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Abstract 

 

Objectives: Low mental health literacy (MHL) is a barrier to identification and 

care for children experiencing mental health problems in low- and middle-income 

countries. School-based MHL programs may offer an effective and sustainable approach to 

promote teachers’ and students’ mental health literacy. The aim of this study was to 

evaluate the effectiveness of a school-based, teacher-delivered MHL program on teachers’ 

and students’ mental health knowledge and attitudes in Cambodia.  

Methods: This study used a pre-post, randomized design at one high school in 

Phnom Penh in which teachers were randomly assigned, and classrooms purposively 

assigned, to either participate in a MHL curriculum or control condition. The intervention 

consisted of a 3-day teacher training followed by teacher-delivery of six weekly classroom 

lessons. Outcomes were assessed before training and after the classroom implementation 

using the Mental Health Literacy Scale, Beliefs toward Mental Illness scale, and a MHL 

assessment developed with the curriculum. ANCOVA models were used to test post 

intervention differences between groups while adjusting for baseline scores.  

Results: Complete case analysis included 67 teachers (34 interventions, 33 

control) and 275 students (145 interventions, 130 controls). At post-test, teachers in the 

intervention group had significantly higher knowledge scores (M = 64.6 vs. M = 51.3, 

p<.001), more positive attitudes (M = 3.62 vs. M = 3.16, p<.001), and fewer negative 

beliefs (M = 1.88 vs. M = 2.57, p<.001) relative to controls. Significant differences in 

student knowledge (M = 56.9 vs. M = 50.6, p<.001) and attitude scores (M = 4.60 vs. M = 

3.98, p<.001) also favored the intervention group, although effect sizes were smaller. 

Conclusions: Findings from this pilot RCT support the potential benefits of 

school-based MHL training in Cambodia, where there is substantial stigma, prejudice and 

discrimination toward mental illness. However, small to moderate effect sizes suggest a 

need for further refinement and testing of the curriculum to optimize impact, including 

further consideration of implementation strategies and supports. 
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INTRODUCTION 
 

1. Context and Background 
 

1.1. Global Burden of Child Mental Health Problems  

Child mental health problems create great burden throughout the 

world for individuals, their families and public health services. According to 

the World Health Organization (WHO), up to 20% of children suffer from 

mental health disorders worldwide, accounting for 15-30% of Disability-

Adjusted Life Years (DALYs) lost during the first three decades of life 

(Kieling et al., 2011; Vigo et al., 2016). This burden is the most hard-hitting 

in low-and-middle income countries (LMICs), where there is often a lack of 

mental health infrastructure, resulting in massive treatment gaps (Morris et 

al., 2012). In the poorest of these countries, it is estimated that up to 85% 

people with severe mental illness receive no treatment for their problems, and 

the treatment gaps are often the highest for children (Demyttenaere et al., 

2004; Morris et al., 2011; Paula et al., 2014; Vigo et al., 2016).  

Larger treatment gaps in LMICs may occur as a consequence of the 

limited resources available in these settings. For example, the median number 

of psychologists and psychiatrists in high income countries is 180 times 

greater than that in low-income countries (Morris et al., 2012). The WHO 

(2014) highlighted the limited number of professional mental health careers in 

LMICs, suggesting a prevalence of approximately 0.5 psychiatrists per 

100,000 people in these countries compared to the proportion of 6.6 

psychiatrists per 100,000 people in HICs. Similarly, there are over 30 nurses 

working in mental health contexts per 100,000 people in high-income country 

settings compared to 0.4 per 100,000 in low-income countries, 2.5 in lower-

middle-income countries and 7.1 in upper-middle income countries.  More 
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generally, the shortage of trained mental health professionals, as well as 

uncertain financial resources, are considered as barriers to develop and 

strengthen mental health systems in these LMICs (Kessler et al., 2009; 

Malhotra & Padhy, 2015; Morris et al., 2012).  

Beyond the resource and policy challenges described above, there are 

also other, more social reasons that mental health disorders in LMICs remain 

unrecognized and untreated, among both adult and child populations. Key 

among these are related to low mental health literacy, including a lack of 

knowledge about mental health and mental disorders, and the reluctance of 

individuals to seek support given the stigma associated with mental disorders 

(D. Chisholm et al., 2007; Hossain, 2006; Saraceno et al., 2007; WHO, 

2005a). People with mental illness describe stigma as resulting in them being 

concerned about seeking professional help, putting off intended treatment, 

and failing to disclose their problems to relatives and peers (Collins et al., 

2006; Henderson et al., 2013). Both internalized stigma (i.e., self-stigma or 

the shame one feels) and external stigma (i.e., enacted stigma or the 

experiencing of being stigmatized by others) may result from culturally and 

religiously informed beliefs about mental illness and the mentally ill, and can 

contribute to poor mental health and barriers to help seeking for children 

(Gray, 2002). Research has shown stigma as a risk factor leading to negative 

mental health outcomes and devastating consequences for mentally ill patients 

across populations (Ando, Yamaguchi, Aoki, & Thornicroft, 2013; Angela M. 

Parcesepe & Cabassa, 2014; Seeman, Tang, Brown, & Ing, 2016; Shrivastava, 

Bureau, & Johnston, 2012; Yang et al., 2013). Studies conducted in LMICs 

have also reported stigma reduced disclosure and help-seeking and increased 

harmful coping strategies; in these settings, even medical professionals may 

have limited mental health knowledge and negative attitudes toward mental 

illness (Mascayano et al., 2015).  
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1.2. Mental Health Situation in Cambodia  

In Cambodia, the burden of mental health disorders remains a pressing 

issue of concern and there is little in place to deal with this burden. It is 

estimated up to 40% of Cambodians suffer from mental health problems and 

those identified with problems receive little or no assistance due to the lack of 

treatment services (Jong, 2002; Sun, Bun, Pich, & Gschaider-Sassahun, 2019; 

TPO Cambodia, 2015). In a previous study, only 100 mental health 

professionals (i.e., psychiatrists and psychiatric nurses) were trained to 

provide mental health services and only 20% of them remained working in 

mental health services to serve a population of over 15 million people 

(“ASEAN Mental Health System,” 2016; McLaughlin & Wickeri, 2012). The 

low numbers of trained mental health professionals, issues such as limited 

mental health knowledge within communities and uncertain budget allocation 

for mental health priorities significantly impact the identification and 

management of mental health problems among the Cambodian population, 

particularly the care for children (Deva, D’Souza, & Sundram, 2009; 

McLaughlin & Wickeri, 2012; Olofsson, Sebastian, & Jegannathan, 2018). 

There are some mental health services provided by NGOs, but their services 

are often short-term programs dependent on funding from overseas donors 

and their services are limited to targeting specific mental health problems 

prioritized by their funders.  

Mental health services for children are even more inadequate in both 

private and public institutions. Although dated now, the 2005 WHO mapping 

exercise failed to identify any child mental health specialists (WHO, 2005), 

and there is little indication that this has changed in the intervening years. 

Though there is no nationally representative epidemiologic study of 

Cambodian child mental health, several studies point to the potential 

magnitude of mental morbidity among young people in Cambodia and 
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provide evidence of the imperative to respond to this developing need 

(Bhoomikumar & Gunnar, 2011; Vostanis, 2006).  

Although we know no previous studies of mental health literacy in 

Cambodia, it is generally acknowledged to be low. Anecdotally, low mental 

health literacy and an over-reliance on medication have been identified as 

challenges to reducing the burden of mental disorders in Cambodia (“TPO, 

2015 ”). Khmer cultural explanations for mental illness originate from 

Buddhist-Hindu beliefs, beliefs in spirits, concepts of luck and astrology, and 

a stronger emphasis on the connection between physical and mental health; 

often help-seeking through the formal health system would occur only if 

traditional approaches are unsuccessful in addressing the problem (Schunert 

et al., 2012). Poor mental health literacy creates more stigmatizing attitudes, 

beliefs and discrimination toward mental illness. People fail to understand 

that many mental disorders are highly treatable. Many highly publicized cases 

describe people with mental illness being left alone, caged or chained up, or 

in other ways neglected and abused by both their families and communities. 

Failure to detect early sign of problems has also contributed to delayed 

treatment seeking.  

2. Statement of the Problem  

Many adverse mental health outcomes could be reduced if prevention, 

early identification, and intervention efforts were initiated in a timely and 

effectively manner (Hawton et al., 2012). Particularly in LMICs, where there 

is a lack of treatment resources, the potential positive impact of prevention 

and early intervention for improving outcomes is substantial. More research is 

therefore urgently needed to promote mental health in children and 

adolescents, detect mental health problems early, and develop effective 

interventions for children experiencing mental health issues (Levav & Rutz, 
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2002). This focus on the promotion of positive mental health and the early 

identification of mental health disorders in LMICs could result in timely and 

appropriate diagnosis and effective treatment of young people with mental 

illness, prevent further serious mental disorders, and improve the lifelong 

outcomes for these young people (Chisholm et al., 2007; Kutcher, Hampton, 

& Wilson, 2010; Kutcher, Wei, Mcluckie, & Bullock, 2013; Lund et al., 

2012).  

Particularly in LMICs such as Cambodia, where there is such a 

shortage of mental health treatment options, the potential impact of a 

comprehensive prevention, early intervention, and treatment system such as 

that promoted by the U.S. Institute of Medicine (IOM; 2009) is substantial. 

Following a public health approach, comprehensive programming should be 

delivered at multiple tiers of risk, with a range of universal, selective, and 

indicated interventions targeting entire populations, at-risk subgroups, and 

those showing signs of disorder (Gordon, 1983). These interventions may be 

focused on creating more protective environments for children across multiple 

contexts, including family, school and community.  

Schools are a critical setting for mental health promotion, prevention 

and early intervention, as they serve a majority of all children in a community 

and are often less stigmatized than services offered through the health system 

(Fazel, Patel, et al., 2014; O’Reilly et al., 2018; WHO, 1994). School 

programs, such as comprehensive early education programs for preschool, 

classroom management interventions to promote good behavior, and targeted 

intervention for specific problems (i.e. prevention of anxiety, prevention of 

depression, prevention of posttraumatic stress disorder, etc.) have produced 

positive impacts in a cost-effective manner across settings and populations 

(Fazel, Hoagwood, et al., 2014). 
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Within schools, teachers have been leveraged as a pathway solution to 

facilitate early mental health education, identification, and intervention in a 

range of other LMICs, such as Vietnam (Dang et al., 2017; Kutcher et al., 

2015, 2017; Yamaguchi et al., 2019). The close and trusting relationship 

between teacher and student potentially allows them to be both a great 

resource for the individual student as well as an important link connecting 

students they identify as distressed with specialist support services, allowing 

timely and effective referrals and treatment (Reinke, Stormont, Herman, Puri, 

& Goel, 2011; Langeveld et al., 2011).  This link with the teacher, who is 

recognized and respected by the community, potentially also promotes the 

message of the importance of mental wellbeing and the acceptance of mental 

illness as a health problem without associated stigma. This existing 

relationship between teachers and students has therefore been identified as a 

potential avenue for bringing mental health services to adolescents in 

communities where there are limited existing mental health resources (Dang 

et al. 2017; Greenwood, 2008; Miller-Lewis et al., 2014).  

Previous research has found that increasing teachers’ mental health 

literacy to support students with mental health problems was strongly 

correlated with teacher knowledge, beliefs, and ability to identify problems as 

well as support and refer students with mental disorders for professional help, 

with the potential for positive long-term impact on child wellbeing (Jorm, 

Kitchener, Sawyer, Scales, & Cvetkovski, 2010; Kirchner, Yoder, Kramer, 

Lindsey, & Thrush, 2000; Koller & Bertel, 2006; Wells, Barlow, & Stewart-

brown, 2003). Following a prevention framework, a school-wide mental 

health literacy program, aimed at reducing mental health stigma and 

improving student and teacher knowledge about mental health, would be 

considered a universal prevention intervention. It is theorized to decrease 

stigma, build resilience, create supportive environments, and assist in early 
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identification and early intervention for students in need of higher level 

supports (Riebschleger et al., 2017). While this type of program was not 

designed to be a stand-alone program and should instead be fit into a larger 

system of supports, building mental health literacy among youth and the 

adults who regularly interact with them is a necessary and critical component, 

complementary to making treatments more available, to reduce stigma and 

promote student help-seeking, identification, and referral. In LMIC, where 

often the focus of research has been on individual mental health treatments, 

more research is needed to guide the development and evaluation of these 

comprehensive prevention frameworks. 

Within schools in Cambodia, although poorly documented, both 

student and teacher mental health literacy is thought to be very low.  

Additionally, there is a lack of research in the development and testing of 

school-based child mental health interventions. As such, in a setting with 

substantial child mental health treatment gaps and a lack of evidence-based 

services in schools, there is a critical need for research to develop and test 

preventive interventions to improve mental health supports for youth.  

 

3. Objectives of the Study 

The objective of this study was to evaluate an evidence-based mental 

health literacy (MHL) intervention for students and teachers. As a first aim, 

this study sought to characterize the baseline MHL of teachers and students, 

overall and as a function of teacher sex, education, and experience of teaching 

and as a function of student age, sex, and grade. Second aim, this study sought 

to evaluate the effectiveness a mental health literacy training program in 

which teachers received initial training and then taught a curriculum to 

students. Impacts on teacher and student mental health knowledge and 
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attitudes, as well as potential moderators of intervention impact, were 

assessed. 

 

4. Research Questions and Hypotheses 

Research Questions  

In this study, we aim to answer seven questions as identified as below:  

1. What are the baseline measures of MH knowledge, attitudes and beliefs 

across secondary and high school teachers? Are these baseline 

measures influenced by gender, educational background and teacher 

experience? 

2. Does Mental Health Literacy (MHL) Training increase teachers’ 

knowledge, beliefs, and attitudes toward mental illness as measured 

post training? 

3. Are changes in teachers’ MH knowledge, beliefs and attitudes 

influenced by the variables of gender, education and experience of 

teaching? 

4. What are the baseline measures of students’ MH knowledge and 

attitudes across students in High school (grade 7, 8, 10, and 11)? Are 

these baseline measures influenced by age, sex, and grade?   

5. Does a mental health literacy program, taught by teachers an hour per 

week for six weeks, lead to an increase in students’ MH knowledge and 

attitudes? 

6. Are changes in students’ MH knowledge and attitudes influenced by 

age, gender, and education (grade)?   

7. Is the Guide-VN culturally feasible and acceptable for the Cambodian 

classroom context?      

Hypotheses 
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1. Hypothesis 1: Teachers will have low baseline MH knowledge, and 

negative attitudes and beliefs about mental illness; these will vary by 

gender, level of education, and teaching experience. 

2. Hypothesis 2: Mental health literacy training will increase teachers’ 

MH knowledge and improve attitudes toward mental illness relative to 

a control group. 

3. Hypothesis 3: Demographic characteristics such as gender, education 

and experience of teaching will moderate the impact of the MHL 

training on teacher outcomes.  

4. Hypothesis 4: Students will have low baseline mental health 

knowledge, more negative attitudes, and their knowledge; attitudes will 

vary by age, sex, and grade. 

5. Hypothesis 5: Mental health literacy training for students will increase 

students’ MH knowledge and improve attitudes toward mental illness 

relative to a control group. 

6. Hypothesis 6: Demographic characteristics such as age, gender and 

education (grade) will moderate the impact of the MHL training on 

teacher outcomes. 

7. Hypothesis 7: The Guide-VN MHL intervention will be feasible for 

Cambodian teachers to implement and acceptable within the 

Cambodian school context. 

 

5. Significance of the Study 

As the first school-based MHL study in Cambodia, this study 

provided primary data on the knowledge, attitudes and beliefs (i.e., mental 

health literacy) amongst secondary and high school teachers and students.  

This project also involved evaluation of a locally adapted MHL intervention 
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for use in Cambodian high schools. The pilot randomized controlled trial 

provides preliminary evidence for its feasibility, acceptability, and 

effectiveness, as well as suggestions for further adaptation to improve the 

intervention’s impact. It is anticipated that this project will serve as a 

foundation for a larger follow-up implementation-effectiveness evaluation of 

the adapted curriculum in Cambodia. 
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CHAPTER 1 

LITERATURE REVIEW 
 
 

1. Mental Health Literacy in Low-Middle Income Countries  

While inadequate knowledge and negative attitudes about mental health 

and mental illness are a challenge worldwide, this study takes a specific focus 

on mental health in LMIC.  This is because of widescale recognition that 

knowledge about the nature and etiology of mental disorders, and where to 

seek help for disorders, is particularly low in many LMIC (Ganasen et al., 

2008). Explanatory models that do not align with available mental health 

services can heavily impact both how and where people with mental illness 

seek help, and how they are perceived and treated by their communities. In 

other words, even when mental health systems and services are available, they 

may not be well utilized if the public does not understand when and how to 

access those Services.  This is critical, as not only are there fewer mental 

health services available in LMIC, but poverty, conflict, and many other 

social drivers of mental illness are also more prevalent in these settings (Lund 

et al., 2010; Murthy & Lakshminarayana, 2006), contributing to a potentially 

higher burden of poor mental health. Further, it is important to study MHL in 

LMIC rather than simply transporting models from elsewhere without further 

research.  This is because how people and communities explain and make 

meaning of mental illness is inherently influenced by culture, and efforts to 

increase mental health knowledge must understand current cultural 

explanations and service structures in order to consider how best to integrate 

new models and systems of care (Atilola, 2015).   
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Indeed, calls to increase public mental health literacy are rampant in the 

literature on expanding mental health care in LMIC.  In Pakistan, for 

example, a systematic review from different sources identified a dearth of 

knowledge about mental disorders and their treatment, and called for 

enhancing mental health literacy to increase society's acceptance and use of 

evidence-based mental health care (Begum et al., 2020; Munawar et al., 

2020). Similar calls have come from Afghanistan, a country in which children 

today have never known peace and where people are at high risk to develop 

mental health problems such as PTSD, Anxiety, and Depression with limited 

access to care (Aroche, 2017; Slewa-Younan et al., 2017; WHO, 2006). Low 

MHL has been identified as a challenge for child mental health in 

Bangladesh, where up to a quarter of children face mental health problems 

and people with low education, low socio-economic status, and living in 

remote areas have particularly low access to care (Hossain et al., 2014; Uddin 

et al., 2019; WHO, 2019). Even in China, a country with rapid economic 

development compared to other countries, mental health literacy is low 

among the population. This example highlights the role not just of access but 

of motivation and source of help-seeking, as mixed perspectives on cultural 

diversity and neurobiological attributions to mental illness led to greater use 

of traditional or herbal medicine, with low motivation to seek professional 

help (Huang et al., 2019; Wong et al., 2017). In Cambodia, a country still 

grappling with intergenerational impacts of war and poverty, mental health 

problems are highly prevalent while stigma, low mental health literacy and 

cultural diversity are regarded as major factor contributing to lack of mental 

health care (Jegannathan et al., 2015; Jong, 2002; Parry & Wilkinson, 2020). 

In the following sections, the construct of mental health literacy as used 

in this study is further defined in terms of a conceptual framework.  The 
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literature on each component of this conceptual framework is then examined 

separately, with discussion of findings from both high-income countries 

(where the majority of work has been carried out), and from LMIC.  

Specifically, this also includes a section discussing cultural and religious 

influences on knowledge and attitudes toward mental illness. 

 

2. Conceptual Framework of Mental Health Literacy  

Mental Health Literacy (MHL) is a construct that has arisen from 

health literacy and it is generally described in terms of several major 

components that could be targets for intervention; specifically, this includes 

the recognition of mental health issues, knowledge about mental health, and 

attitudes toward mental health conditions (Jorm, 1997 & 2000; O’Connor et 

al., 2014). Jorm (1997) conceptualized MHL as “knowledge and beliefs about 

mental disorders which aid their recognition, management or prevention” 

(Jorm, Korten, & Jacomb, 1997). Later, MHL was refined as  (a) the ability to 

identify mental disorders or various forms of psychological distress; (b) 

knowledge and beliefs regarding risk factors and determinants of mental 

health problems or disorders; (c) knowledge and beliefs about self-help 

interventions, knowledge and beliefs about available professional help; (d) 

attitudes which aid in recognition of  mental health disorders and appropriate 

help-seeking behavior; and (e) knowledge on how to access mental health 

information (Jorm, 2012).  More recently, a conceptualization of MHL put 

forward by Kutcher and colleagues includes understanding how to obtain and 

maintain positive mental health; understanding mental disorders and their 

treatments; decreasing stigma relating to mental disorders; and enhancing 

help-seeking efficacy, knowing when and where to seek help and developing 

competencies designed to improve one’s mental health care and self-

management capabilities (Kutcher, Bagnell, & Wei 2015).  
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Hence, the concept of mental health literacy identifies many critical 

elements that are important in recognition and intervention for mental health 

issues (Langeveld et al., 2011; Wei & Kutcher, 2014). Overall, MHL has been 

widely recognized as the groundwork for the promotion of mental health, 

particularly in school settings (Jorm, 2012; Jorm, Korten, Jacomb et al., 1997; 

Kutcher, Bagnell, & Wei, 2015; Kutcher , Wei, & Coniglio, 2016; Kutcher, 

Wei, & Weist, 2015; Reavley & Jorm, 2011; McLuckie, Kutcher, Wei, & 

Weaver, 2014).   

As is described further in the following sections, MHL  

MHL training is about improving knowledge as a precursor for 

change. Conceptually, knowledge about mental health is the foundation for 

attitudes and beliefs, both directly - by being able to recognize when help is 

needed and have knowledge of how to seek help; and indirectly – by 

decreasing the negative attitudes and beliefs toward mental health that 

contribute to mental health stigma and serve as powerful barriers to help-

seeking.  Therefore, in the current intervention it is hypothesized that 

increasing mental health knowledge across a number of domains (e.g., 

knowledge about signs and symptoms of various mental disorders, when and 

where to seek help for disorders, impacts of mental illness on functioning and 

quality of life) will improve participants’ attitudes toward mental health and 

mental illness and self-efficacy to seek help.  It is further hypothesized that 

improvements in these proximal, measured outcomes will in turn lead to 

improvements in actual behaviors (a distal, unmeasured outcome), including 

recognition and help-seeking for mental health problems in oneself or others, 

as well as more supportive interactions with people experiencing mental 

illness. 

For this paper, we considered the definition of MHL as provided by 

Kutcher et al. (2015) to reflect the key elements of knowledge, attitudes, and 
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beliefs about mental health. These elements of low MHL are closely tied to 

stigma, described by SAMHSA (2004) as "a cluster of negative attitudes and 

beliefs that motivate the general public to fear, reject, avoid, and discriminate 

against people with mental illness.” Linking stigma to help-seeking, 

SAMHSA (2004) further describes how “fear of stigma and the resulting 

discrimination discourages individuals and their families from getting the help 

they need".  As such, help-seeking self-efficacy (i.e., knowing when and 

where to seek help and developing competencies designed to improve one’s 

mental health care and self-management capacities) was also included in this 

current study conceptual framework as resulting from both increased 

knowledge and decreased negative attitudes about mental health, although 

actual help-seeking behaviors were not able to be measured.  

 

Figure 1. Conceptual Framework  

 

 

 

 

 

 

 

 

 

 

 

The table1 below outlined how the different measures were mapped onto the 

conceptual framework (knowledge, attitudes and beliefs. 
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Table 1. The conceptual framework and measures relationship 

Knowledge Attitudes Beliefs 

❖ Mental Health 

Knowledge 

Quiz (MHKQ) 

❖ Mental Health 

Literacy Scale 

(MHLS) 

sub-scale1:  

Ability to 

recognize 

disorders 

❖ Students’ 

Mental health 

knowledge 

❖ Mental Health 

Literacy Scale 

(MHLS) 

sub-scale2: 

Mental health 

help-seeking/self-

efficacy 

sub-scale3: 

Stigma/negative 

attitudes toward 

mental illness 

sub-scale4: 

Willingness to 

interact with 

people with mental 

illness 

❖ Students’ 

Attitudes toward 

mental illness 

❖ Beliefs Toward 

Mental Illness 

(BMI)  

sub-scale1: 

Dangerousness 

sub-scale2:  

Poor 

interpersonal  

sub-scale3:  

Social skills, 

Incurability 

 

 

2.1. Mental Health Knowledge  

Mental health knowledge refers to awareness of and understanding of 

mental health conditions. MH knowledge is one component of MHL. As 

defined by Kutcher (2015), MH knowledge includes understanding how to 
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maintain positive mental health, understanding mental problems, and 

treatments (knowing when and where to seek help and developing 

competencies designed to improve one’s mental health care and self-

management capacities). So, MH knowledge, for example, refers to 

knowledge about the etiology of mental disorders (e.g., not an evil eye), 

knowledge about signs and symptoms, knowledge of whether mental illness is 

treatable, knowledge of whether mental illness is dangerous or contributes to 

poor social / interpersonal skills, knowledge about when and where to seek 

help, etc. Therefore, MH knowledge is an important element in mental health 

promotion and intervention, with particular utility in early identification and 

treatment efforts in everyday settings such as schools (Jorm, 2012; Kutcher, 

Wei, & Coniglio, 2016).  

 

2.1.1. General Population Recognition of Mental Health Problems  

Mental health disorders are often unrecognized and untreated for long 

periods, leading to increased difficulties, relapses, risk of death, reduced 

remission rates and deteriorating overall outcomes. A systematic review of 37 

studies revealed substantial treatment gaps for all disorders, with marked 

differences across disorders: a lower treatment gap for severe/psychotic 

disorders such as schizophrenia (32.2%), but a much higher gap for many 

more common disorders such as depression (56.3%), dysthymia (56.0%), and 

anxiety (57.5%), and the highest treatment gaps for substance-related 

disorders such as alcohol abuse and dependence (78.1%) (Kohn et al., 2004). 

Drancourt and colleagues (2013) reported the average length of time left 

untreated was about eight years, and 13 to 15 years for moods disorders 

(anxiety, depression, and bipolar) (Drancourt et al., 2013). In one Australian 

study, among 271 individuals diagnosed with anxiety and mood disorders, the 

average time to recognize the problems was nearly 7 years, and an additional 
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1.3 years between recognition of the problems and actually seeking help 

(Thompson et al., 2008). A population study (N=1312), using case vignettes 

to measure mental health literacy regarding depression, dementia, and 

schizophrenia revealed about 63% of the sample could identify symptoms of 

dementia, 55.2% could identify depression, and only 11.5% were able to 

identify symptoms of schizophrenia from the case vignettes (Barney et al., 

2006).  

Disorder recognition also varies by context and type. For example, 

Americans are more likely to correctly identify mental health problems 

overall, but still show marked differences in ability across mental health 

conditions. Amongst 1104 American adolescents, 40% could correctly 

identify depression, but only 1% who could correctly identify the social 

anxiety disorder as social phobia or social anxiety (Coles et al., 2016). 

Amongst a sample of 1393 American adults, about 60% could correctly 

recognize depression and about 42% could identify ADHD (attention deficit 

hyperactivity disorder) (Bernice A. Pescosolido et al., 2008). Canada also has 

higher rates of recognizing mental health problems. Amongst 1004 Canadian 

adults, nearly 70% could correctly identify mental disorders, mostly for 

depression (80%), schizophrenia (50%-60%), and anxiety (50%) (Marcus & 

Westra, 2012). British also were more likely to correctly identify mental 

health problems. In a sample of 370 British young people aged 17-22 years, 

highest ability to identify mental health problems was for addiction (65.1%-

87.4%), followed by anorexia (55.8%-81.3%), bulimia (45.5%-77.2%), OCD 

(41.9%-70.7%), ADHD (42.4%-70.6%), depression (33.3%-74.4%), bipolar 

(14.2%-46.2%), schizophrenia (37.3%-48.8%) and social phobia (10.5%-

30.2%) (Furnham et al., 2014). In contrast, in a survey of 650 Saudi adults, 

only about 12.5% could recognize mental problems and nearly 60% had 

negative perception about mental illness (Abolfotouh et al., 2019). Amongst a 
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sample of 4938 youth age 14-24 in Portugal, only a quarter could recognize 

depression (27.2%) in a vignette and only 5.5% identified this as a mental 

disorder, whereas others categorized the problem as stress (47.3%), emotional 

problems (40.8%), and nervous breakdown (33.8%) (Loureiro et al., 2013). 

Though the recognition for schizophrenia was better, it was still correctly 

identified by less than half (42.2%), and identification of psychosis was even 

lower (22.2%) (Loureiro et al., 2014). In Sweden, amongst a sample of 368 

adults aged 20-64, 66% failed to recognize depression, instead commonly 

regarding this disorder as stress and a day-to-day problem (Dahlberg et al., 

2008). Amongst 426 Sweden adolescents, 42.7% and 34.7% could identify 

depression and schizophrenia (Melas et al., 2013).   

In South East Asian populations, one qualitative study using a series 

of focus group discussions with Hmong, Cambodian, and Thai immigrants 

residing in the US revealed a lack of recognition and understanding 

depression and one of major barriers to recognizing depression due to no 

definition for this phenomenon (H. Lee et al., 2010). A non-systematic review 

of published literature in Singapore identified a gap of mental health 

knowledge among Singaporeans. This study revealed many lay people were 

not able to recognize mental disorders and held negative attitudes toward 

mental illness, obstructing people from seeking professional treatment 

(Tonsing, 2018). A cross –cultural study of 440 individuals from Britain, 

Hong Kong and Malaysia showed the British were best in identifying correct 

psychiatric diagnosis to vignettes of OCD, schizophrenia, depression, ADHD, 

child with depression, and bipolar disorder, followed by Hong Kong citizens 

and Malaysians (Loo et al., 2012). Amongst 916 Indian adolescents, mental 

health literacy was very low; only 29.0% could correctly identify depression 

and only 1.3% could clearly recognized schizophrenia (Ogorchukwu et al., 

2016). In Philippines, amongst 797 first year Filipino college students, 55.2% 
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could identify depression in a given vignette (Ines, 2019). A cross-sectional 

study involving 285 Nigerian adolescents showed that only 4.8% could 

correctly identify depression in a vignette (Deborah, Anyachebelu, Anosike, 

& Anizoba, 2018). In Nigeria adolescent, using vignette of schizophrenia, 

only 25.6% of respondents identified the vignette as describing a mental 

disorder and none accurately identified schizophrenia, instead labelling it as 

an emotional problem, depression and mania respectively (Adeosun et al., 

2015). In Vietnam, a cross sectional study that involved 350 people showed  

limited understanding about mental disorder, as more than 80% failed to 

recognize depression disorder while a depression vignette was commonly 

identified as stress (Thai & Nguyen, 2018). 

In Cambodia, mental health literacy is very low across the population 

(Jegannathan et al., 2015; Sonis et al., 2009). One study assessing 

help-seeking behavior among 104 Cambodians with schizophrenia who 

started their first treatment at a referral hospital found nearly 80% of the 

patients did not initially seek professional help due to inability to recognize 

their problems as mental health-related, instead mostly seeking treatment 

through traditional and religious medicine (Coton et al., 2008). A more recent 

study assessing the duration of untreated mental illness among sample of 109 

patients diagnosed with psychiatric problems found that the average duration 

of untreated mental illness was 34.8 ± 42.4 months, ranging from 0 to 240 

months (Nishio et al., 2018).  

In summary, ability to recognize mental health problems varies widely 

across settings and is generally lower in LMIC. Moreover, recognition varies 

across types of disorder, with common mental illnesses such as depression 

oftentimes being mistaken as daily stress, while even severe mental illnesses 

such as schizophrenia may be misidentified or perceived as a spiritual or other 

problem. All of these misperceptions may result in lower or inappropriate 
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help-seeking.  These examples, highlighting the challenge and complexity of 

addressing mental health problems, particularly among children and 

adolescents, and the need to first improve basic mental health knowledge to 

improve attitudes toward mental health and inform effective help-seeking.  

 

2.1.2. Teachers’ Recognition of Mental Health Problems  

Teachers also have challenges in identifying children with mental 

health problems. In an Australian study by Headley & Campbell (2011), 

teachers demonstrated inadequate knowledge to distinguish the severity of the 

mental disorder; they were more able to recognize severe anxiety disorders 

but not moderate anxiety symptoms. Among 134 elementary school teachers 

in rural south India, less than 50% of participants could recognize mental 

disorders (Mendonsa, R. D. Shihabuddeen, 2013). A study in Nigeria also 

indicated poor mental health literacy among teachers. This study was 

designed to assess the teachers’ recognition of mental health problems and 

help-seeking behavior through vignettes.  Of 120 participants from five 

secondary schools in southeast Nigeria, only 16% could correctly identify 

mental disorders and less than 14% suggested professional help from 

psychiatrists or psychologists (Deborah Oyine Aluh et al., 2018). A 

qualitative study with African teachers in Limpopo, South Africa showed 

teachers lacked knowledge in identifying the warning signs of suicidal 

behavior among students, creating a barrier to supporting students who are in 

crisis (Shilubane et al., 2015). In Vietnam, a study of 353 Vietnamese 

teachers highlighted substantial stigma, misperception, prejudice, and 

discrimination around mental illness; for example, 39% indicated they 

believed people with mental illness are dangerous, and 35% indicated that 

seeing a mental health professional means you are not strong enough to 

manage your own difficulties (Dang, Weiss, Lam, & Ho, 2018).  
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In summary, these studies demonstrate that low MHL is a current 

barrier to identification of student mental health supports. Teachers have 

limited knowledge of mental health, unable to recognize students with mental 

health problems, and lacking confidence and competence to provide support 

to children in need. Low mental health literacy among teachers can also 

contribute to a more negative school environment for students; instead of 

identifying and providing proper support to children, they may turn to blame 

and judge students’ problems in the wrong manner. It should be noted that 

this research is limited, particularly in the use of vignettes primarily related to 

depression and schizophrenia rather than including other common mental 

health problems as well as locally relevant syndromes. They failed to 

represent the entire mental health population.  

 

2.1.3. Students’ Recognition of Mental Health Problems  

Numerous studies have shown students lack mental health literacy and 

hold negative beliefs and attitudes toward mental disorders. Again, most of 

this research has been conducted in Western or high-income countries where 

knowledge and resources for mental health are generally higher. In Australia, 

a population-based health survey conducted among 1678 students in 2013 

showed that only 16.4% participants had adequate mental health literacy in 

terms of identification of depression and help-seeking intentions. Among this 

population, 23.4% correctly identified the vignette as depression and 14.8% 

were classified to have more moderate to severe depression. This study 

revealed that majority of participants who had better knowledge in 

recognizing depression also had higher intention to seek help (Lam, 2014). In 

Japan, a survey conducted with high school students showed less than 20% of 

respondents rated professional help seeking to be helpful for mental health 

problems; instead viewing, listening, talking to family, and spending time 
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together as more helpful; this perception is an obstacle for treatment 

(Yoshioka et al., 2015).  

In countries with less formal infrastructure for mental health care, the 

situation is even worse. In Nigeria, for example, a cross-sectional vignette-

based study with 156 students showed only 25.6% of participants recognized 

the vignette as describing a mental disorder and none accurately identified 

schizophrenia; additionally, with different perspectives and beliefs about the 

cause of mental illness, less than quarter (23.7%) of participants 

recommended mental health services as the appropriate place to seek help 

(Adeosun et al., 2015). Results were even worse in a separate study using 

depression vignettes among 285 Nigerian secondary students: less than 5% of 

the participants could correctly identify and label the vignette as depression 

and only 1.5% recommended help from a psychiatrist or psychologist, instead 

referring the depressed person to a counsellor, friends, family, teacher, pastor, 

or God (Deborah O. Aluh et al., 2018). This represents a huge gap of 

understanding mental health and the issues around mental health utilization 

with this population.  

In India, a study conducted in 2016 among 354 school-going 

adolescents showed limited understanding of depression as having a 

biological basis; a majority of respondents felt depression was due to external 

factors or poor coping skills, whereas only 14.4% indicated a biological or 

brain-based cause of depression (Sharma et al., 2017). The finding from 

Southern India also showed mental health literacy among Indian adolescents 

was very low. In another study of 916 Indian adolescents aged 15-19 that used 

vignettes of depression and schizophrenia, less than a third (29.0%) of this 

population could clearly recognize depression and almost none recognized 

schizophrenia (1.3%); again, related to these vignettes’ adolescents preferred 
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informal source of help including family members rather than seeking 

professional help (Ogorchukwu et al., 2016).  

In Uganda, a study using 24 focus group discussions with 78 students 

in secondary schools to explore students’ perception and understanding of 

mental illness illustrated that participant lacked attention to common mental 

disorders, believed that people with mental illness were dangerous, and 

tended to avoid interacting with people with mental illness (Okello et al., 

2014).  In Vietnam, a cross sectional study that involved 350 students using a 

depression vignette to assess knowledge, beliefs and attitudes showed that 

only 32% could correctly recognize depression; instead, depression was 

commonly identified as stress (Thai & Nguyen, 2018).  The authors cautioned 

that this limited knowledge of mental health could also lead to avoiding help-

seeking behavior as well as limited understanding of the proper treatment of 

depression.  

The literature described above provides an overview of mental health 

literacy among students in diverse cultural and societal contexts. Findings 

indicate that students worldwide have limited understanding of mental health, 

which leads to poor identification of mental health problems, 

misunderstandings about the nature and causes of mental illness, negative 

attitudes and discrimination toward people with mental illness, and a 

preference for informal help-seeking through friends or family rather than 

formal help-seeking from professionals.  

 

2.2. Attitudes and Beliefs Toward Mental Illness 

One of the major factors contributing to poor mental health and 

barriers to help seeking among children and adolescents is the stigma 

associated with mental illness. Stigma as defined by SAMHSA (2004) refers 

to negative beliefs and attitudes that motivate the general public to fear, reject, 
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avoid and discriminate against people with mental illness; this creates an 

environment that discourages individuals and their families from getting help 

they need (as cited in Kutcher, 2016. p 51). Corrigan & Watson (2002), 

highlight three main domains of stigma associated with mental illness 

includes stereotypes (negative beliefs), about mental illness, prejudice 

(cognitive and affective response) toward people with mental illness and 

discrimination (negative/hostile behavior) (Corrigan & Watson, 2006). 

Stigma can manifest as internalized stigma (i.e., self-stigma), enacted or 

external stigma from the general population. Research has shown stigma as a 

risk factor leading to negative mental health outcomes and devastating 

consequences for mentally ill patients across populations (Ando, Yamaguchi, 

Aoki, & Thornicroft, 2013; Angela M. Parcesepe & Cabassa, 2014; Seeman, 

Tang, Brown, & Ing, 2016; Shrivastava, Bureau, & Johnston, 2012; Yang et 

al., 2013). In the sections below, the concept of stigma is further explored as it 

relates to culture and religion, the nature of various mental disorders, and 

ultimately, help-seeking behavior. 

 

2.2.1. Stigma Relates to Cultures and Religions Toward Mental Illness  

Cultures and religious teaching frequently influence beliefs about the 

causes of mental illness, and shape attitudes toward the mentally ill. These 

cultural and/or religious beliefs in turn influence an individual’s readiness to 

both seek and comply with treatment (Choudhry et al., 2016). A lack of 

culturally appropriate intervention models, and community lack of awareness 

or acknowledgement of mental issues, may create strong barriers to care 

(Collins et al., 2006). For example, in a study using case vignette among 

Indian adolescents (N=354), most adolescents reported that depression was 

due to the person’s weakness and god punishing past sins, and  reported not 

seeking help because of shame about asking for help (Sharma et al., 2017). 
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Zorba (2015) also compared attitudes to schizophrenia between Greek and 

Turkish Cypriot communities (n=100) living in Cyprus. Results found 

Turkish Cypriots reported higher levels of negative attitudes whereas the 

Greek were significantly different in anger, pity, coercion, help, segregation, 

fear and avoidance (Zorba, 2015).  And Dessoki and Hifnawy, (2009) 

demonstrated significant differences in stigma by socioeconomic background; 

specifically, the study found more stigmatizing attitudes toward psychiatric 

illness among females. The author of this study concluded the culture and 

socioeconomic differences associated to beliefs about mental illness and 

highly needed for public education about mental illness in Egypt.   

Stigmatizing beliefs that arise from cultural and religion may relate to 

explanatory models of mental illness, its origins, and appropriate treatment. In 

Saudi Arabia, a cross-sectional study with 531 undergraduate students showed 

that over half of participants believed evil eye, magic, demonic possession, 

and envy are the cause of mental illness. About 30% of participants believed 

that people with mental illness were dangerous, 56.9% said they would not 

marry a mental ill person (24.3% participants said people with mental 

problems should not get married at all), and 40.7% of participants reported 

they would not tell anyone if they were experiencing a mental problem 

(Mahfouz et al., 2016). In a cross-sectional study in India by Gailha et al. 

(2014), most participants (74%) perceived sharing mental problems as not 

important and believed mental illness was caused by evil spirits, black magic 

or sins in one’s past life. They could not identify mental illness and only 6% 

were able to recognize five common symptoms. Sixty percent did not 

perceive seeing or hearing things that were not there as signs of mental 

illness. Traditional healing was believed to “cure” mental illness, with 74% 

saying that they would prefer going to go to a traditional/faith healer than to a 

psychiatrist (Gailha et al., 2014). Hirai & Clum, (2000) found people of Asian 
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heritage who believe that mentally ill people are dangerous and incurable are 

more likely to seek folk medicine remedies or traditional medical treatments. 

Previous studies have also shown that mental health perceptions and help-

seeking behavior are influenced by a lack of knowledge and a mix of cultural 

perspectives (Ham et al., 2011).   

In summary, cultural and religious practices and beliefs shape 

people’s understanding of mental health and their response to mental illness. 

Explanatory models that incorporate bad actors or spiritual elements impact 

people’s perceptions of people living with mental illness, understanding of 

symptoms as mental illness, and can lead to shame or hiding mental illness.  

Even when seeking help, how mental health problems are attributed to various 

explanatory causes can impact where help is sought, such as through 

traditional or religious healers rather than mental health professionals. 

Stigmatizing beliefs arising from culture, religion, the general population and 

even self-conception can influence people’s knowledge of mental illness and 

willingness to seek help– these constructs of knowledge, help seeking, 

attitudes and beliefs all comprise components of mental health literacy and it 

is this mental health literacy that, in turn, appears a critical component of 

understanding individual and community responses to mental illness.  

 

 2.2.2. Stigma Toward Mental Illness Varies by Disorder  

Stigmatizing beliefs may also vary depending on different diagnoses 

and perceived origins of various mental disorders. People may believe those 

who are severely mentally ill are dangerous, or prone to incompetency and 

criminality (Angermeyer & Dietrich, 2006). For example, a study exploring 

attitudes towards psychosis (Kermode et al., 2009) found greater social 

distance from people experiencing psychosis relative to individuals suffering 

depression. This increased social distance occurring as a consequence of 
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perceptions of dangerousness associated with psychosis. A substantial 

proportion of participants agreed that people with psychosis are a danger to 

others, can be erratic in their behavior, and should be avoided. In a similar 

study, Jorm (1999) investigated the difference between public and 

professional attitudes toward mental illness by using vignettes describing 

schizophrenia and depression. This study involved the public as well as 

general practitioners, psychiatrists and clinical psychologists. Half of each 

group was given a vignette describing a person that met criteria for major 

depression and the other half were given a vignette of a person who met 

criteria for schizophrenia. Results showed a significant difference in 

respondents’ attitudes towards these illnesses with increased discrimination 

towards schizophrenia compared to depression (Jorm, Korten, Jacomb, 

Christensen, & Henderson, 1999).  

The stigmatization of mental illness can also be influenced by the 

perceived cause of the illness. In a 2003 study, Chinese Americans and 

European Americans were presented with a vignette of an individual who had 

been diagnosed with schizophrenia or a major depressive disorder. 

Participants were told that individual’s illness was “genetic”, “partly genetic”, 

or “not genetic” and asked to rate how they would feel if one of their children 

dated, married or reproduced with the case in the vignette. The results 

indicated that genetic attribution of mental illness significantly reduced 

willingness to marry and reproduce among Chinese Americans, but it 

increased the same measures among European Americans (WonPat-Borja et 

al., 2012). Nieuwsma and colleagues (2011) explored attitudes toward 

depression among Indian and U.S. populations. They found that Indians were 

more likely to attribute depression to failure, unfulfilled expectations, and 

family issues and thus to more greatly stigmatize the condition (Nieuwsma et 

al., 2011).  



29 
 

In summary, explanatory models of mental illness vary according to 

different disorders, and likewise stigma and discrimination toward people 

with mental illness also varies according to these disorders.  This can further 

interact with other cultural values and aspects of explanatory models.  When 

considering the cultural aspects of mental health literacy interventions, this 

complexity is important to consider in order to appropriately target prevailing 

beliefs about specific disorders within a specific context. Further, across 

contexts, there may be greater fear and misunderstanding of people with 

severe mental disorders, such as psychosis, that result in erratic social 

behavior.  

 

2.2.3. Stigma Serves as Barrier to Help Seeking  

The above literatures demonstrate that beliefs and perceptions about 

mental illness are closely linked to cultural and religious teachings regarding 

the causes and impacts of various disorders. Moreover, these beliefs and 

perceptions have strong significance to the care and well-being of people with 

mental illness. Negative beliefs and attitudes toward mental illness can 

potentially create strong barriers around help-seeking behaviours of 

individual, family, and community (Augsberger et al., 2015; Chen et al., 

2014; Clement et al., 2015; Kanehara et al., 2015). Stigma can further impact 

an individual or family’s ability to manage their experience of illness or the 

illness of their children (Heflinger & Hinshaw, 2010; Kim et al., 2010; Ndetei 

et al., 2016).  

For example, results from the 2002-2006 world mental health Japan 

survey showed 63.9% of respondents reported not seeking help due to low 

perceived need; 68.8% participants wanted to solve the problem by their own 

and 54.2% dropped out of care due to low perceived need, highlighting a 
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strong association between beliefs and seeking help behaviour among 

Japanese people (Kanehara et al., 2015). A study of depression and suicide 

among Asian American women likewise found culturally-influenced 

stigmatizing beliefs and a lack of culturally appropriate mental health 

interventions significantly influenced the overall course of help seeking and 

treatment outcomes. More than 60% of this population failed to access any 

mental health care, and more than 80% failed to receive minimally adequate 

care. The author suggested that the influence of Asian family structure, 

community stigma and the lack of culturally appropriate mental health 

interventions could be regarded as strong barriers for mental health utilization 

among this population (Augsberger et al., 2015).  

 Huggins and colleagues (2016) also investigated the association of 

stigma with mental health and the underutilization of mental health services in 

school environments. In this qualitative study, school personnel and students 

(n=15) from three high schools in a rural public school, an urban public 

school, and an urban private school were interviewed. Results showed stigma 

significantly reduced the willingness of students to seek support from school-

based mental health services because they misunderstood or had a negative 

perception of mental health services. They also feared being embarrassed or 

stereotyped when receiving treatment. A study conducted in UK showed 

young adults struggled to access for professional help due to stigma, with 

35% of youth with mental health difficulties never seek any help due to 

feeling uncertain of their problems and holding strong negative beliefs related 

to seeking help from professional (Salaheddin & Mason, 2016).  Similar 

findings by Bowers and colleagues (2013) indicated stigma as a main barrier 

to mental health service utilization among young people. This study showed 

around 70% of high school students reported stigma as a significant reason for 

not accessing school mental health services; 23% reported lack of knowledge 
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and information to get support; and 20% reported peer pressure and the 

inability to recognize problems as the second most common barrier.  

Self-perception related to stigmatizing beliefs can also act as a barrier 

to seeking treatment. A literature review study by Gulliver et al., (2010) 

showed that adolescents not only held stigmatizing beliefs related to mental 

illness, but also demonstrated a preference for self-reliance. Clement et al., 

(2015) highlighted the central role negative self-concept and stigma can play 

in barriers to help seeking. The authors reviewed 354 studies conducted in 

Europe, Australia, New Zealand, Asia, and South America to address the 

relationship between stigma types and help seeking treatment. Most samples 

in these studies were students and people with personal experience of mental 

health problems or being in treatment. One hundred and forty-four studies 

were identified that involved stigma and help seeking behaviour. Internalized 

or negative self-concept and stigma in treatment was most often associated 

with reduced help-seeking.  

A similar study by (Chen et al., 2014) also emphasized the influence 

of self-stigma on underutilization of mental health services among 

adolescents. Findings demonstrated a relationship between internal and 

external stigma and willingness to seek help. This self-stigma can be 

particularly acute among adolescents and may not be fully understood by 

service providers. In a Canadian survey, researchers set out to examine 

whether stigma affected utilization of school mental health services by 

interviewing both students and providers. The responses of high school 

students (aged 13-20) were compared with mental health providers. Results 

showed a significant between-group difference (p = .03), with nearly 70% of 

young people citing stigma as a major problem accessing care, versus 51% of 

service providers. The authors concluded that educators should build their 

capacity in the area of mental health literacy to reduce the gap between 
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school-based service providers and “young peoples’” perceptions (Bowers et 

al., 2013). A cross-sectional study between European Americans currently 

living in the USA (N=100) and Indians currently living in in India (N=108) to 

assess the knowledge and beliefs about depression, schizophrenia and anxiety 

disorders concluded that beliefs of culture played very important role in help-

seeking. This study indicated that Indian who have better knowledge to 

recognize disorder were more likely to endorse both lay and professional help 

compare to European American the relationship between these two factors 

was orthogonal. This study stated that culture has influence on mental health 

literacy, knowledge and beliefs of individual toward mental illness and it 

impact the help-seeking behaviour (Altweck et al., 2015).  

The above literature reveals that stigma – which as described earlier is 

a product of poor mental health knowledge, cultural and religious beliefs, and 

varied understanding of particular disorders – is major obstacle to care for 

mental illness. Further, it is not just community or external stigma, but also 

self-perceptions, that can lead to reduced willingness to seek professional 

health.  

 

3. Meaning of MHL in MH Problem’s Prevention and Early Intervention 

3.1. Promotion and Prevention Program in General  

The above literature suggests that attitudes about mental illness are 

tied to knowledge and beliefs about the causes and consequences of various 

disorders, which are culturally specific.  Therefore, approaches to prevention 

and early intervention must take into account not only structural challenges, 

such as poor service availability, but also cultural norms and beliefs that may 

be contributing to a lack of recognition, help-seeking, or support for people 

with mental health problems.  This highlights the critical role of mental health 
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literacy as a foundational component to improving mental health services and 

support. Literatures showed there are different strategies when preventing 

mental, emotional and behavioral disorder that include mental health 

promotion interventions, universal preventive interventions, selective 

preventive interventions, and indicated preventive interventions. Promotion 

and prevention intervention have been recognized as an important component 

of the mental health intervention spectrum (IOM, 2009). The interventions 

can occur in a range of settings and multiple contexts, it has been targeted 

school, home, neighbourhood agency, primary care clinic, outpatient mental 

health, day treatment program residential facility, and inpatient unit for 

intervention.  Most interventions aim at enhancing individual’s ability to 

achieve developmental competence and positive mental outlook, well-being, 

social inclusion and strengthening ability to cope with adversity. This type of 

interventions could benefit most people especially for population that has not 

been identified on the basis of individual risk and its cost-effective manner 

that could be applied for across setting such as LMICs. For example, 

integration mental health promotion intervention into school system that is 

cost-effective strategy and the program could be reached to many people 

especially for students and teachers. In addition, universal preventive 

interventions have advantages when the costs of individual are low it is 

effective and acceptable to the population.  

Preventive interventions also play an important role to facilitate early 

identification mental disorders and promotion of mental health treatment, and 

are therefore critical components of a comprehensive mental health system. 

Evidence shows that promotion and prevention programs leading to timely 

diagnosis and early intervention in any stage of mental illness have significant 

and life-changing consequences for a person’s well-being, positive outcomes 

for youth and are cost-effective for communities (Foster & Jones, 2006; 
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Reynolds, Temple, White, Ou, Robertson, 2011). Lack of intervention can 

lead to tragic and costly consequences such as poor school performance or 

drop-out, stressed family relationships, involvement with the child welfare or 

juvenile justice system, substance abuse or engaging in risky behavior 

(Kapphahn et al., 2006; Kieling et al., 2011; V. Patel et al., 2007). A report by 

the National Research Council (2009) in the United States estimated the cost 

of mental health care services for young people at $247 billion, yet failure to 

intervene for young people potentially has far higher personal, social and 

economic consequences for society (O’Connell et al., 2009). 

 

3.2. Promotion and Prevention to Mental Health Care 

Related to mental health care, a growing body of evidence indicates 

that opportunities for preventing mental disorder are greatest when focused on 

children and adolescents and can produce long-lasting positive effects on 

multiple areas of functioning, producing social and economic benefits (Durlak 

& Wells, 1997; Jané-llopis et al., 2003; Kessler et al., 2007; Kutcher et al., 

2010). For example, Dawson and his colleagues (2010) showed early 

treatment for children with autism spectrum disorder (ASD) leads to 

significant improvements in IQ and adaptive behaviour (Dawson et al., 2010). 

Although there may be a number of mental health programs in existence, only 

a small percentage of youth access professional help (Kieling et al., 2011; 

Paula et al., 2014). Studies have found that most children and adolescents 

with mental health disorders do not seek out or receive the services that they 

need. Studies suggest that between 60 to 90 percent of adolescents with 

mental health problems fail to receive treatment (Chandra & Minkovitz, 2006; 

David et al., 2008). Challenges obtaining adolescent mental health services 

may include the shortage of mental health professionals, low capacity and 

motivation of non-experts to provide quality mental health care to young 
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people, lack of funding, policies and regulations, family background systems, 

and, as described above, the stigma associated with mental disorders (Chandra 

& Minkovitz, 2006; Chen et al., 2014; Clement et al., 2015; Ndetei et al., 

2016; Parcesepe & Cabassa, 2013; V. Patel et al., 2007; Pescosolido, Perry, 

Martin, McLeod, & Jensen, 2007; Rickwood, Mazzer, & Telford, 2015; Sercu 

& Bracke, 2016).  

In order to overcome barriers to treatment for mental health among 

this population, it is important to establish mental health prevention and 

promotion programs for children and adolescents in LMICs. School is 

potentially most effective vehicle for such interventions, because it can reach 

a broad population of students in a cost-effective manner (Wolpert et al., 

2013). A meta-analysis of 29 studies evaluating the effectiveness of school-

based programs found school mental health prevention and intervention 

programs can alleviate the early onset of mental health disorders and reduce 

persistent symptoms among children and adolescents with emotional and 

behavioural problems (Reddy et al., 2009). Studies have found that teachers 

are willing to support students with mental health problems, and as a part of 

their role, they should provide a positive, safe, and friendly environment, 

teaching mental health education and identifying students’ mental health 

concerns (Mazzer & Rickwood, 2015). Previous research found that 

professional development for teachers to support students with mental health 

problems was strongly correlated with teacher knowledge, belief and ability 

to identify problems, support and refer students with mental disorders for 

professional help (Jorm et al., 2010; Kirchner et al., 2000; Koller & Bertel, 

2006). In their review of school mental health interventions, Barry and 

colleagues (2013) identified 22 evaluation studies, with 14 studies involving 

school intervention programs, and the other seven studies involving an 

experimental design for their evaluation. Most of the experimental designs 
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included interest in social, emotional, and problem-solving skills rather than 

solely focusing on improving mental health functioning.  Findings provided 

evidence of the importance of school-based interventions for adolescents, but 

also take into account the potential of multicomponent interventions that 

impact youth mental health and social wellbeing (Barry, Clarke, Jenkins, & 

Patel, 2013; Weare & Nind, 2011).  

In summary, a comprehensive prevention model such as that introduced 

by the Institute of Medicine (IOM, 2009) offers a framework for reducing the 

burden of mental, emotional and behavioral disorders on the healthy 

development of children and young people. Given the lack of treatment 

resources in many LMIC, methods to promote prevention and early 

intervention of mental health disorders are critical to reduce the harmful 

impact of mental illness on young people, improve their developmental 

trajectories, and ensure efficiency in use of limited resources. 

 

3.3. Promotion and Prevention Mental Health Problems in School Setting 

Strengthening existing resources and targeting environments like 

schools, health centres, communities and programs that help children at risk 

might reduce mental problems (Barry et al., 2013; Fazel, Patel, et al., 2014). 

Kieling et al., (2011) suggested that rather than developing new models of 

intervention, it is potentially more sustainable to integrate programs into 

services that already exist. A systematic review of universal approaches 

suggested that the promotion of mental health in schools has a positive impact 

on long-term interventions for mental health (Wells, Barlow, & Stewart-

brown, 2003). In US, the Multi-Tiered System of Supports (MTSS) model is 

considered “best practice” to meet varying levels of need among school age 

children. Consistent with the IOM (2009) guidelines, The MTSS consists of a 

continuum of three tiers of prevention: primary, secondary, and tertiary. In 
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Tier 1, or primary prevention, all students receive academic and behavioral 

support (Ziomek-Daigle et al., 2016). Examples include teaching expected 

behaviors schoolwide, the use of evidence-based academic strategies and 

curriculums, and school-wide efforts to improve school climate. These types 

of universal programs are expected to be sufficient to meet the needs of 

approximately 80% of students. Students with elevated needs receive more 

specialized secondary and tertiary prevention, typically 15% and 5% of 

students, respectively (Sugai & Horner, 2009; Ziomek-Daigle et al., 2016). 

Educators provide increasing degrees of interventions and supports in order 

for each student to be successful academically and behaviorally. By 

integrating a multi-tiered framework in schools there is a comprehensive 

system in place to support kids.  

A MHL program would be considered a Tier 1 support program. MHL 

curriculum is a universal intervention for all students/teachers to create a 

more accepting, positive school climate, and to aid in the identification and 

management of student mental health needs. While MHL is an important 

universal step to decrease stigma and increase recognition of mental health 

problems, this alone is not likely to be sufficient to impact change.  Instead, to 

maximize program impact, a MHL curriculum should be integrated into a 

MTSS framework that is more effective and adequate to meet the varying 

need of children with mental health conditions. However, development of a 

comprehensive MTSS model in Cambodia has to date been hampered by lack 

of human resources, budget constraints, political will (i.e., motivation at all 

levels of educational system), and cultural differences between US and 

Cambodia.  

 Several studies indicated that school mental health literacy programs 

could potentially be seen as a pathway to improve mental health care for 

children and adolescents (Kutcher, et al., 2015; Kutcher et al., 2013; Kutcher, 
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Wei, & Morgan, 2015; Mcluckie, Kutcher, Wei, & Weaver, 2014; Milin et al., 

2016; Wei & Kutcher, 2014; Wei, Kutcher, Hines, & Mackay, 2014).  This 

provides evidence that interventions in school settings, health-care services, 

social services, and community services could have great benefits for child 

and adolescent mental health (Fazel et al., 2014; Kutcher et al., 2015; 

Kutcher, et al., 2015;). Dang et al. (2017) introduced a school-based 

intervention in Vietnam described as the Reaching Educators, Children, and 

Parents (RECAP) program. The authors suggest that this program may have 

value as a universal intervention for countries similar to Vietnam. The study 

used a semi-structured program that provides classroom social skills training 

to students, consulting for teachers and classroom-wide behavior 

management. The study showed significant treatment effects on both 

emotional and behavioral problems in the treatment compared to control 

group.  

In summary, promotion and prevention programs are vital to promote 

children's mental health and well-being, and school is an optimal place to 

support early identification and intervention for students showing signs of 

poor mental health.  Ideally, school-wide interventions would be integrated 

into multi-tiered care models in which a positive school climate is promoted 

for all students, with clear pathways to higher level supports when needed.  

 

4.     Role of Teachers in Management of Mental Health Problems 

Teachers have an influential role in educating and supporting students' 

learning and development because they are able to observe them over an 

extended period of time (Herman, Reinke, Parkin, Traylor, & Agarwal, 2009; 

Meldrum, Venn, & Kutcher; Moor et al., 2000). A review of previous studies 

shows that teachers need to be involved and take action to support students 
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with mental health problems Kutcher, et al., 2015; Parikh et al., 2016; Woods, 

2014).  

Teachers see supporting students with mental health problems as part 

of their professional role (Herman et al., 2009; Reinke et al., 2011; Van 

Ameringen et al., 2003); but studies have shown that they believe they lack 

the knowledge and skills to adequately address such problems (Andrews, 

McCabe, & Wideman-Johnston, 2014; Mazzer & Rickwood, 2015; Reinke et 

al., 2011). For example, a study of teachers’ perceptions of needed mental 

health services indicated a serious lack of knowledge regarding evidence 

based intervention – in fact, nearly half of the teachers being surveyed could 

not recognize the term “evidence based practice” (Reinke et al., 2011). A 

study in Canada showed teachers having limited knowledge about mental 

health. This study was conducted with 75 secondary school teachers in 

southwest region of Ontario, Canada. Results showed teachers agreed that 

supporting student with mental health difficulties was a part of their roles, but 

many of them acknowledged they did not have knowledge on mental health. 

Almost hundred percent of participants reported that they should react to 

students’ mental health issues, but there were only 36 percent of participants 

reported they were confident to deal with students’ problems (Andrews et al., 

2014). A review of relevant literature indicates that although teachers have a 

desire to support students with mental health problems, they experience stress 

due to the fact that they feel they lack the experience to identify problems and 

the skills with which to respond (Curtis et al., 2006; Ibeziako et al., 2009; 

Jackson & King, 2004; Kurumatani et al., 2004; Kutcher, et al., 2015 & 2016; 

Langeveld et al., 2011; Loades & Mastroyannopoulou, 2010; Lucas et al., 

2009; Masillo et al., 2012; Meltzer et al., 2003; Reinke et al., 2011; Rothì et 

al., 2008). Examining teachers’ experiences of managing mental health 

problems, Rothì, Leavey, & Best (2008) found that teachers often feel unable 
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to identify mental health problems, or that they have no specific training in 

relevant areas (as shown by their confusion related to the terminology used by 

the Child and Adolescent Mental Health Service).  

Teacher ability to identify and respond to student needs also varies by 

problem presentation. A study by Loades & Mastroyannopoulou (2010) 

showed that teachers are able to distinguish problem severity from vignettes, 

but were much more skilful in identifying clinical symptoms of behavioral 

disorders rather than those of emotional disorders. This is consistent with 

findings from (Meltzer et al., 2003) regarding help-seeking behavior by 

teachers. In this study, teachers were better able to identify emotional 

disorders in girls than they were in boys. Another study indicated teachers 

have fairly classified externalizing problem such as ADHD and conduct 

disorder rather than internalizing problems (Jackson & King, 2004; Undheim 

et al., 2016). Even studies that have shown teachers can correctly identify 

mental health problems may have problems related to validity, and also 

suggest that teachers often do not know how to respond. A study of teachers’ 

recognition of mental health needs in Nigeria (Ibeziako et al., 2009), using 

focus group interviews, demonstrated that teachers were able to identify 

common mental health problems in children and their causal factors. 

However, the study used only focus group so its validity is limited. Research 

in England and Italy on teachers’ awareness of psychotic symptoms in 

secondary school shows that the majority of teachers are able to recognize 

psychotic symptoms and correctly identify causal factors, prognosis and 

factors that might help recovery; but they are uncertain about their roles and 

confused about where to refer students in need (Lucas et al., 2009; Masillo et 

al., 2012).  

Low teacher mental health literacy not only presents a missed 

opportunity to intervene, but can also create further challenges for struggling 
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students. A study by Bella, Omigbodun, & Atilola, (2011) investigating the 

knowledge and attitudes of teachers toward mental health problems found that 

teacher inability to recognize children with mental problems potentially 

resulted in emotional stress, intolerance and negative attitudes toward children 

with mental health problems. A further barrier to treatment may be negative 

attitudes educators hold toward mental illness. A study done by Parikh et al., 

(2016) revealed Indian secondary and high school teachers have inadequate 

knowledge and negative attitudes toward students with mental illness. This 

study designed face-to-face sessions with 520 Indian teachers from secondary 

and high schools, using structured questionnaires that consist of 25-items to 

explore the teachers’ knowledge and attitude toward mental illness. A result 

showed teachers were less likely to identify mental problems if they were 

presented with a vignette. Very few could answer questions correctly about 

five common mentally illnesses, whereas a significant percentage could not 

answer any questions accurately regarding mental illness.  

However, mental health literacy training has been shown to be 

effective in increasing teacher’s skills and abilities (Kutcher, et al., 2015; 

Kutcher, Wei, Gilberds, et al., 2016). Although there has been a lack of 

research, evidence based on studies conducted to date suggests that teachers 

believe mental health literacy training will increase their knowledge, skills, 

and self-efficacy toward supporting and responding to the learning and 

development of students with mental health concerns (Graham, Phelps, 

Maddison, & Fitzgerald, 2011; Roeser & Midgley, 1997; Walter, Gouze, & 

Lim, 2006). A review of mental health literacy among educators by Whitley 

et a., (2013) acknowledged that research has been limited regarding teachers’ 

values, beliefs and attitudes about mental health issues in the classroom.  

However, the previously mentioned study conducted in India Parikh et al., 

(2016) revealed lower education has a significant impact on mental health 
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literacy resulting in increased negative attitudes, increased beliefs in the 

dangerousness of people with mental illness and therefore increased attempts 

to socially distance themselves from those with mental illness. Preliminary 

research has shown that training can improve mental health literacy and 

classroom instruction. Research used to evaluate the impact of teacher mental 

health literacy training (the Guide) in Canada, and its adapted version for 

Tanzania and Malawi, showed a significant improvement regarding 

knowledge about mental health problems, a decrease of stigma and higher 

rates of help-seeking efficacy (Kutcher, Bagnell, & Wei, 2015; Kutcher et al., 

2016). Another study in Norway found out that participating in a mental 

health literacy program or information campaign results in better recognition 

of psychotic cases and a more optimistic view regarding outcome of 

adequately treated psychosis (Langeveld et al., 2011). 

This section highlights the importance of the role of teachers in 

facilitating mental health and well-being in children, and the potential for 

teachers to serve as central resources to promote mental health in school 

settings. Mental health literacy training can increase teachers’ mental health 

knowledge, attitudes, reduces stigma and prejudice beliefs toward mental 

illness. Supporting teachers to have mental health knowledge contributes a 

massive benefit for children's mental health and well-being.  When teachers 

are able to recognize problems, they can offer proper support timely and 

effectively for child care. With this approach, integrating mental health 

literacy programs into school settings can benefit all in a cost-effective 

manner.  
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5. Review Literature Supporting MHL Intervention in School Setting  

Scholarly literature often probes various components of MHL that 

could be targets for intervention, as well as assessing responses among 

different populations to programs targeting the development of mental health 

literacy. Most commonly, studies have tracked the effect of interventions on 

knowledge, stigma reduction and awareness. Findings generally indicating 

that these components of mental health literacy are subject to positive change 

(Wei et al., 2014). Investigations relating to mental health literacy have been 

undertaken in many contexts including communities (Anthony F. Jorm, 

2012), populations of university students (Mazzer & Rickwood, 2015) and 

school-based environments (Yoshioka et al., 2014). Within the school 

environment there is significant support for the efficacy of mental health 

interventions to increase the mental health literacy of the teacher cohort. 

Interventions related to MHL are generally shown to be an effective 

“evidence-based practice” to improve knowledge and attitudes in educational 

settings (Kutcher, Gilberds, Morgan, et al., 2015; Kutcher, Wei, & Coniglio, 

2016; Stan Kutcher et al., 2013; Wei & Kutcher, 2014; Wei et al., 2014).  

Previous literature review suggests that MHL is necessary for prevention, 

identification and intervention related to mental health issues in schools. This 

study indicated that development of mental health literacy, ongoing support 

and training among educators, and the implementation of mental health 

literacy programs in schools can have a significant positive, long term impact 

on promoting positive mental health in schools (Whitely et al., 2013).  

Evidence shows school mental health interventions can be a pathway 

solution to improve adolescents’ mental health. For example, in Australia, a 

randomized controlled trial (RCT) of an 8-week school-based mental health 

education program taught by personal development, health and physical 

education teachers showed improved student knowledge and attitudes toward 
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mental illness relative to controls (Perry et al., 2014). In Norway, a similar 

training was implemented for students over a 3-day period; at 6-month follow 

up, results showed increased student knowledge in recognition, positive 

attitudes (reduced prejudiced beliefs) and appropriate help-seeking behaviors 

(Skre et al., 2013). A cluster-RCT in the UK also evaluated a peer-led 

intervention to address the stigma of mental illness, mental health literacy and 

mental health promotion. In this study, young people who experienced living 

with mental illness became teaching assistants to work with students in 

discussion sessions.  The results showed the intervention was effective 

particularly integrating contact as a technique to reduce discrimination 

(Chisholm, Patterson, Torgerson, Turner, & Birchwood, 2012). Ojio and 

colleagues evaluated a two 50-minute MHL training taught by usual teachers 

for secondary school students in Tokyo, which showed increased knowledge 

and positive attitudes toward mental illness among school-age children. Due 

to the positive results the schools established mental health literacy programs 

in their system (Ojio et al., 2015). A study conducted in Portugal also 

evaluated an intervention to improve teacher MHL, designed for two sessions, 

150 minutes each at one-week intervals.  Teachers’ knowledge and attitudes 

were assessed before and after the intervention, showing significant increases 

in knowledge of mental health and greatly decreased stigmatizing attitudes 

toward mental illness (Campos et al., 2014).  

Mental health literacy trainings have also been evaluated across a 

number of LMIC. For example, in Malawi, teachers were assessed before and 

immediately after completing a 3-day MHL training, and demonstrated 

significant improvements in their knowledge and attitudes toward mental 

illness after the training (Kutcher, et al., 2015). A similar study in Haiti also 

demonstrated positive impacts in teacher knowledge and attitudes after a two 

and half day of MHL training for teachers; however, teachers also felt that the 
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length of training sessions should be extended (Eustache et al., 2017).  Imran 

and colleagues identified that building teachers’ capacity on mental health 

was a great alternative target to promote positive mental health among youth. 

This randomized control trial was conducted with Pakistani teachers using 

World Health Organization-School Mental Health Manual-based intervention 

in three 6-hour, face to face session. Teachers’ mental health literacy was 

assessed before and immediately after intervention with a three-month follow-

up. This finding was supported to the large scale of RCT; the intervention was 

effective to improve teachers’ mental health literacy. The author suggested 

that WHO-EMRO School Mental Health Manual-base Intervention was 

applicable to build teachers’ capacity of mental health and it was convenient 

to learn practical steps that could be implemented at low cost in school 

settings (Imran et al., 2018). Studies by Kutcher et al. (2013 & 2016) and Wei 

et al. (2014) showed that mental health literacy training significantly 

improved teachers’ knowledge of and attitudes toward mental health issues. 

Kutcher et al. (2016) adapted a Canadian mental health curriculum for use in 

Africa, evaluating its impact on mental health literacy among Tanzanian 

secondary school teachers. Results revealed highly significant improvements 

in teachers’ overall knowledge, including knowledge of mental health and 

curriculum specific knowledge. Teachers’ negative beliefs about mental 

illness also decreased. Wei et al. (2014) used a guide developed by Kutcher 

(2013) to implement a one-day mental health literacy training session among 

134 teachers. Results showed the training significantly improved teachers’ 

knowledge and attitudes toward mental illness, and the training was highly 

successful in meeting the teachers' needs as well as enhancing the teachers' 

confidence in addressing students’ mental health in school. 

Teacher-delivered trainings have also been shown to improve student-

level outcomes in LMIC.  For example, Kutcher, et al., (2015) evaluated the 
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outcome of a classroom-based MHL intervention on students’ school 

performance, mental health care related help-seeking, and social and 

emotional wellbeing.  Teachers received mental health training based on 

AGMv format for one week before teaching in the classrooms.  Following the 

intervention, most teachers reported students were more likely to open up and 

talk more about their problem or problems of others; it was reported around 

70% of students approached them with a concern about their own mental 

health or their friends and around 94% encouraged their peers to seek help 

(Kutcher, et al., 2015). In a 2015 study, Kutcher et al. (2015) evaluated 

students’ knowledge and attitudes related to mental health after being taught 

using the Mental Health and High School Curriculum Guide. Results showed 

students’ knowledge of and attitudes toward mental illness improved 

substantially compared with baseline and this improvement was maintained at 

2-month follow-up (P < 0.001). The findings suggest embedding MHL 

resources in the classroom curriculum can effectively improve literacy among 

students. MHL training can also be used to combat stigma against mental 

health disorders among student populations (Mcluckie et al., 2014; Milin et 

al., 2016; Wei et al., 2014).  In a different study by Wei et al. (2014), students 

showed a significant decrease in stigmatizing beliefs related to mental illness 

after their teachers participated in a one-day training course (Wei et al., 2014). 

 In a RCT showed MHL curriculum resource was effective in enhancing 

mental health literacy for students. In the study, some schools were randomly 

assigned to either the intervention or control group. Among 534 students from 

24 high schools, about half of participants were taught mental health literacy 

by their teacher. The intervention program consisted of a six-module 4-8-

week curriculum guide. The changes in MH knowledge and stigma/attitudes 

toward mental illness were evaluated overtime between intervention and 

control groups. As results showed students who received the mental health 
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curriculum had more positive attitudes towards people with mental illness and 

better mental health knowledge than student in control group who received no 

intervention (Milin et al., 2016).  The study by McLuckie et al. (2014) 

showed that the measured improvements among students remained two 

months after the initial exposure. 

 

6. Current Study 

Whilst the previous literature review identifies a significant evidence 

base for changes in knowledge and attitudes associated with mental health 

literacy training in schools, the focus of the current research is to extend this 

literature base to within the Cambodian context to both develop an 

understanding of baseline measures of mental health literacy amongst 

Cambodian teachers and to then assess the impact of an intervention on these 

baseline measures. It is possible that the cultural beliefs and values relevant to 

both mental health and education potentially shape the findings of this study. 

To date, no study has been conducted in Cambodia related to mental health 

literacy in schools. Cambodia does not have the resources to hire school 

counsellors and thus teacher training is essential to developing MHL 

programs. However, research was necessary to determine how such resources 

can be culturally sensitive and also effectively integrated into Cambodian 

educational settings. 

 

6.1. Interpreting study findings in terms of causal inference 

In addition to expanding research on MHL to Cambodia, this project 

also seeks to address shortcomings in prior MHL intervention research in 

LMIC.  A systematic review in (2013) that included 27 articles on school 

MHL interventions for students in LMIC showed that most of these studies 

had a risk of bias in terms of addressing the improvement of knowledge, 
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attitudes and help seeking behavior. Common limitations included the lack of 

randomization, control for confounding factors, validated measures and report 

on attrition in most studies (Wei et al., 2013).  Indeed, many of the studies 

described above, and nearly all of the studies described in LMIC, do not 

support causal inference, most often due to lack of a control group. 

In scientific research, the efficacy of teachers’ mental health literacy 

training refers to capability of producing a desired result through the MHL 

training, with the implication that the mechanism employed in the MHL 

training has a direct counterpart in the actual causes of the observed 

phenomena.  Therefore, in order to infer causality, we must operationalize our 

outcomes, measure them with valid and reliable instruments, incorporate 

consideration of change over time (e.g., pre-post), and consider what change 

in these outcomes may have occurred during that same period of time in 

absence of the intervention. This last point may only be addressed with the 

inclusion of a control comparison.  This begins to answer the question of 

efficacy, or whether the intervention works in ideal circumstances.   

Further along the evidence chain is the question of effectiveness; 

whereas efficacy trials evaluate the intervention in ideal circumstances (i.e., 

focused on internal validity), effectiveness studies examine whether the 

intervention will continue to work in regular, real-world practice (i.e., focused 

on generalizability) (Godwin et al., 2003). Whereas this is presented as a 

dichotomy, trials actually exist on a continuum of interpretation. Singal 

describes a number of features that must be in place to support conclusions of 

effectiveness: implementation in a real-world setting, using few to no 

exclusion criteria and usual providers, with less rigidity about how the 

intervention is offered (Singal et al., 2014).  In this study, we move toward 

effectiveness research by the use of teacher implementers delivering the 

intervention in a real-world classroom.  However, we do provide more 
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training and supports than would typically be available in everyday use, and 

the study itself is restricted to a single school setting, which limits the external 

generalizability of our findings.  As such, this study is situated on the 

continuum somewhere in-between a clear efficacy or effectiveness study. We 

also note limitations in random allocation at the student level that further 

restricts causal inference related to study findings.  
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CHAPTER 2 

METHODOLOGY 

 

2.1. Overview of Research Design 

The study used a randomized controlled trial among teachers, with a 

non-randomized controlled comparison among students. The study used a pre-

post randomized controlled trial design in which the impact of the 

independent variable of mental health literacy training was evaluated in 

relation to the dependent variable of mental health literacy (knowledge, 

beliefs, and attitudes). The goal of this study was to evaluate a culturally 

adapted version of a school-based mental health literacy program, initially 

developed in Canada, for use in Cambodian high schools. Specifically, we 

aimed to adapt the program, evaluate baseline mental health literacy of both 

teachers and students, and compare post-intervention mental health literacy 

scores between teachers and students who were randomized to the 

intervention vs. control condition. We hypothesized that intervention 

participation would result in higher mental health literacy among both 

teachers and students.  

Teachers were randomized to either participate in the mental health 

literacy training program or a no-intervention control condition. Teachers’ 

mental health literacy was evaluated before and after intervention. The impact 

of the mental health literacy training was further investigated at the student 

level. To avoid contamination, students were purposively assigned to 

intervention and control conditions by grade level.  Four teachers who had 

received the teacher training in the intervention condition also received an 

additional day of train the trainer instruction, and then taught. Students in the 
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intervention condition then participated in a 6-week classroom-based mental 

health training program delivered by these teachers. Mental health literacy of 

students was evaluated before and after the intervention. 

 

Figure 2. Study design 

 

  

1. Aim 1: evaluate whether baseline MHL scores vary according to 

participant demographics for a) teachers; and b) students. 

2. Aim 2: evaluate whether the MHL intervention significantly improved 

MHL scores relative to a control group for a) teachers; and b) students. 

3. Aim 3: evaluate whether intervention impacts were moderated by 

demographic characteristics for a) teachers and b) students. 

4. Aim 4: evaluate feasibility and acceptability of the Guide-VN as adapted 

to Cambodian context.  
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2.2. MHL Curriculum Guide Overview 

The Mental Health Curriculum Guide consists of six modules 

designed to be implemented by teachers into their usual classroom program. 

These modules outline the important areas needed for students to increase 

their mental health literacy, including understanding mental health and mental 

illness; a review of adolescents’ experiences of mental illness; strategies to 

address disorder, enhance help-seeking and access to resources and the 

importance of positive mental health. The self-study module provides detailed 

description about common mental disorders in adolescents and ‘what to do’ 

strategies for teachers. All components in module aim at providing teachers 

with classroom ready lesson plans, activities and easily accessible resources 

to assist teachers when applying the guide in classroom. The guide consists of 

six modules that are designed to be taught in sequences. All modules have 

two sections: core materials and supplementary materials. The core materials 

are designed for teachers to be used for all students when applying the guide 

in classroom so as to achieve the outcome identified in the research and 

evaluation of this resource. The supplementary materials are designed for use 

by students who want to spend extra time to learn more about the module 

topic. The Guide consists of both teacher preparation and classroom ready 

materials that can be easily found at www.teenmentalhealth.org/curriculum. 

In each module provides several key features include overview of module, 

learning objective, major concepts, teacher background, activity, and 

preparation (i.e., required materials to conduct for each activity).  

Topic and key concepts of each module are described below: 

 

 

 

http://www.teenmentalhealth.org/curriculum
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Figure 3. Modules and major concepts 

Module Major concepts  

Module 1:  

The stigma of 

mental illness 

- Stigma acts a barrier to people seeking help for 

mental health problems and mental illness. 

- Learning the facts about mental illness can help 

dispel misconceptions and stigma. 

- People’s attitudes about mental illness can be 

positively influenced by exposure to accurate 

information. 

- We all have a responsibility to fight the stigma 

associated with mental illness.  

Module 2:  

Understanding 

mental health and 

mental illness 

- Everyone has mental health regardless of whether or 

not they have mental illness. 

- The brain controls our thinking, perceptions, 

emotions, physical activities, behaviour and 

provides us with cues about how to adopt our 

environment. 

- A mental illness is a heath condition arising from 

changes in usual brain functioning that causes 

person substantial difficulty in functioning. 

- Mental illnesses have complex causes that include a 

biological basis and are therefore not that different 

from other illnesses. As with all illness the sooner 

people obtain effective treatment for mental illness, 

the better their outcomes.  

Module 3: 

Information on 

- All mental illnesses reflect difficulties in thinking, 

perception, emotions, physical activities, behaviour 
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specific mental 

illness 

and signalling (response to environment). 

- The exact cause of mental illness is not yet known, 

but complex interactions between a person’s biology 

and his environment are involved. 

- Like illnesses that affect other parts of the body, 

mental illnesses are treatable and the sooner people 

receive proper treatment and support, the better the 

outcomes.  

Module 4:  

Experiences of 

mental illness 

- Mental illnesses are diseases that affect many 

aspects of a person’s life. 

- With appropriate support and treatment, most 

people with a mental illness can function effectively 

in everyday life. 

- Getting help early increase the chance that a person 

will make a full recovery from mental illness. 

- Mental illnesses, like physical illnesses, can be 

effectively treated. 

Module 5:  

Seeking help and 

finding support 

- There are many ways of seeking help for mental 

health problems and mental illnesses, and resources 

are available within schools and within the 

community; 

- Knowing the signs and symptoms of mental illness 

helps people know how to distinguish the normal 

ups and downs of life from something more serious. 

- Recovery from mental illness is possible, when a 

range of supports, beyond formal treatment, are 

available. 
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- Everyone has mental health that can be supported 

and promoted, regardless of whether or not they 

also have a mental illness. 

Module 6: 

The importance of 

positive mental 

health 

- Positive coping strategies can help everyone 

maintain and enhance their mental health. 

- There are skills and strategies that we can learn to 

help us obtain and maintain good mental health.  

 

2.3. Study Methods 

About half of teacher was randomly assigned to intervention group 

and other half teacher was randomly assigned to control group. Teachers at 

intervention group required to participate 2-day mental health literacy training 

and intervention teachers were assigned to implement the guide in classroom 

attended one-additional day “train the trainer”. The intervention teachers were 

observed the change in knowledge, beliefs and attitudes compare to control 

group. Students were assigned by grade which grade 7 and 11 students were 

assigned to intervention group, receiving MHL classroom intervention, and 

grade 8 and 10 students were assigned to control group, no intervention or 

receiving only their standardize classroom curriculum. The intervention 

students were observed the change of knowledge and attitudes compare to 

control group. Descriptive analysis provides differences in mental health 

literacy as a function of participant’s demographic information, and Analysis 

of Covariance (ANCOVA) was used for both the teacher and student data.  

 

2.3.1. Participants and Sampling Strategy  
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The study was conducted at one private high school in Phnom Penh, 

capital city of Cambodia. The vision of school is to provide good quality of 

education, enhance life morality and dignity for poor community children. 

The school provides general education program from kindergarten to high 

school education. The school enrols approximately 1300 students from all 

grades. Each grade has two classes and approximately 45 to 50 students per 

class. As reported by school administrator indicated there were about 108 

staff who are working full-time and part-time in the school. It is a private and 

Catholic school, but the environment, education system, leadership, human 

resources bother teachers and students are not different from public or other 

private schools. One difference the enrolment is not as open as public or 

private schools. Students must apply and be interviewed according to the 

school's selection criteria. Mostly, selected students are from poor 

communities or families who lack the ability to send their children to public 

or private schools like other families. 

This study used a random assignment for teacher participants based on 

a number on the consent form; those with an even number were assigned to 

the intervention group, and odd numbers to the control condition. Intervention 

teachers received training in the mental health literacy curriculum. Four 

intervention teachers were also selected and trained to implement the guide in 

classroom; the limited selection was due to limited number of classrooms for 

implementation. Teacher selection for this role was non-random, in 

consultation with the school director, because they taught English, Library, 

and Khmer language (i.e., classes in which the MHL materials could be 

included without deviating from governmental curriculum requirements). 

Teacher in control group were waiting list, did not receive any intervention. 

For students, purpose sampling was used. Because of containment and to 

reduce spill-over, students were carefully assigned by grade. Students at seven 
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and eleven grades were allocated to intervention group, and students at eight 

and ten grades were assigned to waiting list. Intervention students received six 

module sessions by their usual classroom teachers while control student did 

not receive any intervention.   

A total of 100 staff were contacted for recruitment. N = 73 

(intervention: n = 36; control: n = 37) consented and returned the baseline 

assessment. Of those, 67 provided complete data for analysis (intervention: n 

= 34, 94%; control: n = 33, 89%); reasons for staff loss to follow up were 

unrelated to the project (e.g., change of employment). Students from grade 7, 

8, 10 and 11 were invited to participate in the study. Students at grade 7 and 

11 were assigned into intervention group, receiving mental health literacy 

intervention by usual classroom teachers, and students at grade 8 and 10 were 

assigned into control group, waitlist or not received any intervention. At 

baseline, there were three hundred and two (N = 302) students completed the 

baseline assessment (intervention: n = 158; control: n = 144). Of those, 275 

students (intervention: n = 145; control: n = 130) completed data for analysis. 

Twenty seven students were excluded the data for analysis because of 

mismatch assessments between T1 and T2.  

 

2.3.2. MHL Intervention for Teachers and Students 

In order to increase teachers’ mental health literacy and supporting 

them in delivering the Mental Health Curriculum Guide within their 

classroom, a two-day face-to-face teacher training was conducted by 

researcher, clinical psychologist, who has more than ten years experiences in 

teaching and training in mental health field. The goal of this teacher training 

is to help enhancing mental health literacy as well as providing specific 

guidance on how to best implement the Mental Health Curriculum Guide in 

classroom. The content of the face-to-face teacher training parallel with the 
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six modules of the Mental Health Curriculum Guide and provides a more in-

depth exploration of the key concepts. The training includes: a review of the 

context of adolescent mental health; relationship between brain function and 

mental health; a concept specific to mental disorders; psychological terms 

difference (i.e., what is stress and distress); mental disorders classification, 

stigma of mental illness; and overview how to use the Guide in classroom.  

Teaching methods include case study, group discussion, group 

reflection, and power point slide presentation were used for learning and 

teaching during this 3-day training process. Ten cases studies have been 

developed include schizophrenia, Depression, Bipolar Mood Disorder, Social 

Anxiety, General Anxiety, Panic Disorder, Obsessive Compulsive Disorder, 

Post Traumatic Stress Disorder, Eating Disorder, and Attention Deficit 

Hyperactivity Disorder. Case studies were adapted from existing case studies 

developed by senior psychiatric consultant Dr. Sotheara Chhim, TPO 

Executive Director. Discussion groups were conducted in different forms (i.e., 

small group discussion or self-group reflection) to engage interactive learning 

environment. For example, participants were asked to work on case studies to 

identify problems/symptoms and think of kind of support/treatment should 

provide to the case. For the review of the context of adolescent mental health 

topic, teachers were asked to work in pair to discuss about the topic what they 

have learnt/known about mental health, particularly adolescent mental health 

(i.e., what is mental health, how do you recognize people with mental health 

problem, and how does community view about mental health problems?). 

Then, teachers were followed in deep understanding about adolescent mental 

health and a review of relationship between brain function and mental health 

through slide presentation which presented by trainer. Teachers were also 

divided into small groups working on case studies to identify the problems 

(signs and symptoms), contributing factors to the problem (causes), and type 
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of interventions or treatments. Every group was asked to present their result 

of discussion. Trainer used slide presentation to clarify and support their 

discussion. This training addresses knowledge and attitudes of the participants 

regarding mental illness by introducing video clips of youth experiencing 

mental illness and through discussion about the myths and facts of mental 

illness across all components of the training. Throughout the training, the 

trainers seek to facilitate dynamic discussions related to teaching strategies to 

scaffold the development of knowledge related to mental health and practical 

strategies for implementing the Mental Health Curriculum Guide within their 

classrooms. Each participant is provided with a copy of the Mental Health 

Curriculum Guide along with the teacher self-study module and a copy of the 

training materials used during the two-day training program. 

Leveraging a train-the-trainers model, the four teachers assigned to 

use Mental Health Curriculum Guide in their classroom were then invited to 

participate in a one-day training session. The goal of this training was to help 

teachers gain more understanding of the materials and assist them to access 

the online resource materials recommended through this curriculum guide. 

Teachers were instructed study to improve the knowledge before delivering 

this Mental Health Curriculum Guide in their classroom program (e.g. 

teachers were instructed to read the Teacher Knowledge Update and complete 

pre-post quiz). Teachers were also instructed on how to use the Guide and 

existing school curriculum.  

Assigned teachers to implement MHL program in classroom were 

instructed on how to access the training guides and materials in the text book 

and online sources (i.e. teacher knowledge self-test, teacher knowledge 

update, student evaluations, access the modules and guide download) through 

the link provided: http://teenmentalhealth.org/schoolmhl/school-mental-

health-literacy/mental-health-high-school-curriculum-guide/about-the-guide/. 

http://teenmentalhealth.org/schoolmhl/school-mental-health-literacy/mental-health-high-school-curriculum-guide/about-the-guide/
http://teenmentalhealth.org/schoolmhl/school-mental-health-literacy/mental-health-high-school-curriculum-guide/about-the-guide/
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Teachers were trained to access these resources to update their knowledge or 

classroom use. For instance, teachers can assess the available online resources 

at www.teenmentalhealth.org website at the direct URL: 

www.teenmentalhealth.org/toolbox/school-mental-health-teachers-training-

guide-english/. Teachers also learned when and how to apply this classroom 

curriculum. For example, they learned to apply subsequent modules (starting 

from module one to module six), and how to deliver the major concepts of 

each module. Classroom delivery teachers were also oriented to the existing 

work-plan and activity that informed in the module. For example, module one 

– activity 2: teacher asked students to use community attitudes survey to 

interview people they knew include member of families or relatives and then 

asked student to return the survey sheet in class to do group analyses and 

interpret the result together.  Teachers also learned how to integrate other 

existing resources and their teaching approaches to create a positive learning 

environment in the classroom. Furthermore, teachers know that a research 

assistant (clinical psychologist) would sit in to observe their class and their 

performance.  

 

2.3.3. Measures 

This section describes about the measure that used in the current study 

both teachers and student measure including the process of adaptation and 

validation in Cambodia context.  

 

2.3.3.1. Teacher Measures  

Teacher pre-post outcomes were assessed using the Mental Health 

Knowledge Quiz (MHKQ), Mental Health Literacy Scale (MHLS), and 

Beliefs toward Mental Illness (BMI). These assessments were translated, 

http://www.teenmentalhealth.org/
http://www.teenmentalhealth.org/toolbox/school-mental-health-teachers-training-guide-english/
http://www.teenmentalhealth.org/toolbox/school-mental-health-teachers-training-guide-english/
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adapted and also piloted with 10 staff before beginning the study. The Guide 

Lesson Fidelity Rating and Teacher Survey were used to observe teacher 

implementing the guide in classroom.  

The MHKQ (Kutcher, 2016) is an assessment developed for use with 

the curriculum to assess knowledge of information presented in the guide. The 

quiz consists of 30 true/false items (e.g., “a phobia is an intense fear about 

something that might be harmful such as heights, snakes, etc.”). Each item 

was scored as incorrect = 0 and correct = 1, missing data was treated as 

incorrect. Scores are reported as the proportion correct (range: 0-1), with 

higher scores indicate greater knowledge. Internal consistency was not 

calculated as these items are not intended to measure a single underlying 

construct.  

The Mental Health Literacy Scale (O’Connor & Casey, 2015) was 

designed to assess an individual’s level of mental health literacy, determine 

areas in which individuals may require further support, and evaluate the 

effectiveness of interventions intended to improve MHL. The original MHLS 

is a 35-item measure including six subscales that identified subjects’ mental 

health literacy demonstrating good internal consistency (α = .87) and test-

retest reliability (r = .80), and support for its validity for use in evaluating 

outcomes of mental health literacy training programs (O’Connor & Casey, 

2015). The MHLS was adjusted for this current study by removing those 

seven items due to low reliability and lack of evidence these occur in 

Cambodia.  No epidemiology studies that addressed the severity of illness 

between genders are available.  All deleted items and scales are included 

below:  

Question 9. To what extent do you think it is likely that in general in 

Australia, women are MORE likely to experience a mental illness of any kind 

compared to men.  
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Very unlikely   Unlikely  Likely  Very Likely 

Question 10. To what extent do you think it is likely that in general, in 

Australia, men are MORE likely to experience an anxiety disorder compared 

to women.  

Very unlikely   Unlikely  Likely  Very Likely 

Question 11. To what extent do you think it would be helpful for someone to 

improve their quality of sleep if they were having difficulties managing their 

emotions (e.g., becoming very anxious or depressed). 

Very unhelpful Unhelpful  Helpful  Very helpful 

Question 12. To what extent do you think it would be helpful for someone to 

avoid all activities or situations that made them feel anxious if they were 

having difficulties managing their emotions. 

Very unhelpful  Unhelpful  Helpful  Very helpful 

Question 13. To what extent do you think it is likely that Cognitive Behaviour 

Therapy (CBT) is a therapy based on challenging negative thoughts and 

increasing helpful behaviours 

Very unhelpful  Unhelpful  Helpful  Very helpful 

Question 14. Mental health professionals are bound by confidentiality; 

however, there are certain conditions under which this does not apply. To 

what extent do you think it is likely that the following is a condition that 

would allow a mental health professional to break confidentiality: If you are 

at immediate risk of harm to yourself or others 

Very unlikely   Unlikely  Likely  Very Likely 

Question 15. Mental health professionals are bound by confidentiality; 

however, there are certain conditions under which this does not apply. To 

what extent do you think it is likely that the following is a condition that 

would allow a mental health professional to break confidentiality: if your 
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problem is not life-threatening and they want to assist others to better support 

you. 

Very unlikely   Unlikely  Likely  Very Likely 

Therefore, the new version of this instrument consists of 28 items 

which contains only four subscales four subscales, assessing (1) ability to 

recognize mental disorders (e.g., “If someone experienced excessive worry 

about a number of events or activities where this level of concern was not 

warranted, had difficulty controlling this worry and had physical symptoms 

such as having tense muscles and feeling fatigued then to what extend do you 

think it is likely they have General Anxiety Disorder?”; 8 items); (2) Mental 

health help-seeking/self-efficacy (e.g., I am confident that I know where to 

seek information about mental illness”; 4 items); (3) four subscales 

stigma/negative attitudes toward mental illness (e.g., “If I had a mental illness 

I would not tell anyone”; 9 items); and (4) willingness to interact with people 

with mental illness (e.g., “How willing would you be to have someone with a 

mental illness marry into your family?” 7items). The remaining item numbers 

1 to 8 were adjusted to the 1-5 Likert scale instead of the 1-4 Likert scale. The 

five-point scale provided better quality in terms of missing data and higher 

levels of internal consistency compared to four-point. Items are evaluated 

using a 5-point Likert scale ranging from 0 (“very unlikely”/ “strongly 

disagree”/ “definitely unwilling”) to 4 (“very likely”/ “strongly agree”/ 

“definitely willing”). Sub-scale scores were calculated as the mean of all 

answered items, retaining the 0-4 scale range to increase ease of 

interpretation. For the sub-scale of recognition, self-efficacy, and willing to 

interact, higher scores are more positive; for stigma toward mental illness, 

higher scores indicate a greater stigma toward mental illness. The total score 

is produced by summing all items, with a maximum score of 140 and a 

minimum score of 28.  In the current study, internal consistency for the full 
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scale was α = .61 (T1) and α = .72 (T2). For the subscales, internal 

consistency was: Recognition α = .60 (T1) and α = .66 (T2); Self-efficacy α = 

.63 (T1) and α = .74 (T2); Negative attitudes / stigma α = .60 (T1) and α = .66 

(T2); and Willingness to interact α = .62 (T1) and α = .79 (T2) 

The Beliefs toward Mental Illness Scale (Hirai & Clum, 2000) , a 21-

item scale is designed to assess negative stereotypical views of mental illness. 

Response options use a six-point Likert-scale:  “completely disagree” (0), 

“mostly disagree” (1), “partially disagree” (2), “partially agree” (3), “mostly 

agree” (4) and “completely agree” (5). Scores were calculated as the mean of 

all included items, retaining the 0-5 scale range which lower scores indicate 

positive attitudes and high scores indicate negative attitudes toward mental 

illness. Scale consists of three subscale include (1) dangerousness of 

individuals with mental illness (e.g., a mental ill person is more likely to harm 

others than a normal person), 5 items; (2) perceptions that individuals with 

mental illness have poor interpersonal/ social skills (e.g., I am afraid of what 

my boss, friends would think if I were diagnosed as having a psychological 

disorder.); 10 items; and (3) perceptions of the Incurability of mental illness 

as a chronic, unpredictable condition (e.g., Individuals diagnosed as mental ill 

will suffer from the symptoms throughout their life); 6 items. Internal 

consistency for the full scale was α = 81 (T1) and α = .87 (T2). For the 

subscales, internal consistency was: Dangerousness α = .77 (T1) and α = .84 

(T2); Poor social skills α = .53 (T1) and α = .54 (T2); and Incurability α = .54 

(T1) and α = .54 (T2). 

The Guide Lesson Fidelity Rating includes 15 items designed to 

assess teacher fidelity to The Guide curriculum in delivering the classroom 

intervention. Ratings are made by a trained observer using a three-point Likert 

–scale from 1 = not done, 2 = partially done and 3 = done. The instrument 

evaluates five sub-domains including content (e.g.; follow lesson objectives 
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listed in the guide), 3-items; process (e.g.; follow the sequence of lesson 

steps), 3-items; materials (e.g.; used appropriate teaching materials or provide 

relevant examples), 2-items; student acceptance (e.g.; students participate in 

discussion), 3-items; and quality of teaching (e.g.; teacher understands the 

concept), 4-items. 

The Teacher Survey includes 20 items designed to access teacher 

satisfaction implementing The Guide in classroom. Response options use a 3-

Likert scale from 1 = totally disagree, 2 = somewhat agree and 3 = agree. The 

instrument consists of three sub-domains including beliefs, how teacher views 

about the MHL program for their classroom implementation (e.g.; this 

program is feasible to use in my classroom), 7-items; self-efficacy, how 

teachers’ competency in delivering the Guide in classroom (e.g.; I use 

allocated time for activities that maximize learning), 7-items; and enthusiasm, 

accessing how teacher happy with the Guide (e.g.; I enjoy teaching the lesson 

in MHL), 6-items. 

For both of these measures, the total and sub-scale scores were 

calculated as the mean to retain the original rating scale, with a minimum 

score 1 and maximum score 3. Internal consistency was not evaluated for 

these scales given the small sample size for completion. 

 

2.3.3.2. Student Measures  

The Mental Health Knowledge and Attitude Test (Kutcher, 2016), a 

36-item questionnaire developed to accompany the Mental Health & High 

School Curriculum Guide: Understanding Mental Health and Mental Illness, 

Washington State, USA edition. This measure assess knowledge, with 28 

statements evaluated as true / false / I don’t know answer (e.g., “People who 

have a mental illness are frequently violent”). To more accurately assess 

knowledge and avoid correct responses by chance, students encouraged to 
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select “I don’t know” rather than guess if they did not know. Knowledge 

scores are reported as the proportion correct (range: 0-1), with “I don’t know” 

considered not correct. Total score is produced by summing all items, 

maximum score of 28. The remaining eight items in the test assess stigma 

(e.g., “A mentally ill person should not be able to vote in an election”), with 

response options on a 7-point Likert scale ranging from 0 “strongly disagree” 

to 6 “strongly agree”. Internal consistency was α = .47 (T1) and α = .56 (T2).   

 

2.3.4. Procedures  

Study recruitment. After receiving permission from school director 

researcher had a chance to participate in staff meeting to introduce himself 

and the research study to all teachers. The research Informed consent was also 

given to teachers, and they were asked to return the informed consent with 

their signature when they agreed to participate in the study. Researcher also 

made contact with students in grades 7, 8, 10, and 11 to introduce the research 

study and ask for their participation. The consent for students was obtained 

through a passive consent process with a letter sent home to the parents, and 

with students given the option to opt out of data collection. All participants 

were aware of their right to participate or refuse and how the data is stored. 

Teachers were informed that their academic careers would not be affected as 

it was only an exercise for a research purpose. Students also were aware that 

their decision to participate or not participate would not affect their grade as it 

was only an exercise for research. Teachers and students knew that their 

response is kept strictly confidential. Hence, they should be free and honest in 

answering the questions.   

Intervention allocation.  Teachers who returned the research 

informed consent with odd numbers were randomly assigned to control group 

and even numbers were allocated to intervention group. Purposive sampling 
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was used to assign students’ participation. Students were assigned by grade to 

avoid contamination while counterbalancing the two groups for 

developmental differences. Students in 7th and 11th grade classrooms were 

assigned to receive the intervention, while students in 8th and 10th grade 

classrooms were assigned to the control condition. Students in grades 9 and 

12 were not included in this study as they were preparing for examinations. 

Teacher training. Teachers in the intervention group completed the 

two-day in-person mental health literacy training, with the additional 3rd day 

of training for the four implementing teachers. All training was led by the 

researcher and followed the training outline described in section (2.3.2.). 

Teachers in the control group received no MHL training. Each teacher 

participant received the translated curriculum guide with the accompanying 

self-study module. All participants received the equivalent of $5 USD for 

completing the baseline- and follow-up assessments, $20 for participating in 

the 2-day training, and $35 for delivering the classroom-based curriculum. 

Classroom implementation. Teachers were assigned to implement 

the classroom curriculum guide, in consultation with the school director, 

because their classes include English, Library, and Khmer language were 

classes most easily adjusted to allocate instructional time for the curriculum 

guide implementation while maintaining adherence the lesson plan of 

Ministry of Education Youth and Sport requirements. Students at intervention 

group, 7 and 11 grades received the Guide curriculum delivered by one of the 

four trained teachers during regular instructional time. In total, 6 weekly 

sessions, approximately 1 hour per week, were implemented over an eight-

week period, with breaks between the third and fifth week due to the school 

holiday. During implementation, trained research assistants observed the 

classroom instruction and provided feedback the process of classroom 

intervention to researchers. The assistants completed the fidelity rating 
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checklist while observing teachers’ implementation, collecting students’ post 

assessment and teacher satisfaction survey. Students in 8 and 10 grades 

received their standard instruction, but completed baseline and follow-up 

assessments on the same time as the intervention group. Students in grades 9 

and 12 were not included in this study as they were preparing for 

examinations.  

 

2.3.4.1. Data Collection 

All instruments were administered at baseline (T1) and post-

intervention (T2). Assessments were administered to both intervention and 

control groups on the same schedule. Assessment was administered by group 

format; all participants completed the assessment in the same classroom under 

supervision by researcher and research assistants.  Exception, the guide lesson 

fidelity rating and teacher survey was used only with intervention teacher at 

post-test. T1 assessments were administered before the beginning of the 

teacher training workshop for teachers, and before the beginning of the 

classroom implementation for students.  T2 data collection for both teachers 

and students took place the week after completion of the full classroom 

delivery of the MHL curriculum. 

 

2.3.5. Data Analysis  

Data analysis for teachers, all data entry, management, and analysis 

were conducted in SPSS (IBM SPSS Statistics for Windows, 2013). Data was 

double-entered by two research assistants. Data discrepancies were compared 

and resolved using the original surveys. We then examined missing values to 

explore which missing data appeared to be at random. Participant’s pre-post 

data was matched using demographic identifiers as age, sex, teaching 

experience, teaching subject, educational background, family status, etc.  
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We then calculated the total scale scores and sub-scale scores by 

taking the average of all responses; this approach was used to pro-rate missing 

responses. To evaluate the psychometric properties of each scale, we 

calculated internal consistency using Cronbach’s Alpha separately by 

timepoint.  Item analysis was used to examine potentially problematic items 

(i.e., items with low item-rest correlation).  The conducted item analysis 

examined psychometric evaluation which was performed through scale 

reliability analysis that looked at internal consistency based on the average 

inter-item correlation of each scale. Throughout the cross tabulation, chi-

square was used to examine the participant’s baseline demographic 

information.   

Aim 1 analyse. To examine the extent to which respondent 

background (teachers and students) influenced baseline MHL scores on each 

scale was carried out through a series of Univariate (GLM) models comparing 

each scale score across a variety of demographic characteristics. The aim was 

to investigate the baseline characteristics of knowledge, attitudes and mental 

health beliefs across secondary and high school teachers and students, and 

whether these baseline scores of teachers are influenced by gender, education 

and experience, and whether baseline scores of students are influenced by 

age, sex and grade. Due to sparse data, some variables were recoded for 

analysis. Teacher Participants reporting high school and lower were recoded 

as “low education” and participants reported with bachelor degree and higher 

were recoded as “high education”. Teachers who reported up to five years of 

teaching experiences were recoded as “less experience”, and who reported 

more than five-year experiences were recoded as “more experience”. Student 

participants reporting aged of 15 and under were recoded as “under 16-year-

old” and who reported age of over 15-year-old were recoded as “over 15-

year-old”. Students in grade 7 and 8 were recoded as “secondary school” and 
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“high school” for students at grade 10 and grade 11. Baseline scale scores 

were then compared across these variables (sex, age, education, grade, and 

experiences). Teacher and student demographic characteristics were 

compared across intervention groups to determine the extent to which groups 

were comparable at baseline.  

Aim 2 analyses. Further analyses of Univariate Analysis of 

Covariance (ANCOVA) were operated to investigate the change between a) 

teacher groups; b) student groups by demographics at second timeline. The 

analysis of main effects, unadjusted and adjusted models was run to 

investigate whether mental health literacy training increased a) teachers’ 

knowledge, beliefs, behaviours and attitudes; b) students’ knowledge and 

attitudes. Each scale was specified as an outcome in a separate set of models. 

ANCOVA (unadjusted-model) was conducted to examine a statistically 

significant difference in a) teacher group on the scale of MHKQ, MHLS, and 

BMI; b) student group on the scale of Mental Health Knowledge and Attitude 

Test. Baseline demographics that were significantly different by treatment 

group were then included in a second, adjusted model.   

Aim 3 analyses. To examine the influences of independent variables, 

we ran a third set of models including interaction terms to examine if the 

changes were influenced by demographic characteristics. First, we looked at 

characteristics of a) teacher mental health knowledge, beliefs, and attitudes 

through scales that include MHKQ, MHLS, and BMI; b) student mental 

health Knowledge and attitude to see if these scale T1 scores were influenced 

by participant’s demographics. ANCOVA (unadjusted-model) was used to 

investigate a) teacher demographic characteristics such as independent 

variable (male vs. female, high education vs. low education, more experience 

vs. less experience); b) student demographic characteristics like (male vs. 

female, secondary vs. high school) , whether it influenced the scale T1 score, 
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dependent variable. Then ANCOVA (adjusted model) was used to look at the 

improvement of teacher and student knowledge, beliefs, behaviours, and 

attitudes after the intervention. First, we looked at the change by a) teacher 

groups at T2 after controlling T1 score; and then added sex, education, 

position, experience, marital status, religion, and income; b) student groups at 

T2 after controlling T1 scores; and then added sex, age and grade as 

adjustment variables to assess for potential differences. ANCOVA 

(Interaction model) was operated to investigate the interaction effect whether 

the changes were influenced by participant’s demographic characteristics. 

First, we ran interaction effect between sex and group, whether differences 

between treatment and control scores at T2 were impacted by sex, while 

adjusting for the scale T1 score. Then, we run interaction effect between 

education and group changes depending on education while controlling the 

scale T1 score. Finally, we ran interaction effect between experience and 

group changes whether group changes depended on experience of teaching 

while adjusting the scale T1 score. 

Aim 4 analyses. To examine the implementation outcomes based on 

the Guide Lesson Fidelity Rating and Teacher Survey checklists. It is 

primarily descriptive.  We calculated mean instructional time and fidelity 

rating scores by lesson and by teacher.  We also calculated mean satisfaction 

scores for each implementing teacher. Because there were only four teacher-

classroom pairs, we explored whether teacher fidelity and satisfaction were 

associated student-level outcomes by using a one-way ANOVA to examine 

score differences by classroom. We also calculated mean fidelity rating scores 

(total and by domain) for each lesson to identify potential need for further 

adaptation or support.  
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CHAPTER 3 

RESULTS 
 

3. Results  

The main result of this study is to seek the effectiveness of MHL 

intervention by usual classroom teachers on students’ MHL. In results are 

covered for two sections in which the first section as described in 3.1. focused 

on the results of teacher analyses, and the second section in 3.2. described the 

results of student analyses. 

 

3.1. Results of Teacher Analyses  

3.1.1. Demographic Data of Teachers 

Seventy-three (n=73) staff participants participated in this current 

study. Of the 73 participants, thirty-six (n=36) participants were intervention 

group and thirty-seven (n=37) participants were control group – that was time 

one (T1). By time two (T2) sixty-seven (n=67) participants remained for this 

study, six participants missed following up. Out of 36, thirty-four (n=34) 

remained for intervention group and thirty-three (n=33) remained for control 

group. Two participants from intervention group (n=2) and four from control 

group (n=4) failed to provide follow-up data due to reasons unrelated to the 

study (e.g., no longer working at the school, family leave, etc.).  

The majority of participants were female (79%), with a median age of 

27 and over half were teaching staff (66%). Just over half had a bachelor 

(53%) or masters (3%) degree, while others had either a high school (24%) or 

junior high school (15%) education. Two thirds were teaching staff (66%), 

with others in administrative or other non-teaching roles. 
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The mean scores, standard deviation of participant’s characteristics 

was outlined in Table 2. 

 

 

Table 2. Descriptive statistic summary of participant’s background 

information 

Variables  
Overall Treatment Control 

p-value 
(N=67) (n=34) (n=33) 

Age (mean ± SD) 28.06 ± 4.99 28.03 ± 4.68 28.09 ± 5.37 0.96 

Sex 

0.019 Male 14 (20.9%) 11 (32.4%) 3 (9.1%) 

Female 53 (79.1%) 23 (67.6%) 30 (90.1%) 

Education 

0.006 

Secondary  10 (31.3%) 0 10 (31.3%) 

High school  16 (24.2%) 6 (17.6%) 10 (31.3%) 

Bachelor degree 35 (53%) 25 (73.3%) 10 (31.3%) 

Master degree 2 (3%) 2 (3%) 0 

Other 3 (4.5%) 1 (2.9%) 2 (6.3%) 

Family status  

0.733 
Married 28 (42.4%) 16 (47.1%) 12 (37.5%) 

Single  38 (54.5%) 17 (50%) 19 (59.4%) 

Separated  2 (3%) 1 (2.9%) 1 (3.1%) 

Experience 5.43 ± 4.282 5.47 ± 4.515 5.35 ± 3.93 0.929 

less than 5 years 28 (57.1%) 19 (59.4%) 9 (52.9%) 0.665 

5-year/more 21 (42.9%) 13 (40.6%) 8 (47.1%) 
 

Teachers’ status  .000 

Teaching staff 44 (65.7%) 30 (88.2%) 11 (42.4%)  

Non-teaching  23 (34.3%) 4 (11.8%) 19 (57.6%)  
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Religion  

0.281 Buddhism 51 (76.1%) 24 (70.6%) 27 (81.8%) 

Catholic  16 (23.9%) 10 (29.4%) 6 (18.2%) 

Socioeconomic status  

0.022 

Less $100 7 (10.4%) 0 7 (10.4%) 

$100 - $300 38 (56.7%) 19 (55.9%) 19 (57.6%) 

$300 - $500 17 (25.4%) 11 (32.4%)  6 (18.2%) 

$500 -$700 3 (4.5%) 3 (8.8%) 0 

$700 - 900$ 2 (3%) 1 (2.9%) 1. (3%) 

 

3.1.2. Baseline Scale Scores of Teachers  

In response to research question one to determine the baseline 

measures of MH knowledge, attitudes and beliefs across secondary and high 

school teachers and hypothesis one that assumed teachers would have low 

baseline MH knowledge, more negative attitudes and beliefs toward mental 

illness. This section demonstrated the findings through the measure of 

MHKQ, MHLS, and BMI regarding the research question and hypothesis.  

3.1.2.1.  Baseline Scale Scores Between Intervention and Control Groups 

The mean scores, standard deviation of T1 were outlined in Table 3. 

There were no significant differences between groups on any of the baseline 

scores, all p > .05.   

Table 3. ANCOVA – Difference participant’s T1, mean scores, standard 

deviation, and p-value by groups   

Scale 

 

F test, for effect 

of Group 

Intervention Control  

p-

value N 

M 

(SD) N 

M 

(SD) 

MHKQ F (1,64) =.448 34 52.6 33 53.9 .506 
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(.078) (.080) 

MHLS  F (1, 64) = 10.449 34 
3.39 

(.254) 
33 

3.19 

(.236) 
.168 

MHLS subscale1 - 

Recognition  
F (1, 64) = 3.205 34 

3.76 

(.498) 
33 

3.39 

(.427) 
.078 

MHLS subscale2 - 

Self-efficacy 
F (1, 64) = .010 34 

3.61 

(.712) 
33 

3.50 

(.612) 
.920 

MHLS subscale3 - 

Stigma 
F (1, 64) = 1.457 34 

3.26 

(.403) 
33 

3.12 

(.444) 
.232 

MHLS subscale4 - 

Willingness to 

interact 

F (1, 64) = .043 34 
3.09 

(.406) 
33 

2.83 

(.492) 
.837 

BMI F (1, 64) = .628 34 
2.38 

(.612) 
33 

2.63 

(.592) 
.431 

BMI subscale1 - 

Dangerous 
F (1, 64) = .287 34 

2.75 

(.677) 
33 

2.90 

(.791) 
.591 

BMI subscale2 - 

Poor skills 
F (1, 64) = .536 34 

1.85 

(.714) 
33 

2.36 

(.707) 
.467 

BMI subscale3 - 

Incurable 
F (1, 64) = 2.426 34 

2.96 

(.744) 
33 

2.87 

(.719) 
.124 

 

3.1.2.2. Aim 1: Evaluate Baseline MHL Scores by Participant’s 

Demographics 

In response to research question one if these baseline measures were 

influenced by gender, educational background and teacher experience and 

hypothesis one assumed that baseline measures will vary by gender, level of 

education, and experience of teaching.    
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3.1.2.3. Demographic Differences in Baseline Scores  

The mean scores, standard deviation, and p-value by sex, education, 

and experience of scale score T1 were outlined in Table 4 below.  

 

3.1.2.4. Mental Health Knowledge Quiz 

At baseline, female teachers scored an average of 53.9% on the mental 

health knowledge quiz, compared to an average of 51.0% among male 

teachers. This difference was not statistically significant [F (1, 65) = 1.508, p 

= .224]. Teachers with high school education or lower scored an average 

53.9% on the mental health knowledge quiz, compare to an average of 52.7% 

among higher education teachers. This difference was not statistically 

significant [F (1, 61) = .290, p = .592]. Teachers with less experience (4 years 

or less) score an average of 54.2% on the mental health knowledge quiz, 

Table 4. ANCOVA-Differences (T1) Mental Health Knowledge Quiz on 

participants’ sex, education, and experiences  

  MHKQ MHLS BMI 

Variable 

M 

(SD) 

 

95% CI 

M 

(SD) 

 

95% CI 

M 

(SD) 

 

95% CI 

Male 
0.51 

(0.02) 
[.46, .55] 

3.43 

(0.06) 

[3.29, 

3.56] 

2.64 

(0.16) 

[2.31, 

2.97] 

Female 
0.53 

(0.011) 
[.517, .56] 

3.26 

(0.03) 

[3.19, 

3.33] 

2.47 

(0.08) 

[2.30, 

2.63] 

High 

school/lower 

0.53 

(0.016) 
[.50, .57] 

3.23 

(0.05) 

[3.13, 

3.33] 

2.67 

(0.11) 

[2.43, 

2.91] 

Over high 

school  

0.52 

(0.013) 
[.50, .55] 

3.31 

(0.04) 

[3.23, 

3.40] 

2.359 

(0.10) 

[2.16, 

2.55] 

Experience 

less than 5-y  

0.54 

(0.018) 
[.50, .57] 

3.32 

(0.05) 

[3.22, 

3.42] 

2.36 

0.12 

[2.11, 

2.61] 

Experience 

5-y/more  

0.52 

(0.01) 
[.49, .55] 

3.35 

(0.05) 

[3.23, 

3.46] 

2.53 

(0.14) 

[2.23, 

2.82] 
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compare to an average of 52.6% among teachers with more experience (5 

years or more). This difference was not statistically significant [F (1, 47) = 

.438, p = .511]. Results showed the demographic variables including sex, 

education and experience did not influence over the mental health knowledge 

quiz, indicating that the difference of sex (male vs. female), level of education 

(high vs. low) and experiences (more vs. less) of participants have no impact 

on teachers’ mental health literacy.   

 

3.1.2.5. Mental Health Literacy Scale  

At baseline, female teachers scored an average of (M = 3.26, SD = 

.258), compare to an average score of (M = 3.43, SD = .241) among male 

teachers. This difference was not statistically significant [F (1, 65) = 4.970, p 

= .029]. Teachers with higher levels of education scored an average of (M = 

3.31, SD = .233), compared to an average score of (M = 3.23, SD = .279) 

among teachers with lower education. This difference was statistically 

significant [F (1, 61) = 1.553, p = .217). Teachers with five years or more 

experience scored an average of (M = 3.35, SD = .237], compare to an 

average score of (M = 3.32, SD = .279) among teachers with less than five-

year experience. The mean difference (B= -.026) there was not statistically 

significant difference [F (1, 47) = .115, p = .736]. As a result of baseline 

showed there was statistically significant difference between sex which 

female teachers had better MHL compare to male teachers, and there was not 

statistically significant difference between education (lower vs. higher), 

experiences (less vs. more), indicating that the difference of education and 

experience was not influenced over the teachers’ mental health literacy.  
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3.1.2.6. Beliefs Toward Mental Illness 

At baseline, male teachers scored an average (M = 2.64, SD = .618), 

compared to an average score of (M = 2.47, SD = .610) among female 

teachers. The mean difference (B= .174) there was not statistically significant 

difference [F (1, 65) = .893, p = .348]. Teachers with higher levels of 

education scored an average of (M = 2.35, SD = .592), compare to an average 

score of (M = 2.67, SD = .629) among teachers with lower education. The 

mean difference (B=.315) there was statistically significant difference [F (1, 

61) = 4.093, p = .047], indicating that level of education was influenced over 

the beliefs toward mental illness. Teachers with five years or more experience 

scored an average of (M = 2.53, SD = .713), compared to an average score of 

(M = 2.36, SD = .630) among teachers with less than five year experience. 

The mean difference (B= -.167) there was not statistically significant 

difference [F (1, 47) = .755, p = .389]. This finding indicated that the 

difference between sex (male vs. female) and experience (less vs. more) was 

not influenced over the beliefs toward mental illness.  

 

3.1.2.7. Summary Of Aim 1 

Results from baseline measures indicated most notable were relatively 

poor MH knowledge as evidenced by an average score showing teacher were 

only able to answer slightly more than half of knowledge questions correctly 

which intervention group score an average 52.6% and control group score an 

average 53.9% from maximum score of 100%, low levels of willingness to 

interact with people with mental illness as evidenced by an average score of 

MHLS sub-scale (willingness to interact) that intervention group score an 

average score (M = 3.09) and control group score an average (M = 2.83) and 

the maximum score of 5 on scale of 0 to 4, and relatively high levels of 

beliefs about mental illness as more negative perceptions of the 
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dangerousness and incurability of mental disorders. Examining associations 

between baseline scale scores and demographics (sex, work experience, and 

level of education), the only positive association observed was between 

education and the total BMI score; relative to those with lower education, 

those with, higher education had a more positive attitude toward mental 

illness [F (1, 61) = 4.093, p = .047].  

 

3.1.3. Aim 2: Evaluate the Effectiveness of MHL Intervention At T2 

In response to research question two to determine whether MHL 

training increase teachers’ MH knowledge, beliefs, and attitudes toward 

mental illness as measured post training and hypothesis two that assumed 

MHL training increased teachers’ MH knowledge, beliefs and attitudes 

toward mental illness amongst intervention group compared to control group. 

This section demonstrated the changes of intervention group compared to 

control group after receiving MHL intervention.  

3.1.3.1. Scale Descriptive 

The F test, mean scores, standard deviation, and p-value of T2 were 

outlined in Table 5 below.  

Table 5. ANCOVA – Difference participant’s T2, mean scores, standard 

deviation, and p-value by groups   

Scale 

  Intervention Control  

p-value 

F test, for effect 

of Group 
N M (SD) N M (SD) 

MHKQ F (1, 64) = 22.22 34 
64.66 

(14.49) 
33 

51.37 

(07.02) 
< .001 

MHLS  F (1, 64) = 27.36 34 3.62 (.33) 33 
3.16 

(.25) 
< .001 

BMI F (1, 64) = 17.68  34  1.88 (.69) 33 
 2.57 

(.70) 
< .001  
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3.1.3.2. Mental Health Knowledge Quiz 

After controlling for T1 score, the ANCOVA showed the intervention 

group score an average of 64.66% on the scale of mental health knowledge 

quiz, compare to an average score of 51.37% among control group. The mean 

difference (B =.13.3%) there was a statistically significant difference [F (1, 

64) = 22.22, p < .001], indicating that the intervention was effective in 

increasing teachers’ knowledge of mental health. We also run a second, fully 

adjusted-model to account for the potential influence of statistically 

significant baseline differences between the treatment and control groups on 

some demographic variables. This analysis showed that the treatment effect 

changes after adjusting for sex, level of education, teacher status, and income 

[F (1, 37) = 8.450, p = .006], indicating that these variables have influence 

over teachers’ mental health knowledge quiz.  

 

3.1.3.3. Mental Health Literacy Scale  

We examine whether there was a statistically significant difference 

between treatment and control groups on the mental health literacy score at 

follow-up, adjusting for baseline scores. After controlling for T1 score 

(MHLS), the ANCOVA showed intervention group score an average of (M = 

3.62, SD = .33) on the scale of mental health literacy, compare to an average 

score of (M = 3.16, SD = .25) among control group. The mean difference 

(B=.40) there was statistically significant difference [F (1, 64) = 27.36, p < 

.001], indicating that the intervention was effective in increasing mental 

health literacy. We also ran a second, fully adjusted-model to account for the 

potential influence of statistically significant baseline differences between the 

treatment and control groups on some demographic variables.  This analysis 

showed that the treatment effect remained after adjusting for sex, level of 
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education, teacher status, experiences, and income [F (1, 37) = 18.10, p < 

.001], indicating that these variables have influence over teachers’ mental 

health literacy.  

 

3.1.3.4. Beliefs Toward Mental Illness  

We examine whether there was a statistically significant difference 

between treatment and control groups on the beliefs toward mental illness 

scores at follow-up, adjusting for baseline scores. After controlling for T1 

score (BMI), the ANCOVA showed intervention group score an average (M = 

1.88, SD = .69) on the beliefs toward mental illness, compare to an average 

score of (M = 2.57, SD = .70) among control group. The mean difference 

(B=-.55) there was statistically significant difference [F (1, 64) = 17.68, 

p<.001], indicating that the intervention was effective in reducing teachers’ 

negative beliefs toward mental illness. We also ran a second, fully adjusted-

model to account for the potential influence of statistically significant baseline 

differences between the treatment and control groups on some demographic 

variables. This analysis showed that the treatment effect remained after 

adjusting for sex, level of education, teacher status, experience, and income 

[F (1, 37) = 9.61, p = .004], indicating that these variables have influence 

teachers’ beliefs toward mental illness.  

 

3.1.3.5. Scale Descriptive for Subscale Measures  

The difference F-test, mean scores, standard deviation of MHLS 

subscale and BMI subscale by intervention group were outlined in Table 6 

below.  
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Table 6. Results of inferential analyses T2 between Intervention and Control 

Group  

Dependent 

variable 

F test, for effect of 

Group 
ES1 

Adjusted2 

Mean (SD) 

Tx 

Adjusted2 

Mean (SD) 

Cntl 

Recognition  F(1,64)=5.17* R2=.07 2.71 (.51) 2.45 (.38) 

Self-efficacy F(1,64)=5.09* R2=.07 2.71 (.72) 2.33 (.64) 

Stigma F(1,64)=6.24* R2=.09 1.46 (.64) 1.85 (.62) 

Willingness to 

interact 
F(1,64)=30.00**** R2=.27 2.47 (.39) 1.85 (.49) 

Dangerous F(1,64)=17.47**** R2=.19 2.01 (.97) 2.89 (.71) 

Poor skills F(1,64)=8.99** R2=.08 1.57 (.67) 2.06 (.56) 

Incurable F(1,64)=7.91** R2=.09 2.53 (.58) 2.93 (.56) 

Notes: 1=effect size is semi-partial eta-squared, controlling for T1 dependent 

variable.  Means are adjusted for T1 scores 
*=p<.05, **=p<.01, ***=p<.001, ****=p<.0001  

 

3.1.3.6. Subscale of MHLS   

All four dependent variables from the Mental Health Literacy Scale 

were significantly different between the two groups at follow-up, with 

Recognition [F (1, 64) = 5.17, p <.05], Self-efficacy in help-seeking [F 

(1,64)=5.09, p<.05], Stigma [F(1,64)=6.24, p <.05], and Willingness to 

Interact [F (1,64) = 30.00, p <.0001]. In all instances, results favored the 

experimental group, with higher levels of recognition, self-efficacy, and 

willingness to interact, and lower levels of stigma (see Table 5).  

 

3.1.3.7. Subscale of BMI 

The BMI for all three subscales showed significant Group effects, 

with Dangerousness [F (1, 64) =17.47, p <.0001], Poor skills [F (1, 64) =8.99, 

p <0.005], and Incurable [F (1, 64) =7.91, p<0.01]. All effects favored the 

experimental group, which showed lower levels of all variables at follow-up.   
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3.1.4. Aim 3: Evaluate the Effectiveness of MHL Intervention Moderated 

by Participant’s Demographics 

In response to research question three to determine the changes in 

teachers’ MH knowledge, beliefs and attitudes influenced by the variables of 

gender, education and experience of teaching and hypothesis three assumed 

that demographic characteristics such as gender, education and experience of 

teaching will affect teachers’ responses to MHL training. This section 

demonstrated the changes after MHL intervention in relation to these 

variables based on three (MHKQ, MHLS, and BMI).   

 

3.1.4.1. Mental Health Knowledge Quiz  

We looked at the interaction between sex of teacher and groups 

whether the impact of the intervention was different by sex, while adjusting 

for the T1 score. ANCOVA showed the main effect of groups was statistically 

significant [F (1, 62) = 12.107, p = .001]. There was not statistically 

significant neither main effect of sex [F (1, 62) = 2.850, p = .096] nor a sex-

by-group interaction effect [F (1, 62) = .159, p = .691].  

We also looked at the interaction between teachers’ education and 

groups whether the impact of the intervention was different by education, 

while adjusting T1 score. ANCOVA showed the main effect of groups was 

statistically significant [F (1, 58) = 12.556, p = .001]. There was not 

statistically significant neither main effect of education [F (1, 58) = .473, p = 

.494], nor education-by-group interaction effect [F (1, 58) = .568, p = .454].   

Adjusted-model was also used to examine the interaction between 

teachers’ experience and groups whether the impact of the intervention was 

different by experience, while adjusting for the T1 score. ANCOVA showed 

the main effect of group was statistically significant [F (1, 44) = 11.766, 

p=.001]. There was not statistically significant neither main effect of 
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experience [F (1, 44) = 2.336, p = .134] nor experience-by-group interaction 

effect [F (1, 44) = .270, p = .606]. This finding revealed that sex, education 

and experience has no influenced over intervention on teachers’ mental health 

knowledge quiz.  

 

3.1.4.2. Mental Health Literacy Scale  

We looked at the interaction between sex of teachers and groups 

whether the impact of the intervention was different by sex, while adjusting 

for the T1 score. ANCOVA showed the main effect of groups was statistically 

significant [F (1, 62) = 13.187, p = .001]. There was not statistically 

significant neither the main effect of sex [F (1, 62) = .068, p = .795] nor sex-

by-group interaction effect [F (1, 62) = .005, p = .945].  

The interaction effect between teachers’ education and groups was 

also examined whether the impact of the intervention was different by 

education, while adjusting for the T1 score. ANCOVA showed the main 

effect of groups was statistically significant [F (1, 58) = 12.259, p = .001]. 

There was not statistically significant neither the main effect of education [F 

(1, 58) = .174, p = .678], or education-by-group interaction effect [F (1, 58) = 

1.916, p = .172].  

We also looked at the interaction between teachers’ experience and 

groups whether the impact of the intervention was different by experience, 

while adjusting for the T1 score. ANCOVA showed the main effect of groups 

was significant [F (1, 44) = 27.790, p < .001]. There was not statistically 

significant neither the main effect of experience [F (1, 44) = .008, p = .928], 

nor experience-by-group interaction effect [F (1, 44) = .401, p = .530]. This 

finding indicated that sex, education and experience has no influenced over 

intervention on scale of scale of mental health literacy.  
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3.1.4.3. Beliefs Toward Mental Illness  

We looked at the interaction between sex of teachers and groups 

whether the impact of intervention was different by sex, while adjusting for 

the T1 score. ANCOVA showed the main effect of groups was statistically 

significant [F (1, 62) = 5.915, p = .018]. There was not statistically significant 

neither the main effect of sex [F (1, 62) = .007, p = .933] nor sex-by-group 

interaction effect [F (1, 62) = 24.938, p = .742]. 

The interaction effect between teachers’ education and groups was 

also examined whether the impact of the intervention was different by 

education, while controlling for the T1 score. ANCOVA showed the main 

effect of groups was significant [F (1, 58) = 13.124, p = .001]. There was not 

statistically significant neither the main effect of education [F (1, 58) = 1.083, 

p = .302], nor education-by-group interaction effect [F (1, 62) = .024, p = 

.877].  

We also examined the interaction between teachers’ experience and 

groups whether experience moderated the treatment effect, while adjusting the 

T1 score. ANCOVA showed the main effect of groups was significant [F (1, 

44) = 10.424, p = .002]. There was not statistically significant neither the 

main effect of experience [F (1, 44) = .028, p = .868] nor the experience-by-

group interaction effect [F (1, 44) = .257, p = .615]. This finding indicated 

that sex, education and experience has no influenced over intervention on 

scale of beliefs toward mental illness. 

 

3.2. Results of Student Analyses 

In response to research question four to determine the baseline 

measures of students’ MH knowledge and attitudes across students in High 

school (grade 7, 8, 10, and 11) and hypothesis four assumed that students will 
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have low baseline mental health knowledge, more negative attitudes, and their 

knowledge; attitudes.  

 

3.2.1. Demographic Data of Students 

Students (N = 275) who are studying at one Catholic High School 

(grade 7, 8, 10, & 11) were invited to participate in the current study. Out of 

275 which intervention group 52.7% (n = 145) and control group 47.3% (n = 

130). The majority of participants were female 61. 5% (n = 169), male 37.8% 

(n = 104), correspondents did not indicate their sex 0.7% (n = 2). Age ranges 

from 13 to 22 (M = 15.48). Out of 275, grade 7 (25.8%, n = 71), grade 8 

(24.7%, n = 68), grade 10 (22.5%, n = 62), and grade 11 (26.9%, n = 74) and  

Table 7 below was outlined the mean, standard deviation, p-value 

demographic of participants (age, sex, and education).   

Table 7. Distribution of participant’ age, sex, and grade between treatment 

and control groups  

 Overall 

(N = 275) 

Treatment 

(n = 145) 

Control 

(n = 130) p-value 

Age (Mean ± SD) 
15.48 (SD = 

1.99) 

15.58 (SD 

= .199) 

15.37 (SD = 

1.42) 
p <.001 

15 and under 137 (49.8%) 70 (48.3%) 67 (51.5%) 

p = .589 
16 and over  138 (50.2% 75 (51.7%) 63 (48.5%)  

Sex    

p = .234 Male 104 (38.1%) 60 (41.4%) 85 (58.6%) 

Female 169 (61.9%) 44 (34.4%) 84 (65.6%) 

Education 
 

Grade 7 71 (25.8%) 71 (49%) 0 
p < .001 

Grade 8 68 (24.7%) 0 68 (52.3%) 
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Grade 10 62 (22.5%) 0 62 (47.7%) 

Grade 11 74 (26.9%) 71 (51%) 0 

Grade 7-8 (Low) 139 (50.5%) 71 (49%) 68 (52.3%)  
p < .580 

Grade 10-11 (High) 136 (49.5%) 74 (51%) 62 47.7%) 

 

 

3.2.2. Scale Descriptive  

The mean scores and standard deviation by timepoint were outlined in 

Table 8. This shows that at baseline, control and intervention groups did not 

differ on scale scores.  

Table 8. ANCOVA – difference participant’s T1, F test, mean scores, 

standard deviation, and p-value by groups   

Scales 

  Intervention Control  

 
F test, for effect 

of group N 

M 

(SD) N 

M 

(SD) 

p-

value 

MHL - Knowledge F (1,272) =.005 145 
 53.68 

(.09) 
130 

53.03 

(.09) 
=.946 

MHL - Stigma  F (1,272) =.579  145 
3.94 

(.68)  
 130 

3.90 

(.85)  
=.447  

Notes. Student – MHL Knowledge is proportion correct.  Range of the 

Student – Stigma scale is 0 (“strongly disagree”) to 6 (“strongly agree”). 

 

3.2.2.1. MHL - Knowledge  

At baseline, treatment group score an average of (M=53.68, SD=.09) 

on the MHL knowledge, compare to an average score of (M=53.03, SD=.09) 
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among control group. The difference was not statistically significant [F 

(1,272) =.005, p=.946].  

 

3.2.2.2. MHL – Ktigma   

Treatment group score an average of (M=3.94, SD=.68) on the MHL-

stigma scale, compare to an average score of (M=3.90, SD=.85) among 

control group. The difference was not statistically significant [F (1,272) 

=.579, p =.447].  

 

3.2.3. Aim 1: Evaluate Baseline MHL Scores by Participant’s 

Demographics 

In response to research question four to determine whether these 

baseline measures influenced by age, sex, and grad and hypothesis four 

assumed that baseline measures were influenced by age, sex, and grad of 

participants. This section demonstrated the if participant’s demographics have 

influenced over the knowledge and attitudes of participants toward mental 

illness.  

 

3.2.3.1. Scale Descriptive  

The measure T1, mean scores, standard error, and 95% confidence 

interval by age, sex and grade were outlined in Table 9 below.  

Table 9. ANCOVA-differences (T1) knowledge and attitudes on participants’ 

age, sex, and grade 

 
Knowledge  Attitudes  

Variable M (SD) 95% CI M (SD) 95% CI 

15-y/under .524 (.008) [.509, .539] 3.749 (.064) [3.622, 3.876] 

Over 15 years .544(.008) [.528, .559] 4.102 (.064) [3.976, 4.228] 
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Male  .525(.009) [.508, .542] 3.892 (.076) [3.743, 4.041] 

Female .541(.007) [.527, .554] 3.943 (.059) [3.826, 4.060] 

Grade 7-8  .526(.008) [.511, .541] 3.726 (.063) [3.602, 3.851] 

Grade 10-11  .542(.008) [.526, .557] 4.130 (.064) [4.004, 4.256] 

 

 

3.2.3.2.  Knowledge and Attitudes by Age  

We looked at the baseline measures whether baseline score (T1) of 

mental health knowledge and attitudes toward mental illness is varied by age. 

Univariate analysis of variance showed that students age 15 and under had an 

average score of 52.4% and student over age 15 had an average score of 

54.3%. The mean difference (B = -.020) there was not statistically significant 

difference [F (1, 273) = 3.324, p = .069], indicating that age of correspondent 

has no influence over the knowledge of mental health. Attitudes, ANCOVA 

showed that students age 15 and under had an average score of (M = 3.74, SD 

= .787) and student over age 15 had an average score of (M = 4.10, SD = 

.718). 54.3%. The mean difference (B = -.353) there was statistically 

significant difference [F (1, 273) = 15.099, p < .001], indicating that age of 

correspondent has influence over the attitudes toward mental illness.  

 

3.2.3.3.  Knowledge and Attitudes by Sex  

We also looked at the baseline measures whether baseline score (T1) 

of mental health knowledge and attitudes toward mental illness is varied by 

sex. ANCOVA female students score an average of (54.07%), compare to an 

average score of (52.50%) among male students. The mean difference (B = -

.016) there was not statistically significant difference [F (1, 271) = 1.938, p = 

.165], indicating that sex has no influence over the mental health knowledge. 
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Attitude’s scale was also examined, ANCOVA showed female students score 

an average of (M = 3.94, SD = .059), compare to an average score of (M = 

3.89, SD = .076) among male students. The mean difference (B = -.051) there 

was not statistically significant difference [F (1, 271) = .280, p = .597], 

indicating that sex has no influence over the attitudes toward mental illness.   

 

3.2.3.4.  Knowledge and Attitudes by Grade  

We looked at grade of students on mental health knowledge T1 scores 

whether the effect of mental health knowledge and attitudes scales were 

influenced by grade. Grade was computed into two groups (grade 7 and 8 as 

secondary school (n = 139), and grade 10 and 11 as high school (n = 136)). 

ANCOVA showed a lower secondary school score an average of (M =.526, 

SD = .008), compare to an average score (M = .542, SD = .008). The mean 

difference (B = -.015). There was not statistically significant difference [F (1, 

273) = 1.987, p = .160], indicating that grade has no influence over the mental 

health knowledge. The effect of attitudes scale was examined whether it was 

influenced by grade. A one-way ANCOVA showed higher secondary school 

student score an average of (M = 4.130, SD = .064), compare to an average 

score (M = 3.726, SD = .063) among lower secondary school students. The 

mean difference (B=-.404) there was statistically significant difference [F (1, 

273) = 20.079, p < .001], indicating that grade have influence over attitudes 

toward mental illness.   

 

3.2.4. Aim 2: Evaluate the Effectiveness of MHL Intervention at T2 

In response to research question five to determine whether MHL that 

taught by teachers 1h/week and 6h for six weeks lead to an increase in 

students’ MH knowledge and attitudes? and hypothesis five assumed that 
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MHL intervention for students’ increase MH knowledge and attitudes toward 

mental illness compared to students in the control condition.  

 

3.2.4.1.  Scale Descriptive  

The difference F-test, mean scores, standard deviation, p-value T1 and 

T2 by groups were outlined in Table 10 below.  

Table 10. ANCOVA – difference participant’s T1 & T2, F-test, mean scores, 

standard deviation, and p-value by groups   

Scale 

    Intervention Control    

Time

point 

F test, 

for effect 

of Group N 

M 

(SD) N 

M 

(SD) p-value 

MHL - 

Knowledge 

T1 
F (1,272) 

=.005 
145 

 53.68 

(.09) 
130 

53.03 

(.09) 
=.946 

T2 
F (1,272) 

=32.570 
145 

56.98 

(.09) 
130 

50.57 

(.08) 
=.000 

MHL - 

Stigma 

T1 
F (1,272) 

=.579 
 145 

3.94 

(.68)  
 130 

3.90 

(.85)  
=.447  

T2 
F (1,272) 

=41.528 
145 

4.60 

(.84) 
130 

3.98 

(.76) 
=.000 

Notes: Student – MH Knowledge is proportion correct.  Range of the Student 

– Stigma scale is 0 (“strongly disagree”) to 6 (“strongly agree”). 

 

3.2.4.2.  Knowledge and Attitudes  

We looked at the effect of the mental health knowledge T2 score 

between groups whether the intervention was effective in increasing mental 

health knowledge while adjusting for the T1 score. A one-way analysis of 
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covariance (ANCOVA) showed the intervention group scores an average of 

(56.98%), compare to an average score of (50.57%) among control group. 

Intervention group had higher mental health knowledge score than control 

group (B = .06). The difference was statistically significant [F (1, 272) = 

32.570, p < .001], indicating that the intervention was effective in increasing 

the students’ mental health knowledge.  

We also looked at the attitudes T2 score between groups whether the 

intervention was effective in increasing positive attitudes toward mental 

illness. After adjusting T1 score, the analyses of ANCOVA showed that 

intervention group had higher score (M = 4.60, SD = .84) than control group 

(M = 3.98, SD = .76). The mean difference (B =.61) the difference was 

statistically significant [F (1, 272) = 41.528, p <.001], indicating that the 

intervention was effective to decrease students’ negative attitudes toward 

mental illness.  

 

3.2.4.3.  Scale Descriptive ANCOVA Fully Adjusted-Model  

The differences F-test, mean scores, p-value T2 by groups were 

outlined in Table 11 below.  

Table 11. Participants T2 of knowledge and attitudes on adjusted-model 

between groups and sex, age, grade 

 Attitudes  Knowledge  

Variables  M F p-value M F p-value 

Sex 8.636 14.440 .000 .095 11.898 .001 

Age 1.078 1.803 .180 .009 1.092 .297 

Grade 2.034 3.402 .066 .000 .047 .829 

Group 29.405 49.168 .000 .306 38.531 .000 
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We also run a second, fully adjusted-model to account for the 

potential influence of statistically significant baseline differences between the 

treatment and control groups on some demographic variables. This analysis 

showed that the intervention effect remained for the attitudes after adjusting 

for sex, age, and grade [F (1, 267) = 49.168, p <.001] and sex has significant 

difference (p =.001) but age and grade were not statistically significant (p 

>.005).  Knowledge also remained after adjusting for sex, age, and grade [F 

(1, 267) =38.531, p <.001] and sex has significant difference (p =.001) but 

age and grade were not statistically significant (p >.005).  

 

3.2.5. Aim 3: Evaluate the Effectiveness of Intervention Moderated by 

Participant’s Demographic Characteristics 

In response to research question six to determine the changes in 

students’ MH knowledge and attitudes influenced by age, gender and 

education (grade) and the hypothesis six assumed that demographic data such 

as age, gender and education (grade) affect students’ responses to MHL 

intervention; therefore, the analyses was to evaluate the effectiveness of MHL 

intervention in relation to demographic information.    

 

3.2.5.1.  Scale Descriptive 

The difference of mean score, F-test and p-value were outlined in 

Table 12 below.  

Table 12. ANCOVA - The difference interaction effect students’ knowledge 

and attitudes T2 by sex, age, and grade  

Scales  Variable  

Mean 

Square F p-value 

Interaction by Sex - 

Knowledge  

Group 0.234 30.051 .000 

Sex 0.088 11.259 0.001 
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Sex and Group 0.057 7.316 0.007 

Interaction by Sex - 

Attitudes  

Group 25.104 41.467 .000 

Sex 7.475 12.348 0.001 

Sex and Group 0.605 0.999 0.319 

Interaction by Age - 

Knowledge  

Group 0.268 32.156 .000 

Age 0.04 4.85 0.028 

Age and Group 0 0.023 0.881 

Interaction by Age - 

Attitudes  

Group 26.41 41.774 .000 

Age 0.481 0.761 0.384 

Age and Group 0.39 0.617 0.433 

Interaction by Grade 

- Knowledge  

Group 0.268 32.044 .000 

Grade  0.038 4.574 0.033 

Grade and Group 0.001 0.098 0.755 

Interaction by Grade 

- Attitudes  

Group 26.437 41.936 .000 

Grade 1.143 1.813 0.179 

Grade and Group 0.192 0.305 0.581 
 

3.2.5.2.  Knowledge and Attitudes by Sex 

We looked at the interaction between sex of correspond and groups 

whether the impact of intervention was different by sex, while adjusting for 

the T1 score. ANCOVA showed the main effect of groups was statistically 

significant [F (1, 268) = 30.051, p <.001]. There was statistically significant 

neither the main effect of sex [F (1, 268) = 11.259, p =.001] nor the main sex-

by-group interaction effect [F (1, 268) = 7.316, p =.007]. Attitudes, 

ANCOVA showed the main effect of groups was statistically significant [F 

(1, 268) = 41.467, p <.001]. The main effect of sex was statistically 

significant [F (1, 268) = 12.348, p =.001] but sex-by-group interaction effect 

not statistically significant [F (1, 268) = .999, p =.319].  
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3.2.5.3.  Knowledge and Attitudes by Age 

We looked the interaction between grade of correspondent and groups 

whether the impact of intervention was different by grade, while controlling 

for the T1 score. ANCOVA showed the main effect of groups was statistically 

significant [F (1, 270) = 32.156, p <.001]. The main effect of grade was 

statistically significant [F (1, 270) =   4.850, p =.028) but age-by-group 

interaction effect not statistically significant [F (1, 270) = .023, p = .881], 

indicating that the intervention was not influenced by age. We also looked at 

the interaction between age of correspondent and groups whether the age 

moderated the T2 score. Univariate analysis of variance (ANCOVA) showed 

that the main effect of groups was statistically significant [F (1, 270) = 

41.774, p < .001]. There was not statistically significant neither the main 

effect of age [F (1, 270) = .761, p = .384] nor age-by-group interaction effect 

[F (1, 270) = .167, p = .433], indicating that the interaction was not influenced 

by age.  

 

3.2.5.4.  Knowledge and Attitudes by Grade 

We looked at the interaction between grade of students and groups 

whether groups change depending on the grade while controlling for the 

mental health knowledge and attitudes T1 scores. ANCOVA showed that 

higher secondary school students score an average of (55%), compare to an 

average score of (52.6%) among lower secondary school students. Higher 

secondary school students score higher than lower secondary school students 

(B=.024). Intervention group had higher mental health knowledge T2 scores 

(M = .569) than control group (M = .507). The mean difference (B=.063) 

there was not statistically significant difference [F (1, 270) = .098, p =.755], 

indicating that intervention was not influenced by grade level. Attitudes, 

lower secondary school students score an average of (M = 4.36), compare to 
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an average score of (4.22) among control group. Lower grade students score 

higher than higher grade students (B=.134). Intervention group had higher on 

attitudes T2 score (M = 4.60) than control group (M = 3.98). The mean 

difference (B=.622) there was not statistically significant difference [F (1, 

270) = .305, p =.581], indicating that intervention was not influenced by 

grade level.  

 

3.2.6. Exploratory Results of Aim 4: Evaluate Feasibility and 

Acceptability of The Guide-VN as Adapted  

In response to research question seven to determine Is the Guide-VN 

culturally feasible and acceptable to Cambodian classroom context and 

hypothesis seven assumed that The Guide-VN MHL intervention will be 

feasible and acceptable for Cambodian teacher implementation. This section, 

the guide teacher survey and the guide lesion fidelity checklist, analyzed the 

effectiveness of MHL intervention by usual classroom teachers and students’ 

improvement of knowledge and attitudes toward mental illness based on the 

students’ knowledge and stigma/attitudes measures.   

 

3.2.6.1. Implementation Outcomes 

Instructional time. All teachers spent a similar amount of time, on 

average, delivering the lessons.  Individual teacher averages ranged from 56 

minutes to 62 minutes per lesson.  However, whereas all other lessons took an 

average of 51 to 57 minutes to deliver, Lesson 3 (Information on Specific 

Mental Illnesses) took an average of 88 minutes.   This was consistent with 

teacher reports that they needed more time to cover this module due to the 

extensive information presented.  

Fidelity. Mean fidelity by session was generally high with a combined 

mean of 2.55 across sessions, ranging from a low of 2.45 in Lesson 5 
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(Seeking Help and Finding Support) to a high of 2.65 in Lesson 6 (Positive 

Mental Health).  Notably, examining the 24-individual time-fidelity records, 

there appeared to be no correlation between time spent and fidelity (r = -.03).  

Table 13 similarly displays no relationship when looking at classroom 

averages. 

Table 13. A summary of fidelity, teacher survey, and students’ knowledge and 

attitudes mean scores  
 

Class-A Class-B Class-C Class-D Combined 

Average Instructional 

Time 
60.83 62 62 57.17 60.63 

Average Fidelity 

Score 
2.62 2.11 2.62 2.86 2.55 

   Content 2.83 2.17 2.67 3.00 2.67 

   Process 2.76 2.17 2.67 2.89 2.60 

   Materials 2.58 2.08 2.67 2.92 2.56 

   Acceptance 2.61 2.00 2.17 2.61 2.35 

   Quality 2.46 2.13 2.88 2.88 2.58 

Teacher Satisfaction 2.75 2.60 2.45 2.60 2.60 

   Beliefs 2.42 2.28 2.42 2.42 2.39 

   Self-Efficacy 2.85 2.57 2.42 2.57 2.60 

   Enthusiasm 3.00 3.00 2.50 2.83 2.83 

Classroom Knowledge 0.567 0.592 0.556 0.562 0.56 

Classroom Attitudes 4.35 4.68 4.41 4.96 4.61 

 

We did observe variation in fidelity between teachers, with average 

fidelity scores ranging from a low of 2.11 to a high of 2.86. Given this 

variation, we also examined whether there was classroom variation in student 

outcomes. Post-hoc analyses did show that Classroom “D” had significantly 

higher Knowledge scores than all other classrooms (all p<.01), the rest of 

which did not significantly differ from each other.  Classroom B had 
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significantly higher (i.e., worse) Attitude scores (all p<.01) than all other 

classrooms, while Classroom “D” also had significantly (p<.01) higher 

Attitude scores than Classrooms “A” and “C” (which did not differ from each 

other).  Comparing these scores with classroom average instructional time and 

fidelity score, we see no clear pattern of association (Table 1). 

We also examined fidelity sub-domain, including content (M = 2.67, 

range: low-high), process (M = 2.60, range: low-high), materials (M = 2.56, 

range: low-high), students’ acceptance (M = 2.35, range: low-high), and 

quality (M = 2.58, range: low-high). 

Teacher satisfaction. Implementing teachers reported generally high 

satisfaction with the program, with an average satisfaction score of M = 2.60 

(range: 2.45 - 2.75).  Teachers reported higher satisfaction related to 

enthusiasm (M=2.83, range: 2.5-3) and self-efficacy (M= 2.60, range: 2.43-

2.6), with lower satisfaction regarding beliefs about classroom 

implementation (M= 2.39, range: 2.29-2.43). 

 

3.3. Discussion 

Knowledge, attitudes and beliefs about mental illness plays an 

important role in early identification and referral of children in need of 

support. In this regard, this preliminary study was conducted to investigate the 

knowledge, attitudes and beliefs and to assess the feasibility of a mental 

health literacy program, The Guide,(Kutcher, 2016), on  knowledge, beliefs 

and attitudes among teachers and students in Cambodia. Findings suggest that 

with limited adaptations to the original curriculum guide, a 2-day teacher 

mental health literacy training followed by teacher-led classroom 

implementation can improve teacher and student mental health literacy (i.e. 

knowledge, beliefs, and attitudes). This demonstrates the potential of 

sustainable approach aimed at training educators on the low-cost application 
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and teacher-optimized resource and embedding the mental health literacy 

program into existing standard curriculum in classroom.  

To our knowledge, this is the first study assessing teacher and student 

mental health literacy in Cambodia.  

Hypothesis 1&4:  It was assumed teachers and students will have low 

baseline MH knowledge, more negative attitudes and beliefs toward mental 

illness and these will vary by participant’s demographic information. The 

results found are in response to this hypothesis, baseline results demonstrated 

that both teachers and students have limited knowledge, prejudiced 

perceptions and  negative attitudes about mental illness. Prior to intervention, 

the finding showed there were no significant difference between intervention 

and control groups on any of the basline scores (p >.05). Demographic 

variables (sex, education, experience of teaching) have no impact on the 

teachers’ MH knoweldge and attitudes but education has influence over the 

beliefs of teachers and students toward mental illness. Baseline result showed 

consistent finding between teachers and students, higher education teachers 

and students’ grade had less negative beliefs and attitudes toward mental 

illness. Knowledge might be one of important factors to decrease stigma. As 

the previous report showed the public has very limited knowledge about 

mental health(TPO Cambodia, 2015). Culture might also be another main 

contributing factor to stigma around mental illness. Living in a culture that 

was mixed with various religious beliefs might bring more stigmatizing 

beliefs and attitudes. Khmer believe in Buddhist-Hindu beliefs, beliefs in 

spirits, luck and astrology, and emphasis on the connection between physical 

and mental health; help-seeking through the medical system often only occurs 

when traditional methods are unsuccessful in addressing the problem 

(Schunert et al., 2012). 
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 Our first findings are consistent with prior research in Vietnam using 

the same instruments, which showed Vietnamese teachers had poor 

knowledge of mental health problems (Dang et al., 2018). Previous studies 

have also showed teachers had difficulty to identify and distinguish the 

severity of mental disorders, which reflects poor mental health literacy among 

teachers (Deborah Oyine Aluh et al., 2018; Mendonsa, R. D. Shihabuddeen, 

2013). Further, research across multiple settings such as  United States, 

Canada, Malaysia and Nigeria have all demonstrated a need to improve 

students’ knowledge, awareness, recognition, and stigma as well (Mcluckie et 

al., 2014; Mustafa et al., 2015; Omi Jack ide et al., 2016; Wahl et al., 2012). 

These current findings provide critical information about mental health 

literacy challenges in a context that receives little attention on the mental 

health care system, and where the low mental health literacy creates 

substaintial barries to mental health care (McLaughlin & Wickeri, 2012; TPO 

Cambodia, 2015). 

Hypothesis 2 & 5: It was assumed that mental health literacy training 

will increase teachers and students’ MH knowledge, beliefs and attitudes 

toward mental illness amongst intervention group compared to control group. 

Our second finding of this current study confirms the mental health literacy 

program -The Guide was effective at increasing teachers and students’ mental 

health literacy (knowledge, beliefs, and attitudes). The finding was supported 

by previous literature that underpinned the effectiveness of mental health 

literacy programs for training teachers and MHL program that taught by usual 

classroom teachers has positive impact on students’ MH knowledge and 

attitudes toward mental illness (Kutcher, Wei, & Morgan, 2015; Ojio et al., 

2016).  

Hypothesis 3 & 6:  It was assumed that demographic characteristics 

such as gender, education and experience of teaching would affect teachers’ 
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responses to MHL training. The findings also demonstrated participant’s 

demographic including sex, education, occupation status, experience, and 

income have no influence over MH knowledge, attitudes, and beliefs toward 

mental illness. The largest effects for teachers were reported on the scales 

measuring willingness to interact with people with mental illness and 

perceptions of dangerousness.  We posit two explanations for this.  First, 

greater understanding about mental illness (i.e., the cause and effect) might 

increase empathy toward people experiencing mental disorder. Specifically, 

providing a bio-psycho-social framework that includes a medical explanation 

of mental illness as a brain or neurobiological disease may reduce perceptions 

of a spiritual cause of mental illness that implies something evil or something 

brings upon oneself by bad action. Prior research has also shown that people 

who view mental illness as a medical condition tend to hold less stigmatizing 

attitudes than people who viewed mental illness through neurobiological 

explanation or brain condition (Lebowitz & Ahn, 2014; Loughman & Haslam, 

2018). Second, both willingness to interact and perceptions of dangerousness 

may be linked to fear: fear either of social or spiritual contamination, or fear 

of direct physical harm. Both increased understanding of the cause of mental 

illness and increased awareness that most mentally ill people are not 

dangerous should decrease fear and increase willingness to interact.  

Student - it is assumed that demographic characteristics such as age, 

sex, and grade would affect students’ response to MHL training. The findings 

indicated participant's age and grade have no influence over knowledge and 

attitudes, but sex was significant or influence over knowledge (p = .007). This 

finding was also consistent with previous studies that sex was influenced over 

mental health knowledge and attitudes, mental health attitudes of males was 

significantly lower than females (H. Y. Lee et al., 2020); males displayed 

poorer mental health literacy skills compared to females. Males were unlikely 
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to correctly identify problems, more likely to rate symptoms as less serious, to 

perceive the individual as having greater personal control over such 

symptoms, and less likely to endorse the need for treatment of mental illness 

(Gibbons et al., 2015). The difference by sex, girls are more likely to perceive 

more knowledge than boys, may be a number of reasons. One possible 

explanation for this finding is that females may be inherently more 

psychologically minded, introspective, and emotionally aware, thus increasing 

the likelihood that they (a) more active and participate in MHL classroom 

intervention, (b) engage in conversation with teachers and peers relating to 

emotional and psychological difficulties, (c) access to mental health literacy 

materials and/or (d) have contact or interact with individuals who have a 

mental illness. To the best of our knowledge, most generally the public have 

more stigmatizing attitude because they perceived inaccurate information 

about mental illness, and promoting accurate information about mental illess 

could reduce stigma, prejudice, and increase their positive interaction with 

people with mental illness. These findings of smaller effects in other domains 

do, however, highlight areas to focus on in further refinement of The Guide. 

Hypothesis 7: The Guide-VN MHL intervention will be feasible and 

acceptable for Cambodian teacher implementation. Likewise, although we 

observed statistically significant effects at the student level, their low scores – 

particularly in knowledge – indicate room for additional improvement. These 

findings are not atypical; a previous study of The Guide reported about 14% 

improvement among students receiving the intervention (Mcluckie et al., 

2014), compared to about 12% in the current study. Although literature 

supports teacher MHL training as a good strategy to promote children mental 

health care in school system (Mcluckie et al., 2014) its effectiveness may vary 

based on the methodology and actual context ( Kutcher, Wei, McLuckie, & 

Bullock, 2013; Kutcher, Bagnell, & Wei, 2015; Mcluckie, Kutcher, Wei, & 
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Weaver, 2014; Wei, Kutcher, Hines, & MacKay, 2014). Potential factors 

affecting student outcomes in the current study may include both 

implementation factors and cultural/contextual fit.  Below we discuss a 

number of these potential factors.  

Cascading training model. This program was implemented by 

general education teachers who received a 3-day training, which included 

only one day of implementation (train-the-trainers) training.  This level of 

training, although a direct carry-over from the North American curriculum, 

may be insufficient to prepare relatively inexperienced Cambodian teachers to 

deliver the mental health lesson to students. We observed during the teacher 

training a gap in knowledge of mental health literacy in general (manifested 

also in their pre-post Quiz scores) and skills to deliver classroom curriculum. 

Teachers had difficulty understanding the conceptual framework to deliver 

the classroom curriculum. Even in Canada, previous study has found that 

teachers needed more preparation when working with mental issue (A. L. 

Andrews, 2012). Other studies in Canada and Haiti also emphasized the 

necessity to extending the duration and number of training sessions to get 

better outcome of the training (Eustache et al., 2017; Kutcher, Gilberds, 

Udedi, et al., 2015). Teachers also reported feeling stressed and lacking 

confidence, in need extra support from the trainer besides the training for their 

preparation and delivery classroom curriculum. This concern has been 

observed elsewhere as well (Daniszewski, 2013; Udoba, 2014). We believe 

providing additional supports like continuing professional development, 

supervision or consultation would improve both teacher and student 

outcomes.  This is consistent with literature that suggests supervision is 

necessary to lead to behavioral change for learning and teaching processes 

(Evans et al., 2017; Kikegbusi, Gloria & Eziamaka, 2016). Similar findings 
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among Canadian teachers have also showed that supervision was important 

during delivering curriculum in classroom (Daniszewski, 2013). 

Dose. Beyond the dosage issues described for the teachers above, one 

hour per week may be insufficient to deliver the content of the six modules in 

Cambodia, even though prior study had showed the curriculum guide need six 

hours of classroom time or 4-8 weeks intervention (Milin et al., 2016). Since 

this curriculum was developed for Western students, additional 

implementation changes may be needed.  For example, Cambodian students 

may have lower baseline mental health literacy, requiring more intervention 

exposure.  Additionally, Cambodian classrooms may have a larger number of 

students than Canada or the US, requiring adjustment to the classroom 

environment to allow time for teacher-student interaction. For instance, each 

module should require two sessions (two hours), and given this extension may 

provide more interaction between teachers and students.  

Lack of motivation (intrinsic motivation) may also be a factor. 

Teachers play an  important role to created friendly learning environment that 

allow students to seek knowledge as worthwhile and take ownership over 

their learning (Bieg et al., 2011; Blazar & Matthew A. Kraft, 2017; Valerio, 

2012). However, as observed, teachers not only had difficulty understanding 

the concepts and teaching process but also face stressors related to managing 

large classrooms. Students may have also paid less attention than their usual 

study because there were no performance requirements, like taking an exam 

or receiving a grade.  

Cultural fit. Although the Guide required minimal adaptations and 

was further reviewed by a team of highly trained Cambodian psychologists, it 

is also possible that some of this decreased impact was due to the lack of 

specific cultural and contextual adaptations. For example, previous study in 

Cambodia has documented culturally distinct mental health syndrome 
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presentations (D. Hinton et al., 2001; D. E. Hinton et al., 2005) that were not 

incorporated into The Guide. It is possible that expanding The Guide content 

to address these types of syndromes as well may improve outcomes by 

addressing a more comprehensive cultural understanding of what constitutes 

mental illness. 

 

3.4. Strength and Limitations  

Strengths of this study include incorporating a randomized 

experimental design into a real-world implementation context, inclusion of 

both teaching and non-teaching staff, as well as the low dropout rate of 

participants. There are, however, some important limitations. First, we 

conducted this study only in one private school; it is unclear whether these 

findings would generalize to other schools in Cambodia. Teachers and 

students receive more support from school compared to public school; for 

example, teachers receive better support (salaries), and students receive more 

attention from teachers and schools; they receive free part-time courses 

compared to students in public or private schools. Second, because not all 

staff were subsequently engaged in curriculum delivery, they received less 

training and may have been less motivated to fully learn the material and 

implement The Guide. The single-school design also presented barriers to 

randomization; the control group students who did not receive the 

intervention may have had interactions with teachers, non-teaching staff, and 

students who have received the training. Additionally, although the 

assessment tools had been previously validated in Vietnam and were piloted 

before use, they were not separately validated in Cambodia. Adaptations were 

also restricted to the mental health syndromes already described in the 

materials, which did not include local syndromes that Cambodians may be 

more familiar with, and so cannot be assumed to represent the totality of 
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mental health and disorder in this population. Finally, due to resource 

constraints we were unable to conduct a longer-term follow-up to evaluate 

sustained programmatic impacts on knowledge and attitudes, and also were 

not able to directly measure behavior.  The self-report data collection without 

observation or behavior-based measures is a limitation of the study due to the 

potential for social desirability bias. Knowledge and attitudes are seen as 

intermediate outcomes conceptualized as leading to the ultimate goals, of 

increased identification of mental health need, connection to services, and 

ultimately improved functioning.  Our current findings are promising and 

support more extensive evaluation of the MHL curriculum in Cambodia to 

include further adaptation and study of implementation features. 
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CONCLUSIONS AND RECOMMENDATIONS 
 

4.1. Conclusions 

The current study demonstrated consistently positive, although 

varying in magnitude, improvements in knowledge and attitudes among 

teachers and students following implementation of a classroom-based mental 

health literacy program in Cambodia.  Integrating school-based mental health 

program in school setting can be a path-way solution to build the significant 

needs for children and adolescents in limited resource settings like Cambodia 

and is increasingly a focus in LMICs (Kieling et al., 2011; Vikram Patel et al., 

2013). The task-sharing approach that engage teachers to take responsible in 

promoting mental health rather than professional to implement the schoolwide 

mental health programming in accessibility of service and reducing stigma 

associated with seeking mental health care through health facilities (Dang et 

al., 2017; Milin et al., 2016).  However, low levels of mental health literacy in 

many LMICs, including among professionals such as teachers, indicate a 

basic need to strengthen staff and student understanding of mental health, 

mental health disorders, and their treatments, to decrease stigma, and increase 

help-seeking. 

 

4.2. Recommendations 

• Findings from this pilot RCT support the potential benefits of school-

based MHL training in Cambodia, where there is substantial stigma, 

prejudice and discrimination toward mental illness. 

 

Practical Recommendations: 

• Integrate MHL training into standard curriculums in Cambodia 



108 
 

• Include MHL training as only one of a multi-tiered system of supports.  

As MHL increases, there also needs to be clear routes of accessing care 

and support within schools.  

• Consider revise curriculum to be more in accordance with cultural 

context (e.g., Khmer culture) and extend the length of teaching for each 

module (e.g., two hours/sessions for each module).   

 

Research Recommendations: 

• Replicate study in larger, multi-school sample to address methods 

limitations of single school design. 

• Mixed methods research – more qualitative understanding of how 

teachers/students experienced the program, would recommend it be 

improved. 

• Future research should conduct longer follow-up period to look at long-

term impact. 

• Include measures of behavior change, help-seeking to seek if MHL 

intervention by usual classroom teacher is effectiveness to increase 

students’ MHL.   

• Hybrid research to understand necessary supports for teachers to 

deliver the program with better outcomes for students, greater fidelity.  
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Appendices in English 

Questionnaire in English Version 

“Assessing the Effectiveness of Teachers’ Mental Health Literacy Training in 

Cambodia” 

 

Q-code: …………………… 

PART I. Socio-demographic information  

Gender of respondent:   

☐. Male ☐. Female 

2. Age: ………………………… 

 

3. ☐. Full-time teacher   

  ☐. Part-time teacher  

    ☐Staff………………… 

 (Skip to 7)  

4. Subject: ………………………… 

5. Grade: ………… 

6. Year of Teaching: …………… 

7. Educational background 

☐. Secondary school diploma  ☐. Master degree 

☐. High school diploma  ☐. Ph.D. degree   

☐. Bachelor degree  ☐. Others……… 

8. How many children do you have? I have…….………. children 

9. Marital status:   ☐. Married ☐. Separated/Divorce  

    ☐. Widow/Widower  ☐.Other 
10. What religion do you follow?  

☐. Buddha  

☐. Islamic 

☐. Hindu 

☐. Catholic 

☐. Christian  

☐. Non 

☐. Other………………………… 

11. What is your total monthly 

income? 

☐. Less than 100 $ 

☐. $ 100 - $ 300 

☐. $ 300 - $ 500 

☐. $ 500 - $ 700 

☐. $ 700 - $ 900 

☐. Over $ 900 

 

PART II. The Knowledge Quiz of mental health  

Please identify whether the following statements are true or false 

 True False  

1. A phobia is an intense fear about something that might be 

harmful (such as heights, snakes, etc.) 
  

2. Useful interventions for adolescent mental disorders include 

BOTH psychological and pharmacologic treatment. 
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3. Mental distress can occur in someone who has a mental 

disorder. 
  

4. Stigma against the mentally ill is uncommon in the United 

States. 
  

5. Substance abuse is commonly paired with a mental disorder.   

6. The most common mental disorders in teenage girls are 

eating disorders. 
  

7. The stresses of being a teenager are a major factor leading to 

adolescent suicide. 
  

8. Three of the strongest risk factors for teen suicide are: 

romantic breakup, conflict with parents, and school failure. 
  

9. Schizophrenia is a split personality.   

10. A depressed mood that lasts for a month or longer in a 

teenager is very common and should not be confused with a 

clinical depression that may require professional help. 

  

11. After falling in the last two decades, youth suicide rates 

have recently begun to increase in the USA and Canada. 
  

Diet, exercise and establishing a regular sleep cycle are all 

effective treatments for many mental disorders in teenagers. 
  

13. Anorexia nervosa is very common in teenage girls.   

14. Bipolar disorder is another form for manic depressive 

illness. 
  

15. Many clinical depressions that develop in teenagers come 

“out of the blue”. 
  

16. Obsessions are thoughts that are unwanted and known not to 

be correct. 
  

17. Serotonin is a liver chemical that helps control appetite.   

18. About 20 percent of Americans will experience a mental 

illness. 
  

19. Most people with panic disorder do not get well with 

treatment. 
  

20. Depression affects about 2 percent of people in North 

America. 
  

21. A psychiatrist is a medical doctor who specializes in treating 

people who have a mental illness. 
  

22. Attention Deficit Hyperactivity Disorder (ADHD) is equally 

common in boys and girls. 
  

23. A hallucination is defined as a sound that comes from 

nowhere. 
  

24. Panic disorder is a type of Anxiety disorder.   
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25. Medications called “anti-psychotics” are helpful to treat the 

symptoms of Schizophrenia. 
  

26. A delusion is defined as seeing something that is not real.   

27. Lack of pleasure, hopelessness and fatigue can all be 

symptoms of a clinical depression. 
  

28. Nobody with Schizophrenia ever recovers.   

29. People with mania may experience strange feelings of 

grandiosity. 
  

30. Mental disorders are psychological problems caused by poor 

nutrition. 
  

 

PART III. The knowledge of mental health and mental illness  

 The purpose of these questions is to gain an understanding of your 

knowledge of various aspects to do with mental health. When responding, we 

are interested in your degree of knowledge. Therefore, when choosing your 

response, consider that: 

Very unlikely = I am certain that it is NOT likely 

Unlikely  = I think it is unlikely but am not certain 

Neutral  = I think I am in between unlikely and likely (uncertain)  

Likely  = I think it is likely but am not certain 

Very Likely  = I am certain that it IS very likely 

 

If someone became extremely nervous or anxious in one or more situations 

with other people (e.g., a party) or performance situations (e.g., presenting at 

a meeting) in which they were afraid of being evaluated by others and that 

they would act in a way that was humiliating or feel embarrassed, then to 

what extent do you think it is likely they have Social Phobia 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

If someone experienced excessive worry about a number of events or 

activities where this level of concern was not warranted, had difficulty 

controlling this worry and had physical symptoms such as having tense 

muscles and feeling fatigued then to what extent do you think it is likely they 

have Generalized Anxiety Disorder 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

If someone experienced a low mood for two or more weeks, had a loss of 

pleasure or interest in their normal activities and experienced changes in their 
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appetite and sleep then to what extent do you think it is likely they have 

Major Depressive Disorder 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

To what extent do you think it is likely that Personality Disorders are a 

category of mental illness 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

To what extent do you think it is likely that Dysthymia is a disorder 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

To what extent do you think it is likely that the diagnosis of Agoraphobia 

includes anxiety about situations where escape may be difficult or 

embarrassing 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

To what extent do you think it is likely that the diagnosis of Bipolar Disorder 

includes experiencing periods of elevated (i.e., high) and periods of depressed 

(i.e., low) mood 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 

To what extent do you think it is likely that the diagnosis of Drug 

Dependence includes physical and psychological tolerance of the drug (i.e., 

require more of the drug to get the same effect) 

Very 

unlikely 

Unlikely Neutral  Likely Very Likely 

0 1 2 3 4 
 

 

 

 

Please indicate to what extent you agree with the following statements by tick 

():  

 

0 = Strongly Disagree  

1 = Disagree   
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2 = Neither agree or disagree 

3 = Agree   

4 = Strongly Agree 

Items  Scale (0 to 4)  

9. I am confident that I know where to seek 

information about mental illness 
0 1 2 3 4 

10. I am confident using the computer or telephone to 

seek information about mental illness 
0 1 2 3 4 

11. I am confident attending face to face appointments 

to seek information about mental illness (e.g., seeing 

the GP) 

0 1 2 3 4 

12. I am confident I have access to resources (e.g., 

GP, internet, friends) that I can use to seek 

information about mental illness 

0 1 2 3 4 

 

Please indicate to what extent you agree with the following statements by tick 

(): 

0 = Strongly Disagree  

1 = Disagree   

2 = Neither agree or disagree 

3 = Agree    

4 = Strongly Agree 

 Scale (0 to 4) 

13. People with a mental illness could snap out if it if 

they wanted 
0 1 2 3 4 

14. A mental illness is a sign of personal weakness 0 1 2 3 4 

15. A mental illness is not a real medical illness 0 1 2 3 4 

16. People with a mental illness are dangerous 0 1 2 3 4 

17. It is best to avoid people with a mental illness so 

that you don't develop this problem 
0 1 2 3 4 

18. If I had a mental illness I would not tell anyone 0 1 2 3 4 

19. Seeing a mental health professional means you are 

not strong enough to manage your own difficulties 
0 1 2 3 4 

20. If I had a mental illness, I would not seek help 

from a mental health professional 
0 1 2 3 4 

21. I believe treatment for a mental illness, provided 

by a mental health professional, would not be 

effective 

0 1 2 3 4 

 

Please indicate to what extent you agree with the following statements by 

tick (): 
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0 = Strongly Disagree  

1 = Disagree   

2 = Neither agree or disagree 

3 = Agree    

4 = Strongly Agree 
 

 Scale (0 to 4) 

22. How willing would you be to move next door to 

someone with a mental illness? 
0 1 2 3 4 

23. How willing would you be to spend an evening 

socializing with someone with a mental illness? 
0 1 2 3 4 

24. How willing would you be to make friends with 

someone with a mental illness? 
0 1 2 3 4 

25. How willing would you be to have someone with a 

mental illness start working closely with you on a job? 
0 1 2 3 4 

26. How willing would you be to have someone with a 

mental illness marry into your family? 
0 1 2 3 4 

27. How willing would you be to vote for a politician if 

you knew they had suffered a mental illness? 
0 1 2 3 4 

28. How willing would you be to employ someone if you 

knew they had a mental illness? 
0 1 2 3 4 

 

Please say How True you think each of the following statements is by tick 

():  

0 = completely disagree  

1 = mostly disagree  

2 = partially disagree 

3 = partially agree   

4 = mostly agree   

5 = completely agree 

BMI - 21 Items   

1. A mentally ill person is more likely to 

harm others than a normal person 
0 1 2 3 4 5 

2. Mental disorders require a much longer 

period of time to be cured than other 

general diseases take to be cured 

0 1 2 3 4 5 

3. It may be a good idea to stay away from 

people who have psychological disorder 

because their behaviour is dangerous  

0 1 2 3 4 5 

4. The term ‘psychological disorder’ 

makes me feel embarrassed  
0 1 2 3 4 5 
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5. A person with psychological disorder 

should have a job with only minor 

responsibilities  

0 1 2 3 4 5 

6. Mentally ill people are more likely to be 

criminals  
0 1 2 3 4 5 

7. Psychological disorders tend to re-occur  0 1 2 3 4 5 

8. I am afraid of what my boss, friends and 

others would think if I were diagnosed 

as having a psychological disorder  

0 1 2 3 4 5 

9. Individuals diagnosed as mentally ill 

will suffer from the symptoms 

throughout their life  

0 1 2 3 4 5 

10. People who have once received 

psychological treatment are likely to 

need further treatment in the future  

0 1 2 3 4 5 

11. It may be difficult for mentally ill 

people to follow social rules such as 

being punctual or keeping promises  

0 1 2 3 4 5 

12. I would be embarrassed if people knew 

that I dated a person who once received 

psychological treatment  

0 1 2 3 4 5 

13. I am afraid of people who are suffering 

from psychological disorders because 

they might harm me  

0 1 2 3 4 5 

14. A person with psychological disorder is 

less likely to function well as a parent  
0 1 2 3 4 5 

15. I would be embarrassed if a person in 

my family became mentally ill  
0 1 2 3 4 5 

16. I believe that psychological disorders 

can never be completely cured   
0 1 2 3 4 5 

17. Mentally ill people are unlikely to be 

able to live by themselves because they 

cannot assume responsibilities   

0 1 2 3 4 5 

18. Most people would not knowingly be 

friends with a mentally ill person  
0 1 2 3 4 5 

19. The behaviour of people who have 

psychological disorders is unpredictable  
0 1 2 3 4 5 

20. Psychological disorders are unlikely to 

be cured, regardless of treatment  
0 1 2 3 4 5 

21. I would not trust the work of a mentally 

ill person assigned to my work team  
0 1 2 3 4 5 
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The Guide Lesson Fidelity Rating 

 

Teacher: ________________School_____________ Class_______________ 

Lesson: _______________________________________________________ 

Lesson length: ____________Time tart: ____________Time end__________ 

Date of Rating: _________________________________________________ 

Rater: _________________________________________________________ 

 

1 = Not Done  2 = Partially Done  3 = Done 

 

No. Items  1 2 3 

1. Content 

1.1 Follow lesson objectives listed in the Guide    

1.2 Address major concepts listed in the Guide    

1.3 Organize activities recommended    

2. Process 

2.1 Follow the sequence of lesson steps    

2.2 Use appropriate methods 

(list methods used) 

   

2.3 Appropriate and efficient time for activities 

- List time for instruction/lecture 

- Time for discussion  

- Time for demonstration 

- Time for practice 

- Others: 

   

3. Materials 

3.1 Use appropriate teaching materials (e.g., worksheet, 

photos, etc.,) 

   

3.2 Provide relevant examples    

4. Students’ acceptance 

4.1 Students participate in discussion    

4.2 Students respond to the lesson    

4.3 Students show interest in the lesson    

5. Quality of teaching 

5.1 Teacher understands the concept    

5.2 Teacher prepares for the lesson    

5.3 Teacher shows enthusiasm     

5.4 Teacher shows confidence     
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Teachers Survey 

1 = Totally Disagree  2 = Somewhat Agree  3 = Agree 

No.  Items 1 2 2 

Beliefs 

1 This program is feasible to use in my classroom     

2 This program probably would require more time on my 

part than it’s worth. 

   

3 I am a little concerned that this program might have some 

negative effects for some of my students 

   

4 I like the strategies and methods used in this program.    

5 Overall, I believe this program will be beneficial for my 

students. 

   

6 This program is helpful for me and my students    

7 This program seems complicated to use in my classroom    

Self-efficacy 

8 I use allocated time for activities that maximize learning    

9 I communicate to students the specific learning outcomes 

of the lesson 

   

10 I communicate to students’ content knowledge that is 

accurate and logical 

   

11 I monitor students’ involvement during learning task    

12 I successfully maintain a positive classroom climate    

13 I adjust teaching and learning activities as needed    

14 I provide alternative explanation or example when the 

students are confused 

   

Enthusiasm 

15 I intend to make a good effort to implement the program.    

16 I read the manual carefully    

17 I spend time to prepare before teaching the lessons of 

MHL 

   

18 I am willing to try this program in my classroom    

19 I try my best to make the lesson of MHL interesting    

20 I enjoy teaching the lesson in MHL     
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Agenda for day-3 MHL training 

Detailed instructions on how to use a handbook for teaching mental 

health in school 

Time Topic Descriptions & Activities  Facilitator (s) 

07:30 – 

8:00 
Registration  • Arrival of Participant 

Bunnary & 

Chanthorn  

08:00-09:00 
Introduction to 

six modules  

• Review the module 

together with participants  

• slide presentation the 

summary of main 

activities and message 

for each module 

Bunna 

09:00-10:០0 
Introduction to 

modules and 

online resource  

• Link and password to 

access to modules  

• Practice to use internet 

and access to the module 

and download.  

Bunna  

10:00-10:30 Coffee-Break  

10:30-12:00 

Working on 

Modules in 

detail and set the 

work plan in 

draft  

• Group discussion  

• what was the main 

activities and message 

cover for each module?  

• Time management in 

delivering the activities 

and key messages.  

Bunna  

12:00-13:30 Lunch-Break 

13:30-14:30  

 

Working on 

Modules in 

details and set 

the work plan in 

draft 

 

• Group discussion  

• what was the main 

activities and message 

cover for each module?  

• Time management in 

delivering the activities 

and key messages. 

 

Bunna 

14:30-15:30 Coffee-Break 

15:30 - 

16:30 

Working on 

Modules in 

details  

• Slide presentation cover 

the main activities and 

message.  

Bunna 

16:30 – 

17:00 
Reflection  • Question and Answer  Bunna 
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Letter to Teacher’ Informed Consent Form English Version 

 

Date 

Dear Teacher: 

 

My name is Phoeun Bunna, lecturer psychology at National Institute of 

Physical Education and Sport and PhD. Student in Child and Adolescent 

Clinical Psychology at University of Education, Vietnam National University, 

Hanoi, Vietnam. I am conducting a research on “Assessing the Effectiveness 

of Teachers’ Mental Health Literacy Training in Cambodia”.  

 

I would like to invite you to participate in this study. If you agree to 

participate, you will be randomly selected be either in group of intervention or 

control group. Both groups are required to complete survey questionnaire 

prior and after the study which survey includes background and socio-

economic status information, beliefs toward mental illness, mental health 

literacy scale, and the knowledge of quiz prior and after the study. Answering 

the questionnaire will take about 30 minutes. In addition, intervention group 

are required to participate a 2-day training on mental health literacy and 

require to teach student about mental health literacy based on existing manual 

1 hour per six weeks.     

 

Answering the survey is voluntary and you have the right to discontinue at 

any time and for whatever reason.  Your responses will be treated with 

confidentiality and will neither show to other teachers nor the school director.  

Research reports will not contain the identities of respondents nor their 

individual responses. 

 

Should you have any questions or concerns, please feel free to contact me at 

telephone no.  (855) 12 942 964 or email to: bunnapsyeng@gmail.com. 

 

We look forward to your participation. 

 

Sincerely, 

 

Phoeun Bunna  
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Teachers’ Informed Consent 

 

By signing below, it means I give either agree to answer a survey on 

“Assessing the Effectiveness of Teachers’ Mental Health Training in 

Cambodia” or participate in a 2-day training that is being administered by Mr. 

Phoeun Bunna, the lecturer at National Institute of Physical Education and 

Sport and Ph.D. student at Vietnam National University.  

 

I understand that:  

I will either participate in control participants or intervention participants by 

randomly selected 

I will answer a questionnaire regarding views about background and socio-

economic status information, belief toward mental illness, mental health 

literacy scale, and the knowledge of quiz. The questionnaire will take about 

30 minutes to answer. 

I am free to stop answering the questionnaire at any time and for whatever 

reason. 

 

My responses will neither show to other teachers nor the school director. 

 

Research reports will not include my name or my individual responses.   

 

 

 

____________________________  _________________________ 

Teacher of Student     Teachers’ Printed Name 

 

 

 

___________________________  __________________________ 

  

Date        Date  
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Parent Informed Consent 

 

Dear Sir/Madam 

Parent or Guardian 

 

My name is Phoeun Bunna, Ph.D. student at the Vietnam National University. 

I am conducting a research on “Assessing the Effectiveness of Teachers’ 

Mental Health Literacy Training in Cambodia” and the study will be held at 

private High School in Cambodia, with the permission from school director.  

 

Part of this study will require students’ participation of grades 7, 8, 10 and 11. 

They will participate in answering some mental health questions about 15 

minutes and participate in learning mental health literacy one hour per week 

for six weeks. All their responses will be kept confidential and the research 

report will not identify the respondent's identities or the individual answers. 

For this, they will receive a pen and highlighter. 

 

As notified above, I would like to ask your permission for children’s 

participation in this study.  

 

If you have any questions or concerns please contact me on 012-942-964  

Or email: bunnapsyeng@gmail.com  

 

       Made in Phnom Penh, March 26, 

2018 

 

         Phoeun Bunna  
 
 

 

 

 

 

mailto:bunnapsyeng@gmail.com
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Appendices in Khmer 
 

កម្រងសំណួរ 
កូដ……….. 
“ការវាយតម្រៃម្រសិទ្ធភាពវគ្គរណ្តុះរណ្តាលផ្នែកសុខភាពនៃូវចិតតម្គូ្រងម្ងៀនងៅករពុជា” 
ផ្នែកទ្ី ១ : ពត៏មានម្រជាសាស្រសត  
ងេទ្ររស់អ្ែកង ៃ្ើយតរសមាភាសន ៍ៈ ☐. ម្រុស            ☐.ម្សី   
2. អាយុ: …………… 
☐.ម្គ្ូរងម្ងៀនងពញងមា ាង
  
☐.ម្គ្ូរងម្ងៀនងម្ៅងមា ាង
  
☐.រុគ្គលិកផ្នែក
 .......................................
 ... 
(រំលងងៅសំណួរទី្៧) 

រងម្ងៀនរុខវិជាជា: …………………… 
ថ្នាក់ទ្ី: …….…………… 
រទ្ពិងសាធន រងម្ងៀន  …………ឆនាំ 

3. ម្រវតតិម្នការសិកាាអ្រ់រំ  
 ☐.រធាយរសិកាារឋរេូរិ    ☐.ររិញ្ញារម្តជាន់ខពស់ 
 ☐.រធាយរសិកាាទ្ុតិរយេូរិ ☐.ររិញ្ញារម្តរណឌិត 

 ☐.ររិញ្ញារម្ត    ☐.ងនាេងៗ  (រញ្ជាក់ ...................) .  
4. ងតើអ្ែកមានកូនចំនួនរ ុន្មានន្ក់? ……………………ន្ក់ 
5. សាថានភាពម្គ្ួសារ   ☐. រស់ងៅជុំគ្នា  (ងរៀរការ )    ☐.  រស់ងៅផ្រកគ្នា   
☐ . ងរមា ាយ / ង ុះមា ាយ ឬ ផ្លងលុះ        ☐ .  ងនាេងៗ 
6. ងតើអ្ែកកាន់សាសន្
អ្វី ? 
 ☐.ម្ពុះពុទ្ធ 
 ☐.អ្ ៊ីសាលារ 
 ☐.ហិណឌូ 
 ☐.កាតូលិក 

7. ងតើម្ាក់ចំណូលសរុរម្រចំផ្ខររស់ម្គ្ួសារអ្ែកម្រផ្ហល
រ ុន្មាន? 

 .  តិចជាង $១០០  
 .  $ ១០០ - $ ៣០០   
 .  $ ៣០០ - $ ៥០០   
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 ☐.ម្គ្ីសទីន  
 ☐.អ្ត់ 
 ☐.ងនាេងៗ

 ........... ...................  

 .  $ ៥០០ - $ ៧០០   
 .  $ ៧០០ - $ ៩០០ 

 

 

ផ្នែកទ្ី ២ : ចងំណុះដឹងទាក់ទ្ងនិងសុខភាពនៃវូចិតត  

សូររញ្ជាក់ ថ្ងតើម្រងោគ្ខាងងម្ការងនុះ  ពិត ឬ រិនពិត។ សូរងម្ជើសចងរៃើយ ពិត ឬ 
រិនពិត ងោយគូ្ស  ( √) កែុងម្រអ្រ់ងដើរាបីរញ្ជាក់ពីចងរៃើយររស់អ្ែក 

 
ម្រងោគ្ )១ = ពិត  ២ = រិនពតិ(   

1. ជំងឺេ័យខាលាច 
គឺ្ជាការេ័យខាលាចម្ជុលហួសងហតុពីអ្វីរួយផ្ដលអាចងធវើឱាយមានងម្គ្ុះថ្នាក់ (ដូចជា 

ខពស់ សតវពស់ ជាងដើរកផ្នៃង )  
១ ២ 

2. អ្នតរាគ្រន ផ្ដលមានម្រសិទ្ធភាពសម្មារ់ជំទ្ង់ផ្ដលមានជំងឺនៃូវចិតត រួរមាន 
ការពាាាលតារផ្ររចិតតសាស្រសត និង ការពាាាលងោយងម្រើឱសថនៃូវចិតត 

១ ២ 

3. ការតានតឹងចិតតអាចងកើតមានចំង ុះផ្តអ្ែកផ្ដលមានជំងឺនៃូវចិតតរ ុងណ្្ាុះ  ១ ២ 
4. ការមាក់ងាយចំង ុះជំងឺនៃូវចិតតរិនសូវមានងទ្ងៅសហរដឋអាងររិក ១ ២ 
5. ជាទូ្ងៅ ការរំ នងម្គ្ឿងងញៀនងកើតង ើងម្ពរគ្នាជារួយជំងឺនៃូវចិតត  ១ ២ 
6. ជំងឺនៃូវចិតតភាគ្ងម្ចើនផ្ដលងកើតកែុងចំងណ្រងកេងម្សីវ័យជំទ្ង់គឺ្ជំងឺវិរតតិម្នការ
ររិងភាគ្អាហារ 

១ ២ 

7. ការតានតឹងចិតតកែុងវ័យជំទ្ង់គឺ្ជាកតាតាចរាបងផ្ដលរណ្តាលឱាយរនុសាេវ័យជំទ្
ង់ងធវើអ្តតឃាត 

១ ២ 

8. កតាតាងម្គ្ុះថ្នាក់ចរាបងៗរីផ្ដលងធវើឱាយជំទ្ង់ងធវើអ្តតឃាតរួរមាន៍ៈ 
ការផ្រកាក់ងសែហា រញ្ហាជារួយឪពុកមាតាយ និង ររាជ័យកែុងការសិកាា 

១ ២ 

9. ជំងឺចិតតវិកលរា ាំម្រ៉ៃ គ្ឺជារុគ្គលិកលកខណ៍ៈផ្រកផ្ខែក ១ ២ 
10. អាររេណ ធ្លាក់ទឹ្កចិតតផ្ដលមានកែុងរយ៍ៈងពលរួយផ្ខឬងម្ចើនជាងងនុះកែុងវ័យ
ជំទ្ង់គឺ្ជាងរឿងធរេតា 
ងហើយរិនគួ្រភាន់ម្ច ំជារួយនឹងជំងឺធ្លាក់ទឹ្កចិតតផ្ដលអាចម្តូវការការជួយពីអ្ែក

១ ២ 
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ជំន្ញឯកងទ្សងន្ុះងទ្ 
11. រន្ទារ់ពីមានការធ្លាក់ចុុះរយ៍ៈងពលពីរទ្សវតាេចុងងម្កាយងនុះ អ្ម្តាម្នការ
សមាលារខ់ៃួនររស់យុវជនានចរ់ងនតើរងកើនង ើងជាថេីងៅ សហរដឋអាងររិក និង 
កាណ្ោ  

១ ២ 

12. ការមានរររអាហារ  ការហាត់ម្ាណ និង 
ការរងងកើតទ្មាលារ់ងគ្ងឱាយានងទ្ៀតទាត់ ទាំងងនុះជាការពាាាលដ៏
មានម្រសិទ្ធភាពសម្មារ់ជំងឺនៃូវចិតតជាងម្ចើនងៅវ័យជំទ្ង់ 

១ ២ 

13. ជំងឺខាលាចធ្ត់ គ្ឺជាងរឿងធរេតាសម្មារ់ងកេងម្សីកែុងវ័យជំទ្ង់ ១ ២ 
14. ជំងឺាយរ ូឡា ជាជំងឺនៃូវចិតតផ្ដលមានទឹ្កចិតតង ើងចុុះ ១ ២ 
15. ជំងឺធ្លាក់ទឹ្កចិតតភាគ្ងម្ចើនផ្ដលងកើតង ើងកែុងវ័យជំទ្ង់គឺ្ងកើតង ើងភាលារៗ“

ងោយរិនដឹងពីរូលងហតុ” 
១ ២ 

16. ការគ្ិតរំខានដផ្ដលៗ 
គឺ្ជាការគិ្តផ្ដលងគ្រិនចង់ងកើតមានងហើយម្តូវានទ្ទួ្លសាគាល់ថ្ជាគំ្និតរិន
ម្តឹរម្តូវ 

១ ២ 

17. អ័្ររ ូនងសរ៉ៃូតូនីន ជាសារធ្តុគី្រីកែុងងថៃើរផ្ដលជួយម្គ្រ់ម្គ្ងចំណង់
កែុងការររិងភាគ្អាហារ 

១ ២ 

18. ម្រមាណជា ២០ភាគ្រយ ម្នជនជាតិអាងររិកមានជំងឺនៃូវចិតត ១ ២ 
19. រនុសាេភាគ្ងម្ចើនផ្ដលមានជំងឺម្សឺត 
រិនានទ្ទួ្លនលម្រងសើរពីការពាាាលងទ្ 

១ ២ 

20. ជំងឺធ្លាក់ទឹ្កចិតតរ ុះ ល់ដល់ម្រជាជនងៅអាងររិកខាងងជើងម្រមាណជា 
២ភាគ្រយ 

១ ២ 

21. ម្គូ្ងពទ្ាយវិកលវិទ្ាាជាម្គ្ូងពទ្ាយងវជជសាស្រសតផ្ដលមានឯកងទ្សកែុងការពាាាលអ្ែ
កផ្ដលមានជំងឺនៃូវចិតត 

១ ២ 

22. ជំងឺរពឹស ADHD  ងកើតង ើងមានចំនួនងសេើគ្នារវាងងកេងម្រុស និងងកេង ម្សី  ១ ២ 
23. រមាល hallucinationម្តូវានងគ្កំណត់ថ្ជាសំង ងរួយផ្ដល 
គ្មានម្រេពពិតម្ាកដ 

១ ២ 

24. ជំងឺម្សឺតជាម្រងេទ្រួយម្នជំងឺថរ់ាររភ ១ ២ 
25. ថ្នាំផ្ដលងគ្ងៅថ្ “ម្រឆំង-ចិតតវិកល (anti-psychotics)” 
មានសារ៍ៈម្រងោជន ងដើរាបីពាាាលងរាគ្សញ្ញាម្នជំងឺចិតតវិកលរុំុំាម្រ៉ៃ 

១ ២ 
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26. ជំងនឿខុស  
នងគ្កំណត់ថ្ជាការងរើលង ើញអ្វីរួយផ្ដលរិនមានពិតម្ាកដម្តូវា  

១ ២ 

27. ការាត់រង់ភាពសរាាយរីករាយភាពអ្ស់សងាឃឹរនិងអ្ស់កមាលាំងលហិតម្លហអាច
ជាងរាគ្សញ្ញាម្នជំងឺធ្លាក់ទឹ្កចិតត 

១ ២ 

28. គ្មាននរណ្មានាក់ផ្ដលមានជំងឺចិតតវិកលរុំុំាម្រ៉ៃធ្លារ់ជាសុះងសាបើយងទ្ ១ ២ 
29. រនុសាេផ្ដលមានការងវីរវាយអាចមានអាររេណ ចផ្រៃកអ្សាចារាយ ១ ២ 
30. ជំងឺនៃូវចិតតជារញ្ហានៃូវចិតតផ្ដលរណ្តាលរកពីកងវុះអាហារូរតថរភ ១ ២ 

 

ផ្នែកទ្ី ៣ : ចំងណុះដឹងសខុភាពនៃូវចិតតនិងជំងឺនៃវូចិតត  

ងគ្លរំណងម្នសំនួរទាំងងនុះ គ្ឺងដើរាបីរងងកើនការយល់ដឹងររស់អ្ែកទាក់ទ្ងនឹងសុខភាពនៃូវចិតត។ 
ងយើងចរ់អាររេណ នឹងកម្រិតម្នចំងណុះដឹងររស់អ្ែកងៅងពលង ៃ្ើយនឹងសំណួរ។ ដូងចែុះ 
ងៅងពលអ្ែកងម្ជើសងរីសចងរៃើយ សូរពិចរណ្ងលើកម្រិតទាំងងនុះ៖ 
 

០ = រិនទំ្នងទាល់ផ្តងសាុះ (ខែុំម្ាកដថ្វារិនផ្រនអ្ញ្ចឹងងទ្) 
១ = រិនទំ្នង (គិ្តថ្វារិនទំ្នង ផ្តខែុំររិនម្ាកដងទ្) 
២ = ទំ្នងខៃុះអ្ត់ខៃុះ (ចងរៃើយររស់ខែុំងៅចងន្លាុះ ទ្ំនង និង រិនទំ្នង រិនម្ាកដ) 
៣ = ទំ្នង (ខែុំគិ្តថ្វាទំ្នងជាអ្ញ្ចឹងផ្តខែុំរិនម្ាកដងទ្) 
៤ = ទំ្នងខាលាំងណ្ស់ (ខែុំម្ាកដថ្វាពិតជាអ្ញ្ចឹង) 

1. ម្រសិនងរើនរណ្មានាក់ មានការេ័យខាលាច ឬ េ័យសៃន់ងសាលាោ ាងខាលាំងកែុងសាថានភាពរួយ ឬ 
ងម្ចើនងពលងៅជារួយរនុសាេដម្ទ្ងនាេងងទ្ៀត (ឧ . ងៅកែុងពិធីជរ់ងលៀង  )ងពលរំព ឬ ង ញការងារ 
(ឧ . ការងធវើរទ្រងាហាញងៅកែុងអ្ងគម្រជំុ  )ថ្ពួកងគ្មានការេ័យខាលាចអ្ែកដម្ទ្វាយតម្រៃខៃួន 
ងហើយពួកងគ្រងញ្ចញសករេភាពដូចជាកំពុង រងភាព  អាមា ាស ឬ មានអាររេណ ថ្អាមា ាស 
ដូងចែុះងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ពួកងគ្ទំ្នងជាមានរញ្ហា ខាលាចសងគរ 

រិនទ្ំនងទាលផ់្តងសាុះ រិនទ្ំនង ទ្ំនងខៃុះអ្តខ់ៃុះ ទ្ំនង ទ្ំនងខាលាំងណ្ស ់
0 1 2 3 4 

2. ម្រសិនងរើនរណ្មានាក់ មានរទ្ពិងសាធន  ម្ពួយាររភម្ជុលងៅងលើងរឿងរា ាវ ឬ សករេភាព
រួយចំនួន ផ្ដលកម្រិតម្នការម្ពួយាររភងនុះ រិនម្ាកដម្រជា 
ងហើយពួកងគ្មានការលំាកកែុងការម្គ្រ់ម្គ្ងការម្ពួយាររភងនុះ និង 
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មានងរាគ្សញ្ញាងលើរាងកាយដូចជា តឹងសាច់ដំុ និង មានអាររេណ ថ្អ្ស់កមាលាំង 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ពួកងគ្ទំ្នងជាមានជំងឺថរា់ររភទ្ងូៅ 

រិនទ្ំនងទាលផ់្តងសាុះ រិនទ្ំនង ទ្ំនងខៃុះអ្តខ់ៃុះ ទ្ំនង ទ្ំនងខាលាំងណ្ស ់

0 1 2 3 4 
ម្រសិនងរើនរណ្មានាក់ មានរទ្ពិងសាធន  ធ្លាក់ចុុះម្នអាររេណ  កែុងរយ៍ៈងពល ២ ឬ ងម្ចើនសាតាហ  
ពួកងគ្ានាត់រង់នូវអាររេណ សរាាយរីករាយ 
ាត់រង់នូវចំណ្រ់អាររេណ ចំង ុះសករេភាពម្រចំម្ថៃ ផ្ម្រម្រួលរររអាហារ  
ងហើយការងគ្ងររស់ពួគ្ងគ្មានការផ្ម្រម្រួល ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ 
ផ្ដលអ្ែកគិ្តថ្ពួកងគ្ទំ្នងជាមានជំងឺធ្លាក់ទឹ្កចិតតធៃន់ធៃរ 
រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ 
ជំងឺវិរល្លាសរុគ្គលិកលកខណ៍ៈម្តូវានងគ្ោក់កែុងម្រងេទ្ម្នជំងឺនៃូវចិតត 
រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ ការធ្លាក់ទឹ្កចិតតកម្រិតម្សាលរុំុំាម្រ៉ៃ គឺ្ជាជំងឺនៃូវចិតត 

រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ ការងធវើងរាគ្វិនិចឆ័យម្ន រញ្ហាខាលាចទី្កផ្នៃងទូ្ល្យ 
រួរមានងរាគ្សញ្ញា  េ័យខាលាចពីសាថានភាពលផ្ដលពិាកងគ្ចងវស ឬ ជាងរឿងអាមា ាស 
រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ទំ្នងជា ការងធវើងរាគ្វិនិចឆ័យម្ន ជំងឺាយរ ូឡា 
រួរមានងរាគ្សញ្ញា អាររេណ រំងជើររំជួលខាលាំង )ងកើនង ើងខពស់( និង 
អាររេណ ធ្លាក់ទឹ្កចិតត)អាររេណ ធ្លាក់ចុុះ( 
រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 
ងតើកែុងកម្រិតរ ុណ្្ាផ្ដរ ផ្ដលអ្ែកគិ្តថ្ ការងធវើងរាគ្វិនិចឆ័យម្ន រញ្ហសុំុំាថ្នា ំរួររញ្ចូល ម្រតិ
ករេនៃូវកាយ និងនៃូវចិតតចំង ុះថ្នាំ)ឧ.  តម្រូវឲាយមានការរផ្នថរថ្នាំងដើរាបីទ្ទួ្លានម្រសិទ្ធដូចរុន( 
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រិនទំ្នងទាល់ផ្តងសាុះ រិនទំ្នង ទំ្នងខៃុះអ្ត់ខៃុះ ទំ្នង ទំ្នងខាលាំងណ្ស់ 
0 1 2 3 4 

 

សូររញ្ជាក់ពីកម្រិតផ្ដលអ្ែកយល់ម្សរចំង ុះម្រងោគ្ខាងងម្ការងនុះ៖  
០  =រិនយល់ម្សរទាល់ផ្តងសាុះ  ១ = រិនយល់ម្សរ ២ = រិនម្ាកដ  
៣ = យល់ម្សរ  ៤ = យល់ម្សរខាលាំងណ្ស់ 
9.ខែុំម្ាដកថ្ ខែុំដឹងកផ្នៃងផ្សវងរកព័ត៌មានអំ្ពីជំងឺនៃូវចិតត 0 1 2 3 4 
10.ខែុំមានទំ្នុកចិតតកែុង ការងម្រើម្ាស់កុំពាយូទ័្រ ឬ ទូ្រស័ពទ 
ងដើរាបីផ្សវងរកព័ត៌មានអំ្ពីជំងឺនៃូវចិតត 

0 1 2 3 4 

11.ខែុំមានទំ្នុកចិតតចំង ុះការណ្ត់ជួរផ្ទាល់ងដើរាបីផ្សវងរកព័ត៌មានអំ្ពីជំងឺនៃូវចិតត     
 (ឧ. ការជួរជារួយ ងវជជរណឌិតទូ្ងៅ) 

0 1 2 3 4 

12.ខែុំមានទំ្នុកចិតតថ្ខែុំមានលទ្ធភាពផ្សវងរកធនធ្ន (ឧ . ងវជជរណឌិតទូ្ងៅ 
អ្ ៊ីនធឺផ្ណត និង រិតតេកតិ  )
ផ្ដលខែុំអាចងម្រើម្ាស់ងដើរាបីផ្សវងរកព័ត៌មានអំ្ពីជំងឺនៃូវចិតត   

0 1 2 3 4 

13.អ្ែកផ្ដលមានជំងឺនៃូវចិតតអាចរញ្ាឈរ់វាាន ម្រសិនងរើពួកងគ្ចង់ 0 1 2 3 4 
14.ជំងឺនៃូវចិតតជាសញ្ញាម្នភាពទ្ន់ងខាាយផ្ទាល់ខៃួន 0 1 2 3 4 
15.ជំងឺនៃូវចិតតរិនផ្រនជាជំងឺងវជជសាស្រសតពិតម្ាកដងទ្ 0 1 2 3 4 
16.អ្ែកផ្ដលមានជំងឺនៃូវចិតត គ្ឺម្រករងោយងម្គ្ុះថ្នាក់ 0 1 2 3 4 
17.វាជាងរឿងដ៏ម្រងសើររំនុតកែុងការងគ្ចងចញពីអ្ែកផ្ដលមានជំងឺនៃូវចិតត 
ដូងចែុះអ្ែករិនងកើតរញ្ហាងនុះងទ្ 

0 1 2 3 4 

18.ម្រសិនងរើខែុំមានជំងឺនៃូវចិតត ខែុំនឹងរិនម្ារ់អ្ែកណ្ង ើយ 0 1 2 3 4 
19.ការជួរជារួយអ្ែកជំន្ញផ្នែកសុខភាពនៃូវចិតត 
មានន័យថ្អ្ែករិនមានភាពខាលាំងម្គ្រ់ម្គ្ន់កែុងការម្គ្រ់ម្គ្ងការលំាកររស់អ្ែកងទ្ 

0 1 2 3 4 

20.ម្រសិនងរើខែុំមានជំងឺនៃូវចិតត 
ខែុំនឹងរិនផ្សវងរកការជួយពីអ្ែកជំន្ញផ្នែកសុខភាពនៃូវចិតតងទ្ 

0 1 2 3 4 

21.ខែុំងជឿថ្ការពាាាលជំងឺនៃូវចិតត ងោយអ្ែកជំន្ញផ្នែកសុខភាពនៃូវចិតត 
នឹងរិនមានម្រសិទ្ធភាពងទ្ 

0 1 2 3 4 

 =គ្មាន្នទ៍ៈងសាុះ  1   =ម្រផ្ហលជាគ្មាន្នទ៍ៈ  2   =រិនម្ាកដ  3   =មាន្នទ៍ៈ  4    =
មាន្នទ៍ៈទាំងម្សុង 
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22.ងតើអ្ែកមាន្នទ៍ៈចង់ផ្លាស់រតូរងៅរស់ងៅផ្កាបរអ្ែកផ្ដលមានជំងឺនៃូវចិតតោ ាងណ្
ផ្ដរ? 

0 1 2 3 4 

23.ងតើអ្ែកមាន្នទ៍ៈចង់ចំណ្យងពលចូលរួរលកខណ៍ៈសងគរងពលល្ងាចជារួយអ្ែ
កផ្ដលមានជំងឺនៃូវចិតតោ ាងណ្ផ្ដរ? 

0 1 2 3 4 

24.ងតើអ្ែកមាន្នទ៍ៈចង់រារ់អានរិតតជារួយអ្ែកផ្ដលមានជំងឺនៃូវចិតតោ ាងណ្ផ្ដរ? 0 1 2 3 4 
25.ងតើអ្ែកមាន្នទ៍ៈចង់ឱាយអ្ែកផ្ដលមានជំងឺនៃូវចិតតសហការជិតសែិតងធវើការជារួយ
អ្ែកោ ាងណ្ផ្ដរ? 

0 1 2 3 4 

26.ងតើអ្ែកមាន្នទ៍ៈចង់ឱាយអ្ែកផ្ដលមានជំងឺនៃូវចិតត 
ងរៀរការចូលកែុងម្គួ្សារររស់អ្ែកោ ាងណ្ផ្ដរ? 

0 1 2 3 4 

27.ងតើអ្ែកមាន្នទ៍ៈចង់ ងាុះងឆនាតឲាយអ្ែកនរងោាយណ្មានាក់ 
ម្រសិនងរើអ្ែកានដឹងថ្ពួកងគ្ធ្លារ់មានជំងឺនៃូវចិតតពីរុន? 

0 1 2 3 4 

28.ងតើអ្ែកមាន្នទ៍ៈចង់ ជួលនរណ្មានាក់ឱាយងធវើការ 
ងរើអ្ែកដឹងថ្ងគ្ធ្លារ់មានជំងឺនៃូវចិតតពីរុន? 

0 1 2 3 4 

 
សូររញ្ជាក់ ថ្ងតើអ្ែកគិ្តថ្ម្រងោគ្ខាងងម្ការងនុះ ពិតកម្រិតណ្ផ្ដរសម្មារ់អ្ែក៖ (BMI - 21 
Items)  
0 = រិនយល់ម្សរទាល់ផ្តងសាុះ 1 = រិនយល់ម្សរភាគ្ងម្ចើន  
2 = រិនយល់ម្សរផ្នែកខៃុះ  3 = យលម់្សរផ្នែកខៃុះ   
4 = យល់ម្សរភាគ្ងម្ចើន  5 = យល់ម្សរទាំងម្សុង 
រុគ្គលផ្ដលមានជំងឺនៃូវចិតតទំ្នងជារងករងម្គ្ុះថ្នាក់ដល់អ្ែកដម្ទ្ងម្ចើនជាងរនុ
សាេធរេតា  0 1 2 3 4 5 

ជំងឺនៃូវចិតតតម្រូវឲាយមានរយ៍ៈងពលកែុងការពាាាលយូរជាងការពាាាល
ជំងឺទូ្ងៅ  0 1 2 3 4 5 

វាម្រផ្ហលជាគំ្និតលអ កែុងការផ្ដលងៅឲាយឆងាយពីអ្ែកផ្ដលមានជំងឺនៃូវចិតត 
ពីងម្ ុះអាករាបកិរិោររស់ពួកងគ្ម្រករងោយងម្គ្ុះថ្នាក់ 0 1 2 3 4 5 

 កាយថ្ “ជំងឺនៃូវចិតត” ងធវើឲាយខែុំមានអាររេណ ថ្អាមា ាស់  0 1 2 3 4 5 
រុគ្គលផ្ដលមានជំងឺនៃូវចិតត 
គួ្ផ្តងធវើការងារណ្ផ្ដលមានការទ្ទួ្លខុសម្តូវតិចតួចរ ុងណ្្ាុះ 0 1 2 3 4 5 

រុគ្គលផ្ដលមានជំងឺនៃូវចិតត ទំ្នងជារងករទ្ងលេើសងម្ចើន 0 1 2 3 4 5 
ជំងឺនៃូវចិតតទំ្នងជានឹងងកើតង ើងរកវិញរតងងទ្ៀត 0 1 2 3 4 5 
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ខែុំមានអាររេណ េ័យខាលាច នូវអ្វីផ្ដលម្រធ្នររស់ខែុំ រិតតេកតិខែុំ ឬ អ្ែកដម្ទ្គិ្ត 
ម្រសិនងរើខែុំម្តូវានងធវើងរាគ្វិនិចឆ័យថ្មានជំងឺនៃូវចិតត  0 1 2 3 4 5 

រុគ្គលផ្ដលម្តូវានងធវើងរាគ្វិនិចឆ័យថ្មានជំងឺនៃូវចិតត 
នឹងទ្ទួ្លរងការលំាកងោយសារងរាគ្សញ្ញាម្នជំងឺងន្ុះងពញរួយជីវិតររស់
ពួកងគ្ 

0 1 2 3 4 5 

អ្ែកផ្ដលធ្លារ់ទ្ទួ្លានការពាាាលនៃូវចិតត អាចនឹងម្តូវការ 
ការពាាាលរនតងទ្ៀតងៅងពលអ្ន្គ្ត  0 1 2 3 4 5 

វាអាចមានការលំាកសម្មារ់អ្ែកផ្ដលមានជំងឺនៃូវចិតតកែុងការងគ្រពចាារ់សងគ
រ ដូចជា ការងគ្រពងពលងវល្ឱាយានងទ្ៀតទាត់ ឬ ការរកាានូវ កាយសនាា 0 1 2 3 4 5 

ខែុំនឹងមានភាពអាមា ាស 
ម្រសិនងរើមានរនុសាេដឹងថ្ខែុំានងធវើការណ្ត់ជួរជារួយអ្ែកផ្ដលធ្លារ់ទ្ទួ្
លការពាាាលនៃូវចិតត  

0 1 2 3 4 5 

ខែុំខាលាចរនុសាេផ្ដលមានជំងឺនៃូវចិតតពីងម្ ុះពួកងគ្អាចនឹងរងករងម្គ្ុះថ្នាក់ដល់ខែុំ  0 1 2 3 4 5 

រុគ្គលផ្ដលមានជំងឺនៃូវចិតតទំ្នងជា រិនអាចរំងពញតួន្ទី្ជាឪពុក 
មាតាយលអានងទ្ 0 1 2 3 4 5 

ខែុំនឹងមានភាពអាមា ាស់ ម្រសិនងរើមាននរណ្នមានាក់កែុងម្គួ្សារខែុំ 
ងកើតជំងឺនៃូវចិតត  0 1 2 3 4 5 

ខែុំងជឿថ្ ជំងឺនៃូវចិតតនឹងរិនអាចពាាាលឲាយជាសុះងសាបើយទាំងម្សុងងន្ុះងទ្  0 1 2 3 4 5 

អ្ែកផ្ដលមានជំងឺនៃូវចិតតគឺ្រិនមានលទ្ធភាពរស់ងៅងោយខៃួនឯងានងទ្ 
ងោយសារផ្តពួកងគ្រិនអាចទ្ទួ្លខុសម្តូវាន 0 1 2 3 4 5 

រនុសាេភាគ្ងម្ចើននឹងរិនអាចកាលាយជារិតតជិតសែិទ្ធជារួយអ្ែកផ្ដលមានជំងឺនៃូវ
ចិតតានងទ្ 0 1 2 3 4 5 

អាករាបកិរិោររស់អ្ែកផ្ដលមានជំងឺនៃូវចិតតរិនអាចា ាន់សាមានទុ្ករុន ានងទ្  0 1 2 3 4 5 

ជំងឺនៃូវចិតតទំ្នងជារិនអាចជាសុះងសាបើយងទ្ ងរើរិនមានការពាាាល  0 1 2 3 4 5 

ខែុំនឹងរិនអាចទុ្កចិតតងលើការងារររស់អ្ែកផ្ដលមានជំងឺនៃូវចិតត 
ផ្ដលម្តូវានចត់ឲាយរកងធវើការជារួយម្កុរការងារខែុំងទ្  0 1 2 3 4 5 
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ការវាតយតម្លៃពីភាពស ្មោះត្តង់ក្នុងការបសត្ងៀន 
 

ឈ ្មោះគ្រូបឈគ្រៀន:_______ ___________សាលា___________________ ថ្នមក់ទី___________ 

ឈេឈ ៀន: ___________________________________________________________________ 

 យៈឈេលបឈគ្រៀន: _____________ឈ  មរចាប់ឈ ត្ើេ:___ _________ឈ  មរបញ្ចប់_____________ 

កាលប ិឈឆេទននកា វាយតនេៃ: ___________________________________________________ 

ឈ ្មោះអ្នកវាយតនេៃ: __________________________________________________________ 

 

N តារារបញ្ជី  
១ = េិនសឈគ្េឆ  ២ = សឈគ្េឆខ្ៃោះ   ៣ = សឈគ្េឆ 

១. មាតិកា   
1.1 អ្នុវតតន៍តាេឈោលបំណរឈេឈ ៀនដែលបានឈ ៀបរាប់កនុរេរគុឈទសក៍ ១ ២ ៣ 
1.2 ឈលើកយកឈោលរំនិតសំខាន់ៗដែលបានឈ ៀបរាប់កនុរេរគុឈទសក៍ ១ ២ ៣ 
1.3 ឈ ៀបឆំសកេមភាេែូឆដែលបានដណនំ ១ ២ ៣ 
២. ដំស ើរការបសត្ងៀន  
2.1 អ្នុវតតន៍តាេជំហានននឈេឈ ៀន ១ ២ ៣ 
2.2 ឈគ្បើវិធីសាស្តសតគ្តឹេគ្តូវ (វិធីសាស្តសតដែលបានឈ ៀបរាប់) ១ ២ ៣ 
2.3  នឈេលគ្រប់គ្ោន់និរសេ េមយសគ្ ប់សកេមភាេ  

▪ ឈេលសគ្ ប់ដណនំ/បឈគ្រៀន  
▪ ឈេលសគ្ ប់េិភាកមា 

 ឈេលសគ្ ប់ឈធវើបទបង្ហមញ 
▪ ឈេលសគ្ ប់អ្នុវតតន៍ 
▪ ឈ ម្េរៗ: 

១ ២ ៣ 

៣. សមាភមរ 
3.1 ឈគ្បើស ភម បឈគ្រៀនគ្តឹេគ្តូវ (ឧ. គ្កដាសសនៃឹកកិឆចកា   ូបភាេ 

ជាឈែើេ) 
១ ២ ៣ 



152 
 

3.2 ត្ល់ឧទាហ ណ៍ដែលពាក់េ័នធ ១ ២ ៣ 
៤. ការទទួល គមល់ពីសសិមស 
4.1 សិសមេឆូល ួេកនុរកា េិភាកមា ១ ២ ៣ 
4.2 សិសមេឈ ៃ្ើយតបឆំឈពាោះឈេឈ ៀន ១ ២ ៣ 
4.3 សិសមេបង្ហមញឆំណាប់អា េមណ៍កនុរឈេឈ ៀន ១ ២ ៣ 
៥. គុ ភាពម្នការបសត្ងៀន 
5.1 គ្រូយល់េីខ្ៃឹេសា ឈេឈ ៀន ១ ២ ៣ 
5.2 គ្រូឈ ៀបឆំឈេឈ ៀនសគ្ ប់បឈគ្រៀន ១ ២ ៣ 
5.3 គ្រូបង្ហមញេីភាេសបមាយ ីករាយ ១ ២ ៣ 
5.4 គ្រូបង្ហមញថ្ នទំនុកឆិតត ១ ២ ៣ 
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ការវាសស់ទងរ់តសិម្មារម់្គ្រូងម្ងៀន 
N ម្រងោគ្ 1 = រនិយលម់្សរងសាុះ 2 = យលម់្សរខៃុះអ្តខ់ៃុះ 3 = យលម់្ស    
ជងំនឿ  
1 ករេវិធីងនុះអាចងម្រើានកែុងថ្នាក់ងរៀនររស់ខែុ ំ 1 2 3 
2 ករេវិធីងនុះម្រផ្ហលជាម្តូវការងពលងវល្ងម្ចើនងលើផ្នែកររស់ខែុំ ជាងតម្រៃររស់វា  1 2 3 

3 ខែុំមានការម្ពួយាររភតិចតួចផ្ដរ ថ្ករេវិធីងនុះអាច
មាននលរ ុះ ល់អ្វិជជមានខៃុះដល់សិសាេររស់ខែុំរួយចំនួន 

1 2 3 

4 ខែុំចូលចិតតពីយុទ្ធសាស្រសតនិងវិធីសាស្រសតផ្ដលានងម្រើកែុងករេវិធីងនុះ 1 2 3 

5 សរុររក ខែុំងជឿជាក់ថ្ករេវិធីងនុះនឹងនតល់អ្តថម្រងោជន ដល់សិសាេររស់ខែុំ 1 2 3 

6 ករេវិធីងនុះមានម្រងោជន សម្មារ់ខែុំ និង សិសាេររសខ់ែុំ 1 2 3 

7 ករេវិធីងនុះហាក់ដូចជាមានភាពសេុគ្សាមាញកែុងការងម្រើម្ាស់ងៅកែុងថ្នាក់ងរៀនររស់ខែុំ 1 2 3 

ការងជឿជាកង់លើសរតថភាពខៃួនឯង 
8 ខែុំានងម្រើងពលងវល្ផ្ដលានងម្តៀរទុ្កសម្មារ់

សករេភាពរងងកើនដល់ការសិកាាងរៀនសូម្ត 
1 2 3 

9 ខែុំម្ារ់សិសាេពីលទ្ធនលម្នការសិកាាជាក់ល្ក់ម្នងរងរៀន 1 2 3 

10 ខែុំផ្ចករំផ្លកដល់សិសាេរាល់ចំងណុះដឹងផ្ដលមានលកខណ៍ៈម្តឹរម្តូវនិងពិតម្ាកដ 1 2 3 

11 ខែុំម្តួតពិនិតាយការចូលរួរររស់សិសាេកែុងអំ្ ុងងពលងរៀន 1 2 3 

12 ខែុំទ្ទួ្លានងជាគ្ជ័យកែុងការរកាាររិោកាសថ្នាក់ងរៀនជាវិជជមាន 1 2 3 

13 ខែុំផ្កសម្រួលសករេភាពសិកាារនិងការរងម្ងៀនងៅតារតម្រូវការ 1 2 3 

14 ខែុំនតល់ការពនាយល់ឬឧទាហរណ រផ្នថរ ងៅងពលផ្ដលសិសាេយល់ម្ច ំ 1 2 3 

ភាពសរាាយរកីរាយ 

15 ខែុំមានរំណងខិតខំម្រឹងផ្ម្រងងដើរាបីអ្នុវតតន ករេវិធីឱាយានលអ 1 2 3 

16 ខែុំអានងសៀវងៅរគ្គុងទ្សគ្គ ងោយយកចិតតទុ្កោក់ 1 2 3 

17 ខែុំចំណ្យងដើរាបីងពលងរៀរចំរុនងពលរងម្ងៀនងរងរៀន សតីពីសុខភាពនៃូវចិតត 1 2 3 

18 ខែុំមាន្នទ៍ៈកែុងការសាកលាបងករេវិធីងនុះងៅកែុងថ្នាក់ងរៀនររស់ខែុំ 1 2 3 

19 ខែុំពាាោរអ្ស់ពីសរតថភាពងដើរាបីងធវើឱាយងរងរៀនសតីពីសុខភាពនៃូវចិតតមានការចរ់ 
អាររេណ  

1 2 3 

20 ខែុំរីករាយកែុងការរងម្ងៀនងរងរៀនសតីពីសុខភាពនៃូវចិតត 1 2 3 



154 
 

 

កាលវិភាគសម្រាប់ការបណ្តុះបណ្តាលថ្ងៃទី៣  
ការណណនាំលម្អិតពីការបម្របើបសៀវបៅម្គគុបទស៍ណនែកសុខភាពនលូវចិតតបៅសាលាបរៀន  

 

បា ាង ម្របធានបទ ការពិពណ៌ន និង សកម្មភាព អ្ែកសម្រម្បសម្រម្ួល 

07:30 – 8:00 ការច ុះឈ ្មុះ  • ការមកដល់នៃអ្នកចូលរួម 
កញ្ញ ប  ណ្ណមរី ៃិង 
កញ្ញ ចាៃថ់ៃ 

08:00-09:00 ការណែនាំពីម ូឌ ល 
• ការបង្ហមញពីការឈ្បើម ូឌ ល ៃងិ 
បទបង្ហមញសឈងេបពីម ូឌ លទាំង្រាំមួយ 

ឈោក ប  ណ្ណម 

09:00-10:០0 

ការណែនាំពីម ូឌ ល 
ៃិង 
្បភពឯកសារឈលើ 
អ្ ៊ីៃធឺឈែត 
(អ្ៃឡាញ)  

• តាំែភ្ជមប ់ៃងិ ឈលខកដូចូលឈៅម ូឌ ល  
• ការសាកលមបងចូលរកឯកសារ ៃិង 
រកមាទ កឯកសារ  

•   

ឈោក ប  ណ្ណម 

10:00-10:30 សម្រាកអាហារសម្រម្ន់  

10:30-12:00 

ឈធវើការឈលើម ូឌ ល
ឈោយលាំអ្តិៃិងកាំ
ែត់ណែៃការការ
ង្រជាឈសចកតី្ាង 
 

• ការពិភ្កមាជា្ក ម 
• ឈតើសកមមភ្ពៃងិសារសាំខាៃ់ៗ ស្ាប់
ម ូឌ លៃីមួយៗគឺជាអ្វ?ី 

• ការ្គប់្គងឈពលឈេោកនុងការអ្ៃ េតតស
កមមភ្ពៃងិសារសាំខាៃ់ៗ ។ 

ឈោក ប  ណ្ណម 

12:00-13:30 សម្រាកអាហារថ្ងៃម្រតង ់

13:30-14:30  

 
ឈធវើឈធវើការឈលើម ូឌ ល
ឈោយលាំអ្ិតៃិងកាំ
ែត់ណែៃការការ
ង្រជាឈសចកតី្ាង 

 

• ការពិភ្កមាជា្ក ម 
• ឈតើសកមមភ្ពៃងិសារសាំខាៃ់ៗ ស
្ាប់ម ូឌ លៃីមួយៗគឺជាអ្វី? 

• ការ្គប់្គងឈពលឈេោកនុងការអ្ៃ 
េតតសកមមភ្ពៃងិសារសាំខាៃ់ៗ ។ 

 
ឈោក ប  ណ្ណម 

14:30-15:30 សម្រាកអាហារសម្រម្ន ់

15:30 - 16:30 
ឈធវើឈធវើការឈលើម ូ
ឌ លឈោយលាំអ្ិ
ត 

• បទបង្ហមញពីសកមមភ្ព ៃងិ 
សារសាំខាៃ់ៗកនងុម ូឌ លឈពលបឈ្ងៀៃ 

ឈោក ប  ណ្ណម 

16:30 – 17:00 ឆ្ុុះបញ្ចាំងក្ក ម • សាំែួរ ៃងិ ចឈម្ើយ ឈោក ប  ណ្ណម 
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លខិិតជនូដណំឹងសតពីកីារម្ពរងម្ពៀងចលូររួកែងុការសកិាាម្សាវម្ជាវ 
 
 
កាលររិងចឆទ្............................... 
 
ជូនចងំ ុះម្គ្រូងម្ងៀន 
ខែុងំ មាុះ ងេឿន រ ុណ្្ា ជាម្គូ្រងម្ងៀនងៅវិទ្ាាសាថានជាត់អ្រ់រំកាយ និង កីឡា 
និងជានិសាេិតថ្នាក់រណឌិតងៅសាកលវិទ្ាាល័យជាតិងវៀតណ្រ។ កំពុងងធវើការសិកាាម្សាវម្ជាវសតីពី 
“ការវាយតម្រៃពមី្រសទិ្ធិភាពម្នវគ្គរណ្តុះរណ្តាលសតពីចីងំណុះដងឹសុខភាពនៃវូចតិតសម្មារម់្គ្រូងម្ងៀន
ងៅករពជុា” ។ 
 
ខែុមំានរំណងអ្ងញ្ជើញអ្ែកចូលរួរកែុងការសិកាារួយងនុះ ងហើយម្រសិនងរើអ្ែកយល់ម្ពរ 
អ្ែកនឹងម្តូវានងម្ជើសងរីសឱាយសថិតងៅកែុងម្កុររួយរវាងម្កុររិនទ្ទួ្លានការអ្នតរាគ្រន  
និងម្កុរទ្ទួ្លានការអ្នតរាគ្រន ។ ម្កុរទាំងពីរ តម្រូវឱាយរំងពញកម្រងសំណួរអ្ំពី៍ៈ 
ពត៌មានផ្ទាល់ខៃួននិងសាថានភាពជីវភាពម្គួ្សារ ជំងនឿនិងការយល់ង ើញទាក់ទ្ងនឹងជំងឺនៃូវចិតត 
ចំងណុះដឹងសតីពីសុខភាពនៃូវចិតត និង សំណួរសាកលាបងផ្ដលមានងៅកែុងកិចចផ្តងការរងម្ងៀន 
រុននិងងម្កាយការសិកាា។ ងោយផ្ ក ម្កុរទ្ទួ្លានការអ្នតរាគ្រន 
តម្រូវឱាយចូលរួរវគ្គរណ្តុះរណ្តាលចំនួនពីរម្ថៃ 
និងរនតរងម្ងៀនចំងណុះដឹងសតីពីសុខភាពនៃូវចិតតផ្នអកតារកិចចផ្តងការរងម្ងៀន 
ដល់កូនសិសាេររស់ពួកងគ្ ១ ងមា ាង កែុងរួយសាតាហ  សម្មារ់រយ៍ៈងពល ៦សាតាហ ។  
 
ការង ៃ្ើយសំណួរ គឺ្ជាការសេ័ម្គ្ចិតត ងហើយងល្កអ្ែកមានសិទ្ធិកែុងការរញ្ចរ់ការង ៃ្ើយសំណួរទាំងងនុះ 
ងៅងពលណ្ក ាន ងោយងហតុនលអ្វីក ាន។ ចងរៃើយររស់អ្ែក នឹងម្តូវរកាាជាការសមាងាត់ 
និងរិនម្តូវានរងាហាញដល់ម្គូ្ដម្ទ្ ឬន្យកសាល្ង ើយ។ រាយការណ ម្សាវម្ជាវ 
នឹងរិនរងាហាញអ្តតសញ្ញាណររស់អ្ែកង ៃ្ើយសំណួរ ឬរងាហាញចំង ើយជាលកខណ:រុគ្គលងទ្។  
  
ម្រសិនងរើងល្កអ្ែក មានសំណួរឬការម្ពួយាររភណ្រួយ សូរទាក់ទ្ងរកខែុំ តាររយ:ទូ្រស័ពទ 
)៨៥៥( ១២ ៩៤២ ៩៦៤ ឬ អ្ ៊ីផ្រ ល៍ៈ bunnapsyeng@gmail.com 
ខែុំទ្នទឹងរង់ចំការចូលរួរររស់ងល្កអ្ែក។  

mailto:bunnapsyeng@gmail.com
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សូរអ្រគុ្ណងម្ចើន! 
ងេឿន រ ុណ្្ា 

ការម្ពរងម្ពៀងររសម់្គ្រូងម្ងៀនកែងុការចលូររួការសកិាាម្សាវម្ជាវ 
 
តាររយ៍ៈការចុុះហតថងលខាខាងងម្ការ មានន័យថ្ ខែុំយល់ម្ពរចូលរួរកែុងការសិកាា 
"ការវាយតម្រៃម្រសិទ្ធិភាពម្នវគ្គរណ្តុះរណ្តាលសតីពីសុខភាពនៃូវចិតតសម្មារ់ម្គូ្រងម្ងៀនងៅករពុជា" 
ផ្ដលម្តូវានងធវើការសិកាាម្សាវម្ជាវងោយ ងល្ក ងេឿន រ ុណ្្ា 
សាស្រសាតាចរាយងៅវិទ្ាាសាថានជាតិអ្រ់រំកាយនិងកីឡា 
និងជានិសាេិតថ្នាក់រណឌិតម្នសាកលវិទ្ាាល័យជាតិងវៀតណ្រ។  
 
ខែុំយល់ម្សរ៍ៈ  
ខែុំនឹងចូលរួរកែុងម្កុរណ្រួយរវាងម្កុររិនទ្ទួ្លានការអ្នតរាគ្រន ឬម្កុរទ្ទួ្លានការអ្នតរាគ្រ
ន តាររយ៍ៈកាចរ់ងឆនាតម្ វ 
ខែុំនឹងង ៃ្ើយសំណួរអ្ំពី ជីវ៍ៈម្រវតតិនិងសាថានភារងសដឋកិចចសងគរ ជំងនឿអំ្ពីជំងឺនៃូវចិតត 
ចំងណុះដឹងសតីពីសុខភាពនៃូវចិតត និង សំណួរសតីពីចំងណុះដឹងសាលាបង។ 
កម្រងសំណួរងនុះនឹងចំណ្យងពលម្រផ្ហល 30 ន្ទី្ងដើរាបីង ៃ្ើយ 
ខែុំមានសិទ្ធិរឈាឈរ់ការង ៃ្ើយសំណួរម្គ្រ់ងពលងវល្ងោយរិនចំាច់មានងហតុនល 
ការង ៃ្ើយតរររស់ខែុំនឹងរិនម្តូវានល្តម្តោងដល់ម្គូ្រដម្ទ្ងទ្ៀតឬន្យកសាល្ងទ្ 
រាយការណ ម្សាវម្ជាវនឹងរិនរងាហាញង មាុះររស់ខែុំឬការង ៃ្ើយតរផ្ទាល់ររស់ខែុំងទ្ 
 
 
____________________________  ____________________________ 
ហតថងលខាររស់ម្គូ្     ង មាុះររស់ម្គូ្ 
 
 __________________________________   
កាលររិងចឆទ្........../............/............... 
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លខិិតជនូដណំឹងមាតារតិាម្នការសកិាាម្សាវម្ជាវ 

 
សូរងគ្រពជូន 
 មាតារិតា ឬ អាណ្ពាាាល  
 
ខែុំាទ្ង មាុះ ងេឿន រ ុណ្្ា ជានិសាេិតថ្នាក់រណឌិតម្នសាកលវិទ្ាាល័យជាតិងវៀតណ្រ។ 
ខែុំាទ្កំពុងងធវើការសិកាារួយសតីពី 
“ការវាយតម្រៃម្រសទិ្ធភិាពវគ្គរណ្តុះរណ្តាលសខុភាពនៃវូចតិតសម្មារម់្គ្ូរងម្ងៀនងៅករពជុា” ងហើយ 
ការសិកាាងនុះ នឹងងធវើង ើងងៅកែុងសាល្ដុនរូសកូ-ទឹ្កថ្លា ផ្ដលទ្ទួ្លានការអ្នុញ្ញាតពី រងម្ស ី
ងតងរសា ទ្រូអ្ង  ន្យិកាម្នវិទ្ាាល័យដុនរូសកូ-ទឹ្កថ្លា។ 
ផ្នែករួយម្នការសិកាាងនុះ នឹងតម្រូវឱាយមានការចូលរួរពីសិសាានុសិសាេថ្នាក់ទី្៧ ទី្៨ ទី្១០ និង
ទី្១១ ។ ពួកងគ្នឹងចូលរួរង ៃ្ើយសំណួររួយចំនួនទាក់ទ្ងនិងសុខភាពនៃូវចិតតម្រផ្ហលជា ១៥ន្ទី្ 
និងចលូររួងរៀនពសីខុភាពនៃវូចតិត១រយួរាល់សាតាហ រយ៍ៈងពលម្ាំរយួាតាហ  ។  
 
រាល់ចងរៃើយររស់ពួកងគ្ នឹងម្តូវរកាាជាការសមាងាត់ 
ងហើយរាយការណ ម្សាវម្ជាវនឹងរិនរងាហាញអ្តតសញ្ញាណររស់អ្ែកង ៃ្ើយសំណួរ ឬរងាហាញ
ចងរៃើយជាលកខណ:រុគ្គលង ើយ។ ចំង ុះការចូលរួរងនុះ ពួកងគ្នឹងទ្ទួ្លានរិុចរួយ និង 
ហវឺតម្ហឡាយរួយ ។   
 
អាម្ស័យដូចានជម្មារជូនខាងងលើ ខែុំាទ្សុំការអ្នុញ្ញាតងដើរាបីងអាយសិសាា    
នុសិសាេានចូលរួរកែុងការសិកាារួយងនុះ ងោយកតីអ្នុងម្គ្ុះ។  
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