failure, 4=self-dissanustaction, 3=guilt, 6=punishment, 7=self-dislike,
8=self-accusations, 9=suicidal ideas, 10=erying, 1l=uritability, 12=social
withdrawal, 13=mdecisiveness, 14=body mmage changes, 15=wok difficulty,
I6=msommnia, 17=fatgability. 18=loss of appetite, 19=weight loss, 20=somatic
preoccupation. and 21=loss of hibido™ (Beck & Steer. 1987).

Scores are classified as follows: 0-13: minimal depression: 14-19: mild
depression: 20-28: moderate depression: and 29-63: severe depression (Beck, Steer.
& Brown, 1996). The BDI-II 1s a widely used measure of depressive symptoms with
robust reliability and vahdity (Beck, Steer, & Brown, 1996). Additionally, the
mnstructions remained as m the previous version (respondents are asked to rate how
they have been feeling for the past two weeks). According to the test developers
Beck. Steer, and Brown (1996). the BDI-II has been found to demonstrate lugh

mtemal consistency, adequate vahidity, and diagnostic discrimination.
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3.5.3 Inventory of College Students’ Recent Life Experiences (ICSRLE).

The Inventory of College Students’ Recent Life Experiences or ICSRLE.
designed by Kohn, Lafreniere, and Gurevich (1990), was used to determine the
degree to which one experiences hassles in one’s life. The ICSRLE 1s an instruument
that measures stressful life events experiences, specifically targeted to the college
population. It consists of 49 items. The range is from 49 to 196 points, where 49-98
pomts mdicate an only shghtly stressed of hfe expeniences and low nisk to
depression: 99 to 147 powmts mdicate moderate level of stressful of life expenences
and somewhat risk to depression: and 148-196 points indicate most stressful level of
life expenences and lugher nsk to depression (Dwyer, 2001).

“The factor structure and psychometric properties of the ICSRLE were
mvestigated m a sample of 216 college undergraduates. The ICSRLE confinmatory
tactor analyses supported the generalizability of the 49-1tem one-factor and 37-1tem
seven-factor solunons to undergraduate samples. Fortyv-mne items comvelated
significantly with the PSS, ranging individually from .17 (P < .05) to .48 (p < .0005).
The alpha rehalahity of the ICSRLE was 89 m an minal item selection sample
These findings support the reliability and validity of the ICSRLE. The Cronbaclh's
alpha coefficient for the ICSRLE of this study was .80." (Kohn, Lafreniere, &

Gurevich, 1990).
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3.5.4 Chinese Value Survey (CVS).

The Chinese Value Survey or CVS was developed by Michael Harris Bond
(1988) and Ius colleagues m Hong Kong as a complement to swrvey mstnunents
constructed by research workers such as Rokeach (1973) and Schwartz (1992). It
was designed to be used with people living in geographical regions where Eastern
life values are pre-emunent. Prelummary studies have been camed out usmg this
mstrument with university students from ethmcally Chinese backgrounds studying
m three Austrahan universities. Data were exanmned using principal components
analysis rotated to orthogonal structure. This analysis makes interpretation of the

values held by students from an ethnically Chinese background more accessible.

3.6 Intervention Procedures

The procedural steps undertaken in the present study are as follows (see
Figure 6 below):

Figure 6. Intervention flow.
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Assessed for eligibility Excluded : ( n=264)
n=366 - - 1. Not meeting inclusion
. criteria
: (n=103)
; 2. Refused to participate
Randomized (n=102) (n=94)
3. Other reasons

(n=67)

Allocated to intervention group
(n=51, Huamak Campus)

Received BATD+CVCE (n=51)

Did not receive allocated intervention
(n=0)

Discontinued intervention (n=1)

Allocated control group

(n=51, Bangna Campus)

Received BATD only (n=51)

Did not receive allocated intervention
(n=0)

Discontinued intervention (n=2)

v

v

Lost to follow up (2, n=48)
Two week (1 lost contact)
Six month (1 lost contact,)

Lost to follow up (9, n=40)
Two week (3 lost contact)
Six month (6 lost contact)

|
I
v
Six-month FU
Analyzed (n=48)
Excluded from analysis (n=0)

I
Six-month FU
Analyzed (n=40)
Excluded from analysis (n=0)

In this study, the intervention used was adapted from several sources (theories and

manuals), as depicted in Figure 5 below:
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Figure 7. Theories and intervention manuals.

Cognitive behavior therapy Behavioral models of depression
(CBT) for depression (Beck, ( Ferster, 1973; Lewinsohn, 1974;
Rush, Shaw, & Emery, 1979) Lewinsohn & Graf, 1973)

Values-Centered Behavior
Therapy
(Hayes et al., 1999),

\
\
- e e e --—-—--—-—-d

\ 23 v v
Brief Behavioral Activation Behavioral Activation VALUES CLARIFICATION AS
Treatment for Depression (BA) (Gortner, Gollan, A THERAPEUTIC PROCESS
(BATD; Lejuez, Hopko, & Dobson, & Jacobson, Values Clarification Exercise
Hopko, 2001; Hopko & 1998; Jacobson et al., (Andrew W. Edwards, 2005)
Lejuez, 2007). 1996)

| I

[} 1

[} I

[} [}

v

The single session Brief Behavioral Activation Treatment for Depression (BATD )
plus Chinese Values Clarification Exercise (CVCE)

According to van der Klink et al. (1986), interventions designed to reduce
depression, stress, and their health effects can be categorized according to their
focus, content, method, and duration. The researcher designed a therapy course
consisting of one session of intergraded intervention. The program combined with a
BATD and CVCE consisted of an integrated package comprising theory and practice

session.
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Based on behavioral theory, depression persists because: (a) reinforcement
for non-depressed (healthy) behavior is low; (b) depressed behavior is reinforced; (c)
exposure to aversive or unpleasant life experiences is significant; or (d) some
combination of these factors (Lewinsohn, 1974). Behavioral activation for
depression (BATD) focuses on increasing overt behaviors to bring patients into
contact with reinforcing environmental contingencies and corresponding
improvements in thoughts, mood, and quality of life (Hopko et al., 2004). Within the
BATD model (Hopko & Lejuez, 2007; Lejuez, Hopko, Acierno, Daughters, &
Pagoto, 2011), the process of increasing response-contingent reinforcement follows
the basic principles of extinction, shaping, fading, and in vivo exposure (Hopko et
al., 2004). Initial sessions involved assessing the function of depressed behavior,
establishing patient rapport, motivational exercises, depression psycho-education,

and understanding the treatment rationale.

The current ifervention represented a major modification of the original
BATD intervention in that it was reduced to a one-session treatment. This decrease
in therapy duration from the typical nine-session format predominantly resulted in
five fewer weeks of activity scheduling (i.e., BA); a non-progressive approach to
activating, in which a much greater munber of behaviors were targeted for activation
immediately, as opposed to the aditional graded approach to activity scheduling:
and omission of behavioral contracting strategies to decrease rewards for depressive
behaviors. Otherwise, all elements of the comprehensive BATD ftreatinent were

maintained.
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Within the BATD model, systematically increased activity was a necessary
precursor toward the reduction of overt and covert depressed behavior. Students
began by engaging in a self-monitoring (or daily diary) exercise to examine already
occurring daily activities to provide a baseline measurement and provide ideas with
regard to identifying activities to target during treatment. Students were asked to
keep a daily diary during four days of the week and to monitor their primary overt
behaviors at half-hour intervals (from 8:00 a.m. to 2:00 a.m.)

Phases.

1.  Group session: short BATD and CVCE.

During the 90-minute intervention session, participants were first provided
with the treatment rationale as extracted from the BATD protocol. This rationale
involved an explanation of the theory underlying BATD, with specific emphasis on
the relevance of engaging in values-based activities that elicit a sense of pleasure
and accomplishment as a way to combat feelings of depression and low self-esteem.
Participants were then educated about depression and possible etiological factors
associated with its onset and were prompted through motivational exercises to

enhance readiness for change.

Guided by the researcher, each participant in the intervention condition then
completed the life values assessment. This component of the intervention was aimed

at the identification of important life areas by which specific activities could be
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targeted for change. Consistent with the comprehensive manual, values and goals
were assessed within the following life areas: family, peer, and intimate relationships;
education; employment/career, hobbies/recreation; volunteer work and charity;

physical and health issues; and spirituality.

Following this exercise, an activity hierarchy was constructed in which
values-based behaviors were selected for change (range 5—13). Each participant and
the researcher collaboratively established structured behavioral goals (frequency and
duration). Each participant used a behavioral checkout form to monitor progress
during the treatment interval. The researcher and participant discussed how to
monitor progress toward completing desired goals and activities on the behavioral
checkout, identified particular contexts (e.g., day, time, place) in which behavioral
change might more likely elicit environmental reinforcement, and problem solved

around obstacles to change.

Intervention materials (See Appendices for details):

Break for 15 minutes.

CVCE: The utilization of values clarification as a therapeutic intervention include

guiding the client through three phases: (a) the discovery/awareness phase, (b) the

claiming/reclaiming phase, and (c) the acceptance phase with the following parts:
Part 1. Personal Values Ranking Part 2. Values Clarification Reflection (See

Appendices for details)
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2. Two weeks intervention interval.

The participant needed to complete the intervention during the 2-week
intervention interval. Practicing with those selected wvalues-based behaviors for
change. and applying the techmques m thew life. each participant used a behavioral
checkout formn to monitor progress during the treatment mterval. If they need help,
they may contact clinicians and discuss how to monitor progress toward completing
desired goals and activities on the behavioral checkout, wdentfy particular contexts
(e.g., day, ime, and place) mn winch behavioral change mmght more hikely ehent
environmental reinforcement, and problem solve around obstacles to change. The
intervention materials included booklets and homework assignments.

Upon completion of the intervention, participants submitted the exercise
form. Tlis was reviewed by the researcher or research assistant, after which a
coupon for a meal was given to each participant. The subjects were requred to fill
the adherence checklist during the individual session and follow-up period. The
checklists were then submitted to this researcher and the research assistants checked
whether the participants performed all parts of the activities. A reward (meal coupon)
was given to each participating student accordingly.

Follow-up assessments.
Upon conclusion of the evaluation, participants were assigned to either the

intervention group or control group. Participants were invited to participate in a one
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120-minute group session and two-week individual session. With the given

requirement, students returned in 2 weeks to complete the BATD. Participants were

notified that they could contact the researcher if they encountered problems,

although no participants found this necessary.
The control group participants were provided with and encouraged to use the
same referral sources given to the intervention group participants. The same

handouts on BATD and all matenals were given to the control group participants. At

both follow-ups, participants were re-admmustered the BDI-II, and  other

questionnamres. If for any reason parhicipants were unable to come n for the six-
month follow-up 1 person, they were mailed the BDI-II and other questionnaires

and were asked to retwm these 1 a prepaid envelope.

3.7 Statistical Analysis Plan

In this research, Statistical analyses were performed using SPSS Version

17.0. Before presenting outcome results, tests for condition equivalence on pre-

therapy as well as demographic and dependent variables needed to be reported in

order to ensure the absence of potentially confounding differences between

conditions prior to the beginning of intervention.

After the researcher has ensured that groups did not differ on pre-

intervention variables, all outcome variables were examined with a 2 (intervention,

comparison) X 3 (Time: pre-intervention, 2-week post-intervention, 6-month follow
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up) repeated-measures analysis of variance. Study participants in the intervention
group were compared with those who were assessed in the comparison group. At
baseline, independent t-tests for continuous variables and chi-square for categorical
variables were used. Descriptive analysis of the study variables were expressed as
the mean and standard deviation (SD) scores of each measurement.

Cultural influences analyses were done by paired sample T-test to see the
influences of Chinese values on the effect of the combined intervention.

Moderator analyses: Maxwell (2000, p. 454, Table 5) used Monte Carlo
simulation data to show that to achieve power at a level of 0.80 with 2 continuous
predictors and an alpha level of .05 for moderator analyses a sample size of 102
would be required; thus, the current study likely had power slightly below 0.80 for
detecting interactions.

Thus, this study also had sufficient power for detecting at least medium
moderate effects. When predicting depressive symptoms using a continuous variable,

two-way ANOVA with repeated measures was used.

The methods to minimize biases

The researcher implemented several innovative strategies to minimize
biases, from drop-out to follow-up. Inasmuch as incomplete follow-up could bias the
results of a trial when subjects who drop out are different from those who complete

follow-up,



This study’s exclusion criternia and consent process were designed to
minimize losses. Research assistants involved in this study were carefully trained in
communication and negotiation with students. Additionally. using paired t-tests with
a Bonferrom correction to control for Type I error, power analyses were conducted
in order to verify a low probability of Type II error (Cohen, 1988). Treatment effect
sizes were calculated using Cohen's d statistic (Cohen. 1988). Effect size results
were described according to Cohen's categorization of small effect (d = .3). medium

effect (d = .5). and large eftect (d = .8).

86
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CHAPTER IV. RESULTS

This chapter focuses on the results of the study. The results are
represented in the following six sections: (1) subjects’ characteristics; (2) impact of
the BATD-CVCE on outcome measures within each condition group; (3) efficacy of
intervention versus control condition; (4) cultural influences analysis; (5)

moderators analysis;; and (6) intervention implementation results.

4.1 Subjects’ Characteristics

4.1.1 Attrition

Of the 102 participants assessed at pre-intervention and were randomized to
the intervention or control group, 95 completed the post-intervention evaluation
after two weeks and 88 completed the six-month follow-up. A total of 88
participants completed all assessments at all three points. Additionally, three
participants from the intervention group and eleven participants from the control
group were excluded from analyses as they declined to continue the group session or
had lost contact on follow up. Those who did not complete assessments at the post-
intervention evaluation and the six-month follow-up did not differ from the

intervention group.
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4.1.2 Outcome data.

All variables were initially examined with repeated-model ANOVA’s
[between subjects: intervention and control condition; within subjects (time): pre-
intervention, post-intervention]. Based on general guidelines (Hollis & Campbell,
1999), data on all students randomly assigned to receive BATD plus CVCE or
BATD only were analyzed on an intention-to-treat basis (ITT). For the 102
participants in the study, available data were as follows: post-intervention (n =95:
i.e., 7 students lost to attrition), 6-month follow-up (n = 88). Fishers exact tests
indicated that frequency of follow-up data at all assessment intervals did not differ
as a function of intervention group.

Given missing values, data were first subjected to a missing values analysis
using SPSS Version 17.0. Data considered missing completely at random (MCAR)
Analyses are then pooled according to Rubin’s (1987) rules for combining estimates
and standard errors from multiple data sets and a final complete database is
generated based on all available data.

Significant pre-post intervention improvement was observed on the
following measures: BDI-II (to measure self-reported depression levels); ICSRLE
(to determine the degree to which one experiences hassles in one’s life); and the

CVS (to assess the Chinese student’s values).
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4.1.3 Subjects’ baseline characteristics

The subjects in baseline of this study consisted of Chinese students with mild
depression to moderate (N=102), including the intervention group (n=51) and the
control group (n=51). The mean age of the 102 student participants was 21.48(SD =
1.4, min = 18, max = 25). The majority of participants were undergraduate students
(n =99) in the business administration program (n = 67). Most students lived alone
(n=71). Baseline characteristics of students in the two study groups are summarized
in Table 2. Students in the intervention and control groups were similar with
regards to age, time of stay in Thailand, level of education, faculties of study,

English language proficiency, living arrangement (p > 0.05).



Table 2 Subjects’ demographic characteristics at baseline
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Numbers (%)
Categorical Variables Total  Intervention Group  Control group
(N=102) (n =51) (n=51) P-Value
Gender 672
Male 33(32.4) 15(29.4) 18(35.3)
female 69(67.6) 36(70.6) 33(64.7)
Age
18-20 16 (15.7) 11 (21.6) 5(9.9) 428
> 21 86 (84.3) 40 (78.4) 46 (91.2)
Level of Education .500
Undergraduate 99 (97.1) 49 (96.1) 50 (98)
Graduate 3(2.9) 2(3.9) 1(2.0)
Faculty
BBA 67(65.7) 32(62.7) 35(68.6)
Architecture 6(5.9) 3(5.9) 3(5.9)
Arts 7(6.9) 5(9.8) 2(3.9)
Biotechnology 2(2.0) 0(0.0) 2(3.9)
Communication arts 2(2.0) 1(2.0) 1(2.0)
Engineering 2(2.0) 0(0.0) 2(3.9)
Music 1(1.0) 1(2.0) 1(2.0)
Nursing science 11(10.8) 8(15.7) 3(5.9)
Science & Technology 1(1.0) 0(0.0) 1(2.0)
MBA 2(2.0) 1(2.0) 1(2.0)

MTA 1(1.0) 0(0.0) 1(2.0)
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Table 2(continued)
Numbers (%)
Total Intervention Group  Control Group
Categorical Variables
(N = (n=51) (n =51) P-Value
102)
English language proficiency 435
Not proficient 13(12.7) 5(9.8) 8(15.7)
Limited proficiency 54 (52.9) 25(49.0) 29(56.9)
Somewhat proficient 28(27.5) 17(33.3) 11(21.6)
Extremely proficient 7 (6.9) 4 (7.8) 3(5.9)
Years of stayed in Thailand 398
<4 92(90.1) 46 (90.2) 46 (90.2)
>4 10(9.9) 5(9.8) 5(9.9)
Employment status 439
Full-time 5(4.9) 2(3.9) 3(5.9)
Part-time 37(36.3) 14(27.5) 23(45.1)
Temporary 1(1.0) 1(2.0) 0(0.0)
Others 59(57.8) 34(66.7) 25(49.0)
The Living Arragement 794
Living Alone 71(69.6) 36(70.6) 35(68.6)
With Roomate 21(26.5) 13(25.5) 14(27.5)
With Parents 4(3.9) 2(3.9) 2(3.9)
Financial Need .810
Sufficient 80(78.4) 37(72.5) 41(80.4)
Not Sufficient 22(21.6) 14(27.5) 10(19.6)
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Table 2 (continued)
Variables Mean(SD)
;rlgtflloz) Con(tlfo_l 5Gll;)up Interv(elilt_iosn1 )Group T- Povalue
Value

Baseline Outcome

Measures:
BDI-II scores 20.84(4.43) 20.73 (4.35) 20.96 (4.55) -267 0.790
ICSRLE scores 118.31(22.36) 119.00 (21.21) 117.63 (23.65) 309 0.758
CVS scores 249.87(15.14)  248.13 (13.76) 251.61 (16.36) -1.159 0.249

Note. BDI-II: Beck Depression Inventory CBAS: Cognitive Behavioral Avoidance Scale DAS: The

Dysfunctional Attitude Scale ICSRLE: The Inventory of College Students’ Recent Life Experiences;

CVS: The Chinese Value Survey. EROS: The Environmental Reward Observation Scale.

4.2 Impact of the BATD-CVCE on Outcome Measures within Each Condition

Group

Mean baseline BDI-II, ICSRLE, and CVS scores are summarized in the

following Table 3 for students in the intervention and control group, respectively.

Mean baseline BDI-II scores were almost the same for students in the intervention

group compared with those in the control group (mean £+ SD: 20.96 + 4.55vs. 20.73

+4.35, df=100, p > 0.05). Mean BDI-II scores of two-week post-intervention in the

intervention group were lower than baseline (mean = SD: 14.22 +4.24 vs. 20.96

+4.55, 100 df, p < 0.05). The mean BDI-II scores of six-month follow-up were also

lower than baseline (mean + SD: 12.33 +4.91 vs. 20.96 +4.55, p < 0.05)

Table 3 shows the mean baseline, two-week post-intervention and six-month

follow-up BDI-II scores for the two study groups. Students in the intervention group
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had more reduction in their mean BDI-II scores at two-week and six-month post-
intervention compared with the control group (two-week post-intervention
14.22+4.24 vs. 14.83 +5.01; six-month post-intervention mean 12.33+4.91 vs. 15.28
+4.16, p < 0.001).

Table 3. Outcomes comparison within intervention and control group

Post-intervention Mean (SD)

Variables Intervention group Control group
2 6 2 6
Baseline weeks  months Baseline weeks months
20.96
BDLII 14.22 12.33 20.73 14.83 15.28
(4.55) (4.24) (4.91) (4.35) (5.01) (4.16)
117.63 104.96 99.63 119.00 107.33 110.80
ICSRLE
(23.65) (16.69) (17.39) (21.21) (19.13) (16.28)
251.61 260.31 261.04 248.14 262.50  256.55
CVS

(16.36)  (20.75) (18.01) (13.76)  (24.44) (15.73)

Note. BDI-II: Beck Depression Inventory ICSRLE: The Inventory of College Students’ Recent
Life Experiences; CVS: The Chinese Value Survey.

As can be gleaned from the following Table 4, the proportion of students in
the intervention group with mild depression BDI-II scores at baseline were 49.2%
and subsequently reduced to 35.7 % at two-week post-intervention, and 31.3% at

six-month follow up.
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Table 4 Depressive symptoms levels based on BDI-II scores within intervention and control

groups
Numbers (%)
BDI-II Score Intervention group control group
Baseline 2 weeks 6 months Baseline 2 weeks 6 months
Minimal depression 0(0.0) 27(55.1"  30(62.5)° 0(0) 19(41.3)° 15(37.5)°
(Score 0-13)
Mild depression 20(49.2)  17(35.7) 15(31.3)° 18(35.3)  1737)*  19(47.5)°
(Score 14-19)
Moderate depression  31(51 g) 5(9.2)" 3(6.2)" 33(64.7) 10(21.7)*" 6(15.0)°
(Score 20-28)
Severe depression 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0)

(Score 29-63)

Note. BDI-II: Beck Depression Inventory II a = Baseline to two weeks; b = Baseline to six months.

4.3 Efficacy of the BATD-CVC versus Control Group

ANOVA (GLM) results (Table5) indicated that BDI-II scores at all post-

intervention time points were significantly lower for students in the intervention

group compared with the control group, a significant group and time interaction was

observed during each phase of three variables, including baseline to two weeks, p <

0.001; baseline to six months, p < 0.001 was observed. There were no significant

interactions in the ANOVA, indicating that the BDI-II scores did decrease

significantly at all post- intervention time points. The efficacy of the intervention

program was found in this study.
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Table 5 Depressive symptoms comparisons in different intervention conditions

Pairwise-Comparisons

Measure: Group effects

Mean Std 95% Confidence Interval for
td. . a
() BDI-II (J) BDI-II Difference . Sig.* Difference
rror
(I-J) Lower Bound Upper Bound
2weeks 6.085" 439 .000 5.213 6.958
Baseline .
6months 6.915 486 .000 5.948 7.881
Baseline -6.085° 439 .000 -6.958 -5.213
2 weeks
6 months .829 495 .097 -.155 1.813
Basline -6.915° 486 .000 -7.881 -5.948
6 months
2 weeks -.829 495 .097 -1.813 155

Based on estimated marginal means
* . The mean difference is significant at the .05 level.

a. Adjustment for multiple comparisons: Least Significant Difference (equivalent to no
adjustments).

Note. BDI-II: Beck Depression Inventory I, p <0.001

Table 6 Depressive symptoms comparisons in different intervention conditions between

groups
Intevention Control ABDI T Value P Value
Group group
Baseline 20.96 20.73 -0.24 -0.267 0.790
2 Weeks 14.22 14.83 0.60 0.633 0.529
6 Months 12.33 15.28 -2.94 3.00” 0.004

*_ The mean difference is significant at the .05 level.

**_ The mean difference is significant at the .01 level.
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Figure 8§ Mean scores of outcome measures from baseline to six months follow-up
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Note. BDI-II: Beck Depression Inventory I1

4.4 Cultural Influences Analysis

The paired sample T-test analyses we conducted to determine if the effects of
combined intervention influenced Chinese values (CVS). As can be seen in Table 8
the correlations of Chinese Values at baseline, two weeks and six months post
intervention are above 0.80 indicated that consistency of values with each group.
The p-values from table 9 showed marginal significantly influence of combined
intervention on Chinese values at two weeks post- intervention and significant
influence at six months follow up, on the other hand there is no significant different

between two weeks and six month in CVS scores for control group.



97

Table 7 Paired Samples Statistics of Different Groups

Groups Pare Mean N Std. Std. error of Mean
CVS  251.625 48 16.605 2.397
Parel  ygr 253875 48 14.182 2.047
Intervention Group CVS 551605 48 16.605 2.397
Pare2
CVS6 753 583 48 15.268 2.204
CVS 1246650 40 12.913 2.042
Parel
CVS2
Control Group 247.700 40 13.323 2.107
CVS 246.650 40 12.913 2.042
Pare2
CVS6  248.050 40 11.795 1.865

Note. CVS: The Chinese Values at baseline CVS2: The Chinese Values at two weeks CVS2: The

Chinese Values at six months

Table 8 Paired Samples Correlations

Paired Samples Correlations

N Correlation Sig.

Intervention Group  pair1 CVS & CVS2 48 .894 .000
pair2 CVS & CVS6 48 .888 .000

Control Group pair1 CVS & CVS2 40 .870 .000
pair2 CVS & CVS6 40 .846 .000

Note. CVS: The Chinese Values at baseline CVS2: The Chinese Values at two weeks CVS2: The

Chinese Values at six months

Table 9 Paired Samples Test for Chinese Values Influence in Different Groups

95% Confidence Interval

Groups Pair Mean Sj[d" Std. Error of the Difference t df Sig.
Deviation )
Mean lower upper
Intervention CVS-CVS2 -2.250 7.482 1.080 -4.423 -.078 -2.083 47 .043
Group CVS-CVS6 -1.958 7.666 1.106 -4.184 268 -1.770 47 0.083
Control CVS-CVS2 -1.050 6.698 1.059 -3.192 1.092 -.991 39 328

Group CVS -CVS6 -1.400 6.931 1.096 -3.617 817 -1.277 39 .209
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4.5 Moderator analysis

Chinese values. To examine whether the Chinese values had an effect for
intervention, the researcher used ANOVA models of repeated measures to test
Chinese value effect on interactions of interventions and depressive symptoms levels.
CVS scores were not significantly moderated the effects of intervention on
depressive symptoms. The moderate effects of Chinese value at either high levels or

low levels were not significant, p > 0.05.

Table 10 Moderate effects of Chinese values on Intervention

Type III Sum Mean
of Squares Square F Sig.
Dep 2224.599 1112.210 116.322 .000
Dep * values 65.987 32.993 3.450 .034
Dep * group 126.115 63.058 6.594 .002
Dep * value*group 14.470 7.235 157 471
Error (dep) 1606.458 9.821

Note. Dep: depressive symptoms Dep * values: the interaction between depressive symptoms and
values; Dep * group : the interaction between depressive symptoms and group; Dep * values*group:
the interaction between depressive symptoms, values and group

Figure 9 Moderate effects of Chinese values on Intervention
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Gender. The researcher used ANOVA models of repeated measures to test

gender effect on interactions of interventions and depressive symptoms levels. There

main interaction effect for gender was detected for both the BATD-CVCE and

BATD (p<0.05), but gender by intervention condition interactions was not

significant. Genders do not moderate the effect of the interventions on depressive

symptoms.

Table 11 Moderate effects of Gender on Intervention

Type III Sum Mean
of Squares Square F Sig.
Dep 2250.812 1125.406 114.903 .000
Dep * gender 19.385 9.693 3.020 .024
Dep * group 98.148 49.074 5.010 .008
Dep * gender*group 21.769 10.885 1.111 332

Error (dep) 1645.462 9.794
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Note. Dep: depressive symptoms Dep * gender: the interaction between depressive symptoms and

gender; Dep * group : the interaction between depressive symptoms and group; Dep * gender*group:

the interaction between depressive symptoms, gender and group

Figure 10 Moderate effects of Gender on Intervention
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Stressful Life Events.

ANOVA models of repeated measures analyses were also used to explore

whether stressful life events moderated the interactions between intervention and

depressive symptoms. The stressful life events as indicated by ICSRLE score didn’t

show significant moderate effects on the relationship between intervention and

depressive symptoms. But the depressive symptoms were significant different

between students with high levels and low levels of stressful life events (p < 0.05).

Such that lower levels of stressful life events predicted lower levels of depressive

symptoms.



Table 12 Moderate effects of stressful life events on Intervention
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Type III Sum Mean
of Squares Square F Sig.
Dep 1163.245 1163.245 112.505 .000
Dep * stress 19.018 19.018 1.839 .019
Dep * group 83.602 83.602 8.086 .006
Dep * stress*group .806 .806 .078 781
Error (dep) 868.519 10.340

Note. Dep: depressive symptoms Dep * stress: the interaction between depressive symptoms and

stressful life events; Dep * group: the interaction between depressive symptoms and group; Dep *

stress*group: the interaction between depressive symptoms, stressful life events and group

Figurel1 Moderate effects of stressful life events on Intervention
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4.6 Intervention Implementation Results

Intervention implementation consisted of three components—intervention
delivery, treatment receipt, and treatment enactment. Intervention implementation
results are presented in figure 12. Intervention implementation results revealed that
difficulties with intervention receipt and enactment prevented a fair test of the
intervention. Thus, the results are considered reflective of practical difficulties in
implementing the intervention rather than evidence of a true lack of effect of
intervention.

Intervention delivery.

Intervention delivery included ratings of both the therapist’s competence in
delivering the intervention and adherence to the intervention protocol. Both
competence and adherence were excellent, with ratings of 87% and 89%,
respectively.

Intervention receipt.

Intervention participants attended a group session. All of them from the
intervention group completed a BATD Knowledge and Chinese Values Quiz.
Students who left the study early or did not attend any group did not complete this

measurc.



Intervention enactment.
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Intervention enactment was conceptualized as the percentage of engagement

in planned activities. This percentage was below expectation. Participants had a

mean enactment score of 68%.

Figure 12. Implementation percentages.
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CHAPTER V. DISCUSSION, CONCLUSION, AND

RECOMMENDATIONS

This study provides the first evidence that the combined group intervention
which based on BATD and cultural values clarification exercise is acceptable and
can be effective in preventing depressive symptoms of nonclinical adults. The
results also provide some evidence that gains can be maintained over time. The
combination of BATD and a cultural values clarification exercise intervention may
provide a useful framework for further research with nonclinical populations who
wish to enhance their environmental rewards and learn skills that may protect them
against depressive symptoms or other related problems.

This chapter provides discussions, summary of the present study, and
recommendations. The discussions include: (1) subjects’ characteristics; (2) results
of BATD only intervention group; (3) efficacy of a combined intervention program:
BATD plus a Chinese values clarification exercise (BATD-CVCE); (4) effects of
CVCE; (5) effects of single session intervention; and (6) other factors that might
have some effects on the efficacy of BATD-CVCE. The summary focuses on the
strengths and limitations of this study. Finally, the last part presents the

recommendations of this study.
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5.1 DISCUSSION

5.1.1 Subjects’ characteristics.

All subjects were Chinese students aged 18 to 25 years attending university
in both undergraduate and graduate studies. The mean age of the 102 participants
was 21.48. In this study, group comparisons were computed using independent t-
tests and chi square analyses. The results showed no significant differences in the
variables of age, time of stay in Thailand, level of education, faculty of study,
English language proficiency, living arrangement (p > 0.05).

Majority of the 102 students in this study were enrolled in the BBA program
(n = 67), stayed less than four years (n = 92) in Thailand, and most of them had

experienced mild to moderate depressive symptoms in the past six months (n = 102).

5.1.2 The results of BATD-only intervention group.

ANOVA (GLM) results indicated that the BDI-II scores did decrease
significantly at all post-intervention time points. A moderate effect size of the
intervention program was found in this study.

The outcomes of participants in the BATD-only condition of this study add
to a growing literature supporting the efficacy of BATD intervention (Allen et al.,
2004). The results of this study provided evidence that BA interventions can

decrease depressive symptoms.
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A number of studies permitted comparisons between BA mterventions and
other psvchological mterventions. These comparisons mdicated that BATD and
other mterventions are equally effective in decreasing depressive svinptoms, but that
BA/BATD and CT/CBT mterventions may be more successful than other
psychological mterventions at mamtaming mereases m posiive remforcement at
follow-up periods of up to three months.

BATD teaches participants the 1dea that activity leads to more activity and an
mprovement m mood. Participants are taught to conduct a functional analysis of
therr behavior, looking closely at antecedents and consequences of theiwr behavior.
This approach employs the sirategy of breaking tasks mto then component parts so
that subjects can aclueve success m a graduated process. By encouraging individuals
to act towards valued goals regardless of how they are feeling. rather than trying to
feel a certain way prior to acting, individuals learn to accept their feelings and move
forward in life in spite of them. Martell et al. (2004) have suggested that participants
may have been taught to follow a new rule. namely. “When feeling sad. get active”
instead of, “When feeling sad. shut down.” This may permit more immediate

reimforcement of discrefe actions.

The problem with depression, from a BA perspective, is the downward spiral
in behavior toward less productive activity (Martell et al., 2004). BATD emphasizes
the importance of individuals finding alternative ways of coping with uncomfortable

emotional responses to environmental triggers other than engaging in avoidance
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behavior. In this study, BA individuals were told that the aim of the intervention was
to improve mood, and that it is normal to experience a variety of feelings as part of
life.

In summary, BATD from the BA approach appears to be comprised of a
number of components. Preliminary evidence indicates that both elements shared
with other therapies and elements specific to BATD may account for therapeutic
change. Further analyses of these and other potential mechanisms of change are
required in order to better understand how BATD works and to potentially make

BATD more efficient and effective.

5.1.3 The efficacy of the combined intervention (BATD -CVCE).

In this study, the specific cultural combined intervention program was
developed as a precursor to BATD and as a way to enhance accessibility to BATD
for the Chinese group. This pilot study investigated whether this single-session
group program could provide symptom relief (including a reduction in negative
cognitions) and enhance preparedness for short-term BATD, as indicated by
increased knowledge of behavior activation approach’s concepts and skills. Results
of this pilot study revealed significant symptom reduction on measures of depression
following higher completion rate of the intervention group.

The BATD-CVCE was designed to: (1) increase the awareness of risks

associated with depressive symptoms, (2) enhance students’ motivation to change
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their cognitive or behavioral avoidance, and (3) encourage depressive attitude
reduction strategies during episodes of depression. This intervention model was
intended to set up the stage of change. It was assumed that change is likely to occur
when the received environmental reward and response-contingent positive
reinforcement were effective in reducing depressive affect (Lewinsohn, 1974).

BDI-II scores were used as the outcomes of impact of the BATD-CVCE in
this study. The BATD-CVCE was significantly more efficacious than the BATD
only in preventing depressive symptom and its adverse consequences in students.
Among the major findings, BATD-CVCE and BATD were both effective in
decreasing depression symptoms as well as increasing environmental reward.

Intervention gains were associated with strong effect sizes, and the reliable
change, response and remission, and number-needed-to-treat criteria suggested that
approximately two-thirds of students exhibited clinically significant improvement.
Further research would be helpful to replicate the finding that BATD was associated
with a greater likelihood of post-treatment improvement on several outcomes,
particularly increased dysfunctional attitudes. Regarding hypotheses, the BATD-
CVCE intervention tested in this study was successful at alleviating depressive
symptoms over and above the effects of BATD only.

To be certain, there are fundamental differences in the way BATD-CVCE
and BATD are administered. In BATD-CVCE, depression was treated through

behavioral activation skills, value assessment, a Chinese values clarification exercise,
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and structured activity scheduling. In contrast, BATD largely was based on
behavioral activation skills, value assessment, and structured activity scheduling.
Applied to Chinese students, BATD-CVCE has perhaps been more focused on
cultural influences.

As a fundamental determinant of human behavior, culture is a powerful
resource for communication and education in order to foster self-reflection and
behavior change toward the reduction depressive symptoms. The current research
also support the prior research findings, to wit: failure to incorporate cultural values
into treatment results in higher attrition rates (Sonkin, 1995) and possibly less
efficacious treatment (Miranda, Siddique, Der Martirosian, & Belin, 2005).

There is also evidence that BATD-CVCE is not only effective in treating
depressive symptoms but also in increasing positive behaviors and improving the
intervention adherence. This has potentially important implications for increasing
individuals’ mental health and preventing the incidence of depression and other

related health problems.

5.1.4 The effects of CVCE.

This present study used cultural techniques with all Chinese students who are
from the same cultural background. Administration was facilitated by creating
groups of students who were well acquainted with each other and thus comfortable

with engaging in values clarification exercises. Some students reported that it is
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much easier for them to undervalue assessment and structured activity scheduling
after the Chinese values clarification exercise.

Improvements in outcome measures were observed after the BA component
which then continued through the cultural component of the intervention. There was
also evidence of maintenance at six-month follow-up. Half of the participants
reported a clinically significant improvement in the amount of time they felt happy
after the intervention and a quarter of participants at follow-up. The intervention
also demonstrated a high level of acceptability as indicated by the good ratings on
the satisfaction questionnaires. The intervention demonstrated a high level of
acceptability as indicated by the good ratings on the students’ satisfaction with
exercise form in Chinese language during CVCE. These results are important since
they are consistent with the notion that BATD-CVCE may not only be effective in
treating depression but also have utility as a strategy for Chinese students to
understand BATD.

In addition, students also perceived that intervention combined with Chinese
cultural factors would be more acceptable by Chinese students because there are less
language barriers and misunderstandings of intervention. “It is now widely accepted
that cultural factors affect our understanding, assessment, and treatment of
depressive experience and disorder and that a cultural sensitive approach to
preventing mood disorder is more effective than traditional approaches to prevention

(Sun,1997).”
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Without this collaborating intervention process, students in the control group
had higher levels of BDI-II. However, they did show a reduction in adverse
consequences over time. The researchers also found that students in the BATD-only
group had higher attrition rates at two-week (0.09) and six-month post-intervention
(0.22), whereas students in intervention group at two-week (0.03) and six-month
post-intervention (0.058). The finding that the BATD-only group was significantly
related to early dropout is interesting. BATD does not specifically equip individuals
with skills to specific values related activities. If a rationale had been provided for
the relevance of BATD-CVCE for acceptability and understanding, these
participants may not have been a loss to the intervention.

Although the present research indicates that BATD-CVCE is an efficacious
intervention for depressive symptoms, existing research is not sufficient enough to
confirm that the BATD plus cultural component model does prevent depressive
symptoms.

It is noteworthy that cultural values effects were greater after the BATD-
CVCE. This is consistent with the hypothesis that participants’ cultural acceptability
enhances the impact of BATD. However, other explanations are also possible. For
instance, it is possible that the cultural values component added nothing and that the
BATD-CVCE effects were greater because of the accumulated benefit over time

from the BATD component or even that the good results after BATD-CVCE was
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due to the BATD alone. It is also possible that both BATD-CVCE and BATD-only
are effective because they operate on common mechanisms.

The different components of this intervention are suited to different
individuals. In the present study, one participant verbally reported that he did not
find the values useful. Another participant dropped out because he was seeking
“inner power of himself” .In any case, the notion that cultural values is the only
reason for the efficacy cannot be ruled out.

Interestingly, students reported that they reminded themselves to arrange
their life by using the Chinese values scale and the activities checklist before making
a decision to do something. This finding highlights the importance of individualized-

cultural formulations when selecting appropriate interventions.

5.1.5 The effects of single session intervention.

There are good reasons to suppose that BATD represents a comparatively
simple psychotherapy which is easy to understand for depressed people and does not
require difficult or complex skills from patients and therapists (Lejuez, Hopko &
Hopko, 2001).

Several authors have proposed that BATD may be a simpler intervention to
learn and implement than other therapies that show comparable efficacy (Jacobson
et al., 1996). This would seem to be a reasonable assumption when one considers the

relative simplicity of the behavioral model and that the BA condition in Jacobson
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and colleagues’ (1996) component analysis consisted of a subset of the full CBT
treatment.

It is clear that BATD itself is comprised of a number of ingredients and that
there is potential for it to be further dismantled in order to understand how BATD is
effective and to potentially further simplified it. Parsimony is the goal being pursued
by Allen et al, (2004) who have suggested: “the possibility of distilling a set of
psychological procedures that might be effective for any emotional disorder.”

Numerous studies have shown that a single-session group behavioral
activation intervention can change behavior and be an efficient and effective means
of reducing depressive symptoms among both male and female college students in
short-term measures with 2-week, 10-week, and six-month post-intervention periods
(Dimidjianet al., 2006).

In the context of reviewed support for single-session interventions, increased
need for time efficiency and efficacy in university mental health care delivery
(Kitzrow, 2003) and the fact that the modal number of therapy sessions attended by
college students is one (Draper et al., 2002), these data collectively served as a
catalyst towards investigating whether a parsimonious single-session BA
intervention might effectively reduce depression in university students.

The study findings also showed that the delivered group single-session

intervention produced a significant reduction in depressive symptoms that continued
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for six months. Moreover, the BATD-CVC significantly decreased ICSRLE scores

over time compared to the control group after adjusting for baseline difference.

5.1.6 The effects of other factors.

Most students perceived that they were satisfied with the BATD-CVCE.
They gave many reasons regarding their satisfaction. First, this intervention is a new
technique where all group members are given space to share knowledge, experiences,
and feelings. Second, it does not look down on students with depressive symptoms.
Third, the students are the ones who create the stages for changing their life
activities. Fourth, they weigh the advantages/benefits and disadvantages/costs
concerning their avoidance and its adverse consequences by themselves. Fifth, they
acquire values to make their life meaningful. Finally, this intervention is not time-
consuming and is only for one session.

Additionally, there was effect of gender difference on change in depressive
symptoms for participants in the intervention group. Thus, the hypothesis for gender
difference as a moderator was supported. Results of this study confirmed findings
from previous studies of individual BATD in inpatient settings. Hopko et al. (2003)
found that female within the BATD protocol demonstrated the greatest benefit of the
intervention.

The examination of the effectiveness of the BATD-CVCE intervention as

demonstrated in this study is encouraging with significant and large decreases in
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depressive symptoms and increases in environmental rewards. There was also
evidence of maintenance at six-month follow-up. More than half of the participants
reported a clinically significant improvement in the amount of time they felt less
depressed after the intervention, and a quarter of participants at follow-up.

The success of the BATD-CVCE in reducing depressive symptoms and their
associated adverse consequences can be explained by the stages of change
(Prochaska, DiClemente, & Norcross, 1992; Prochaska and DiClemente, 1986, as
cited in Beckham, 2003). First, students alter behavior by passing the pre-
contemplation stage, in which they are unaware of difficulties arising from
depression. The reward by positive reinforcements such as social integrity and stress
reduction are the few benefits they get from continuing to do the activities they
enjoyed. They gradually begin to see more clearly what kind of life they would like
to lead.

Second, in the contemplation stage, students are typically ambivalent about
their behavior. In this stage, students may see reasons for change but will tend to
avoid doing anything to change their behavior. In the third stage, or the preparation
stage, students tend to begin making preparations for moving from a state of
contemplating change towards actually implementing change. They have more
clearly defined their personal values and activities. They have developed the

commitment to change their life.
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Fourth, students tend to begin implementing changes in avoidance patterns
during the action stage. These changes are reinforced by a plan of activities chosen
by them. The final stage, the maintenance stage, describes students who have
continued through the change process and have likely begun achieving personal and
group goals. Referring back to the transtheoretical model (TTM) and stages of
change, the students in the present study were able to pass the pre-contemplation
stage, the contemplation stage, the preparation stage, and stay in the maintenance
stage at the six-month period after intervention. These results provided evidence of
efficacy of the intervention in support of the model.

This study found marginal moderate effect sizes were represented by a
medium magnitude of change in Chinese values. Students in the intervention group
had significant reductions in their mean BDI-II scores at two-week and six-month
post intervention, respectively. They also had a significant improvement in their
mean ICSRLE scores at two-week and six-month post-intervention.

While gains were maintained at six-month follow-up, the comparison group
was not maintained at the same (higher) level as they were in the two-week post-
intervention. This is not unexpected, given that measures of process also declined
indicating a return of (particularly) positive activity to pre-intervention levels.

The present intervention included suggestions to maintain therapeutic
behavior such as holding regular reviews of progress, refining goals, anticipating

times of high stress, and planning ahead as to how to maintain behaviors during
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these times. The outcome of this study suggests that further emphasis should be put

into this area.

5.2 Conclusions

This study was the first randomized trial study of behavioral activation (BA)
intervention with Chinese international students in Thailand. This study confirmed
the assumption that BATD-CVCE would be more effective than BATD-only in
preventing depressive symptoms. The combination of BATD and CVCE is a new
culturally-sensitive, feasible, realistic, inexpensively short-term intervention for
preventing depressive symptoms.

Research conducted in the past three decades showed that the BA approach is
a well-established intervention for depression that may have advantages over
alternative interventions. In this study, the new cognitive-behavioral-cultural model
provided a new perspective of understanding the mechanism of preventing
depressive symptoms.

With regard to the cultural sensitive strategies (CVS scores), students in the
intervention group improved with attendance and implementation rate. Thus, as
hypothesized, the findings support the idea that BATD-CVCE is effective in
preventing depressive symptoms and increasing attendance and implementation rate

as well as decreasing the dropout rate among Chinese students. These results
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provide preliminary evidence of the effective BATD-CVCE for preventing
depressive symptoms among Chinese international college students.

As this was a trial, it cannot be concluded that the improvements seen were
not a function of other uncontrolled variables such as peer contact or merely the
passage of time. However, the changes produced on measures of depressive
symptoms and positive activity changes suggest some degree of specificity of this

intervention.

5.2.1 Strengths.

The strengths of the present study include the complete follow-up rates in
both conditions. This study clarifies that 94% of participants enrolled in the
intervention group were successfully followed-up through to the last assessment.
The researcher believes that the following strategies that were used in the study
allowed for this complete follow-up. In the intervention group, there were three
steps. First, students chose a peer to remind them about their appointments. This
student received financial incentive for transportation reimbursement
(approximately USD 5.00). Second, the student who was assigned to remind his/her
peer was given a reminder by the researcher in person or by telephone, two days
before the appointment. Third, if students failed to attend their scheduled
appointment, the researcher immediately contacted them to reschedule as soon as

possible.
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Another strong point of this study pertains to the intervention delivery by a
researcher from the same cultural background. A combination of Chinese cultural
factors is generally perceived as acceptable by Chinese students. This situation,
therefore, helped to avoid obstacles such as language barrier, misunderstanding, and
cultural differences when applying the Western intervention to other cultural
orientation groups.

BATD-CVCE would appear to be well-suited as a simple target preventive
intervention option within a stepped care model of service delivery. Future research
should investigate specific processes of change. BATD-CVCE has potential utility
and could be offered as a ‘pre-therapy’ for individuals presenting with depressive
symptoms. The combined intervention recognizes demonstrated symptom relief and
skill acquisition after only one group session compared to 10 sessions in a previous
study. The participants would putatively benefit in terms of reduced depressive
symptoms, enhanced positive reinforcement, and shortened wait-time prior to more
intensive individual therapy.

Furthermore, using a group format to teach BATD-CVCE skills may further
enhance homework adherence and vicarious learning, thus, making participants
better situated to actively engage in more intensive individual therapy.

Finally, utilization of the BATD-CVCE can facilitate student training as well

as multidisciplinary training opportunities in the BA approach. Having more health
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care professionals well-trained in BA skill provision would further enhance

accessibility to BA.

5.2.2 Limitations.

Although BATD plus CVCE is well-established as an efficacious intervention
for depressive symptoms, the current study is limited by the following issues:

First, this study focused specifically on Chinese students in Thailand.
Participants were recruited from different faculties of Assumption University.
Therefore, the study results may not be generalized beyond this specific group.
Although this limits the ability to generalize results to the broader population, those
who enrolled in the program were likely representative of those who would be
interested in such an intervention. This lends external validity to the study
(Chambless & Hollon, 1998).

Second, this investigation was limited to a six-month post-intervention follow-
up. While this follow-up period was suitable to the academic term for undergraduate
students, additional trials are needed to determine its stability and to test strategies to
strengthen and maintain the long-term benefits of the intervention. Moreover, longer
periods of follow-up are needed to determine the extent to which, if at all, booster

sessions are required to help sustain the benefits of the intervention.
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Third, although results support BATD plus CVCE and BATD-only for
attenuating depression, only the BA approach was assessed and there was no
assessment of interventions from the different approaches.

Fourth, the quasi-experimental approach did not succeed in creating
equivalence between study groups. This important limitation hinders causal
inferences.

Fifth, this study was limited to self-report measures with varying degrees of
validation and did not include objective measures. To mitigate the impact of recall
bias and increase response validity, this researcher provided students with
assurances of anonymity and confidentiality. The researchers also stressed the
importance of truthful responses and used multiple validated data collection
measurement to assess students’ depressive symptoms.

Sixth, the study design could have been strengthened via inclusion of a no-
treatment control group. This would have allowed for strengthened conclusions on
intervention effects as well as the assessment of mortality as a function of
psychotherapy—an area of research yielding equivocal findings.

Additionally, there was differential attrition across the two conditions. There
was significant attrition—6% for the BATD-CVCE module and 22% for the BATD-
only module. Only one participant reported the reason for dropping out of the
intervention. It is more likely that attendance at group sessions for a voluntary

intervention served as a disincentive for those who experienced very busy lives.
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However, the high rate of attrition in the context of the small sample size is a
limitation. Project staff members were not blinded to intervention conditions. Thus,

this differential attrition likely reflected random chance.

5.3 Recommendations

The recommendations of the study are presented in two parts. The first part
discusses implications for practice. The second part focuses on implications for
research.

5.3.1 Implications for practice.

The implications of this research for the practitioner are that clients who
do not meet the criteria for a mental disorder will benefit from exposure to BATD-
CVCE techniques such as setting personal life goals, scheduling activities,
monitoring activity and mood, identifying and understanding patterns of avoidance,
and developing strategies to overcome this avoidance. Training in values
clarification exercise may further enhance these benefits.

Thus, practitioners are encouraged to incorporate these techniques into their
clinical work. Practitioners may wish to deliver such interventions in a group format,
as was done in this study; however, clients may also benefit from receiving these
ideas individually, perhaps as a relapse prevention strategy or to boost positive

activities after recovering from a depressed condition.
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Trained university staff is easily able to provide this intervention for students
in any academic term. The intervention does not demand additional resources and is
effective in preventing depressive symptoms. The BATD-CVCE is easily applied
within the Chinese context and, thus, is translatable for use in different cultures. If
the results are confirmed in larger study populations, public health and health care
providers should consider implementing programs such as this one as part of an
overall mood disorder reduction strategy.

In summary, results of the study suggest that the BATD-CVCE program has
utility in reducing depressive symptoms, shifting negative cognitions, and teaching
fundamental BA skills. The BATD-CVCE could be incorporated into the mental
health center of colleges offering psychotherapy or interventions to enhance
treatment accessibility. It also could promote structured training in BATD which
could further enhance accessibility by making more psychotherapy-trained health

care professionals available.

5.3.2 Implications for research.
5.3.2.1 Research Design.
The results justify further research using randomized, controlled trials with
larger sample sizes and longer follow-up. Comparison conditions comparing the
different intervention components or counterbalancing the order of the intervention

components would clarify the relative effectiveness of the two components.
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In considering the limitations of the present study, more research is needed
to evaluate the full efficacy of a culturally-sensitive, feasible, realistic, inexpensively
time-efficient, and easily implemented intervention. Future research in this area
should also examine how an intervention differs across gender, religion, and culture.
Furthermore, following these results, a longitudinal research design is another way
to confirm the efficacy and effectiveness of this intervention.

Since the present study was an evaluation of a single intervention made up of
two discrete phases, it is not possible to conclude which of these possibilities
explains the present results. A study which compares these two modules or in which
some participants receive CVCE first and then BATD, or, alternatively, other
participants receive these components in the reverse order would clarify the issue.

Future directions for the depressive prevention program should aim to assess
the program's utility in: (1) decreasing intervention wait-time; (2) decreasing overall
duration of therapy; and (3) increasing accessibility to treatment, enhance participant
commitment to change, and maximize cost-effectiveness of treatment. Finally, the
use of the BATD-CVCE model will need to be evaluated by multidisciplinary

mental health professionals as a prevention strategy.

5.3.2.2 Assessments.
Future efforts should aim to determine whether the short assessment

timeframe adopted in this study is sufficient to capture changes in pleasure that may
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be slower to occur than overt behavior change as well as include the additional
assessment of actual activity engagement which is likely to change more quickly

than pleasure derived from activities.

5.3.2.3 Analysis of moderators and mediators.

As noted previously. we do not vet fully understand the processes through
which BATD 15 deemed effective. Such an understanding 1s necessary to mnprove
our prospects for addressing impediments in treatment, effectively train practitioners.
and permut the further refinement of BATD. Consequently, more studies are needed
m which proposed mediators are 1dentified and carefully measured on a repeated
basis to demonstrate that they change before and predict changes in depression.

While measures of processes hypothesized to be mvolved in the therapeutic
impact of BA have been developed such as envirommental reward. goal-directed
activation, and avoidance, the discussion presented earlier m this chapter mdicates
the importance of nvestigating possible mediators BA shares with other therapies as
well. Potential moderators and mediators of mtervention effects such as preference
for mtervention component. pre-itervention activity level. and avoidance also need

to be investigated.
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5.3.2.4 Component analyses.

It has already been noted that some of the vanants of BATD such as
Jacobson and colleagues’™ (1996) contextual approach comprise a vanety of
intervention procedures, but without a clear picture as to which procedures are
causally active. If it is true that all variants of the approach produce effects of similar
magnitude, this would suggest that some of the mmtervention components
meorporated m some varants are unnecessary for good outcomes, wlule the
expanded BATD-CVCE programy's efficacy as an adjunct treatment of BA is

currently under mvestigation.

5.3.2.5 Cost-effectiveness analyses.

Future research is required to determine the group's potential for reducing
overall time n therapy (thus reducimg costs of mtervention). Interventions for
depression must not only demonstrate their clinical effectiveness, but also their
relative cost-effectiveness. A prelmmmnary economic analysis by Dobson et al. (2008)
suggested that the cost of BA. like BATD. 1s less than paroxetine. However. this
analysis was mcomplete as 1t did not consider many variables that are commonly
included in more soplusticated analyses (e.g.. Antonuccio, Thomas, & Danton,

1997).

In particular, this analysis did not consider the differential costs incurred

from delivering the intervention. If it is true that BATD is less complicated than
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other interventions and may require less therapist training or achieve the same
outcomes with a lesser dose of intervention, this would suggest that BATD may
have a comparative advantage over other interventions. Cost-effectiveness analyses

are needed to determine whether this is the case (Barrera, Torres, & Munoz, 2007).

5.3.3 Implications for the prevention of depressive symptoms.

The present study’s finding that BATD-CVCE interventions can increase
Chinese values mdicates that BATD-CVCE should be added to the growimg number
of viable mterventions m the field of mdigenous psyehology. This 1s unportant smce
there 1s converging evidence that such interventions night not only result i many
desirable hfe outcomes. but also act as a cultural prevennve strategy. effectively
protecting individuals against mental disorders (Fava & Ruini, 2003).

The approach would also appear to be switable for self-help applications with
several protocols having already been developed. In summary, BATD plus CVCE
appears to be a good candidate as a simple first-line intervention and has the

potential for deriving the greatest benefit from available therapeutic resources.
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