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ABSTRACT

Adolescence is a period of development when there are rapid bio-physiological changes,
psychosocial development and brain development, which contributes to the rapid rise of the
prevalence of mental health issues such as depressive episode in this population (Urdan &
Klein, (1998). Non-directive, client-centered psychosocial interventions such as expressive
art therapies have been shown to be welcomed by youths with mental health issues.
Sandplay therapy is a type of expressive therapy which requires little or no artistic skills for
participants to freely express themselves through the use of sand, water, and figurines in a
sandtray under the witness and support of a trained therapist.

Two related studies were conducted for a mental health project; the first study is a survey
on the mental health of 2669 young adolescents and the related social and personal
variables. It was found that the quality of marital relationship between parents had a
significant effect on adolescents’ emotion in both intact and non-intact families, after
taking into account the effect of parent-child relationship. Personality and self-esteem
were found to be strong predictors to the negative affects as well as to happiness. Family
relationships affected adolescents’ emotion more extensively than teacher-student
relationship and peer relationship. Peer relationship was related to the positive emotional
experience but was less related to negative emotions.

Non-clinical adolescents with severe mood disturbances were identified in study I and
entered study II. Study II is an evaluation of two modalities of group intervention,
cognitive behavioural therapy and sandplay therapy. 110 students were selected from 1840
students of 7 schools to participate in this second phase. Four schools (n=60) were
randomly assigned to run sandplay therapy, and 3 schools (n=50) to run CBT; the students
in each school were further randomly assigned into treatment group or waitlist control
group. In study II, trends of decrease were observed in the internalizing problems in

adolescents after receiving SPT. Participants who received longer (16 sessions) group



sandplay therapy showed continuous decrease in both internalizing problems and
externalizing problems. With reference to the results of study I, preliminary analysis on the
sandplay scenes were conducted. Participants who experienced more difficult family

relationships may tend to express this in their first sandplay scene.
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Chapter 1: INTRODUCTION AND OVERVIEW FOR STUDY I AND STUDY II

“There is no health without mental health” The World Health Organization (WHO)
announced in its report by Global Business and Economic Roundtable on addiction and
mental health in 2011. The WHO (2001) suggests it is almost impossible to define mental
health comprehensively, but in addition to an absence of mental disorders, mental health
includes concepts on the "subjective well-being, perceived self-efficacy, autonomy,
competence, intergenerational dependence, and self-actualization of one’s intellectual and
emotional potential, among others”. Therefore, emotional states and regulation, self-
efficacy, family relationships, and occupation and role development are concerned while
understanding mental health.

Emotional regulation during early adolescence is a challenge for early adolescents because
of the rapid biological changes, including brain development and hormonal changes, and
social changes that occur during early adolescence. In recent years, there is a raising
concern on the mental health of youth and some studies have found an alarming prevalence
of emotional disturbance among adolescents in Hong Kong. There is a need of increasing
our understanding on the causes of mental health problems in local adolescents and
developing effective treatments.

Treatments to youth mental health issues include medication and psycho-social treatments.
Studies on treatment to psychological disorders had often compared medication to
cognitive behavioral therapy and had found comparable effects between the two (Weisz,
Jensen-Doss & Hawley, 2006). However, there is a big concern on the side-effect of
medication on children and adolescents. For example, the U.S. Food and Drug
Administration issued a public warning on the use of SSRI antidepressant as it may

increase suicidality in children and adolescents (National Institute of Mental Health, 2014).
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Therefore, psycho-social treatments are more preferred than medication in children and
adolescents.

Currently, the research on cognitive behavioral therapy is abundant; the measurement tools
and treatment protocols are well-developed. It has been use in treating emotional issues
including anxiety and depression in the youth population and found to be effective. But
whether the cognitive behavioral approach has an advantage over other treatment
approaches, and whether different treatment approaches favor different particular
conditions, is still not clear. Various forms of expressive therapies are gaining popularity
because there is a recognized need of the use of alternative therapies, particularly for
younger people, who generally have lower cognitive and verbal abilities; these alternative
therapies often involve the use of the right hemisphere (Stern, 2008) and intuitive
expression (Rogers, 1993). Sandplay therapy is a type of expressive therapy with the
spontaneous use of sand, water and figurines in a tray, without pre-set goals. The low skill
or physical demands it requires compared to other forms of expressive medium such as
drawing and dancing, makes it suitable for a wide population as an expressive medium.
Sandplay therapy is less popular than art therapy and therefore the quantitative outcome
study of sandplay therapy is even more scarce (e.g. von Gontard et al., 2010; Rousseau,
Benoit & Gauthier, 2009) though the literature is rich in case studies to establish the
therapeutic principles. A pre-post design was used in the most of the existing studies of
sandplay therapy and a controlled design in outcome studies is needed for a stringent
evaluation on it’s effectiveness.

Two related studies were conducted for a project on early adolescents’ emotion. In this
thesis, literature review, methods and results will be presented separately for the two
studies. Study I is a mental health survey, conducted in January 2011, which attempts to
investigate and compare multiple factors related to the emotional well-being of early

adolescents in Hong Kong. These factors included personal characteristics, family
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relationships and family structure, social relationships and academic performance. The
importance of these factors in predicting the positive and negative emotions of adolescents
will be compared. The effects of family relationship and family structure on adolescents’
emotion were investigated in more detail with a focus on inter-parent relationship and
parent-child relationship, separately for intact and non-intact families. The details will be
discussed in chapter 2. The findings help us understand the general mental condition of
early adolescents in Hong Kong for large scale prevention work such as school and family
policies making.

Furthermore, study I served as a screening for suitable participants for study II, and aid the
analysis of the qualitative data. Adolescents with a high level of emotional disturbances
were identified and invited to participate in study II to receive a group intervention.
Chapter 3 of the thesis is on the evaluation study on the effect of two modalities of group
intervention, sandplay therapy and cognitive behavioural therapy. This is the first study to
quantitatively investigate the effectiveness of group sandplay therapy with a control
treatment group and a randomization procedure. Preliminary analysis on the first sandplay
scenes will be presented in chapter 3. Themes will be selected with reference to the factors

identified in study I.
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Chapter 2: STUDY I - MENTAL HELTH OF ADOLESCENTS IN HONG KONG

2.1 Background and literature review

2.1.1 Developmental changes of adolescents and the situation in Hong Kong

Research found that the probability of experiencing a major depressive episode increases
with age and the change is most rapid during early adolescence (Lewinsohn, Rohde &
Seeley, 1998), and the prevalence for female is around two times of that of male (Dahl,
2001). Even among adolescents without major depression, symptoms of depression during
early adolescence strongly predict an episode of major depression in adulthood, and the
depressive symptoms are relatively stable through adolescence (Pine, Cohen, Cohen &
Brook, 1999). During early adolescence (10 — 15 years of age, Urdan & Klein, (1998)),
there are rapid bio-physiological changes, psychosocial development and brain
development, which contributes to the rapid rise of the prevalence of depressive episode in
this population. There is a changing balance between the neuronal networks; while
cognitive development is relatively stable and gradual through childhood and adolescence,
the affective development is rapid during adolescence under the influence of hormonal
changes at puberty (Giedd, 2008). Therefore emotional arousal and motivation are high
and the cognitive network may not be competent enough to regulate (Sisk & Zehr, 2005).
A local survey conducted in Hong Kong by Regeneration Society (2011) reveals that
32.5% of youth aged 12 — 25 investigated reached a clinical level of depressive mood. A
more recent survey done by the Boys’ and Girls’ Clubs Association of Hong Kong found
that among adolescents of 12-19 year old, over 50% were experiencing mild to severe
depressive mood and 40% were experiencing mild to severe stress (The Oriental Daily,
2013, October 27). The factors related to local adolescents’ emotion shall further be

investigated.
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The emotional well-being of early adolescents is related to various issues such as suicidal
risk and motivation, as well as the future risk of mood and anxiety disorder in adulthood
(Pine, Cohen, Cohen & Brook, 1999). Therefore, understanding the factors related to
adolescents’ emotional well-being provides information for early intervention. A study by
Stewart, Betson, Lam, Chung, Ho & Chung (1999) investigated the effect of some social
and demographical factors on 996 secondary school students in Hong Kong in forms 3 and
4. The results suggested that girls reported more depressive symptoms than boys, and that
peer acceptance and a lack of parental understanding appeared to be strongest predictors
for depressive mood. Another study by Tu et al. (2008) investigated the stress level and
psychological adjustment in secondary school and university students. The results
suggested that the secondary school students experienced highest stress in academic aspect,
followed by relationship aspect. = The current study investigated the effect of

social/relational, demographical and personal factors on the mental health of adolescents.

2.1.2 Conceptualizing mental health

Two common constructs of negative emotion are anxiety and depression. Anxiety and
depressive disorders have high co-morbidity of 30 — 70% (Brady & Kendall,1998) , and the
correlation of self-report severity of the two mood states were found to be strong (0.50 —
0.80) in previous studies (Yang, Hong, Joung & Kim, 2006).

From a clinical perspective, the symptoms for generalized anxiety disorder in DSM criteria
are simplified as: having excessive anxiety and worry, difficult to control the worry,
restlessness, being easily fatigued, difficulty concentrating, irritability, muscle tension and
sleep disturbance. On the other hand, a major depressive episode includes symptoms are
simplified as: having depressed mood or loss of interest or pleasure, significant weight loss
or weight gain , insomnia or hypersomnia, psychomotor agitation or retardation, fatigue or

loss of energy, feelings of worthlessness or excessive or inappropriate guilt, diminished
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ability to think or concentrate, recurrent thoughts of death, recurrent suicidal ideation of
suicide.

Clark and Watson (1991) suggested focusing on distinguishing the similarities and
differences in the characteristics of anxiety and depression. They suggested that depression
is characterised by low positive affect, and anxiety is characterised by high emotional
arousal, while the two share similar symptoms of negative affect. Cannon and Weems
(2006) suggested that anxiety and depression co-occur because there are risks factors that
are common to the two conditions.

On the other hand, Lovibond and Lovibond (1994) suggested three differentiated
dimensions of internalizing affect, namely depression, anxiety and stress. They developed
the Depression Anxiety Stress Scales (DASS) for measuring and differentiating these three
constructs. In particular, the anxiety scale is characterised by the acute response of fear
and situational anxiety, while the stress scale is characterised by a state of persistent
arousal and tension. DASS was developed and validated across cultures and age groups,
and a Chinese version has been used in Hong Kong and good psychometric properties were
reported (Taouk et al., 2001).

Emotion is also assessed in a positive dimension, and the positive and negative emotions
are not essentially exclusive or complimentary, because an increase in happiness does not
necessarily reduce negative emotion, nor a decrease in negative emotion results in and
increased positive emotion (Schimmack, 2008). Different combinations of the positive and
negative emotions contribute to different states of mental health. Therefore in this study, a
positive dimension on emotion will be included for understanding the mental health of
adolescents, using a general measure of happiness.

In the current study, three specific states of negative affective states — depression, anxiety
and stress, and a general positive affective state - subjective happiness, were measured, to

provide a relatively comprehensive picture in understanding adolescents’ mental health.

16



2.1.3 Family factors related to adolescents’ emotion

Research has demonstrated parental conflicts affect children in different aspects, including
social development (Reese-Weber, Bartle-Haring, 1998; Kinsfogel & Grych, 2004) and
emotional well-being (Demo & Acock, 1988; Morris, Silk, Steinberg, Myers & Robinson,
2007). Both a direct and an indirect effect of interparental relationship on child’s well-
being have been proposed and studied. It has been suggested that conflicts between the
parents have an indirect impact on children’s well-being by adversely affecting parenting
practice (Fauber RL, Long, 1991; DeBoard-Lucas, Fosco, Raynor & Grych, 2010) and
parent-child relationship (Davies & Cummings, 1994). This is consistent with the family
systems theory which proposes that the malfunction from one sub-system (e.g. marital
subsystem) in the family can “spillover” to another sub-system (e.g. parent-child
subsystem), and several studies have supported this (see the meta-analysis of Erel, &
Burman, 1995). On the other hand, some authors suggested a direct effect of parent marital
problems on child’s mood, for example, Emery, Fincham, and Cumming (1992) suggested
that the impact of interparental conflict on child adjustment is not completely mediated by
parenting practice; the effect exists when parent-child interaction is absent. An
experimental study by Lee, Ng, Cheung and Yung (2010) found that during parental
conflict discussion, children experience physiological arousal in 80% of the time of
interparental conflict, including moments of silence. This suggests how the quality of
interparental relationship has a direct effect on the emotion of the child, specifically on
their stress responses. Fewer studies investigated the effect of both parent-child
relationship and interparent relationship together. Some adult-centred studies investigated
parenting instead of parent-child relationship, and found that positive aspects in parenting
can buffer the direct effects of interparental conflicts on children (EI-Sheikh & Elmore—

Staton, 2004; Skopp, McDonald, Jouriles & Rosenfield, 2007 ).
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Two different displays of marital dissatisfaction are marital conflicts, characterized by the
display of anger and hostility, and marital withdrawal, characterized by detachment and
avoidance during marital discussions (Sturge-Apple, Davies & Cummings).  Previous
studies on intact families have focused more on marital conflicts, fewer studies investigated
the effect of marital withdrawal. An infant study (Cox, Paley, Burchinal & Payne, 1999)
found that marital withdrawal, but not marital conflict, predicted parental responsiveness to

3 - 12 months infants. Another study (Sturge-Apple, Davies, Cummings, 2006) suggested

that marital withdrawal had a detrimental effect on kindergarten children’s scholastic
adjustment and internalizing and externalizing behaviours.  In this study, the effect of
marital conflicts and marital disengagement on early adolescents will be compared.

Earlier research on post-divorce family focused on the effect of divorce on children’s well-
being (Demo, Acock, 2007; Guidubaldi & Cleminshaw, 1985; Amato & Keith ,1991) and
later on more studies focused on parental conflicts, which was suggested to be a more
important predictor for children’s development than family intactness (Emery, Fincham,
Cummings, Mechanic & Hansell, 1989; Amato & Afifi, 2006). Post-divorce parental
conflict was found to affect emotional and behavioural development in children and
adolescents (Grych & Fincham, 2001; Sbarra & Emery, 2005; Houseknecht & Hongo,
2005, Kim, Jackson, Conrad & Hunter, 2008). Apart from direct interaction between
parents, different styles of interparental relationship also manifest as different parenting
cooperation styles in post-divorce family. Three different parenting cooperation styles
between parents were identified and studied. Carr (2012) suggested that in post-divorce
families, cooperative parenting is an optimal arrangement to the well-being of the children,
with which the separated parents have integrated rules and routines in parenting, but it is a
situation that is least common. Parallel parenting is the most common pattern with which
the parents have different parenting practices and do not try to integrate. This is a most

common pattern and children under this condition show few adjustment problems. With
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conflictual parenting, parents attempt to influence the other’s parenting, and messages are
passed through the child. In the current study, we will investigate and compare the effect
of parental conflicts and parental disengagement on adolescents’ depressive and stress-
related emotions while controlling for the effect of parent-child relationships for post-
divorce families.

Ablow (2005) suggested that parents underestimate or overestimate the children’s
awareness of the conflict between them, and hence parents’ reports on their children’s
awareness of interparental conflict may not be the most accurate. The author studied the
effect of marital conflicts on young children’s mood by measuring the subjective
perception of the kindergarten children on parent’s conflicts. The subjective perception of
four to six years old children on the conflict situation between the parents was measured
with simple items. It was also suggested that as the child actively interpret and respond to
the environment, including interparental interactions (Grych, Seid & Fincham, 1993),
therefore it is essential to understand the subjective appraisal of the adolescent on
interparental relationship and hence the effect on their affect. In the current study, an
adolescent-centred approach was taken; the subjective perception of the adolescents on

parent’s relationship quality was measured.

2.1.4 Individual and social factors related to adolescents’ emotion

Building a model of factors predicting adolescents’ emotion
Models on mental health and related variables have been built and tested using regression
and path analysis. For example, a study by Steward et al. (1999) investigated the
relationship between a board range of variables and depressive mood of teenagers in Hong
Kong. Stepwise regression analysis was used use to build a cumulative model with various
factors related to parent, peer and academic demand significantly predicting depressive

symptoms. Another study (Lam et al., 2004) investigated the mediating effect of family
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relations and depressed mood on the relationship between suicidality and cultural values
for youth in Hong Kong. Another study by Sun, Hui and Watkins (2006) also investigated
a model on suicide and depression in adolescents in Hong Kong by regression analysis.
The model includes family cohesion, teacher-students relationships, teacher support and
peer support. It was found that these factors were mediated by self-esteem. The authors
further suggested a need to strengthen the family and school systems as an ecological
support to adolescents. A Taiwan study (Lin, Tang, Yen, Ko, Huang, Liu & Yen, 2008)
found that in a large sample of adolescents aged 13-15, parental marriage, rank and feeling
in peer group, and academic performance significantly predicted severe depressive mood in
an analysis using logistic regression. Previous local studies focused on depression and
suicidality. In order to provide a broad picture on adolescents’ emotional health, various
dimensions of emotion — depression stress, anxiety and general happiness, were measured;
other than the family factors mentioned in the previous section, the effect of various
individual and social factors were also investigated in this study.
Self-esteem
In addition to family factors, various individual factors and social factors have been
suggested to affect the metal health of adolescents. Numerous studies have been done to
investigate the relationship between self-esteem and mood, and both directions of causality
has been proposed. A recent meta-analysis (Sowislo & Orth, 2013) on 95 longitudinal
studies found that the effect of self-esteem on depression is significantly stronger than the
effect of the reverse direction, and the effect of self-esteem on anxiety is similar to the
reverse. The authors also suggested high self-esteem may have positive influence on well-
being.
Personality
Associations between particular personality traits and mental health have also been found.

For instance, extraversion and neuroticism have been found closely related to happiness or

20



mental health (e.g. DeNeve and Cooper, 1998; Furnham & Cheng, 1999). In Furnham
&Cheng (1999), a sample of 100 Hong Kong young adults was compared with a sample of
120 young adults in United Kingdom, and found that the pattern of regression of
personality on happiness is similar between the two samples, that extraversion and
neuroticism significantly predicted happiness. Bienvenu et al. (2004) investigated the
associations between some affective disorder and personality traits in an adult sample in
the USA. They found that a number of affective disorders, including major depressive
disorder (MDD), generalize anxiety disorder and social phobia, were associated with high
neuroticism; MDD and social phobia were associated with low extraversion. In a Chinese
context, a study by Zhang, Wu and Pan (2013) found that extraversion, but not neuroticism,
predicted mental health, and the relationship is partially mediated by active coping in a
sample of undergraduate college students. Fewer studies have been done on adolescents on
the relationship between their personality and mental health. In the current study, three
personality traits — extraversion, neuroticism and psychoticism, were measured and
investigated on a younger sample.
Teacher-student relationship and peer relationship

On the other hand, Erikson’s theory on psychosocial development suggests that during
adolescence (13-19 years old) is the period of identity development through the
relationships outside the family, notably peers and role models. A longitudinal study by
Reddy, Rhodes and Mulhall (2003) found that an increase in the perceived teacher support
predicted and increase in self-esteem and decrease in depressive symptoms in a sample of
grade six students in America. A study by Baker, Grant and Morlock (2008) found that the
positive (higher warmth and lower conflict) teacher-student predicts school adaptation of
kindergarten children. However, compared to elementary school, junior high school
classrooms have less personal and positive teacher-student relationship (Eccles & Wigfield,

1997). On the other hand, research on the effect of peer rejection and withdrawal has been

21



done more extensively on children’s externalizing behaviour than on the internalizing
behaviour (Deater-Deckard, 2001). Comparison between the effects of peer relationship
and teacher-student relationship on adolescents’ mental health was seldom made.
Therefore, in the current study, the subjective perception on peer and teacher-students
relationship will be measured and investigated.
Academic performance

A longitudinal study by Bandura, Pastorelli, Barbaranelli and Caprara (1999) found that,
in a sample of children (mean age = 11.5 years) in Italy, rather than the actual academic
performances, beliefs in their academic inefficacy predict current depression and
depression one year after. Low perceived academic efficacy also predicts depression two
year after but was mediated by academic achievement, suggesting the relationship is
mediated by academic achievement in a longer run.  Therefore in the current cross-
sectional study, the effect of student’s satisfaction on their academic performance will be
investigated to understand the direct effect of student’s self-perception of academic
achievement on different aspects of their affect.

Gender

Previous studies have shown that in adolescents, the prevalence rate of depression in
female is higher than in male (e.g. Nolen-Hoeksema, Girgus, 1994, Parker & Brotchie,
2010). The difference seems to change and become more complicated when people grow
up. In a study by Wong et al. (2006), it was found that among young adults, the male
scored higher in depression and female scored higher in anxiety and stress scales using the
DASS. This is possibly due the difference in development of the brain, as girls generally
had an earlier puberty, there limbic area developed more rapidly during early adolescence
making them more prone to emotional disturbances. With the knowledge on the difference

in severity, it is worth to investigate whether male and female are equally sensitive to the
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factors related to mood. Therefore the regression model will be run separately for male and
female to see whether the factors that affect their mood will be same or different.
2.1.5 Hypotheses
1) The quality of marital relationship has direct effect on adolescents’ emotion; the
effect remains significant when the effect of parent-child relationship is taken into
account.
2) The quality of interparental relationship affects adolescents’ in both intact and non-
intact families, and the pattern of the effect is different for the two groups.
3) Personality traits and self-esteem are significant predictors on adolescents’ emotion.
4) Factors related to study, living habits, social relationship and family relationship
have different patterns and strengths in predicting adolescents’ emotion.
5) Factors predicting emotion are different among male and female.
2.2 Methods
2.2.1 Design and procedures
The data used in this study was drawn from a mental health survey conducted in seven
secondary schools in Hong Kong in Jan 2012. The study has passed the ethical review of
the Departmental Research Committee of Hong Kong Polytechnic University. Approval of
data collection and informed consent was obtained from the school principals. The
questionnaire was administered in a group setting during school time to all form 1 to 3
students. The students were informed that the objective of the survey was to understand
the living conditions of junior students in Hong Kong.
2.2.2 Participants
A total of 2669 adolescents participated in the survey, 2571 (96.3%) of the participants
returned complete and valid questionnaire. Among them, those who lost either parents
because of reasons other than divorce or separation, such as death, are excluded, resulting

in a final sample of 2507. The mean age is 13.39 (sd = 1.03; range: 12 — 16). 48.4% were
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female and 77.9% had an intact family (lived with both parents who were married). 26.6%

of the participants were single child.

2.2.3 Measurements:
Depression Anxiety Stress Scales 21, Chinese version

It is a 21-item set of self-report scales for measuring and discriminating the three negative
emotional states: anxiety, stress and depression, and is suitable for screening in adolescents
and adults. The version is translated by Chan (n.d.) and validated, the psychometric
properties were reported in Taouk et al. (2001), and the scale was used in a large scale local
survey by Wong et al. (2006). The scale is composed of 21 items on negative emotional
states rated on a four point Likert scale on the frequency or severity. The current study will
focus on analysing the total scores of the three subscales depression, anxiety and stress, as
a general measure of negative mood state. The score of each subscale ranges from 0 to 42,
with a higher score indicating a higher level of distress. Cronbach’s alpha for all 21 items
is .93 for the current sample. A three factor solution was found with exploratory factor
analysis, which is consistent with previous studies. The numbers of items that load on the
same factor are six (out of seven) for depression subscale, four for anxiety subscale, and six
for stress subscale. Confirmatory factor analysis was also performed with AMOS Graphics
to further examine the three factor structure. It was found that the three-factor model met
the criteria of good-fit (Hu & Bentler, 1999) and fitted the data better than a one-factor
model as reflected by the values of root-mean square of approximation (RMSEA) and
comparative fit index (CFI). (One factor model: Chi-square = 2808, p < .001, df = 189,
RMSEA = .073, CFI = .891; three-factor model: Chi-square = 2316, p <.001, df = 186,
RMSEA = .066, CFI = .912).  The authors suggested cut-off points separately for the
three sub-scales, and the data will be analysed with reference to the cut-off scores.

Subjective Happiness Scale.
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The scale measures the subjective happiness with four items on a seven point Likert scale
(Lymbomirsky and Lepper, 1999). The total score ranges from 7 to 28 with a higher score
indicating a higher level of subjective sense of happiness in general. It helps give a
positive dimension on understanding students’ mood in our study. Cronbach’s alpha for
the four items is .82 for the current sample.
School and social satisfaction
The following information related to school environment were collected: school banding,
school grade, special educational needs, satisfaction on the relationship with teachers,
satisfaction on the relationship with peers, satisfaction on academic performance,
Family relationships
The participants were ask to indicate the following family conditions: intact or non-intact
family, the quality of interparent relationship they perceived (harmonious, conflictual or
emotionally disengaged), and their satisfaction on the relationship with parents, with
siblings (if applicable), rated on a four point Likert scale. The satisfactory ratings on the
relationships with parents, and the quality of interparent relationship, were dummy scored
and added together to form a composite score for regression analysis. In this study, the
subjective perception of the adolescent on the interparental relationship is measured,
instead of the parents’ perception, because the child actively interpret and respond to the
environment, including interparental interactions (Grych and Fincham , 1990).
Life style and living condition
Participants reported the time spent on study, digital entertainment, self-initiated leisure
(arts, cultural and sports) activities and sleep per week. They also reported the years of
residence in Hong Kong, and their satisfaction on financial state on a 4 point Likert scale.
Rosenberg Self-esteem Scale
The scale measures the positive and negative feelings towards the self and consists of 10

items rated on a 4-point Likert scale. The Chinese version has been developed and used in
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local adolescent (Shek, 1993) and children (Tsang, 1997). The score ranges from 10 to 40.
The Cronbach’s alpha for the scale .81 for the current sample, which suggests the internal
consistency among the items is good (George & Mallery, 2003)
Logical intelligence and test performance
Logical intelligence and test performance, which involve logical reasoning, motivation and
attention, were assessed in general with a timed reasoning test of 15 items. The scale is
composed of two types of questions, numerological reasoning and abstract reasoning. The
items were selected from sample tests of the University of Kent (2011) and a sample paper
for secondary school selection tests in England published by the IPS Education Publishing
(2011). Sixteen items of appropriate difficulty were initially selected, all have good item
facility and item discrimination on the current sample except one item, which has high item
facility 88%. The Cronbach’s alpha for the final 15 items is 0.70, indicating that the
internal consistency is acceptable (George & Mallery, 2003).
Revised Junior Eysenck Personality Questionnaire

The abbreviated version was used to measure three dimensions of personality:
extraversion- introversion, neuroticism-emotional stability, psychoticism-socialization.
There is also a lie scale in the questionnaire whichis sometimes used as a measure of social
desirability (e.g. in Barett and Eynseck, 1984). Extraverted people are more outgoing and
sociable. People who are high in neuroticism tend to over-response emotionally and are
more liable to emotional breakdown (Eynseck & Eynseck, 1968). People who are high in
psychoticism tend are less obedient to social rules. The scale used the current study was
translated from the English version reported in Francis (1992). Translation and back
translation were done by psychologists and tested on local youths. The scale consists of a
total of 24 items. Similar to previous studies, neuroticism and extraversion subscales have
higher reliability than the psychoticism an lie scales. Cronbach’s alpha on the current

sample and other samples are reported in Table 1. on the next page. Similar to previous
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studies, among the three major scales the reliability of the extraversion scale is the highest,
while that for psychoticism was relatively low. The reliability of the Lie scale was
particularly low in our sample, which may be due to a cultural difference on social
desirability. Exploratory factor analysis found a six-factor model which explained 48% of
the total variance.  After rotation by Varimax, all six items for the extraversion scale
loaded on the same factor, five items of the neuroticism scale loaded on the same factor,
and four items of the psychoticism scale loaded on another factor. The factor loadings for
the items in the lie scale scattered across several factors. The total variance explained by
the three factors was 48%. The lie scale is not helpful in detecting social desirability and
therefore it was not included in the analysis in this study. As the structure of the
questionnaire is derived from theory, Vidotto, Cloffi, Saggino and Wilson (2008)
suggested using confirmatory factor analysis in testing the structure of the three main
factors. Confirmatory factor analysis was performed with AMOS Graphics of the four
factor model and the model did not converge. A three-factor structure excluding the lie
scale was then tested, RMSEA value showed moderate fit and CFI value show close fit.
Hu and Bentler (1998) suggested using the fit indices to compare models instead of using
standard values of good-fit. When compared to a one-factor model, the three-factor model
showed better fit (One factor model: Chi-square = 2080, p <.001, df =135, RMSEA = .073,
CFI = .65; three-factor model: Chi-square = 1341, p <.001, df = 132, RMSEA = .058, CFI
= .781). The results of reliability test and EFA suggested the extraversion scale and
neuroticism scale are good, and the psychoticism scale is weaker with our sample. CFA
results suggested acceptable fit. No better structures of the EPQ had been suggested, in

subsequent analysis, the original three factors will be used.

Table 1. Reliabilities of the subscale of the abbreviated or short version on EPQ in different populations.

Corulla, Francis, Maltby & Francis, 1992 %, i, 2% & 5K, 2000  The current
1990 1996 Tally, sample
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1998

N 1325 1597 213 132 8565 2629
Version JEPQR- JEPQR-A JEPQR-A EPQR-A EPQR-S (Chinese) EPQR-A
S (Chinese)
Age 11-15 13-15 12-15 (undergraduates) 16-70 12-16
Location England  England USA USA Mainland China Hong Kong
Cronbach’s a Male Female
Extraversion 77 .66 73 .81 75 75 .70
Neurotiscism .79 .70 .76 72 78 17 .53
Psychoticism 71 .61 .64 33 .60 .58 46
Lie .68 .57 .68 .59 74 75 21
2.2.4 Analysis

SPSS 20 was used to perform statistical tests. For the family factors, multivariate analysis
of variance (MANOV A) was first performed on all the valid cases to explore if there is any
significant main effect of the variables of interest: gender, grade of school, family
intactness, quality of interparental relationship and the satisfaction on the relationship with
father and with mother. Dependent variables are the four emotion measures — depression,
anxiety, stress and subjective happiness. To test hypotheses 1 and 2, multivariate Analysis
of Covariance (MANCOVA) was then performed separately for intact and non-intact
families to explore the differential effects of family relationships on adolescents in the two
types of families. The independent variable under investigation is the quality of the
relationship between parents — harmonious, conflictual or disengaged. The control
variables are the adolescent’s school year and gender, their satisfaction on the relationship
with father, and that with mother. Dependent variables are the four emotion measures —
subjective happiness, depression, anxiety and stress.

For all the individual and social factors, regression analysis was performed with the
stepwise method to test hypotheses 3 and 4. 18 independent variables were included in the
analysis as the predictor variables: (1) school grade: form 1, 2 and 3; (2) academic level of
the school: band 1, 2 and 3; (3) having special education needs: 1 — no, 2 — yes; (4)
satisfaction on the relationship with teachers; (5) satisfaction on the relationship with peers;
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(6) satisfaction on academic performance; (7) years of residence in Hong Kong: 0, fewer
than seven years or 1, seven years or more; (8) family intactness: 1, intact (parent married
and live together) or 2, non-intact; (9) parents-child triad relationship: on a scale of 0 — 3, a
positive relationship between a pair (e.g. father- mother, mother-child) as perceived by the
child scores one point (10) satisfaction on family financial state; (11) time spent on study
outside regular school time; (12) time spent on digital entertainment; (13) time spent on
leisure-activities, including exercise, art and cultural activities; (14) time on sleep; (15)
self-esteem: 10 — 40, higher score, higher self-esteem; (16) gender; (17) logical intelligence
and test performance: 0 — 15 points, higher score, better performance; (18) the Revised
Junior Eysenck Personality Questionnaire (EPQ) extraversion scale: 0 - 6 point scale,
higher score meaning more extraverted; (19) EPQ neuroticism: 0 — 6 point scale, higher
score means more emotionally unstable; (20) EPQ psychoticism: 0- 6 point scale, higher
score means less obedient to social rules. Variables (4), (5), (6) and (10) are rated on 1 — 4
Likert scale, 1 meaning least satisfied. Dependent variables are scores of four measures of
emotion: DASS depression scale, anxiety scale, stress scale and subjective happiness scale.
Significance level is set at p <.01 because of multiple DVs and the large sample size to

reduce type I error. (e.g. Lam 2004)
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2.3 Results

Demographical information and comparisons on mean scores of self-reports are shown

below in table 2 separately for male and female. There are significant differences between

male and female in many of the measures.

The distribution of the adolescents’ scores in

DASS 21 among different severity levels defined by Lovibond & Lovibond (1995), are

presented in table 3 on the next page.

Table 2. Demographical characteristics, and means of emotional measures of early adolescents

Male Female Total
n 1287 1244 2571
Demographical information
Living in intact family 76.3% 78.3% 77.9%
With special education needs 9.2% 5.3% 7.3%
Living in Hong Kong for less 13.4% 14.4* 13.9%
than 7years
Single child 28.8% 24.2% 26.6%
Means F
Age 13.41 (1.03) 13.36(1.03) 1.43 13.39 (1.03)
Rosenberg self-esteem scale 27.41 (5.40) 26.67 (5.00)  12.02 ***
Depression 7.96 (7.49) 9.24 (8.04) 14.84 ***  8.58(7.78)
Stress 10.90 (8.76) 12.55 (8.87)  20.18***  11.70 (8.85)
Anxiety 7.95 (8.59) 8.71 (8.56) 3.79 8.31 (8.58)
Subjective Happiness 18.68 (5.36) 18.46 (4.70)  1.18 27.06 (5.22)
Extraversion 3.93 (1.49) 4.25 (1.46) 28.01*** 4,09 (1.48)
Neuroticism 2.22 (1.79) 2.96 (1.79) 106.14***  2.58 (1.82)
Psychoticism 1.28 (1.22) 1.08 (1.13) 17.42%** 1,18 (1.18)
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Table 3. The distribution of adolescents’ scores in DASS 21 among different severity levels

defined by Lovibond & Lovibond (1995).

Normal Mild Moderate  Severe Extremely
severe
Depression  Range of score  0-9 10-13 14-20 21-27 >28
All (%) 63.1 11.4 16.4 4.7 4.4
Female (%) 62.1 12.2 16.2 4.7 4.7
Male (%) 63.9 10.7 16.5 4.7 4.1
Anxiety Range of score  0-7 8-9 10-14 15-19 >20
All(%) 52.1 9.1 19.6 8.1 11.1
Female (%) 48.8 10.3 19.6 8.8 12.6
Male (%) 55.2 8.0 19.7 7.4 9.8
Stress Range of score 0-14 15-18 19-25 26-33 >34
All (%) 67.8 11.7 11.2 7.1 2.1
Female (%) 65.3 12.9 11.2 8.0 2.6
Male (%) 70.2 10.7 11.3 6.1 1.7

2.3.1 Family factors and mental health

Multivariate Analysis of Variance (MANOVA) on all cases found that gender has a
significant main effect on depression and stress at p < .05. Interparental relationship
quality has main effects on all the four mood measures at p <.001. There is an interaction
effect between family intactness and interparental relationship quality on subjective
happiness and anxiety at p < .05. Family intactness and the grade of school do not have
significant main effect on all the four emotion measures.

Multivariate Analysis of Covariance (MANCOVA) found that for adolescents in intact
families (n = 1952), their satisfaction on the relationship with father and that with mother
are significant covariates of all the emotion measures at p <.001. Gender is a significant
covariate for depression (p < .001) and stress (p < .001), and females score higher on
average. Grade of school is a significant covariate for anxiety and stress at p <.01, and for
depression at p < .05. Adolescents at a higher grade had higher mood score on average.
After controlling for the effect of the covariates there is a significant main effect of

interparent relationship quality on all the emotion measures (SHS: F(7, 1945) = 15.42, p
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< .001, partial n* = .02; Depression: F(7, 1945) = 8.43, p < .001, partial n> = .01; anxiety:
F(7, 1945) = 23.16, p < .001, partial n* = .02, stress: F(7, 1945) = 13.35, p < .001, partial
n® = .01). Post-hoc pairwise comparison was performed with the Sidak method of
adjustment for multiple comparisons. Adolescents in the harmonious parents group (n =
1650) are significantly better than adolescents in the other two groups in all the four
emotion measures (SHS, anxiety and stress at p <.001, depression at p <.05). There is no
significant difference between the conflictual parents group (n = 213) and the disengaged
parents group (n = 89) in all the four emotion measures.

For adolescent in non-intact families, gender, grade of school and the satisfaction on
parent-child relationships were not significant covariates for all emotion measures, except
that the effect of satisfaction on the relationship with mother on subjective happiness (F(7,
548) = 4.50, p < .05, partial > = .01). There is a significant main effect of interparent
relationship quality on all the emotion measures (SHS: F(7, 548) = 12.81, p <.001, partial
n® = .05; Depression: F(7, 548) = 10.69, p < .001, partial n> = .04; anxiety: F(7, 548) =
15.80, p <.001, partial n> = .06, stress: F(7, 548) = 12.23, p <.001, partial n* = .04.)
Among the adolescents in non-intact families, 16.1% live with father and 51.1% live with
mother. 27.1% live with neither parents, and 5.7% have mixed living arrangement. Further
analysis on the adolescents living with either one parent in non-intact families (n = 315)
was performed. The satisfaction rating on the relationship with custodial parent
significantly correlated with all the mood measures at p < .01, while that with non-
custodial parent does not correlate significantly with the mood measures (see Table 4 on

the next page).
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Table 4. Correlation between satisfaction on the relationship with custodial and non-custodial

parents and mood measures.

Correlation coefficient Satisfaction on the Satisfaction on the
relationship with custodial relationship  with  non-
parent custodial parent

Satisfaction on the relationship with 028 /

non-custodial parent

Subjective happiness 218%* .083

Depression - 174%* 041

Anxiety - 180** .052

Stress - 191** .048

¥ p <.01

Gender, age, the satisfaction ratings on the relationship with the parent that the adolescents
live with (custodial parent), and the rating on the relationship with the non-custodial parent,
were included as the covariates in ANCOVA. The satisfactory rating on the relationship
with custodial parent is a significant covariate for all the four mood measures at p < .01,
but that with non-custodial parent was not significant for all mood measures. The effect of
the quality of parent relationship is significant for general happiness and anxiety at p <.01,

and that for depression and stress is significant at p <.05.

To explore a gender difference, correlations and ANCOVA were separately performed for
male and female. For male (n = 310), the parent-child relationships as well as the
interparent relationships do not have significant correlation with or effect on the
adolescents’ mood. For female the correlations between the satisfaction on the relationship
with custodial parent and mood outcomes are all significant at p < .01, but not for the
satisfaction with non-custodial parents. Multivariate Analysis of Covariance (MANCOVA)
found that for female in non-intact families (n = 269), their satisfaction on the relationship
with custodial parent is a significant covariates of depression at p < .05, anxiety at p <.001,
stress at p < .01 and subjective happiness at p <..001. The effect of interparent relationship
is significant on depression , stress and subjective happiness at p < .01, and on anxiety at p

<.001.
33



The mood states of adolescents with different residential arrangement in non-intact families
were also compared. Adolescents having different residential arrangements (with father
most of the time; with mother most of the time, with neither parents, or half of the time
with father and half of the time with mother) did not differ significantly in their mood

states in terms of depression, anxiety, stress and subjective happiness.

2.3.2 Factors predicting adolescents’ mental health

Evaluation of assumptions
1) The ratio of case to Vs is appropriate: for testing individual predictors, with a medium-
size cases needed 104 + number of predictors. The current number of cases is well above
this. 2) Absence of outliers in the solution: cases with standardized residuals in excess of
+/- 3 are identified in the initial solution and excluded to perform a second analysis. 3)
Absence of multicollinearity and singularity: there is no indication for the presence of
multicollinearity and singularity, as none of the tolerance values of collinearity statistics
approaches zero, also the highest correlation between the IVs is .374. 4) Normality,
linearity, homoscedasticity and independence of residuals: Residual scatterplots of
generally show a rectangular distribution with a concentration along the center.

Data pre-processing
No problem in the skewness and Kurtosis values of the three subscales of DASS was
detected. Also, Tabachnick and Fidell (2007) suggested that the impact of skewness
diminishes in a large sample. Still, three common transformation methods were applied
separately: logarithm, square root and inverse, in hope to reduce the impact of floor effect.
The transformed data did not show a better distribution than the raw data. (See Figure 1
for the distribution of the transformed data of the depression score in appendix). The

skewness and Kurtosis are reported for the raw and transformed data in table 5.
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Residual diagnosis
The residual plot (figure 2 in appendix) shows a near random pattern with a cut off at the
negative quadrant of the regression model on depression, anxiety and stress.  This is
possibly caused by the floor effect of the measures. Regression analysis was run again for
the transformed depression score, and the floor effect is still present in the residual plots.
(See Fig 1 in appendix). Since the assumptions of regression are still met, the regression

coefficients will be further be presented and discussed.

Regression tables

The regression coefficients are presented in Table 6 on the next page. Neuroticism and
extraversion are found to be strong predictors for the negative affect as well as happiness.
Similar to previous studies, psychoticism does not predict happiness, yet it predicts all the
three measures of negative affect. Self-esteem, satisfaction on academic performance, and
satisfaction on financial state predict happiness and all three measures of negative affect.
Peer relationship predicts happiness but not the negative emotion states. Teacher-student
relationship predicts happiness and anxiety but not depression or stress. A longer time of
sleep improves negative affect while the time spent on leisure activities positively
predicted happiness.  Stress is predicted by study (time of study and special education
needs) but not relationships (peer, teach-student, parent-child). Regression analysis was
run separately for male and female (See table 7 an table 8 in appendix for detailed
regression coefficients) and there are more factors significantly predicting subjective
happiness for male and more factors significantly predicting negative emotions for female.

See table 9 for the comparison.

Table 6. Regression coefficients and significance of variables on different mental health measures of all

participants.
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Subjective DASS DASS anxiety * DASS stress
Happiness depression
Scale +
Adjusted R? 361 325 428 389
p t p t p t p t
Neuroticism - 182 -10.02%%* | 299  15.59%k* 295 16.86%%* | 368 20.36%**
Extraversion 202 11.70%%% | - 124 7.10%%* - 183 -11.18%%% | 114 -6.82%%*
Psychoticism 099 536k .093 5.5] %% 118 6.83%%*
Self-esteem 59 83%kk | 133 _6.83%¥* -.18 S11.02%%% | 1157 -8.43%k*
Satisfaction on grade 086  4.84%%% | 08  -4.38%k* -064  -3.764%F% | 052 -3.02%*
Satisfaction on peer A17 - 6.80%** -.035 -2.15
relationship
Satisfaction on 089 5.09%% | 038 -2.09% -.069 A11FEE L 061 -3.56%%*
teacher-student
relationship
Harmonious 076 437%%% | _03 2.17* -.071 -4.09%**
interparent
relationship#
Satisfaction on -.048 =R
relationship with
father
Satisfaction on 060 3A41%F% | -052 -2.92%*
relationship with
mother
Satisfaction on Jd41 7.98%%% | 04 -2.22% -.046 2271k 047  -2.82%*
financial situation
Time on leisure 048 2.91%*
activities
Time on 3|eep 152 .070 -.065  -3.77*** -.056 -3.52%%* -.091  -5.54%*x*
Special education .053 3.10%* .055 3.506%F* | 069  4.243%%*
needs#
Time on study .036 2.21%* 058  3.57%**
Time on digital 038 2.20*
entertainment

Excluded variables: school grade, academic level of school, years of residence in Hong Kong, famil
intactness, logical intelligence.
A Family intactness: p=.034, t=-2.101 p =.036
+ Overall reasoning : p=-.05, t=2-.92 **; form: = .050, t =2.98 **
% p <.001; ** p<.01; n.s. = not significant
#1=Yes, 0=No

Table 9. Comparison between male and female on the factors predicting mood.

Subjective DASS DASS anxiety DASS stress
Happiness depression
Scale
M F M F
Extraversion kdkk kkok sk sk sk gk gk
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Self-esteem i S koK *H % e P o g

sk *%

Satisfaction on grade ok ok o o
Satisfaction on peer o o
relationship

Satisfaction on o o
teacher-student

relationship

Harmonious o e
interparent

relationship#

Satisfaction on o
relationship with
father
Satisfaction on o e
relationship with

mother

Satisfaction on o o
financial situation

Time on leisure *
activities

Time on sleep

Special education e
needs#
Time on study *
Excluded variables: school grade, academic level of school, years of residence in Hong Kong,

family intactness, time spent on digital entertainment, logical intelligence.
**% n<001; ** p<.0l; n.s. = not significant
#1=Yes, 0=No

* sk sk

kk

skesksk

ks *

ksksk skeskesk skeskesk skeskesk

* sk * skesksk

% skesk

Special educational needs
The presence of special educational needs predicts higher emotional disturbance. To further
understand the adolescents with SENs, ANOV A was performed with the satisfaction on the
relationship with teacher, with peers and on academic performance as the dependent
variables and the presence of SENs as the independent variable. It is found that students
with special educational needs reported significantly lower satisfaction on the relationship
with teachers and peers than students in general ( F (2656, 1 ) = 18.822, p <.001; F (2664,
1) = 21.402, p <.001, see figure 3 below), but the satisfaction in school performance was
similar between students with SENs or those in general. The presence of SEN seems to
affect the satisfaction on relationships in school rather than students’ satisfaction on

academic performance.
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Figure 3. The comparison in school related satisfactory ratings between adolescents with

special educational needs and adolescents in general.

47 W With SEM
= General

k= b

w
1

Mean rating
)

**% p <.001; n.s. not significant

Satisfaction Satisfaction Satisfaction
with teacher with peer with grade

Error Bars: 95% CI
2.4 Discussion

2.4.1 Family and adolescent mental health

The survey has investigated the mental status including emotion, self-esteem, personality,
family and social relationships, and living habits of a large sample of local adolescents.
The results support hypothesis one that the effect of the quality of inter-parental
relationship on adolescents’ emotional well-being remains significant after taking into
account the effect of parent-child relationship. The results also support hypothesis two that
the quality of interparental relationship affects children in both intact and non-intact
families, and the pattern of the effect is different for the two groups. In intact families,
adolescents depression, anxiety and stress levels are significantly heightened, and their
subjective happiness significantly reduced, when parents are in a conflictual or disengaged
relationship; the two types of relationship do not differ in the extent of their adverse effect.

The results demonstrate that adolescents are not only sensitive to parental conflict but also
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parental disengagement. The effect of a conflictual or disengaged interparental relationship
is diverse, affecting the depressive and stress-related dimensions of emotion.

For non-intact families, adolescents’ satisfaction on the relationship with either parent does
not have a significant effect on their emotion, rather, the satisfaction on the relationship
with the custodial parent is related to adolescents’ emotion whereas that with the non-
custodial parent is not. The quality of interparental relationship has a significant main
effect on adolescents’ emotion after controlling for the effects of the covariates. These
suggest adolescents may cope with the disturbance caused by interparental emotional
disengagement or conflicts with an emotional cutoff with the non-custodial parent. A
conflictual interparental relationship after divorce still significantly and directly affects
adolescents’ depressive and stress-related emotion, and that parental disengagement may
help to minimize the divorce-associated tension experienced by adolescents in non-intact
families, but the disengagement still specifically increases their depressive mood to an
extend similar to a conflictual interparental relationship.

The results highlighted the importance of parents in maintaining a good couple relationship
as well as a good relationship with children. The intactness of a family did not predict
students’ mood, but it is worth noting that both in intact and non-intact families, the quality
of the relationship between parents affected the mood of the teenagers, and the patterns of
the effect differ. Therefore it is important that parents settle their conflicts upon separation.
These findings also support cooperative parenting; parents should recognize their limited
partnership — to disengage in the marital relationship but maintain parenting cooperation,
reduce interparental conflict, develop integrated parenting practices and maintain good
parent-child relationships. Awareness in parents caring for the emotional needs of
adolescents shall be raised. Instead of only focusing on parenting, parent education should

cover issues on marital relationship that help parents understand that their marital quality
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affects the emotion of their children, even till they reach adolescence. This helps increase

the awareness in resolving marital conflict and the motivation in seeking professional help.

2.4.2 Factors predicting adolescents’ mental health
The results of regression analysis supports hypothesis three and are consistent with
previous findings that personality traits and self-esteem significantly predicts adolescents’
positive and negative emotions. Being more extraverted, less emotionally over-responsive
and less socially disobedient generally promotes emotional health. The results also
replicate that of Fumham & Cheng (1999), with a larger sample size on early adolescents,
that extraversion and neuroticism, but not psychoticism, predicts happiness. Early
adolescents who are more extraverted and less emotionally over-responsive experience
lower level of negative emotion and higher level of happiness.

Relationship
The results support hypothesis four that factors related to living habits, study, social
relationship and family relationship are different in the pattern and strength in predicting
adolescents’ emotion. Family relationships affect adolescents’ emotion more extensively
than teacher-student relationship and peer relationship. This suggests that during early
adolescence, most of the emotional needs are still tied to the family. A good peer
relationship seems to contribute to the positive emotional experience to adolescents but not
significantly related to their negative emotions. =~ Mental health practitioner shall be aware
of the need of family work on adolescents to facilitate their healthy psychosocial
development (Erikson, 1950). With a supportive and harmonious family they will be able to
extend their social network and establish significant relationship outside of the family
during adolescence.

Living habits
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Stress is not predicted by relationship factors but factors related to study. The more time
adolescents’ spent on studying outside regular school time, and the presence of special
education needs significantly increase their stress. The time spent on leisure activities does
not predict stress, but rather, the time of sleep predicts stress and the effect is stronger than
in predicting depression and stress. This suggests adequate rest is important in reducing
negative emotions, particularly stress; while leisure activity help increasing happiness and
reducing depression. This 1s consistent with previous studies that suggested the
importance of sleep and sleep disturbance in adolescent stress (Schraml, Perski, Grossi &
Simonsson-Sarnecki, 2011). Studying and stressful demands were found to be associated
with less sleep at night and higher levels of anxiety (Fuligni & Hardway, 2006), therefore
adequate time of relax during the day and of sleep at night are essential for both of their
psychological and physical health.A good balance among study, leisure and rest are needed
in order to maintain a healthy emotion.
Special education needs

Adolescents with special education needs experience higher levels of negative emotions.
They are less satisfied on their relationship with teachers and peers compared with general
adolescents. Special needs include dyslexia, autism spectrum disorders, attention deficit/
hyperactive disorder, physical handicap, visual, hearing and speech problems. These
conditions affect not only their study but also their social communication and participation,
so that they may experience more difficulties in social relationships in school, and hence
higher level of negative emotion. Therefore teachers and peers should recognize the needs
and limitations of adolescents with SEN more globally, and adjust the expectations not
only on the academic performance, but also on daily communication and everyday school
life.

Gender difference
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More factors are related to happiness for male, but more factors are strongly related to
negative emotions for female. This may explain why female are more prone to negative
mood. Female are sensitive to various factor even at early adolescence.

Numerous research studies had been done on examining the difference in prevalence
of depression between male and female, and some possible causes were suggested. Review
by Kuehner(2003) suggested that Artefact due to measurement of symptoms that is more
common for female (crying, weight changes), symptom recall , but studies have not
confirmed these. Genetic causes of the difference in prevalence is not confirmed, and one
study found that the heritability of MDD was different when a boarder diagnostic criteria
was use, but not when a narrower criteria was used. The gender difference may also be
caused by sex hormones: relationship between rising levels of sex hormones and negative
affect found in girls, more variance is explained when social factors and their interaction
with hormonal factors are taken into account.

Nolen-Hoeksema and Girgus (1994) suggested three models of the gender difference
in depression in adolescents. Model 1, male and female have the same cause for depression
but F encounter more of these causes; model 2, causes for depression are different for male
and female , the cause for female are more prevalent during adolescence; model 3, girls are
more likely to carry risk factors for depression before early adolescence. Variables
including personality, coping strategies, aggression, sexual abuse, gender-specific social
expectation were investigated, but no family relationship and academic factors had been
investigated in previous studies. But this study seems to confirm model 2, and model 3 is

unknown.

2.5 Limitations and recommendations
Although the sample size of the study is relatively large and covers schools of different

academic levels, however, the schools are not randomly selected and hence the sample is a
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cluster convenient sample. This would limit the generalizability of the results. The current
study is a cross-sectional design which has the advantage of larger sample, and allows us to
examine how the variable predict various mood measures at a single time point. On the
other hand, with a longitudinal design, we can look how different variables predict the
changes in mood over a period of time. It also helps to answer more specific research
questions related to changes that occur over a period of time, such as divorce and

personality development.

2.6 Conclusions

In conclusion, the results suggest that family relationships are important source of
emotional support at the stage of early adolescence. In particular, a harmonious
interparental relationship is significant to adolescents’ mood in both intact and divorced
families. Instead of only focusing on parenting, parent education should cover issues on
marital relationship that help parents understand that their marital quality affects the
emotion of their children, even till they reach adolescence. Family relationship affects
adolescents’ emotion more extensively than teacher-student relationship and peer
relationship. It is important to work on relationship factors, particularly the family
relationships, with adolescent cases with emotional disturbances. Education on balanced
living habits, such as adequate time of sleep and leisure, maybe done to further enhance the

emotional health of adolescents.
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Chapter 3: STUDY II - THE EFFECT AND PROCESS OF SANDPLAY THERAPY ON

ADOLESCENTS WITH MOOD DISTURBANCES

3.1 Background and literature review

3.1.1 Group work for adolescents

Group work is often used in the school setting for children and adolescents to utilize peer
support. Currently, the cognitive and behavioural approach is the most common to group
psychotherapy for depression (McDemut, Miller and Brown (2001). The measurement
tools and treatment protocols are well-developed and has been use in treating emotional
issues including anxiety and depression in the youth population and found to be effective.
There are plenty of foreign and local studies which suggest cognitive behavioural therapy
(CBT) is effective to depression and anxiety compared to no treatment or treatment as
usual (e.g. the TADS Team, 2007; Wong, 2008). On the other hand, it is not clear whether
cognitive approach is better than other approaches, as current evidence show conflicting
results. Some meta-analyses found that cognitive treatment is not better than other non-
cognitive treatment in children, adolescents and adults (In-Albon & Schneider, 2006;
Cuijpers, van Straten, Andersson & van Oppen, 2008) and some found advantages on
cognitive approach over other approaches (Wampold, Minami, Baskin & Callen-Tierney,
2002). In their review of meta-analyses, Butler, Chapman, Forman & Beck (2006)
suggested more research is needed for comparing CBT with other forms of therapy on
some of the mood and anxiety disorders in adolescents due to small effect size found in
their study.

Some non-cognitive, expressive psychotherapies have developed as some populations, such
as children and young adolescents experience complex feelings and thoughts and often
have difficulties in communicating these verbally (Landreth, Baggerly, & Tyndall-Lind,

1999). Drapper, Ritter and Willingham (2003) suggested that young people express their
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experience not just verbally but may be better through activity such as play, art, or some
other forms of metaphorical communication. From a neurological perspective, Stern (2008)
suggested that words are not enough for in children’s therapy, as words rely heavily on the
left side of the brain which is more analytic and logical; therapist should use “languages”
that employ the right side of the brain, such as body movements, metaphors, drawings and
sculpture, with children.

There is a growing number of research on expressive form of therapy including art and
music, and some good results has been found (see the review by Slayton, D'Archer &
Kaplan, 2010; Maratos, Gold and Wang, 2008). Sandplay therapy is a form of non-verbal
therapy which combines aspects of some other expressive psychotherapy, including
playing, building, movement and sculpting. Compared to play therapy, sandplay therapy
uses miniature figures instead of childish toys, this makes sandplay therapy generally
appeals to not only children, but also to adolescent and adults. It also has minimal demand
on skill and artistic sense to facilitate spontaneous expression, and therefore accommodates
and appeals to more people. However, it is less researched on compared with art therapy
and music therapy; more research is needed to evaluate and develop such unique form of

psychotherapy.

3. 1.2 Cognitive behavioural therapy

Cognitive behavioural therapy (CBT) concerns the dysfunctional behaviors and cognitions
which give rise to mood, anxiety and other psychosocial problems. It is a structured
treatment involving the use of behavioural and cognitive techniques on elevating these
problems. CBT has been shown to be effective as part of the treatment for preventing or
treating mood and anxiety problems in children, adolescents(e.g. TADS Team, 2004, 2007)
and adults (McDermunt, Miller & Brown, 2001), delivered individually or in a group

setting (Otte, 2011, Driessen & Hollon, 2010). Standardized protocol for different age
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groups and conditions were developed and evaluated. For example, the Treatment for
Adolescents with Depression Study (TADS) (the TADS Team, 2007) developed a 12-week
program and evaluated its effect on adolescents with depressive disorder with a
randomized-controlled design. In a local study, a 10-session group CBT school based
programme was found to effectively reduce the symptoms of depression in participants

when compared to control group (Wong, 2008).

3.1.3 Sandplay therapy

In the 1920s, Lowenfeld, a paediatrician and psychiatrist, offered children a collection of
miniature figures and observed that children naturally played with these figurines inside a
sandtray. Through the play they resolved their emotional and interpersonal problems
(Lowenfeld, 1979). Later on, Dora Kalft (1980), a Swiss psychoanalyst, refined the method
and termed it sandplay, and established theoretical principles by linking the sandplay
process with the theories of analytical psychology of Jung(1959).

Sandplay therapy (SPT) is a non-verbal therapy through-out which the client creates a
series of scenes in the sandtray with a selection of miniature figures and toys. Feeling and
thoughts are difficult to be expressed with language by the rational mind; through the
process of sandplay, the client can express with three-dimensional images and movements.
With the large variety of miniature figures and the sand which can be easily manipulated,
the client can express freely with minimal demand on skill compared to some other forms
of nonverbal therapy such as art or music therapy. The therapy takes effect under the
witness of a supporting therapist. Generally, after completing the sandplay scene, the
client will be engaged in a verbal communication related to the scene, to clarify personal
meaning, integrate feeling and insights that emerged from the creation process (Camplbell,
2004). Sandplay therapy can be used as a stand-alone treatment or as part of the therapy.

Generally, there is no standard frequency or the number of sessions for SPT as therapist
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and the client will adjust according to the process and needs. For group sandplay (and it
variatants) studies in Asia, 8 sessions twice a week (Zhan, Zhang, Haslam & Jiang, 2011)
and ten sessions weekly (Jang & Kim, 2009) had been used. In overseas studies, it was
suggested that in schoold setting, most children came to a stage of resolution (Carmichael,
1994) and teachers observed significant change in emotion and school participations after
sandplay therapy of 8 — 10 session (Allan & Berry, 1987). Therefore the current study will
test the effect of 8 sessions with reference to precious studies and addressing the limitation

of the school setting (10 sessions will be too long to be finished in one term).

Key differences between CBT and SPT
The strengths for SPT are that it is not bounded by words, cognitive abilities, or even
cultures, being non-verbal, 3-dimensional and therefore clients can express what cannot be
described by words. It works at a deeper level directly, yet looks simple and interesting to
clients. CBT requires certain cognitive ability and intelligence, relies on verbal expression,
linear logic, mostly conscious; it aims at symptom reduction which is more superficial.
However, there is stronger empirical support and the target of change is more observable
(cognition and behavior) than SPT, in which the target for change is the personality and the
unconscious mind.

Evidence the effectiveness SPT
A large number of case studies had been done to establish the therapeutic principles of
sandplay therapy, but outcome study is scarce (Campbell, 2004). The two largest
quantitative outcome studies of sandplay therapy were conducted in Germany (von
Gontard et al., 2010) and in US (Rousseau, Benoit & Gauthier, 2009). The first study found
that children with emotional and behavioral problems (n=56) improved significantly on
anxiety and behavioral measures on the Child Behavior Checklist in a one-year program.

The later study investigated 105 new immigrants with emotional disturbances on a 6-month
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sandplay therapy program and found that Asian immigrant responded better than non-
Asian immigrants to sandplay therapy. With this encouraging evidence, there is a great
need of more empirical support for SPT in the local population.

On the other hand, Campbell (2004) suggested that play-base work is more focused on the
practice at the level of emotion and symbolic expression. Other than the quantitative
measures, the content of the client’s sandplay process is important and as it helps the
therapist understand the internal changes and stages of development, and contain the
process better (Turner, 2005). However, there are few systematic analyses on the sandplay
content. Therefore, this study attempts to give some preliminary analysis on the content of
sandplay and increase the diversity of the research method for sandplay therapy and other
expressive therapies as suggested by Woolfe (1996).

The first sandplay scene will be focused on because the beginning of the sandplay process
usually gives information to the therapists on the prognosis of the clients (Friedman &
Mitchell, 2007). As found in study I, family relationships is important factors affecting
adolescents’ emotion, they may express their concern on family relationships during the
sandplay. Family relationships can be expressed as families of human or animals, for
example, a pair of big and small turtles was commonly used by participants to represent a
mother-child relationship. Baby, spider (which carries the meaning of bad wife who kills
husband), and turtle (which carries the meaning of mother who abandon child) are also
family related objects. In this study, whether the presence of family theme indicates poor
family relationship was investigated.

On the other hand, Mitchell and Friedman (n.d.) identified twenty themes of wounding and
healing in sandplay which is related to the therapeutic process. In this section, three
themes will be investigated, they are the centered theme, chaotic theme and empty theme.
In a centered theme, objects are balanced in the center of the tray. It may imply healing of

psychological conflicts and potential for wholeness. A chaotic theme is disorganized,
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fragmented or formless arrangement of object. It may reflect conflicted feelings, internal
disorganization. An empty theme is characterized by lifeless feeling, lack of energy and
reticence to use figures. It may possibly reflect depression, lack of freedom of expression.
The theme in the center of the tray will be focused on as Turner (2005) suggests that the
center of the tray and the act of centering is of great significance of the sandplay as they
concern the archetype of the Self. The presence of these unorganized themes may be
related to the self-report measures of internalizing problems and externalizing problems,
and the treatment outcome may be different among those who created an organized theme
or those who create an unorganized theme in the first tray.

Finally, the participants’ feedback about their experience in the groups was also collected
to give some directions for service improvement.

3.1.4 Hypotheses

1) After eight sessions of sandplay therapy, participants had a significant
improvement in terms of the scores of Youth Self-Report (YSR).

2) After eight sessions of cognitive behavioral therapy, participants had a significant
improvement in terms of the scores of Youth Self-Report (YSR).

3) The improvement of participants in terms of YSR is similar between the two
groups.

4) The improvement in YSR scores is larger with longer SPT group intervention.

5) The participants who created an organized theme at the center of the first sandplay
scene have a higher score in YSR scores before treatment, and the changes in
pre-post YSR scores are different from those who created an unorganized theme..

6) The participants who created a family theme in the first sandplay scene have a

poorer family relationship score.
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3.2 Methods

3.2.1 Design and Procedures

Study procedures are shown in figure 4 in appendix. Group leaders were school social
workers who have experience in group work in school setting. They received 12 hours of
workshop training on the current CBT protocol. They also received 12 hours training on
group SPT including experiential exercise, theory and skills. Trainers were Doctors in
psychology specialized in CBT and SPT. The service type, sandplay therapy and cognitive
behavioral therapy, were then allocated to the seven schools at random; four of the schools
ran SPT group and three ran CBT group. Therefore each school runs one type of group to
avoid the participants communicating and comparing to the other treatment modality. As
the group leaders received both trainings and did not choose the modality by them, their
preference and must be understood to see if they are suitable to use a specific modality.
Truscot (2020) suggested the therapist should considered their confidence, their belief an
interest in a particular theory of psychotherapy are important factors in becoming an
effective psychotherapist. Therefore, after the training, feedback was collected from the
social workers about their confidence in the therapy and in leading the group, and their
interest in leading the group, as to see if there is any significant difference between group
or discrepancy between leaders. The three items were rated on a 9 —point Likert scale. For
the confidence in the therapy and their confidence in leading the group, there is not
significant difference in rating between the two groups who were allocated to CBT or to
SPT, and all scores were 5 or above, meaning that they had a neutral to positive confidence.
The interest in leading the group is higher among the SPT group leaders then the CBT
group leaders ( t(12, 1) =3.27, p <.05). This suggests that SPT may be more appealing to
group leaders, and both modalities are acceptable or even positive for the leaders.

60 adolescents in the SPT group and 50 in the CBT group were invited and agreed to

participate, and parent consents were obtained. A screening of current major depressive
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episode, manic episode and suicidal risk left 53 in the SPT group and 44 in the CBT group.
The design was comparisons between changes in YSR score between experimental and
waitlist control groups, within the CBT and the SPT groups. Participants in the schools
assigned to run SPT or to CBT were randomized into the experimental or waitlist control
group. However, complete randomization was not possible due to some drop out of the
control subjects who did not return questionnaire after the consent and randomization
procedure. There was no significant difference between experimental group and waitlist
control group for the SPT group, but CBT control group and experimental group had
significant difference in the baseline scores of the three YSR scores (see table 10 for the
baseline scores). The results will be interpreted with care due to the concerns arising from
this methodological limitation.

Participants joined the group services of eight weekly sessions of 60-80 minutes each.
There are two leaders who were school social workers, 8 adolescents, and an observer who
was a psychology student. For the CBT group, the treatment protocol of the TADS Team
(2007) was adopted and translated to an 8-session preventive CBT program for the local
youth by a doctor in clinical psychology. For SPT, the guidelines and procedures for the
research using sandplay therapy, provided by the Sandplay Therapist of America, were
followed (Sandplay Therapists of America, 2011). In the sandplay group, each participant
had their own tray of dry sand and had around 25 - 30 minute to create the sandplay scene.
Miniature figures and water were provided to the group. After all participants in the group
have finished creating their tray, each of them shared about their sandtray and their recent
life. See appendix VII for the detailed group rundown. In the sandplay therapy group, the
observer took pictures of each finished sandtray. Participants completed the pre-test by
session one; and the post-test within one week after the last session. A questionnaire with
open ended questions about the experience in the group treatment was enclosed in the post-

test.
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3.2.2 Participants

The participants were form 1 or 2 students recruited from seven secondary schools, who
participated in a large scale survey and were identified to have emotional disturbances.
Those who have a DASS total score at or above the 95%tile in the survey were invited to
participate and consent was made with the parents. They were further screened with the
Diagnostic Interview Schedule For Children (Version IV) Cantonese version for major
depression episode (Ho, Hung, Lee, Tang & Leung , 1999), those identified having a
major depressive episode were excluded and referred to school social worker. Suicidal risk
was also assessed with the Beck Scale for Suicidal Ideation Chinese version (Chan, 2003)
and those with suicidal plan or attempt were excluded and referred to school social worker.
110 adolescents were invited with parents consent obtained, and 97 of them passed
screening; after randomization, 12 of them didn’t join the service or the waitlist control
group, or drop out from the school. The demography of the participants can be found in
table 11. As interparent relationship and presence of SEN were found to predict the mood

of adolescents in study I, they were included in table 11.

3.2.3 Measurements
Quantitative measures

Youth Self-report (YSR) (Age 11-18) was used to measure the behavioral and emotional
problems in various aspects in adolescents. The internalizing scale includes three aspects of
problems: withdraw behavior, somatic complains and anxious/depressed mood. The externalizing
scale measures two aspects of problems: delinquent behavior and aggressive behavior. Other items
in the scale measure aspects including social problems, thought problems and attention problems.
Total problems scores are the sum of all the items. The Chinese version of the YSR was validated
locally (Leung, 2006) and found to be test-re-test reliable with good to excellent intra-class

correlation. The problem scales had moderate to high accuracy in predicting the respective clinical
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status, suggesting moderate to good validity. The family relationship composite score is composed
of three items used in study I, the quality of interparent relationship, satisfaction on mother-child
relationship and the satisfaction on father-child relationship. It scored from 0 — 3, with 3 meaning
better family relationship. Satisfaction on family relationship was measured in general with a single
item, on a one to six Likert scale, before and after the SPT group.
Qualitative measures

After each session, the research assistant took pictures of the finished sand tray from five
angles - aerial view, and at each of the four sides of the tray. Also, the research assistant
would fill in a record form for each tray for the brief process of the building, use of sand
and water, and the description of the miniatures used. A template of the recording form can
be found in appendix Two aspects of the content are coded based on the pictures of the
finished tray. (1) The theme at the center of the tray was coded as 0-organized or 1-
unorganized (empty or chaotic). Empty theme and chaotic theme were identified according
to the guidelines suggested by Mitchell and Friedman (n.d.): A chaotic theme is
disorganized, fragmented or formless arrangement of object; an empty theme is
operationally defined as no use of objects and no movement of sand. An organized theme
is defined as having symmetric arrangement of objects, symmetric patterns or structure
formed by sand will be considered as an organized theme. The center of the tray was
determined by driving the tray into nine equal quadrants and the central quadrant was
regarded as the center. (2) The presence of themes related to family relationship in the
whole tray was coded as 1 and the absence of family related theme was coded as 0. After
looking into the sand pictures, a doctor in psychology expertise in sandplay therapy
suggested objects that could carry meaning related to family and family dynamics to be
included in the analysis. These family related objects include human and animal figures of
family (couples, mother child, father child), baby, spider (which carries the meaning of bad

wife who kills husband), and turtle (which carries the meaning of mother who abandon

53



child). Feedback questionnaire with three open-end questions related to the experience in
the group was given to participant in both the SPT and the CBT groups.

3.3 Results and Discussions

3.3.1 Outcome of 8 sessions group therapy

Multi-variate analysis of variance (MANOVA) was performed separately for the SPT
group and the CBT group. For the SPT group, 25 sets of pre and post questionnaire and 23
sets from the wait list control group were collected from the experimental group. The
standardized scores on the externalizing problem scales, the internalizing problem scale
and the total problems scale were the dependent variables. Figure 5 on the next page shows
the changes in scores for the SPT experimental and control groups. The difference between
the two groups in the average of the problem scores was not significant. There was a slight
difference in the changes of the total problem score between the experimental group and
the waitlist control group. However, the interaction effects between time and group on the
standardized scores were not significant. The effect of 8-session SPT group on the

problems of adolescents is not confirmed.
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Figure 5. Changes in Youth Self-report (YSR) Total score, internalizing problem scores, and
externalizing problems scores in experimental group and waitlist control group of the

sandplay therapy (SPT) group.
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For the CBT group, 21 sets of pre and post questionnaire and 16 sets from the wait list
control group were collected from the experimental group. The difference between the two

groups in the average of internalizing problem score and total problem score were
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significant ( F(35, 1) = 7.29, p <.05; F(35, 1) =7.20, p <.05). This difference may be
due to the drop out of the waitlist control group. The interaction effects between time and
group on the standardized scores were not significant. Figure 6 below shows the changes in

scores of the experimental group and waitlist control group.

Figure 6. Changes in Youth Self-report (YSR) Total score, internalizing problem scores, and
externalizing problems scores in experimental group and waitlist control group of the cognitive

behavoral therapy (CBT) group
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Table 10. The comparisons of score at screening, before and after group service in Youth

Self-report (YSR), Depression Anxiety Stress Scale(DASS) and other measures for the

sandplay therapy (SPT) group and the cognitive behavioral therapy (CBT) group.

’ Experimental group ‘ Waitlist control group ‘ F

SPT
|n=125 |n =23 |
Screening (two months before group)
DASS Depression 22.88 (8.60) 19.91 (9.98) 1.20
DASS Anxiety 22.40 (9.06) 18.27 (5.53) 3.44
DASS Stress 24.40 (8.19) 24.54 (7.56) .004
General Happiness 14.48 (6.28) 15.41 (7.84) 203
Self-esteem 24.44 (4.97) 24.18 (4.37) .035
Pre-test
YSR — Internalizing problems 59.74 (12.40) 56.65 (15.62) 779
YSR — Externalizing problems 55.48 (13.62) 53.43 (12.57) .548
YSR — Total problems 58.81 (13.76) 55.61 (14.22) .809
Post test
YSR — Internalizing problems 59.04 (13.72) 55.50(14.05) 762
YSR — Externalizing problems 55.80(14.12) 53.59(13.78) 293
YSR — Total problems 57.80(14.95) 55.55(14.13) 280
CBT
n=21 n=16
Screening
DASS Depression 27.30 (6.69) 27.87(8.09) .05
DASS Anxiety 24.50 (7.65) 24.53 (8.26) <.00
DASS Stress 28.30 (5.52) 27.07 (8.10) .29
General Happiness 13.00 (6.55) 12.40(6.13) .08
Self-esteem 20.70(5.46) 21.13(6.33) .05
Pre test
Y SR — Internalizing problems 63.62 (12.85) 54.00 (11.69) 4.30%*
Y SR — Externalizing problems 60.71 (14.17) 49.18 (12.03) 5.57*
Y SR — Total problems 63.21 (12.47) 52.41 (12.12) 5.03*
Post test
YSR — Internalizing problems 59.75 (16.51) 49.40(12.34) 4.07
Y SR — Externalizing problems 59.50(16.51) 47.13 (11.27) 6.22%
Y SR — Total problems 59.5 (16.30) 48.87(10.84) 4.65%*
*p<.05
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Multi-variate ANOVA was conducted with the treatment type as the between-subjects
variable. There is no interaction effect between time of measurement and treatment
modality, suggesting that the effect of the SPT group does not differ significantly from that

of'the CBT group.

3.3.2 Outcome of longer group sandplay therapy (16-sessions)

After finishing one round (8 sessions) SPT group, participants are given the option to join
another round. 13 Adolescents joined two rounds of the SPT group. Continuous decreases
in the means of standardized scores on externalizing problems and total problems were
observed (see Figure 7 below). This suggests group sandplay therapy may have continuous
benefit to adolescents who voluntarily engage in a longer service. A longer intervention
may also be needed for efficacy study.

Statistical tests were performed and yielded no significant result, which suggests the
changes may not have sufficient magnitude, or the effect may not be adequately
consistent among the adolescents. On one hand, the outcome measures may not be

sensitive for SPT as the self-report measures probe the explicit emotional experience.

Figure 7. Problems scores in adolescents upon further group participation.
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3.3.3 The content of the first sandplay scene.

Multi-variate analysis of variance (ANOVA) was performed with the YSR scores

as the dependent variable, the SPT group as the within-subject variable and the

organization (organized or empty/chaotic) of the theme at the center of the first sandplay

scene as the between-subjects variable.

participants were included in this analysis.

Both experimental group and control group

28 out of the 51 scenes had an organized

theme at the center and to others had an empty or chaotic theme at the center. The results

suggested there was no significant interaction effect between the treatment and the

organization of the theme at the center. The pre-treatment scores of the group with a

disorganized theme were slightly higher than those of the organized group (see figure 8

below), but t-test found that the differences were not significant.

Figure 8. The difference in Youth Self-report (YSR) score between two groups of

participants, one having an organized them, one having a disorganized theme, at the center

of the first sandplay scene.
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12 out of 51 first sandplay scenes contained a family theme, 5 out of the 12 scenes
contain objects of deficit family relationships. The detailed counts of different family-
related objects are shown in table 12 in appendix. ANOVA was performed with the
overall satisfaction on family relationship as the dependent variable, the SPT group as the
within-subject variable, and the presence of family theme in the first sandplay scene as
the between-subjects variable. The change in satisfaction on family relationship was not
significant after the SPT group. The interaction effect between the presence/absence of
family themes in the first tray and the SPT group is not significant. The average
satisfaction on family relationship of the group who created family theme in the first
sandplay scene is lower than the group who did not, but the difference is not significant
(see figure 9 on the next page).

The insignificant trends may be due to a small sample size and low sensitivity of the
single-item measure of family relationships. More interpretation of the symbols related to
the family may be needed. The initial tray may have a diagnostic value related to
measures of internalizing and externalizing problems, and family relationships; further

investigation is needed.
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Figure 9. The change in satisfaction on family relationships before and after sandplay therapy
(SPT) group of participants who created a family theme and those who did not in the first

sandplay scene.
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3.3.4 Participants’ feedback

The comparison between the keywords used by the participants in three open ended
questions in the feedback questionnaire of the two groups provides some indication of the
similarities and differences between the experiences of the participants who went through
a different treatment.

The first question asked about the feelings of participants during the group. Happiness,
relaxed, and free are the top three responses for both the CBT group and the SPT group.

There are other positive keywords for both the groups such as&T#5, 45t for both two

groups.
For the question on what they gained from the group, friendship, happiness and reducing

stress are the top keywords for both groups. In addition, about half the respondents used
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keywords such as “calmness g5/ SEEH/ R OME/ULY” and “spaceZE [, HFEL” for the
SPT group; about one third of the respondents reported they have learnt the thinking skills

(“method /57£” and “how#[1{f]”) in the CBT group. This highlights that the some of the

participants received the specific ingredient of the two treatment modalities — the
containing space in SPT and the rational thinking tools in CBT.  Not all participants in
the group are responsive to the specific ingredient and hence both approaches should be
used based on the characteristics and the needs of the client.

For the question on what they like the most in the group, the top answer for both groups is

social workers/ group leader. Popular themes for the SPT group are “materials# &/ 6 H
/7 and “session rundownHF [ 4R HE/ESET". Please refer to table 13 in appendix for a

detailed list of the keywords.

In conclusion, participants’ feedback is positive for both the CBT and SPT groups, and
the SPT group is feasible in the schools setting. The group leader are important to the
participants in both groups. Therefore a good rapport is needed in both CBT and SPT. A
free and secure space is another important ingredient of SPT, and the thinking tools are
important ingredient in CBT; approaches should be chosen based on the responsiveness
of the clients to the specific ingredient and the needs of the client. The participants felt
relaxed during the SPT group. This is consistent with the common factors theory of
psychotherapy that the therapeutic relationship is an important common factor that
account for the outcome of psychotherapy (Imel & Wampold, 2008). The semi-structured
SPT group with 25 — 30 minutes of building time, and a group composition of 8 members,

two leaders and one observer, is feasible in the school setting.
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3.4 Limitations and recommendations
Methodology — Study Design

There are several methodological and clinical limitations for this evaluation study. First,
the sample could only be randomized at a school level. Second, the design of the study
lies between efficacy research and effectiveness research. Researchers generally
recommend efficacy research to be followed by effectiveness research for developing
new service. An ideal model was developed by the America National Cancer Institute
(Hoagwood, Hibbs, Brent & Jensen, 1995):

The first phase consists of hypothesis development and involves selecting a
concept that has already been studied. The second phase, methods development,
involves validating instruments by means of rigorous procedures in a set of
studies, ranging from purely preliminary to substantive research. The third
phase entails controlled intervention trials that typically test the hypotheses
developed in Phase 1, using the methods validated in Phase 2. Refinement and
revision of Phase 1 hypotheses or methodologies from Phase 2 frequently occur
in Phase 3. Phase 3 trials often include efficacy studies. The fourth phase refers
to defined population studies, where the aforementioned interventions tested
are applied to carefully defined subpopulations of the ultimate target population.
The final phase includes demonstration and implementation studies, which
introduce the proven intervention to the community at large and measure the
public health impact. Effectiveness studies of service delivery models typically
fit in Phases 4 or 5.

Although this five step model is practically not always feasible because some issues
cannot be overseen at the beginning phases, but the model provides a good reference
framework for the research on sandplay which is a new area of clinical research. Study II

has the features of phase 3, efficacy study, and phase 5. For instance, the participants
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were high in overall negative mood, they are carefully screened for the severity of overall
negative mood, i.e. not clinical but moderate to severe; yet their condition may be
different: depression, anxiety or stress. The study also has the feature of an effectiveness
study of training general practitioners to administer the group at a general setting (school).
Therefore it is suggested that, with the experience and findings of this study, more phase
1, 2 and 3 work to be done. Existing self-report instruments measures constructs that are
closely related to the content of cognitive behavioural therapy, such as the conscious
perception and behaviour related to anxiety and depression. SPT is less symptom-oriented,
and focuses more on the development and transformation of a person, which involves a
non-linear process, such as qualitative changes and fluctuations in various dimensions of
the personality and feeling. Therefore in addition to the common inventories, more
ground research on validation of projective tests and systematic content analysis of SPT is
needed, to establish inventories that is captures the essence of SPT better. More phase 3
work shall be done, which means therapists or group facilitators who have more
experience in SPT and more specific participants (e.g. either depressive or anxious). More
specific hypothesis on the effect of SPT shall be formulated, for example, what specific
kind of population the therapist think is more suitable, which type of issues (family,
school etc.) is better addressed in school group setting.

The community scale effectiveness study shall be done in later time when the efficacy
study is mature. CBT works at the conscious level and targets at symptoms, the effect is
more easily captured with statistical significance.  Second, study designs in future
research should go from efficacy study to effectiveness study. For an efficacy study,
more expert therapist and a venue closer to the clinical setting are preferred.
Randomization procedure at the participant level shall be introduced in later effectiveness
study. Case-control study can also be considered if complete randomization is not

possible. Thirdly, a control group which is comparable to sandplay therapy can be used.
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This is more engaging the waitlist control for the participants and may reduce drop-out.
For example, some building activities that requires participants to build a designated
scene on a table from a more limited selection of miniatures, so that only the act of
building is retained as the control condition.

Moreover, concerning a randomized controlled design and empirically supported
treatments (EST) had been queried by some practitioners and researcher, for example, in
their review, Castelnuovo, Faccio, Molinari, Nardone and Salvini (2004) criticized the
EST, which originated from the medical field, that it cannot be completely applied to
psychotherapy, because psychotherapy is not pure science. Using the medical model, such
as symptoms amelioration , diagnosis and prescriptive treatment, is not comprehensive
for the field of psychotherapy. Treatment that can be more easily manualized, and that
target on very specific disorders (instead of having a wholistic or deep understanding of
human nature) or client populations, such as CBT, can take the advantage. Fensterheim
and Raw (1996) suggested that defining EST the excessive focus on symptom reduction
rather than self-actualization perceived improvement of quality of life and Herbert (2003)
suggested it hinders the development of long term psychotherapy. It is further criticized
in randomized controlled trial is the randomization procedure ignores that preference of
client and therapist, treatment protocol is extremely difficult to standardize. In a meta-
analysis by Swift and Callahan, 2009), it was suggested that there was a small significant
effect in favour of the clients receiving a preferred treatment, and this effect size may be
underestimated due to methodological limitations.

There are a few suggestions on the research methodology in evaluating psychotherapies.
First, it was suggested that (Morrison, Bradley & Wesstn, 2003) starting form efficacy
trials or everyday clinical practice, then examine the patterns of specific outcomes to an
intervention with a diverse and ecologically valid sample (i.e. not a homogenous, heavily

selected sample. This is complementary to our previous discussion that more efficacy
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study shall be done; this means that before the efficacy of the intervention is tested with a
specific group using RCT design, more naturalistic examination shall be done, to detect a
specific target group or outcome measure to be used in the efficacy study. Some authors
(Margison, Barkham, Evans, & al., 2000) advocated the shift from evidence based
practices to practice based evidence, which involves examining the treatment outcome in
naturalistic settings, variable duration, and more active role of the therapist (instead of
manualized work), and use more holistic outcome measures such as quality of life and
functioning, in addition to symptom reduction as the outcome measures On the other
hand, the preference effect had been examined in some studies, using RCT or partially
randomize procedure, in which clients who don’t have a preference on the treatment are
randomized and those who have a preference are assigned to their preferred group. In a
study by Bedi et al. (2000) using a partially randomized procedure, 220 out of 323
participants refused to be randomized when they were given a choice. This suggested that
many of the clients actually have a preference and refused randomization when they are
given a choice. The partially randomized procedures allows the inclusion of more
participants, the comparison between the group with preference and with-out preference,
the treatment groups, and between the treatment group separately for the group with and
with-out preference. Thus if this procedure is to be used in the future, a large sample size
similar to Bedi et al., is needed for the comparison between multiple groups.
Methodology — Measurements

For the content analysis of sandplay process, other than in the conventional direction of
case study, research methods for quantitative measure of the process shall further be
developed. The results of the current study found insignificant trends that the first
sandplay scene may indicate self-report problems and family relationship, which may be
helpful in diagnosis and understanding the sandplay process. For many other objects that

represent the more personal and internal part of the mind, such as self-esteem, stage of
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psychological development, projective measures shall be used. More sophisticated
statistical models (e.g. for testing non-linear relationships) shall be used in analysing the
contents of the sandplay scenes and the self-report measures through-out the process. The
themes of healing and wounding suggested by Mitchell and Friedman (n.f.) can be used
as a guideline for analysing and coding the sandplay picture through-out the process as a
reflection of outcome. They suggested 10 themes of wounding and 10 themes of healing
with description and examples, and a 0, 1, 2 coding system. Therefore, in future studies,
a full use of the coding systems can be used to systematically measure the change in all
healing and wounding themes. Further analysis shall be done on other wounding and
healing themes through-out the process of sandplay therapy. This study suggests that
quantifying the content in sandplay scene is possible and categorizing the theme
according to those suggested by Mitchell and Friedman (n.d.) 1is helpful. In our study,
the categorization of family themes are based on objects that has been recognized as a
symbol of a family member (mother, such as turtle and spider), or with a configuration
that is suggestive or directly reflect a family theme (pairs of big and small animal to
depict parent-child, or human figures of family). However, whether these objects actually
symbolized family members for the clients in each tray is not confirmed. For example, an
object that carries a common symbolic meaning as a mother may have a different and
more prominent personal meaning to the client. The expression of a family with explicit
human figures also carries a different meaning with the expression with objects that
carries an underlying meaning of family members as a symbol, as the former usually
reflects the materials closer to the consciousness. Some object may have been used as a
personal symbol as the family member but not noticed by the coder. ~Moreover, the
meaning of the symbols usually become clearer, or even change, when the therapist
knows more about the client and has more session with the client. This means that the

objects, instead of directly coded, should be subject to certain interpretation and more
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detailed categorization, for example, separately for animal figures and human figures.
More sessions should be taken into consideration. However, as the sample size is small
and the lack of expert as coders, this is not possible in the study. In the future, when
possible, the categorizing of themes should be done by experienced sandplay facilitators
or therapist with inter-rater reliability test. The current findings on the insignificant
different between subjective feelings and the themes in the first play scene stimulate
practitioners to think about the themes of qualitative analysis.
Process and Practice

Apart from methodological concerns, there are a few practical recommendations based on
the observation of the research assistant and supervision for the social workers. During
the group process, generally the students were interested and most of them understood the
ground rules stated by the group leader (see appendix VII for the guideline and run down
of the group) . They can focus on their own process and finish in half an hour. Students
would wait quietly when they finished earlier. Students understood they could share
whatever they wished about their tray. Most of the time students would leave the tray
behind after the session, but some of them may want to clear up, this may be due to the
culture of the school, as students were trained to take responsibility to clean up their space.
Some of the students occasionally have some destructive behaviour that interrupted other
group members, individual session should be considered if their behaviour affected other
members. Occasionally some of the group leaders would ask too much which may be due
to anxiety. From the feedback of the group leaders and research assistant, a group size of
6 was more manageable than 8 and allowed the group leaders to pay adequate attention to
each member.

First, group leaders were interested, but felt difficult, in understanding the sandplay
pictures (see table 14 in appendix); the therapeutic effect is likely to be affected by the

group leaders’ uncertainty on the sandplay process. More training and experience is
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needed. Second, a group size of 6 with two leaders is more ideal then group size of 8.
Third, a fixed classroom in which the trays and figurines do not have to move after each
session is good both for the experience of the participants and for execution. Forth, eight
sessions in one semester is a short process, and longer SPT had a better outcome in our
study. Therefore when holding the SPT groups, workers should consider whether they
have the capacity to provide continuous SPT service for the participants, as very likely the
sandplay process cannot be finished in 8-session. It can be in form of closed group or
individual SPT. In our study, there were students in each group who wanted to join
another round of sandplay therapy. A second round was provided when there was the
capacity, they may join the intervention of the waitlist group, or new members were
introduced to some of the groups to maximize the cost effectiveness of the group.
Moreover, some participants may be better benefited with, or have the need to go on an
individual therapy. The group setting can serve as a platform for therapist to identify
client with further needs and where the client can experience the sandplay process in
group and decide upon further involvement in an individual setting. Fifth, some of the
participants did not readily emerge in the process in the first few sessions. A group with
more experienced leader, smaller group size is likely to provide a better containing
environment for the participants to emerge in the process. Sixth, as a lot of experience
and training in sandplay therapy is needed for a deep understanding of the symbolic
meaning, for leaders who are less experienced and more cognitively oriented, they may
feel anxious and lost, it is important for the training emphasize the important of holding
and remind them to refrain from asking and trying to understand the picture by logic.
Finally, to enhance the research quality, if RCT design is to be used, some training on the

principles of RCT shall be given to ensure that the workers will comply to the methods.
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3.5 Conclusions

In study II, more than more than 50 adolescents joined the SPT group service with a high
attendance rate and positive feedback, suggesting the sandplay group therapy in school
setting is feasible. There was an insignificant trend of decrease in total problems for
participants compared to waitlist control in the SPT group after eight sessions.
Participants who received longer (16 sessions) group sandplay therapy showed
continuous decrease in both total problems and externalizing problems, suggesting a
further investigation on the optimal length of SPT. On the other hand, the preliminary
analysis on the content found noticeable trends that the themes related to family
relationships and organization of the scene relating to the self-report measures of the
participants. Further exploration on these themes along the sandplay process with more

cases 1s recommended.
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Chapter 4: OVERALL CONCLUSIONS FOR STUDY I AND STUDY I

In study I, it was found that family relationships, including inter-parental relationship,
affect early adolescents’ mood more extensively than the teacher-student relationship and
peer relationship. Family themes were also observed in the process of sandplay therapy
in the second phase of the study. A conflicted inter-parent relationship affects
adolescents’ emotion and even their social development. More work on family
relationships shall be done by mental health practitioners on early adolescents to facilitate
their healthy psychosocial development.

Target participants were selected from the study I and participated in study II. There is no
significant change in mood outcomes in the CBT groups, which is consistent with a
previous local study. Possible cultural differences in the effect of CBT shall be
investigated. Their feedback suggested that the semi-structured sandplay therapy group is
feasible in the school setting. Participants liked the group and the group leader was
important to the participants in both groups. A secured space and time are essential and
important to the participants of SPT. The trends in the change of self-report measures
suggested a longer (16-session) SPT may have a continuous benefit to the adolescents.
The preliminary analysis on the sandplay therapy content suggests there may be
relationships between the themes of the sandplay and self-report measures. From a
research perspective, the current preliminary analysis suggested more work on
psychometrics and definitions of themes in sandplay, for future systematic analysis on the
content of expressive therapies, and development of suitable outcome measures for these
therapies. From a clinical perspective, therapists shall study the content of the sandplay
therapy to understand the process to identify adolescents’ need. Group SPT in the school
setting is feasible yet therapists shall also identify clients who need individual therapy

along the sandplay process.
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Appendix I Questionnaire of mental health survey
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Appendix II Questionnaire for evaluation of group treatment (post-treatment questionnaire

for sandplay therapy group)
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Appendix III Consent form and information sheet to school
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Principle organizer: The Hong Kong Polytechnic University Department of Rehabilitation Sciences
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Co-organizer: Methodist Epworth Village Community Centre, Social Welfare

SCHOOL CONSENT FORM

Project title: Stress Level in Lower-form Secondary School Students in Hong Kong
Investigator: Dr. Cheung (Assistant Professor, Department of Rehabilitation Sciences, The Hong Kong
Polytechnic University)

Co-investigators: Ms. Cheung Chiu Mai-lee, Christine, Mr. Leung Sing-tat, Michael (Supervisors, Methodist
Epworth Village Community Centre, Social Welfare)

Project Details:

Phase 1: The project aims to investigate the mental health situation of secondary school students in Hong
Kong; participant will be invited to complete a questionnaire about their mood, living habits, cognitive ability,
personality, interpersonal relationship and demographical information, from assessment and screening.
Phase 2: Participants will receive group sandplay therapy or cognitive behavioral group therapy, and
complete a questionnaire before and after group service.

Project Benefits:

Phase 1: The result of this research will help us understand the metal health status of secondary school
students in Hong Kong and the factors affecting their anxiety and stress level.

Phase 2: The result of this research will help us evaluate the efficacy of two modes of group psychotherapy
intervention — cognitive behavioral therapy and sandplay therapy on secondary students, and to investigate
the influence of different variables, such as personality, on treatment outcome, and in relation to intervention
modality

Possible Risk: Nil

Consent

I, (Name of Principal) represent the school to agree that the school
to take part in the research. I understand that the school can withdraw from this study at any time without
giving reasons, and withdrawal will not lead to any punishment or prejudice against my school or the students.
I am aware of no potential risk in joining this study. The school also understand that the participating students
personal information and assessment result will be assessed by related investigators and social workers only,
and not be disclosed to unrelated people, and my school’s name or the name or photograph of the
participating students will not appear on any publications resulted from this study.

The school can contact Dr. Vinci Cheung Dept of Rehabilitation Science, at 27667578, if there are questions
about this project. If there are complaints related to the investigator(s). the school may contact Mr Ka Yan
Leung secretary of Departmental Research Committee, at 27665398. I understand that the school principal
represents the school to sign this consent for the school to participate in this project.

School Chop:
School name
Address

Signature(Principal): Date:
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Appendix IV Consent form and information sheet to parents

Principle organizer: The Hong Kong Polytechnic University Department of Rehabilitation Sciences
Co-organizer: Methodist Epworth Village Community Centre, Social Welfare

Information Sheet for Schools on
Stress Level in Lower-form Secondary School Students in Hong Kong

Your school is invited to take part in the above-named research project which involves: phase 1:
survey on mental health situation of secondary school students and phase 2: group sandplay therapy or
cognitive behavioral group therapy for students, and questionnaire administered before and after group
service. This information sheet tells you about the research project and the group therapies so that the
school can decide if the school would like to participate.

What is the objective of the project?

The phase 1 of the study aims to investigate the mental health situation of secondary school students in Hong Kong. At
phase 2, it aims to evaluate the efficacy of two modes of group psychotherapy intervention — cognitive behavioral therapy
and sandplay therapy, on secondary school students, and to investigate the influence of different variables, such as
personality, on treatment outcome, and in relation to intervention modality.

What are the procedures?

At phase 1 the students in F1 to F3 of the school will be invited to complete a questionnaire about their mood, living habits,
cognitive ability, personality, interpersonal relationship and demographical information, for assessment and screening. It
will take approximately 1 hour. Selected students will be invited to participate in phase 2. The school will arrange suitable
time and venue for the completion of the questionnaire and provide the copy of the academic report for students selected to
enter phase 2 for investigation.

After consent is obtained from parents, the participant or participating school will be assigned to the group sandplay
therapy or the cognitive behavioural group therapy by drawing lots. The group therapy will be of 8-sessions, 1 hour each
session, held between Feb to May for about one session per week. The actual time will be arranged by the school social
worker. Before and after the group therapy, the participant will meet the social worker individually and complete a
questionnaire, which includes questions on demographic, mood, living habits, interpersonal relationship, personality and
cognitive ability. The content of the questionnaire will be kept confidential and ne accessed by related investigators and
social workers only. Group data from phase 1 and 2 will be supplied to related staff of school if needed.

What is sandplay therapy?

A play therapy may involve the use of art, toys, games or sand. Sandplay as a form of play therapy involves the creation of
a three-dimensional world in a tray of sand using a selection of miniature figures and toys. The sand in a sandtray is the
medium where client can freely express themselves, in a three-dimensional way, and wholistically, facilitating mind-body
integration, as the sand can be shaped and molded by the hands. The hands can use this venue to follow bodily feelings and
express subtle emotions that has difficulty to find expression with words or by the rational mind. The therapeutic effect
takes place as the client produce the sand picture under the witness of a supporting therapist. The school should provide a
venue for the group service and the storage of equipment for sandplay therapy, of approximately 15 m” for 2-4 months.
Equipment will be removed after the group service.

What is cognitive behavioural therapy?

Cognitive behavioural therapy involves structured procedures in learning cognitive and behavioral skills in solving
emotional and behavioral problems. The group sessions will involve various activities for preventing depression and
reducing stress, such as games, discussion and sharing. Topics covered include coping with stress, negative thinking, and
activating events, preventing depression, and take-home exercises.

Interested to take part in this project?

The school can freely decide whether to take part in the project or not. Your school and your students can still withdraw
from the project at any time in the future. If the school decide to take part in the project, all the information (including
personal information) will be kept strictly confidential, and protected by the declaration of confidentiality.

What is the cost for participation?

There will be no cost for participating in this study.

Should you have any questions about this project, please contact
school social worker , Tel:
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Principle organizer: The Hong Kong Polytechnic University Department of Rehabilitation Sciences
Co-organizer: Methodist Epworth Village Community Centre, Social Welfare

Research Project Informed Consent Form
Project title: Stress Level in Lower-form Secondary School Students in Hong Kong
Investigator: Dr. Cheung (Assistant Professor, Department of Rehabilitation Sciences, The
Hong Kong Polytechnic University)
Co-investigators: Ms. Cheung Chiu Mai-lee, Christine, Mr. Leung Sing-tat, Michael
(Supervisors, Methodist Epworth Village Community Centre, Social Welfare)
Project Detail: The study aims to evaluate the efficacy of the Rainbow Group on
secondary students, participants will receive group sandplay group service and complete
questionnaire
Project Benefits: The result of this research will help us evaluate the efficacy of the
Rainbow Group on secondary students in on self-understanding, coping with stress and
emotional modulation, the influence of different variables, such as personality.

Possible Risk: Nil

.__________________________....................................................}< ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
Consent:

I and my child (Name of child) have been explained the details of this
study. My child (Name of child) voluntarily consent to participate

in this study. I understand that my child can withdraw from this study at any time without
giving reasons, and my child’s withdrawal will not lead to any punishment or prejudice
against my child. I am aware of no potential risk in joining this study. I also understand that
my child’s personal information and assessment result will be assessed by related
investigators and social workers only, and not be disclosed to unrelated people, and my
child’s name or photograph will not appear on any publications resulted from this study.

I can contact Dr. Vinci Cheung Dept of Rehabilitation Science, at 27667578, if | have
questions about this project. If I have complaints related to the investigator(s). I may
contact Mr Ka Yan Leung secretary of Departmental Research Committee, at 27665398

Signature (Parent /guardian): Date:
Signature ( Participant): Date:
(Please complete and return to responsible social worker J)
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Principle organizer: The Hong Kong Polytechnic University Department of Rehabilitation Sciences
Co-organizer: Methodist Epworth Village Community Centre, Social Welfare

Research Project Informed Consent Form
Project title: Stress Level in Lower-form Secondary School Students in Hong Kong
Investigator: Dr. Cheung (Assistant Professor, Department of Rehabilitation Sciences, The
Hong Kong Polytechnic University)
Co-investigators: Ms. Cheung Chiu Mai-lee, Christine, Mr. Leung Sing-tat, Michael
(Supervisors, Methodist Epworth Village Community Centre, Social Welfare)
Project Detail: The study aims to evaluate the efficacy of sandplay group on secondary
students, participants will receive group sandplay group service and complete questionnaire
Project Benefits: The result of this research will help us evaluate the efficacy of sandplay
group on secondary students in on self-understanding, coping with stress and emotional
modulation, the influence of different variables, such as personality.

Possible Risk: Nil

.________________________________________________..............................}< _____________________________________________________________________
Consent:

I and my child (Name of child) have been explained the details of this
study. My child (Name of child) voluntarily consent to participate

in this study. I understand that my child can withdraw from this study at any time without
giving reasons, and my child’s withdrawal will not lead to any punishment or prejudice
against my child. I am aware of no potential risk in joining this study. I also understand that
my child’s personal information and assessment result will be assessed by related
investigators and social workers only, and not be disclosed to unrelated people, and my
child’s name or photograph will not appear on any publications resulted from this study.

I can contact Dr. Vinci Cheung Dept of Rehabilitation Science, at 27667578, if | have
questions about this project. If [ have complaints related to the investigator(s). I may
contact Mr Ka Yan Leung secretary of Departmental Research Committee, at 27665398

Signature (Parent /guardian): Date:
Signature ( Participant): Date:
(Please complete and return to responsible social worker J)
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Appendix V Ethics Approval

Q IHE HONEG KON
Q POLYTECHNIC UNIVERSITY
I«'Fi.;'rig- il Tk A
To CHEUNG Vinci (Department of Eehabilitation Sciences)
From TSANG Wing Hong Hector, Chair, Departmental Research Committee
Email  sshizanga: Date 28 Feb-2012

Application for Ethical Review for Teaching/Research Involving Human Subjects

I write to mnform you that approval has been given to i,'c:rut gpphcatmn for human subjects ethics review
011 to

of the following project for a period from E&Aug-'* -2014:

Project Title: Stress Level in Lower-form Secondary School Students in Hong Kong
Department: Department of Rehabilitation Sciences

Principal Investigator: CHEUNG Vinci

Please note that you will be held responsible for the Etl:lical approval granted for the project and the
ethical conduct of the personnel involved in the ;gl In the case of the Co-PL if any, has also
obtained ethical approval for the project. the Co will also assume the respc'ns:lbﬂin in respect of the
ethical approval (in relation to the areas of expertise of respective Co-PI in accordance with the

stipulations given by the approving authonity).

You are re ible for informing the I tal Research Conmnittee in advance of any changes in
the propo procedures w]:.tch may affect the validity of this ethical approval.

You will receive separate email notification should you be required to obtain fresh approval.

TSANG Wing Hong Hector
Chair
Departmental Research Committes
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Appendix VI Permission of use of inventories

#¢: Sonja Lyubomirsky <sonja.lyubomirsky@ >

FHHEE: 20134 11 H 25 H 10:41

ZF:LAM, angela OK [1190 ]

F 5 Re: Use of Subjective Happiness Scale for research

Hi Angela — T just came back from HK yesterday :} You are welcome to use the
Subjective Happiness Scale (SHS). (My website, which includes the SHS, states that
anyone can use it for research purposes.) Just be sure to cite the scale validation paper,
attached.

All the information is also included here: http://sonjalyubomirsky.com/subjective-
happiness-scale-shs/

You may also be interested in my two books, The How of Happiness and The Myths of
Happiness (translated into Chinese too).

I can't vouch for the Chinese version, but if you think the translation is good, by all means,
use it.

All best,
--Sonja

Sonja Lyubomirsky, Ph.D.

Professor and Graduate Advisor

Department of Psychology

University of California

Riverside, CA 92521

(tel) 951-827-

(fax) 951-827-3985

My academic web site: www.faculty.ucr.edu/~sonja/

The How of Happiness: A Scientific Approach to Getting the Life You Want (Penguin Press,
2008) Book web site: www.thehowofthappiness.com

The Myths of Happiness: What Should Make You Happy, but Doesn’t, What Shouldn’t
Make You Happy, but Does (Penguin Press, forthcoming January 3, 2013)

My blog at Psychology Today: blogs.psychologytoday.com/blog/the-how-happiness

P Please consider the environment before printing this e-mail

From: "LAM, angela OK [1190 ]" <angela.ok.lam@ >
Date: Sunday, November 24, 2013 8:04 PM

To: Sonja Lyubomirsky <sonja.lyubomirsky(@>

Subject: Use of Subjective Happiness Scale for research
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http://sonjalyubomirsky.com/subjective-happiness-scale-shs/
http://sonjalyubomirsky.com/subjective-happiness-scale-shs/
mailto:angela.ok.lam@connect.polyu.hk
mailto:sonja.lyubomirsky@ucr.edu

Dear Sonja,
I am an Mphil student in the Hong Kong Polytechnic University,

I would like to use the Chinese Version of the SHS in my MPhil study on the mental health
of young adolescents in Hong Kong. I saw the Chinese version of it on the website on
Suthentic Happiness. Could I get the persmission to use it ? Thank you!

Regards,

Disclaimer:

This message (including any attachments) contains confidential information
intended for a specific individual and purpose. If you are not the intended recipient,
you should delete this message and notify the sender and The Hong Kong
Polytechnic University (the University) immediately. Any disclosure, copying, or
distribution of this message, or the taking of any action based on it, is strictly
prohibited and may be unlawful.

The University specifically denies any responsibility for the accuracy or quality of
information obtained through University E-mail Facilities. Any views and opinions
expressed are only those of the author(s) and do not necessarily represent those of
the University and the University accepts no liability whatsoever for any losses or
damages incurred or caused to any party as a result of the use of such information.
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From: "Nicholas Stevens" <Nick@ >

To: "Angela On Ki Lam [RS]" <Angela.On.Ki.Lam@ >
Date: 21/11/2011 22:21

Subject: RE: Use of Practice Tests in Research

Good afternoon Angela.

There is no problem with you using the sample paper in your survey.

Our only stipulation is that you must not charge students for the paper.
(Which I do not think that you will be doing!)

Regards and good luck with your survey.

Nick Stevens
Managing Director
IPS Educational Publishing

From: Angela On Ki Lam [RS] [mailto: Angela.On.Ki.Lam@ ]
Sent: 21 November 2011 11:42

To: Enquiries@ipspublishing.co.uk

Cc: Vinci Cheung

Subject: Use of Practice Tests in Research

Dear Sir/Madam,

We are researchers from the Hong Kong Polytechnic University (PolyU) and
would like to enquire about the use of your sample paper (IPS Sample
Non-verbal Reasoning Test Paper. (35 items).

We are conducting a large scale survey which includes an assessment to be
conducted on students in secondary schools in Hong Kong, and we would like
to include a brief non-verbal reasoning task in our questionnaire. Your
practice Test is one of the suitable ones and we would like to ask for a
permission in adopting the Test and administering in schools.

The project is lead by Dr. Vinci Cheung, Assistant Professor, Department of
Rehabilitation Sciences, PolyU, in collaboration of an NGO in Hong Kong.

If used, the Tests will be referenced to in the questionnaire and related
publication. Please advice on the possibility and conditions of such use. We
look forward to your hearing from you.

Regards,
Angela Lam
Research Assistant

The Hong Kong Polytechnic University
WHERE INNOVATION MEETS APPLICATION
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Appendix VII Guidelines for group leader (sandplay therapy)

EHE TARERIEORNES
TEEFENARE T O EERE

B PELERRE MBI
EWEEE/ N SH RIS

BFEIEAGE S K )£ 2 5T (translated and adapted from Draper, Ritter & Willingham, 2003)
Bl 5 o34E
ﬁz_ﬂ%ﬁaﬁ (building time) : 25445
F—HiF A AE post-it E55 EEH CHYREN » REFECE _LIRSH/ MRAVEIE - 2125 —
DETUﬁH@EEE’JﬂX °
® AN DIAHFTARMAISE (miniatures) ZiE H CHY/MESL > MEHBL R REAR - =
A AZHHg R ER A A R SRRV > AR REE - DIl R A -
® n] DUt/ NEE T B RS E ST A Hl i
o H[DURA/ KR KRG E -
® HUENGRISEASHI s e A
FRA : EfE R E A MR ER - MEFEE CEEMA - WRET AL
/NRTESE Z 1R B R AE ] -

HHIEERERE 1 (photographing time) 5 474

® Ik VELEN I T (themes) ~ (U FoBfE - FBAHE KA TREAFERVE

® HEWfRH R K& BTN - SETEE T BT A OV E o HELE BFTRE
HItE R —fe N 4G El4HE

® EENT - 4HEAI[EIRFEEEAH B IUE B C sl BRVE LR B T— B G H A AHITE )

® IREEELIT

HEEEHAE 20 VER - Sl E g AEMERIA—2MRIER - MRS58 58] HE

BB VBRI 2 i - (@R A Ao - B —RHZAA B ARG - A%IE

et R e H s =l - EREVERIE BT —IRGE - EFRIYH - A/0ERVERL - AR

RHYYIMESE > BB LA o

SYEEFR ¢ 20-30 ZreE

o F—(HH B EILIEE AW HASEN DER —ENE S H/DE - (HAHETR ] DUSEE
NE - BRE S VA B R R

® HEMETHEA [FIELLAVESTE )T (empathic listening) -

® HRUHIEEEVIHARY N ZHE R - Bl - B4R - SRR IERE R
mmmm’ﬁuL gHEMAH EFFIET ~ A HEAIRVTS - 40 - FEEGIRAV D E RS [

° ZH:'/\¥EH H A ERVEEZ BB+ B2 - 2 LIH R IER B OB R aH B 7 FRF R
W R A FE[E YRR ~ BHD DA B AR KGR K AYEEEE (unsolicited interpretation) <

BEAHA - BeHE S ZARHE - AR BT LIER - Hith4H 8HY

P2 5 IR R AT DA—{E A GRS

TEH RS ¢ 10-15 77
BHE  EHEAEAH B ERRE R thAH R AL B 5T
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Appendix VII Guidelines for group leader (sandplay therapy)

EHE TARERIEORNES
TEEFENARE T O EERE

B PELERRE MBI
EWEEE/ N SH RIS

YO FELE D E 7 EL (translated and adapted from Mitchell, Reece & Morena, 2010)

1.

Wi R b EEE NEETTRES R - B A — DIcR - MEE AT GH — 08
IRA] DABEHR RSB R, - 008 A IS —(E 5T - JDE BB A I T A -
IR AT LR DR N RIS (Y - W/ — D /KR BAH -

MR TER R D R DB A - BB E Clea A > SRR R OREr e 4
/NHSESS Z 1R DT B AR R IR (e 5

HBALGZAT > AR LURHREE T (50D AT - 0RZ > AR EEE N DI o dRIRAR
{RAT LLE R -

EIRRAET ARBERF - (Rt AT LLE D R - BRI — N (E - A&EEG
S IREL DR ©

EIRBRERHE - SEIRRFLRE  (EANRIR A E A R ) Bl hERr
5] -

6. fRA__ rsEREIADL > IEHRSSEERT D BRI > TR AT DA HET R
7. RHESERZ B G EIRARIER(FEon - AR IE B — I RSB Rt BE(Fan (]

AzER) -

SR G RHER S0 -

9. UM &R e Rl EEAN Ve B RV E A ETE A > nT UGS IEL FAY[E(HE -

SEEE G —EEE O (FEBRE) BETE -
OB A LU R L O B ARAE R o [FIHEURSEH B L O B AT IR R AR
57 o

EWE A (EET RGeS - (REEREVE R IR RS A DU B R T
figt

MR A RE R R N B AR - AR —EREE R - AT LLRIE DU =] 586y
AR EE o

References:

Draper, K., Ritter, K. . & Willingham, E. U. (2003). Sand Tray Group Counseling with

Adolescents. The Journal for Specialists in Group Work, 28, 244-260.

Mitchell, R. R., Reece, S. T. & Morena, G. D. (2010). The Guidelines and Procedures in

Conducting Sandplay Therapy Research, Sandplay Therapist of America (STA)
Research Committee,
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Appendix VIII Record form of group sandplay process

FHETARRECRTRR
yhEE MHEC R (FFFER)
5 R Bl RS ¢
i R SRR
(GHTEIRAEHREE - R - BHERREEANE - YR E2EERRAK]1 -8)

| Lad | B | =

=] Ll = ]

a3l :

BRI EEEERATIS B B AR oI E 50 object 2 movement : default language:
Eng, WI-FEER# I m i or

TRLEREE I EAREE - SHEEL THEYMHFIF

TEISEES R - TR (OFRE - 5552408 ) - 5HTHE softcopy » EEFE angela.ok lam@connect polyu hk
SERR : B EERENIUTE « Hit A GG EE LA eIt o s -

fraiseshR - LT (OB - 555548 ) - S THE soficopy » EEFIE angela.ok lam@connect.polyuhk

SERM : TE FEREOARFR | KA A GG REE LAY O th o] fisd -
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HSPEE: (2 55 PG -

picture

IComments/ observations
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iR 1 (2 740 - FEEH—-EARErE IS REECE) - BRGEE 1 BRG  BIEEE 2
I HEHE -

SERE (3044 © FRAENEERAR SEMR RSRaVHE?
A4 3-5 i
1

[

LA
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SEMTHEAREE(] 0 — 1 5 534@): (LLETsr s 2-3 FEL - s AP - FEHE)

5

NEHTERS

BRI 2
fBEMiEmAEAR - BEBEE 15E - RFEEE 2 - MR - SRR ENREREH B
HEMGHREH -

FHRREEM

fCEkRfEE -

AEERT___ A H E#
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Appendix IX Additional tables and figures

Table 5. The skewness and Kurtosis of the raw and transformed data.

Depression Anxiet Stress

Raw 1.19 1.44 1.32 1.60 73 .05

LOiarithm -.28 -.82 -.09 -1.13 -.66 -.37
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Table 7. Regression coefficients and significance of variables on different mental health
measures of male participants.

Subjective DASS DASS anxiety DASS stress
Happiness depression
Scale +

B t p
B.00%H* | -144  -5.84%F | _206
4570 | 131 -480%%* | 181

Satisfaction on peer 097 3.93%%*
relationship

Harmonious 077 3.07** -.069 -D.88%*

interparent
relationship#

B t

- 135 -5.53%%*

202 8,68 %

Extraversion

122 S7.25%%% 1165 -6.42%**

Self-esteem

Satisfaction on 071 2.84%x
relationship with
mother

Time on leisure .054 2.28*
activities

.05

Special education .050
needs#

Time on digital 054 2.173*
entertainment
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Table 8. Regression coefficients and significance of variables on different mental health

measures of female participants.

Subjective DASS DASS anxiety DASS stress
Happiness depression
Scale
Adjusted R 402 363 484 427
p t p t p t p t
Neuroticism S13 0 J7.55%% | 308 11.52%** 281 11.66%*%* | 374 14.81%+*
Extraversion 197 821%k% | L 11 -451%x | 161 731k
Psychoticism 105 4. 15%k* 075 320%%% | 124 517
Self-esteem 221 827k | 155 -5.67%k* | 242 29.80%** | _ 168  -6.45%%*
Satisfaction on grade 092 3.70%* | _07  -2.18%* -.102 4.36%%* | _067  -2.75%*
Satisfaction on peer 148 6.29%**
relationship
Satisfaction on -074  -2.90%* -.101 -4.38%%* | _ 091 377
teacher-student
relationship
Harmonious 091 3.82%%*
interparent
relationship#
Satisfaction on the -108  -4.45%%% | _ 082  -3.674%**
relationship with
mother
Satisfaction on 148 6.04%**
financial situation
Time on sleep -081  -3.34%%* | _078 -330%% 1106 -4.66%**
Special education 082 3.50%%* .060 2.813%% | 101 4.53%%*
needs
Time on study 061 2.55% 065  2.87%*

Excluded variables: school grade, academic level of school, years of residence in Hong Kong,

family intactness, time spent on digital entertainment, Satisfaction on the relationship with father,
logical intelligence, time spent on leisure activities.

¥k p <.001; ** p <.01; n.s. = not significant

#1=Yes, 0 =No
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Table 11. Demography of participants

Gender (% |% in intact | % % SEN
Female) families Harmonious
parents

Overall 51.8 77.6 65.0 10
SPT — experimental | 55.6 66.7 59.3 11.1
SPT —  waitlist | 46.4 83.3 76.9 23.1
control
CBT- experimental | 53.6 70.4 59.3 3.6
CBT -  waitlist | 50 59.1 61.5 0

control
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Table 12. Family related objects used in 12 of the first sandplay scene.

Objects Count
Pair of turtle (big and small) 4
Pair of zebra (big and small) 1
Human figures of family 4
Pair of dolphins (big and small) 1
Abandoned child 1
Spider 2
Big turtle 2

109




Table 13. The keywords used by the participants in three open ended questions in the

feedback questionnaire.

SPT CBT
Valid feedback 33 19
questionnaire
Keyword Count  Keyword Cou
nt
Happy/PREE/FH.0/ b/ i 10 i/ 4 /happy 9
H i (Free)/BdAfiZ(open) 6 H i (free) 2
T EZ /i EZRelaxed 8 EZ/EEFZ(Relaxed) 5
&7 (pleasant) 2 &7 (comfortable) 1
%* 237 (enjoyable) 1 BIAHI#E47 (accepted) 1
Eo %5t (playful) 1 AP (play) 1
= BC#®#AARAEN @® 1 B (optimistic) 1
= creativity)
—§ GG 8= (no feeling) FZE (harmonious) 1
2 4% (solitude) AIDGEEE CHYLE (Tcan 1
% talk about my things)
© R (quiet) 1
770 (at ease) 1
& (praise) 1
i, fEl(bored) 2
BR T Ay TR/ BT SRR T 2 WAl I H CHYER S/ 3
(relieve of stress) BRI 7 7E
(how/methods to cope
with stress)
Hrag/ B OHYCME (happiness, 7 happy 4
happy mood)
o REHE AR TR AE W #E New 4 HHZ# & (friendship) 2
3 friends/ friendship
& memories/experience 3 F i % 2 (positive 1
2 effect)
g Tt/ 2 L EFEARTT (@ ]
Q_‘; %1 Bl \5fFE (expression) place to speak about
o myself)
5, LEEZEEEC/AFECE 3 PERIE & e EdlE 2
= FRHZ2fE — B URRRE O 4  (how to control
§ AHEE] (a space / period to emotion)
create/relax)
¥ 7AFHEC (know myself 1 WEEEACHERE 1
better) 2 (how to change
negative thinking)
PR B OO UL 4 K. (rest) 1
(calmness)
EZ/2o T EZE C (relaxation) 3 &) (food) 1
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E i (freedom) 2 g Y 70
(methods of problem
solving)

ft (boredom) 1 No answer

br/bE (sandplay) 1

No 2

No answer 3

Not sure, don’t know 2

T/ # T8y ALy (social 5 AR/ + T (social 3

workers) workers)

Y&/ BESD (sand) 5 LRFFELF (quiet) 1

R/ ERE ZRFHIM T 3 BT (respect) 2
g (calmness)
2 IF [H] 4w FF /8% 5T (rundown, 3 R (advice) 1
2 design)
= &aw) (food) 1 5y EXA%E% (sharing) 2
2 HH (freedom) 1 all 1
Z [G]E2 (group members) 1 N3 Don’t know) 1
= FITA (everything) 1 No answer 2
2 VG 44 (no music) 1 Irralevant answers( 4 5
o /good/ happy/ /)N 4H HF
— )
§ A RIFVIRIEGEFEEZE hHE 1

(a good environment for students

to express freely)

No answer 10

No 1
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Table 14. Difficulties/ suggestions made by group leaders on leading the groups

Hope to learn how to analyze the sandplay outcome

BED AR B B 4H B AERTTE L

R R P EES

AIFIEEARIE, K disturbing, SEEH TR ;M 207%, ESURRE R % S B AR F

7 H notes, 1144 sandplay REIAI BEAVE &, FEDLEAFRIVES., sandplay theory,
etc. &

TERIEIR S B AL TRES (AT F A B 2 PR Ry AR, T B E YR G

AT 5

af DI/ D BE N R, 2585 case 43T
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Figure 1. Residual plot and frequency distribution of the regression model using

transformed data of the score of the depression scale.
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Figure 2. The residual plots for the regression model of various factor predicting the score
of the anxiety scale of the Depression Anxiety Stress Scales 21 in early adolescents.
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Figure 4. Flow chart for the study procedures.

Obtaining school consent for a large scale assessment/survey onform 1to 2

students in seven schools.

N =1840

Intervention modality

4 schools

randomly assi
3 schools

Sandplay rapy

Cognitive BeRavioral therapy

Inviting form 1 & 2 students having total DASS score above the 90%tile

Students agreed to participate and parent consent obtained

L r-eo L

< _n-s0o_L

‘ Screening out major depressive disorder and/or high suicidality

~n-u__L

Randomization

Randomization

experiential group

Experirr:ental W::\itlist‘r control | Waitlist ‘t:.ontrol Experimental group
groupn =26 | groupn =27 groupn =22 n22
Assessment at T1
Intervention: Intervention:
Sandplay Cognitive behavioral

psycho-educational group

Prop outY n=25 n=23 AssessmentatT2 p=16 h=21 Drop out: ?‘
Intervention: Intervention:
Sandplay experiential Cognitive behavioral
group psycho-educational group
\4
Prop out AssessmentatT3 = Prcp out

* one of the CBT wait list group received SPT instead of CBT
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