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Abstract

A basic screening tool for depression for adolescents was insufficient in Thailand. Thus, Patient
Health Questionnaire for Adolescents (PHQ-A) was translated into Thai. This study aimed to examine
the psychometric properties of the Thai version of the PHQ-A. Samples were 11-20 year old patients
who attended 12 child and adolescent psychiatric clinics across Thailand. Of 272 adolescent patients,
172 patients had depression and 100 patients did not have depression. To evaluate criterion validity,
the PHQ-A scores were compared with the clinical diagnosis. Internal consistency and exploratory
factor analysis (EFA) were also conducted for item and factor analysis Convergent validity was calculated
from correlations between the PHQ-A and the Children’s Depression Inventory (CDI) and the Centre for
Epidemiologic Studies-Depression Scale (CES-D). The internal consistency coefficient of the Thai version
of the PHQ-A was 0.92. EFA suggested that one-factor structure of depressive symptoms was suitable
for the PHQ-A. The area under the curve of the PHQ-A total score against professional diagnosis was
0.88. The results indicated an optimal cut-off point with acceptable sensitivity and specificity of 8.
Moreover, the PHQ-A score of 10 was useful for differentiating between patients without depression and
those with moderate to severe major depressive disorder (MDD). Convergent validity was good with high
correlations for both the CDI and the CES-D (r=0.83 and 0.87, respectively). The Thai version of the
PHQ-A is a valid and reliable measurement. The tool is simple and easy to use for screening and moni-
toring the severity of depressive symptoms in children and adolescents in both clinical and community
settings.
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Introduction 2005 to 2015 (Baranne & Falissard, 2018).

Depression is one of the major mental health
problems in an adolescent. Numbers of young
people who have depressive disorder tend
to increase gradually (WHO, 2014; 2017b).
Globally, the prevalence rate of depressive
disorders, including major depressive disorder
(MDD) and dysthymia, increased to 18.7% from
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Moreover, it is also the major contributor to
suicidal behavior, self-harm, and self-medication
which has led to serious health and mental
health problems (Vos et al., 2016; WHO, 2014;

2017a). In Thailand, the prevalence rate of
depressive disorder in adolescents was found
to be 2-4% (Ekasawin, Phothisut, & Chomcheun,
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2016; WHO, 2014). 15% of Thai young people
reported having suicidal ideas and 13% of
those had attempted suicide at least once
(WHO, 2017b). However, there were only
small numbers of young people who had
access to mental health services (Jirapramukpitak,
2017). It was estimated that the number would
be much lower in young people, especially
at-risk adolescents, such as substance abusing,
LGBTQI and rural teenagers (Brown, Rice,
Rickwood, & Parker, 2015; Jirapramukpitak, 2017).
According to various national guidelines for
adolescents with depression, early screening
for depression with standardized tools is
an important starting point (McDermott, et
al., 2010; Birmaher & Brent, 2007; National
Collaborating Centre for Mental Health, 2005). It
was recommended that screening for depression
should be provided for all teenagers (Birmaher
& Brent, 2007; National Collaborating Centre for
Mental Health, 2005). In Thailand, the Strength
and Difficulties Questionnaire (SDQ) has been
widely used as a basic screening tool for
mental health in schools (Wongpiromsarn,
Wipulakorn, Nuanmanee, Woener, & Mongkol,
2011). However, the test contains only five items
of emotional problems which are insufficient for
detecting depressive disorders. Some screening
tools, specifically designed for child and
adolescent depression and available in Thailand,
were the Children’s Depression Inventory (CDI)
for children (7-17 years old) (Trangkasombat
& Liknapichitkul, 1996), and the Centre for
Epidemiologic Studies-Depression Scale (CES-D)
for teenagers (16-18 year-olds) (Trangkasombat,
Larpboosarb, & Havanont, 1997).

Both tools have been used by many
child and adolescent mental health clinics
but were rarely used in primary care settings
due to the number of items and the complicated
scoring method (Charernboon, 2011). A short
and standardized screening tool for depression,
available in Thailand, is the Thai version of
the 9-item Patient Health Questionnaire (PHQ-9)
(Kroenke, Spitzer, & Williams, 2001; Lotrakul,
Sumrithe, & Saipanish, 2008). Nevertheless,
this tool has only been studied using adult
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samples (Lotrakul et al.,, 2008). In 2002,
Johnson, Harris, Spitzer, & Williams modified the
PHQ-9 to be suitable for use with teenagers
and called it the Patient Health Questionnaire
for Adolescents (PHQ-A), which had been
recommended by national guidelines for adolescents
with depression. The purpose of both the
PHQ-9 and the PHQ-A was to screen for
depression, assess depression severity, and
monitor response to treatment (Cappelli et al.,
1995; US Preventive Services Task Force, 2009;
Siu, 2016; Williams, O’Connor, Eder, & Whitlock,
2009). Notably, the authors of these tests
generously gave permission for free use and
allowed them to be translated into various
languages (Kroenke et al., 2001; Johnson, Harris,
Spitzer, & Williams, 2002) such as Chinese
(Zhang et al., 2013) and Hindi (Ganguly et al.,
2013). Because of the above-mentioned reasons,
the short and simple questionnaire which was
validated for screening and monitoring depressive
disorders in Thai adolescents, was deficient
for the Thai mental health system. In 2017,
the Child and Adolescent Mental Health
Rajanagarindra Institute, the Department of
Mental Health of Thailand, developed the Thai
version of the PHQ-A to use with all Thai
children and adolescents.

Development of the Thai version of PHQ-A

As mentioned earlier, the PHQ-A test
was developed from the PHQ-9 (Johnson et
al., 2002). Some minor changes were made to
the original test to suit the unique symptoms of
depressive disorder in adolescents. Firstly,
the item of depressed mood was placed as the
first item, instead of the item anhedonia. Next,
the word “irritable” was added to the item of
depressed mood. “Weight loss” was added to the
item of appetite. The PHQ-A consists of 9 items
in relation to diagnostic criteria of depressive
disorder. It is a self-report questionnaire asking
about each symptom over the past two weeks.
There are four points on the rating scales: 0-not
at all, 1-several days, 2-more than half the days,
and 3-nearly every day. The interpretation of
the PHQ-A total score follows suit of the original
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PHQ-9 to indicate severities of depression: 0-4
for minimal, 5-9 for mild, 10-14 for moderate,
15-19 for moderately severe, and 20-27 for
severe. In 2017, the PHQ-A was translated in
to Thai following the guidelines for cross-cultural
adaptation of self-report measures (Beaton,
Bombardier, Guillemin, & Ferraz, 2000). To begin
with, two forward translations were done into
Thai from the original PHQ-A by two independent
researchers. Then, the back-translations were
done by two bilinguals who were fluent in both
English and Thai. Next, the first pre-final draft
was evaluated by three experts of adolescent
depression by reviewing and validating contents
and wordings. Finally, fifteen adolescent patients
attending the Child and Adolescent Mental
Health Rajanagarindra Institute were invited
to share their opinions on the test. As a result,
in item 2 “little interest or pleasure in doing
things”, the word “bored” was used to convey
a more accurate meaning in Thai. The test-retest
reliability method was wused to evaluate
the stability and reliability of the final version of
the Thai PHQ-A within a two weeks’ time
The method was carried out in a school setting
in Bangkok. Correlation between separate
administrations of the test was 0.75, which
indicated moderately good test-retest reliability.

Objectives

This study aimed to examine the validation
of a Thai version of the PHQ-A test in 11-20
year old patients from child and adolescent
psychiatric services throughout Thailand.

Methods

Samples

Samples were 11-20 year old patients who at-
tended child and adolescent psychiatric clinics
from May to August 2018. Depression patients
were selected from their recent diagnoses,
including major depressive disorder (MDD)
(F32.0-32.3), dysthymia (F34.1), recurrent
depression (F33.0-33.2), and bipolar-current
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episode depression (F31.3). Non-depression
patients were other patients with no history
of depressive disorder. Patients with any
anxiety-related disorders (F40-43), which share
some overlapping symptoms with depression,
were excluded. Patients with intellectual
disability, severe psychosis and substance use
disorder were also excluded due to possible
cognitive disturbance.

Participants were recruited from twelve
child and adolescent psychiatric clinics
throughout Thailand with four of the clinics
being child and adolescent mental health
institutes: Child and Adolescent Mental Health
Rajanagarindra Institute in Bangkok, Northeastern
and Southern branches, and the Rajanukul
Institute. The remaining child and adolescent
psychiatric clinics were from four psychiatric
hospitals: Suan Prung Psychiatric Hospital,
Srithanya Hospital, Somdet Chaopraya Institute
of Psychiatry, and Prasrimahabhodi Psychiatric
Hospital and four tertiary care hospitals, namely,
Prapokklao Hospital, Pranangklao Hospital,
Nakhon Pathom Hospital, and Uttaradit
Hospital. The total number of participants was
272 patients of whom 172 patients presented
with depressive disorders and 100 patients
presented without depression. The mean age of
all participants was 15.1 years old. Among the
depression group, 70% were female and 78%
were patients with MDD. In the non-depression
group, 71% were male and 88% had
attention-deficit hyperactivity disorder (ADHD).

Validation measures

Diagnostic criteria for depressive disorders
To test criterion validity, the diagnoses from
child and adolescent psychiatrists were
used as a gold standard to compare with the PHQ-A
score. There were twenty-three board-certified
child and adolescent psychiatrists who participated
in this project. The clinical diagnostic interview
carefully followed the International Statistical
Classification of Diseases and Related Health
Problems 10" Revision (ICD-10) (WHO, 2016),
which is routinely used in Thai hospitals
(Udomratn, 2009). The Clinical Global Impressions
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scale (CGI) (Busner & Targum, 2007) was also
used as a guideline for identifying the severity of
the depressive symptom.

CDI

The Thai version of the Children’s Depression
Inventory (CDI) is a 27-item self-report
questionnaire  which  assesses depressive

symptoms in children. Each item contains three
choices which are scored from 0 to 2 points.
Total scores of the CDI ranged from 0 to 54.
The instrument had good internal consistency
with an alpha coefficient of 0.83, a satisfactory
validity of sensitivity at 78.7%, and specificity
at 91.3% (Trangkasombat & Liknapichitkul, 1996).
This study used the CDI to compare with the Thai
PHQ-A in 11-15 year old participants.

CES-D

The Thai version of the Centre for Epidemiologic
Studies-Depression Scale (CES-D) is a 20-item
self-reporting rating scale. It is suitable for
teenagers aged 16 and over. Scores for each
item range from 0 (not at all) to 3 (all the
time). Total scores ranged from 0 to 60. The
instrument also contains 4 items of positive
thoughts and moods along with 16 other items
of depressive symptoms. Internal consistency
of the test was good with an alpha coefficient
of 0.86. The Thai version of the CES-D had
satisfactory validity with a sensitivity of 72%
and a specificity of 85%) (Trangkasombat et al.,
1997). The CES-D was used in comparison with
the PHQ-A in the 16-20 year old age group of
participants in this study.

Procedures

This study was approved by the institutional
review board of the Department of Mental
Health, Thailand (reference number DMH.IRB.02/
2561). Field researchers were mental health
professionals who were permanent staff at each
clinic, including registered psychiatric nurses,
certified clinical psychologists, and public health
officers. Adolescent patients were invited to
join this study during their regular psychiatric
appointments. The 11-15 year old age group
of participants completed the PHQ-A and the
CDI, whereas the 16-20 year old age group of
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participants completed the PHQ-A and the CES-D.
Finally, participants were assessed by their
regular psychiatrists, using the ICD-10 and
the CGI, to identify diagnoses and severity of
depression blindly from the PHQ-A.

Data analysis

The internal consistency of the Thai version of
the PHQ-A was measured by Cronbach’s alpha
coefficient. Exploratory factor analysis was also
used to identify and validate the factor structure
of the PHQ-A for this clinical group. The criterion
validity of the tool was examined by sensitivity,
specificity, and likelihood ratio. The Receiver
Operating Characteristic (ROC) curve was created
and the Area Under Curve (AUC) was calculated
to determine the best cut-off score of the PHQ-A
against the presence of depressive disorders.
This study also assessed the validity of the
PHQ-A as a diagnosis tool by using the category
algorithm of depressive disorder: if five or more
of the nine items were rated as “more than half
the days” (2 points) and at least one of those
symptoms was either depressed mood (item 1)
or anhedonia (item 2). Item 9 (suicidal idea) was
counted if presented at all (Lotrakul et al., 2008).
In order to classify the severity of depression,
the total scores of the PHQ-A were also
divided into the following levels: 0-4 (minimal),
5-9 (mild), 10-14 (moderate), 15-19 (moderately
severe), and 20-27 (severe). To determine
convergent validity, Pearson’s correlation
coefficient was used to assess the relationship
between the PHQ-A and the CDI for 11-15 year
old samples or the CES-S for 16-20 year old
samples.

Results

Reliability and item analysis of the Thai version
of the PHQ-A

For all 272 participants, the internal
reliability of the PHQ-A was excellent, with a
Cronbach’s alpha coefficient of 0.92. There was
no item which would increase the total scale
alpha if it was deleted. Item 7 (concentration
problem) had the least item-total correlation
(0.56) (Table 1).
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Table 1: Item-total correlation and factor loading for PHQ-A. (N = 272)

PHQ-A item Item-Total Alpha if Item Factor
Correlation Deleted Loading

1. Feeling down, depressed, irritable, or hopeless? 0.83 0.91 0.88

2. Little interest or pleasure in doing things? 0.71 0.91 0.78

3. Trouble falling asleep, staying asleep, or sleeping too much? 0.68 0.92 075

4. Poor appetite, weight loss, or overeating? 0.72 0.91 0.78

5. Feeling tired, or having little energy? 0.76 0.91 0.82

6. Feeling bad about yourself - or feeling that you are a failure, 0.78 0.91 0.84

or that you have let yourself or your family down?

7. Trouble concentrating on things like school work, 0.56 0.92 0.63

reading, or watching TV?

8. Moving or speaking so slowly that other people could 0.69 0.92 0.78

have noticed? Or the opposite - being so fidgety or restless

that you were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of hurting 0.77 0.91 0.83

yourself in some way?

Before running factor analysis, sampling
adequacy was excellent (0.93) as per the
Kaiser-Meyer-Olkin (KMO) criteria and Bartlett’s
test of sphericity was statistically significant
(p<.000). The correlation matrix illustrated
moderate-to-high correlation between individual
item of the PHQ-A, ranged from 0.34 (item 7
and 9) to 0.74 (item 1 and 9). According to EFA

with Principal Component Analysis (PCA), only
one factor was extracted with an eigenvalue >1
which explained 62.04% of the variance with an
eigenvalue of 5.58 as the scree plot showed in
Figure 1. The one-factor structure was confirmed
by a criterion of minimum factor loading of 0.63.
(Table 1).
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Figure 1: Scree plot showing the number of factors to retain
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Distribution of the PHQ-A scores according to
the depression diagnosis criteria

The mean of the PHQ-A score of the 100
patients without depression was 4.9 (SD 3.3)
while that of the 172 patients with depression
was 13.6 (SD 6.9). Within the depression group,
the means of 141 patients with MDD and 31
patients with other depression were almost
similar, with MDD at 13.5 (SD 7.0) and other
depression at 13.9 (SD 6.7). Amongst MDD
patients, the psychiatrists could also identify
the severities of depressive disorder at 3 levels:
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mild, moderate and severe MDD. The mean
PHQ-A score was 10.5 (SD 5.8) in 63 patients
with mild MDD, 15.7 (SD 6.5) in 46 patients with
moderate MDD and 16.4 (SD 7.9) in 32 patients
with severe MDD. Table 2 shows the distribution
of the PHQ-A scores according to the depression
diagnosis status. The PHQ-A scores of the
majority of patients with no depressive disorder
(90%) were less than 10, while those of most of
the patients with moderate to severe depressive
disorder (74% and 72%, respectively) were 10
and higher.

Table 2: Distribution of PHQ-A scores according to depression diagnosis status

Major Depressive Disorder (N=141)

Level of depression severity,

Other Depressive
Disorder (N=31)

No Depressive
Disorder (N=100)

PHQ-A score? Mild (N=63) Moderate (N=46)  Severe (N=32)

n (%) n (%) n (%) n (%) n (%)
Minimal, 0-4 7(11.1) 1(2.2) 2(6.3) 1(3.2) 47 (47)
Mild, 5-9 27 (42.9) 1(23.9) 7(21.9) 11 (35.5) 43 (43)
Moderate, 10-14 15 (23.8) 0(21.7) 3(9.4) 4(12.9) 9(9)
Moderately severe, 15-19 9 (14.3) 6(13) 7(21.9) 6(19.4) 1(1)
Severe, 20-27 5(7.9) 8(39.1) 13 (40.6) 9 (29) 0(0)

The validity of the Thai version of the PHQ-A
Table 3 demonstrates the operating characteristic
of the PHQ-A against the clinical diagnosis
by psychiatrists which included sensitivity,
specificity, and positive likelihood ratio (LR+).
This study also conducted an ROC analysis,
where the AUC was at 0.88 (SD=0.02, 95%Cl
0.83 to 0.92). At a cut-off score of 8, the
sensitivity was 76% and the specificity was 81%.
The Likelihood ratio implied that a patient with
depression was 4 times more likely to have
a PHQ-A score of 8 or higher than a patient
without depression. The validity of the PHQ-A as
a diagnostic tool for depressive disorder, using
category algorithm, had a sensitivity of 48% and
a specificity of 100%.

The multilevel likelihood ratio was also
calculated to determine further association
between PHQ-A severity levels of depression
and the likelihood of depressive disorder by

clinical diagnosis. The positive likelihood ratios
of PHQ-A scores of 0-4, 5-9, 10-14, 15-19, and
20-27 for any depressive disorders were 0.1, 0.8,
2.1, 16.3, and 26.2, respectively. It meant that,
for example, a PHQ-A score in the 0-4 range
is only 1 in 10 times as likely in a patient with
depression compared to a patient without
depression, while a score of 10-14 is 2.1 times
as likely and a score of 15-19 is 16.3 times as
likely.
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Table 3: Operating characteristics of PHQ-A cut-off scores

PHQ-A score Sensitivity (%) Specificity (%) Likelihood Ratio (LR+)
zZ5 93 47 1.8
Z 6 90 65 2.6
=7 84 76 3.5
B 76 81 4
=9 68 87 5.2
= 10 61 90 6.1
= 11 58 92 7.2
=12 55 S5 11
=13 55 97 18.2
Z 14 48 98 24.2
=z 15 42 99 42

To determine the convergent validity of the
Thai version of the PHQ-A, the total score of
the PHQ-A was correlated with the CDI for
11-15 year old participants and with the CES-D
for 16-20 year old participants. Pearson’s
correlation coefficient between the PHQ-A and

Discussion

The Thai version of the PHQ-A had been
developed for assessing depression in
adolescents who were 11-20 years old. This
study aimed to evaluate its internal reliability
and validity including the criterion and the
convergent validity. The Thai version of the
PHQ-A had excellent internal consistency with
an alpha coefficient of 0.92. According to item
analysis, the mood item (item 1) had the highest
correlation with the total score illustrated that
a word “irritable” was worth adding in the
adolescent version (Richardson et al., 2010).
On the contrary, the item of concentration (item
7) showed the lowest correlation with the total
score. It could be explained by the nature of
participants with no depressive disorder since
the concentration problem is a common sign for
both depression and ADHD (WHO., 2016). As a
result, item 7 might not be a strong indicator
to classify depressive disorder among adolescent
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the CDI was 0.83, and was 0.87 between the
PHQ-A and the CES-D. It was indicated that the
PHQ-A had a high positive correlation with both
existing Thai screening tools for depression in
young people.

patients in a psychiatric clinic. The EFA
confirmed one-factor structure of the PHQ-A
as all items were clearly clustered into a single
domain regarding diagnostic criteria of MDD.
It was corresponded with other studies of the
factor structure of the PHQ-A and the PHQ-9
which  supported the one-factor model
(Boothroyd, Dagnan, & Muncer, 2019; Naveed,
Wagas, Memon, Jabeen, & Sheikh, 2019).
Nonetheless, there were some evidences
suggested two-factor model of the PHQ-9 in
adult psychiatric population including cognitive

/affective and somatic factor (Beard, Hsu,
Rifkin, Busch, & Bjorgvinsson, 2016; Guo
et al.,, 2017). It was suggested a possible

difference of the factor model relating to different
age group which would need to be explored
further in Thai population.

Means of the PHQ-A total score were
gradually higher following the severity of
depressive disorders classified by child and
adolescent psychiatrists. Table 2 showed that
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a large number of patients with a diagnosis of
moderate and severe MDD also presented in
moderate (score 10-14) to severe (score =20)
categories of the PHQ-A. In contrast, 90% of
patients without depression were on the minimal
and mild grade of depression categorized by the
PHQ-A. The results indicated a strength point
of the PHQ-A in identifying the severity of
depression (Bhatta, Champion, Young, & Loika,
2018). However, the PHQ-A severity levels were
varied amongst the patients with mild MDD and
other depressive disorders. Additionally, this
study was a cross-sectional study, thus, the
PHQ-A score could be varied depending on
teenagers’ emotional status at the moment of
testing.

For consistency with previous studies,
the criterion validity of the PHQ-A in this study
was satisfactory (Johnson et al., 2002; Lotrakul
et al., 2008). The cut-off point of 8 demonstrated
acceptable sensitivity and specificity (76% and
81%, respectively). It was lower than the original
recommended cut-off score of 10. However,
it was in range with the satisfactory cut-off
score of 8 to 11 from a meta-analysis study for
an optimal score of the PHQ-9 (Manea, Gilbodly,
& McMillan, 2011). This slight difference can be
explained by the settings and diagnostic method
of this study. Manea et al. (2011) reported that
the sensitivity of the PHQ-9 studies in a hospital
setting tended to be lower than that of the
primary setting, while specificity was rather
stable. Moreover, this study was conducted using
child and adolescent psychiatry as a gold
standard, while previous studies often used
structured clinical interviews (Johnson et al.,
2002; Kroenke et al., 2001; Lotrakul et al., 2008;
Zhang et al. 2013). The results of this study
also supported the advantages of the severity
interval of the PHQ-A (Johnson et al., 2002)
(Table 3). For example, the cut-off point of 5
was great for discriminating between patients
with depression and those without depression
with high sensitivity (93%). Besides, the cut-off
point of 10 was useful for differentiating between
non-depression  patients and  depression
patients with high specificity (90%). Finally, the

Vol. 8 No. 1 January- June 2020 (30-40)

cut-off point of 15 was able to rule out almost
all patients without depression with 99%
specificity. Moreover, using the PHQ-A as
a diagnostic tool following category algorithm
resulted in exclusion of all patients with no
depressive disorder. However, this method
had low sensitivity (43%) which was similar
to the study of the Thai version of the PHQ-9
(Lotrakul et al., 2008). Findings corresponded
with the original PHQ-A which found moderate
correlation with professional diagnosis, though
high specificity for ruling out non-depression
cases (Johnson et al., 2002).

The convergent validity of the PHQ-A
was excellent compared with the CDI and the
CES-D (r = 0.83 and 0.87, respectively). It was
demonstrated that the 9-item PHQ-A can be
used for assessing depression in children
and adolescents, as well as the existing
measurements. As mentioned earlier, both the
CDI and the CES-D contain more numbers of
items and more complicated scoring methods,
than the PHQ-A. At this point, the PHQ-A is
simple and easy to use. It can be used for
monitoring both the severity of depressive
symptoms and response to treatment (Siu, 2016;
Williams et al., 2009). As a consequence, the
tool has been used widely in primary care and
school settings (Bhatta et al., 2018; Lewandowski
et al.,, 2016).

Limitations and Recommendations

This study was just a starting point for the
Thai version of the PHQ-A. There were some
limitations. Firstly, the results showed a high
false positive rate among non-depressive
patients who mostly had ADHD in that they
showed similar symptoms to depressive disorder.
To serve the purposes of a screening tool, the
PHQ-A should be studied further using the
general population, primary care settings, and
some specific groups, such as students who are
at risk of mental health problems, or adolescent
patients with chronic illness. Additionally,
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the high false negative rate of this study was
generally derived from patients with mild MDD
and other depressive disorders. It was possible
that this study did not control the duration of
depressive episodes. Specifically, amongst
adolescent patients with mild MDD, it varied
from critical patients through to chronic and
almost recovered patients. As a result, the
PHQ-A scores of this group were diverse.
Consequently, a further clinical interview is
essential for young people who are at risk of
depression, even though their PHQ-A scores
were low (Johnson et al., 2002).

In conclusion, the Thai version of the
PHQ-A is an acceptable, simple, yet reliable
and validated measurement for detecting
depressive disorder in adolescents. Mental
health professionals might apply the PHQ-A
result as a part of their diagnosis and treatment
planning in the future. Moreover, the test can be
used as the first self-screening tool for children
and teenagers in school and community settings.
The tool is suitable for assisting Thai mental
health and health professionals to improve
the quality of services for adolescents with
depression.
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