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Abstract
While mental health considerations have taken the forefront in the United
Arab Emirates (UAE) in recent years, there continues to be a paucity of
research regarding emotional and behavioural difficulties experienced by
native adolescents in the UAE. Such research is crucial for a few reasons. The
negative impact of these difficulties affects various levels of society including
the individual’s educational outcomes, relationships, and health behaviours;
families’ coherence and functionality; and communal burden of disease.
Without any systematic evaluation and objective consideration of the nature of
such problems, interventions run the risk of being ineffective and onerous,
deepening challenges and the stigma that often hinders help-seeking in these
communities. To address the gap that exists in research and clinical practice,
the overarching aim of this thesis is two-fold and includes identifying and
understanding emotional and behavioural difficulties among native UAE
adolescents and informing the development of a suitable intervention for
parents, who are a key influencing factor and natural source of support for
youth within such traditional and collectivistic cultures.

For this, three studies were undertaken and are outlined in the ensuing
chapters. Theoretical and empirical explanations regarding emotional and
behavioural difficulties and parenting interventions are outlined in Chapter
one, including the literature on how adolescents’ health and wellbeing are
understood and evaluated, the factors that influence the development and
maintenance of emotional and behavioural difficulties, the specific and central
role of parents, parenting interventions that cater to the outlined issues, and

implications for adolescents in the UAE. This background defines the need,



aims, and hypothesis of this thesis. Chapter two describes study one in which
the reliability and validity of screening measures were examined by using the
Revised Child Anxiety and Depression Scale, English version (RCADS-E), as
a standardised comparison in piloting its Arabic translation (RCADS-A), and
the Arabic adaptation of the Strengths and Difficulties Questionnaire (SDQ-A)
with 40 native and bilingual (English and Arabic speaking) adolescents from a
private school in the UAE. Both the Arabic measures had strong internal
consistency, except for the depressive subscale of the RCADS-A among boys.
Thus, findings indicated the suitability of the SDQ-A in identifying emotional
and behavioural problems within this population. In addition to its brevity,
breadth, and expansive norms, the appropriateness of the SDQ-A was
supported by adequate internal consistency for the total score, and correlations
with overall and disorder-specific constructs evaluated in the RCADS-E.
These results led to the use of the SDQ-A in study two (Chapter three),
wherein the prevalence of emotional and behavioural difficulties in a
representative sample of 720 native adolescents from public schools in the
UAE (response rate = 100%) was determined and the relationship between
such difficulties and demographic and contextual factors were explored
(Study two, Chapter three). The results demonstrated that emotional and
behavioural difficulties existed at similar rates as those of normative
populations and were influenced by gender, grade, affluence, and parental
presence. Findings from study one and study two were important to draw an
intervention plan for parents of UAE adolescents. Expanding on these
findings, the third study (Chapter four) was undertaken to assess the

effectiveness of online parenting programmes that promote effective parenting



to improve adolescents’ quality of life and reduce symptoms of emotional and
behavioural disorders. Only 16 papers reviewing 10 online parenting
programmes were identified. These programmes were mostly focused on
helping parents of adolescents with substance use problems and tended to use
family systems theories. Despite evidence for improvements in relational
factors corresponding with adolescent emotional and behavioural functioning,
programmes using an attachment framework for emotional and behavioural
difficulties were lacking and none were tailored to collectivistic cultures such
as the UAE. Thus, Chapter five considers the overall findings,
methodological issues, reflexive experiences, and implications of the three
studies in an attempt to offer evidence-based suggestions for future research
and next stages in adapting a suitable parenting intervention for the UAE

context.
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Chapter One: Introduction to Emotional and Behavioural Difficulties

Adolescents’ mental health and development have received increased
research attention since the 70s for a few reasons. Although the number of 10-
to 19-year-olds has been increasing and is the largest it has ever been in
recorded history (Patton et al., 2016), they currently account for only 16% of
the global population, more than half of whom live in Asia (United Nations,
2019). Thus, adolescents are projected to enter an overwhelmed workforce as
adults and caregivers of a relatively larger proportion of children and the
elderly who will be dependent on them for sustenance. In addition to future
prospects, the greatest burden of disease accounted for by the adolescents of
today is attributed to mental disorders, substance use, and chronic illnesses
(Patton et al., 2016). This shifts the spotlight onto the spectrum of emotional
and behavioural difficulties experienced by this subset, factors that influence
such issues, and associated interventions that may help prevent and alleviate
them.

Furthermore, the long-term detrimental effects of emotional and
behavioural difficulties have been well established across research efforts.
According to the World Health Organization (WHO, 2021), 50% of emotional
problems that are reported to be at clinically significant levels in adulthood are
found to commence by the age of 14 years. In turn, adolescent-onset mood
symptoms and disorders increase the risk and probability of behavioural
problems associated with substance use, anxiety, and depression during
adulthood (Copeland et al., 2015; Essau et al., 2018; Dekker et al., 2007;
Hofstra et al., 2001; Johnson et al., 2018). Patalay et al. (2015) further asserted

that general psychopathology represented an increased risk for psychiatric
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disorders, regardless of whether symptoms were consistent between
adolescence and adulthood. The emergence of emotional and behavioural
difficulties during adolescence is also associated with poor psychosocial
outcomes such as difficulties adjusting at work and within families, chronic
stress, inefficient coping skills, and reduced life satisfaction by the age of 30
years (Essau et al., 2014).

These findings are particularly concerning when compared to problems
that emerge during other developmental stages because they have graver
effects (Essau et al., 2014) and progress into chronic and recurrent difficulties
when left unacknowledged and untreated (Essau et al., 2018; Merikangas et
al., 2010). This is true not only for adolescents themselves but also the system
that surrounds and supports them, as well as the future generations whose
health and development would in turn be influenced by these factors. Thus,
understanding the historic and present-day experiences of adolescents, their
needs, and ways to support them is a crucial consideration to improve their
quality of life, reduce burden of disease, remit chronic adverse effects, and

augment global sustainability goals towards health and wellbeing.

Developmental challenges and changes during adolescence

The adolescent years stand out as a formative period when physical
growth peaks, making way for cerebral and social development. This sets the
stage for growth and functioning across most dimensions, including
biological, psychological, social, and vocational engagements. In some
respects, new and refined abilities gained during these years justify the lowest
rates of death and ill health, and the highest rates of vitality during the lifespan

(Patton et al., 2016). Neuroscientific research over the past 20 years has
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established that, after infancy, neurobiological changes triggered during
adolescence are both the most extensive (laying the foundation for subsequent
functioning of the central nervous and endocrinal systems; Larsen & Luna,
2018) and impactful (incurring long term effects across the remainder of a
person’s lifespan; Patton et al., 2016). Aligning with this, sexual maturity,
emotional abilities, refined cognitive capacity, and identity exploration and
formation occur alongside the dominance of peer and family influences,
education and work transitions, civic engagement, and problem behaviours
(Sawyer et al., 2018). However, while these developments are conducive to
positive growth, they must be considered alongside the various pitfalls that are
bound to occur with transitions, which are the hallmark of the adolescent
years. This has only been recently recognised, leading to increased attention
towards the needs of adolescents within public health policies across the globe
(Patton et al., 2016).

Cognitively, the emergence of formal operational thought paves the
way for increased critical thinking and independence (Larsen & Luna, 2018),
generating greater defiance frequently witnessed and reported at this stage
(Copeland et al., 2015) and risk-taking behaviours owing to the tempering of
the brain’s harm avoidance system relative to a vigorous reward system (Ernst
et al., 2006). Thus, more so than adults, adolescents thrive on stimuli that are
energising and demanding (Patton et al., 2016). Another notable corollary to
abstract thought processes includes adolescents’ increased attunement to
others’ emotional displays owing to the dominant influence of peers on social
cognition (Patton et al., 2016). Thus, in the mind of the adolescent, peers

replace family as the central social force. In this respect, neurobiological



INTRODUCTION

findings link identity development to sociocultural factors, such that the
motivation to be independent and maintain a stable identity is underlined by
the processes of separation and individuation, and a referential shift towards
peers (Sawyer et al., 2018). Thus, the need for belonging expressed through
peer association make pop culture and social media an integral part of the
adolescent experience (Boer et al., 2020).

Taken together, biopsychosocial changes during adolescence are
compounded by rapid migratory, communication, economic, and
environmental events that determine agency, nourishment, competence,
health, and intimacy for the adolescents of today. Understanding these
complexities is a critical step in identifying and serving their unique needs.
Definitions for emotional and behavioural difficulties and interventions

An issue commonly witnessed during the early stages of research
across a given field is the indiscriminate use of synonymous terms or vague
vocabulary when describing a target construct or phenomenon. This appears to
be the case when reviewing literature pertaining to adolescents’ emotional and
behavioural difficulties. Depending on the framework adopted by journals and
authors, the terms disorders, difficulties, problems, illness, and issues are used
to denote the same construct of a departure from normative and effective
functioning; the terms psychological, psychiatric, and mental health are used
synonymously when indicating difficulties that pertain to the internal and
external manifestation of human experience; and intervention, treatment, and
therapy are used interchangeably to imply a response to reduce or remit noted
phenomena. It is also not uncommon for the terms mood disorder, anxiety, and

depression, to be used even when describing broad and more complex
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phenomena. These nomenclative variations affect generalisability and hamper
the advancement of scientific understanding. Furthermore, inconsistencies
exist when defining and even acknowledging severity levels of the concerns in
question. This is problematic as mental and behavioural health exist on a
spectrum, with mental wellbeing denoting the functional and disorders
signifying clinically significant difficulties. Not reflecting this in the language
and focus of written scientific thought does little to accommodate
presentations that either do not meet full criteria for a given disorder or do not
adversely impair functioning. Considering subclinical difficulties is imperative
to prevent exacerbation that may occur without appropriate attention and
action.

In the spirit of reducing such variability, the term emotional and
behavioural difficulties is used throughout this thesis when referring to the
internal and external struggles experienced and manifested by adolescents,
regardless of whether they are clinically significant or not. This includes any
phenomenon that marks a deviation from normative ways of responding such
that the reaction is internalised or externalised in disturbing or ineffective
ways, regardless of whether it becomes impairing or maladaptive. For the sake
of consistency and ease of understanding, the definition also subsumes the
concepts of internalising and externalising difficulties, since the use of the
term internalising difficulties corresponds with emotional problems such as
anxiety and depression, and externalising difficulties indicates behavioural
problems such as inattention, hyperactivity, and conduct problems. The terms
internalising and externalising have been retained only when referring to

constructs established within the screening measures. In these cases, the
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constructs may be considered synonymous with emotional and/or behavioural
difficulties as described here.

The term intervention is used to indicate any systematic effort
undertaken in consideration of these difficulties including, but not limited to,
psychoeducation, psychotherapy, medication, and support services. Adopting
such definitions allows for a streamlined and comprehensive approach in
studying the foundational, complex, and neglected aspects of emotional and
behavioural difficulties among adolescents as well as the interventions that
may be effective in preventing such issues from either escalating to

debilitating levels or persisting past adolescence.

Adolescent emotional and behavioural functioning

The quality of adolescents’ psychosocial environment significantly
affects the development of emotional and social processing (Patton et al.,
2016). Simultaneously, adolescents are particularly vulnerable to emotional
and behavioural difficulties as hormonal and life changes can leave them more
sensitive to their internal and external environments (Drzewiecki & Juraska,
2020). While better healthcare, nutrition, education, and technology have
improved wellbeing, the current generation of adolescents suffers considerably
in the face of several global crises, including youth unemployment, sedentary
lifestyles, unstable family systems, global warming, and political conflicts
(Patton et al., 2016). In a study by Goldbeck et al. (2007), overall, health, and
family satisfaction decreased between the ages of 11 and 16 years across most
domains. Given the lack of insight and awareness, hesitancy to access
effective interventions, and unsatisfactory adaptation of interventions to their

differential needs and context (O’Brien et al., 2016), clinically significant
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emotional and behavioural problems among adolescents are on the rise
globally, with an identified increase of about 4 million cases over the past two
decades (Merikangas et al., 2011). This currently accounts for 16% of the
global burden of disease (Global Burden of Disease Network, 2017).

It, therefore, comes as no surprise that emotional and behavioural
difficulties account for the most common causes of disability and mortality
among adolescents. Emotional difficulties, specifically depression and anxiety,
are among the top 10 leading causes of disability across the world’s
adolescents (WHO, 2020). Anxiety has also been associated with psychosocial
impairments, educational underachievement, and physical and cognitive
dysfunction (Essau et al., 2001; Essau et al., 2014). In addition, unintentional
injuries due to risky behaviours such as rash driving, driving under the
influence of substances, water sporting, and physical and sexual violence
disproportionately affect adolescents and are the leading cause of death and
disability for this age group (WHO, 2020). A grimmer picture is depicted by
the statistics surrounding suicidality, which accounts for the second most
common cause for mortality, particularly among older teens whose suicide
rates have increased dramatically by 7.9% in the UK between 2010 and 2017
(Bould et al., 2019). Self-harm also represents a significant problem, as
illustrated in a study where 15% of 12- to 16-year-olds reported at least one
self-harming incident (Stallard et al., 2013). The same study also found that
such behaviours and associated thoughts were established between the ages of
12 and 13 years and persisted for at least a year in almost half of their
community sample. Similarly, adolescent-onset drug and alcohol use have

been linked with poor health and fitness outcomes, morbidity, mortality rates,
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reduction in cognitive capacities (in some cases), sustenance of maladaptive
coping skills, and an unhealthy lifestyle into latter years (Johnston et al.,
2016).

While risky behaviours can be seen exclusively as a hallmark of
behavioural difficulties among adolescents, they are often a manifestation of
underlying emotional struggles. For example, a systematic review of suicide in
depressive presentations revealed that increasingly severe depression, anxiety,
and hopelessness (among other factors) increased the risk of suicide (Hawton
et al., 2013). Similarly, Stallard et al. (2013) demonstrated associations
between self-harm (both thoughts and behaviours) with reduced mood.
Another study indicated that cigarette smoking was mutually dependent on
depressive mood among females, and marijuana use was seen as an attempt to
self-medicate against emotional pain (Wilkinson et al., 2016). Arbel et al.
(2018) also concluded that risky behaviours co-occur with worrying thoughts
and were predicted by previous-day worries among males. Thus, behavioural
and emotional aspects of the adolescent experience, though often reviewed
separately (Galambos & Leadbeater, 2000), go hand in hand.

Epidemiological reports have also consistently pointed out that the
clinical presentations among adolescents are punctuated by comorbidities and
symptomologies that exist across diagnostic labels. Compared to children and
adults, adolescents with depression are 12 times more likely to also have
anxiety, four to 11 times more likely to display disruptive behaviour, and three
to six times more likely to have substance abuse problems (Wilkinson et al.,
2016). Furthermore, several studies have identified a pattern of co-occurrence

between anxiety and depression ranging between 30% to 75% of clinical cases
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(Abbo et al., 2013; Dardas et al., 2018; Essau et al., 2000). Depression has
also been frequently witnessed alongside other neuropsychiatric and
behavioural disorders (Essau, 2003; Ford et al., 2003). Comorbid presentations
are associated with greater severity of symptoms and suicidality (Essau et al.,
2018; Kinyanda et al., 2011), delinquency, truancy, and aggression (Galambos
& Leadbeater, 2000; Ligier et al., 2020).

Thus, emotional and behavioural difficulties among adolescents are
multifaceted and likely to reduce the quality of life. As comorbidities increase
and difficulties deepen across time due to lack of suitable interventions, poorer
long-term outcomes and social and educational impairments are bound to
compound these difficulties (Essau et al., 2014; Kinyanda et al., 2013; Nair et
al., 2017).

Screening for emotional and behavioural difficulties

The increasing prevalence and gravity of emotional and behavioural
difficulties demonstrated by adolescents have not translated to adequate and
effective resolution. One of the major reasons for this is that adolescents are
unable to access formal interventions due to lack of awareness, mistrust in the
mental health profession, and stigma demonstrated by parenting figures
(Patton et al., 2016). The issue of help-seeking can be resolved by screening
and provision of education on the part of gatekeepers such as teachers, parents,
and general medical practitioners. This requires reliable and valid diagnoses,
both in terms of screening for subclinical difficulties and conceptualisation of
clinical cases. However, the complexity of clinical presentations, cohort-
specific factors that risk misdiagnosis (Kessler et al., 2008), reduced

specificity and sensitivity given clinical judgment exercised without the use of
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screening tools by paediatricians (Sheldrick et al., 2011), and dismissal of
warning signs due to stigma and personal stress (Abera at al., 2015) are a few
identified hurdles to accurate clinical diagnosis. These become particularly
problematic for behavioural difficulties among minorities, those from
developing countries, and non-native English speakers, all of whom have
lower exposure to Western psychological thought (Brown & Wissow, 2010;
Liang et al., 2016; Merten et al., 2017). These errors may be attributable to an
overlap between normative and pathological problem behaviours (O’Brien et
al., 2016), contextual appraisal of affect and activity fluctuations across time
(Shirtcliff & Essex, 2008; Tsai et al., 2015), biased appraisal of emotional and
behavioural problems by caregivers (Reardon et al., 2017), and awareness
levels (Eisenberg et al., 2009; Rickwood et al., 2007).

Using standardised screening tools for prevention, treatment planning,
and assessing response to interventions may be a cost-effective and viable
solution to these barriers. These tools can be made effective when
methodological and interpretive accuracy, and issues therein, are considered.
For example, diagnostic screeners are specific and sensitive to the constructs
they assess for, but their accuracy and scope is limited in the face of comorbid
diagnoses that often have overlapping features and the general complexity of
presenting problems. This was noted in a systematic review of screeners for
depression among adolescents, wherein it was concluded that the use of such
tools is likely reliable but the use of clinical cut-offs may result in
overdiagnosis. (Stockings et al., 2015). This is also the case with the exclusive
use of anxiety scales which diminishes their utility for accurate diagnosis

despite appreciable psychometric properties (Spence, 2018).

10
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The limitations noted above may be better accounted for with broad-
based screening measures. Deighton et al. (2014) identified 11 such measures
that are often used by clinicians for screening and progress assessments and
could be completed by parents and children. All these measures had sound
psychometric properties, used a 3-point Likert scale, and had a normative base
that allowed for discrimination between clinical and non-clinical cases.
Furthermore, three of the reviewed measures (Achenbach System of
Empirically Based Assessment, the full form of the Beck Youth Inventory,
and the Behavior Assessment System for Children) were long and accessible
only through a fee-based license. Measures such as the Strengths and
Difficulties Questionnaire (SDQ) was found to be useful in screening and
assessing change over time. In another review of four self-report measures for
clinical purposes by Wolpert et al. (2014), the SDQ stood out as being
broader, briefer, and sensitive, with the largest pool of normative evidence,
while the 47-item Revised Children’s Anxiety and Depression Scale (RCADS)
was found to have the greatest sensitivity in identifying and distinguishing
between various anxiety and depressive disorders. Both measures were also
found to be useful across a few Caucasian communities and psychometric
properties of translated versions met expectations consistently. In addition,
combining the four original SDQ scales of difficulties into two broader scales
(externalising and internalising problems) made its utility extendable for
screening clinical cases as well as understanding the needs of those who do
not meet full criteria for clinical disorders, as demonstrated with a
representative sample of 18,222 adolescents in the UK (Goodman et al.,

2010).

11



INTRODUCTION

While each measure reviewed across these two papers was found to
have limitations and strengths that applied to different patient populations,
none were empirically evaluated for item- and cluster-level biases across
diverse populations. In a study evaluating the internal structure and
measurement invariance of the SDQ across 3,012 12- to 17-year-old students
from England, France, Germany, Ireland, and Spain, the five-factor model was
supported across the countries, though 11 of the 25 items were found to be
noninvariant cross-culturally (Ortufio-Sierra et al., 2015). Furthermore, an
item analysis revealed that 11 of the 25 items on the SDQ were noninvariant,
indicating that, while the SDQ remains a good measure for screening,
comparison of SDQ data across cultures must be undertaken cautiously. These
findings were somewhat supplemented by a review of the use of the SDQ
across countries beyond Europe, specifically Australia, Bangladesh, Brazil,
Canada, Gaza, Pakistan, Thailand, and Yemen (Woerner et al., 2004). Just as
the original SDQ was found to be useful for screening in Australia, its
Portuguese and Urdu translations used across geographical and socioeconomic
subsections of the Brazilian population and in Pakistan, respectively, was
deemed to be psychometrically valid. While the Thai translation of the
instrument was riddled with response inconsistency, a subsequent adaptation
of the language rendered appreciable effectiveness. Similarly, the American
adaptation used in Canada was found to be useful for screening and charting
clinical progress.

In terms of the self-report version of the RCADS, the original six-
factors that distinguished various anxiety and depression scales were

confirmed across 3,908 adolescents from Brazil, Bulgaria, Croatia, Indonesia,

12



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

Montenegro, Nigeria, Palestinian Territories, Philippines, Portugal, Romania,
and Serbia while controlling for differences in age, gender, religion, and
family affluence across these countries (Stevanovic et al., 2017). Item-level
analyses revealed that ten out of the 47 items across five of the six scales
(specifically separation anxiety, social phobia, generalised anxiety, obsessive-
compulsive disorder, and depressive disorders) demonstrated non-invariance.
However, the noted variability did not ascribe to a fixed pattern that was
consistent across cultures, indicating that such differences were independent of
cultural or linguistic differences and likely attributable to other extraneous
variables. Thus, screening measures such as the RCADS and the SDQ are
useful, and their implementation must be carefully assessed before being
extended to populations that do not traditionally use them.

Another noteworthy factor when considering these measures is the
source of information. While parent and teacher reports render significant
insight into younger children’s functioning, solitary reliance on these versions
of screening measures for adolescents has consistently been cautioned within
the literature. Weak agreement between parent and adolescent reports (Weems
et al., 2011) can be attributable to various factors including reduced contact
and dependency on caregivers (which decreases the latter’s awareness of the
adolescent’s covert cognitions, emotions, and behaviours), mental health
problems experienced by caregivers that reduces their objectivity (Fjermestad
etal., 2017), stigma, and stereotyping (Spence, 2018).

While there is evidence indicating the widespread use of patient-
reported measures in clinical settings for the purposes of monitoring and

service feedback, less is known in the way of screening. Even in these settings,
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their inappropriate use (such as the use of measures designed for adults) and
misinterpretation is found to have adverse effects on service satisfaction, with
erroneous conclusions impairing accurate identification and intervention
(Wolpert et al., 2014). Non-English-speaking communities may be at a
disadvantage and bear the brunt of such issues. Deighton et al., (2014) were
unable to find any evidence for the implication of ethnic, regional, or socio-
economic diversity on the utility of self-report measures. Thus, while these
tools demonstrate much promise, competent and appropriate implementation
is needed to maintain their utility.

Influencing factors

The complexity of screening and assessment also extends to the
conceptualisation of emotional and behavioural difficulties that are influenced
by a confluence of personal, cultural, and filial factors that vary across
individuals, groups, and time. Starting with adolescents themselves, age and
gender are found to be the strongest personal predictors of emotional and
behavioural wellbeing (examples include Vanchindorj et al., 2017; Datta et al.,
2018; Patalay et al., 2015).

Specifically in terms of age, a study of young people in Year 7 (11-12
years) and Year 9 (13-14 years) recruited from 97 secondary schools in the
UK (n = 28,160) assessed their levels of emotional and behavioural difficulties
using the self-report SDQ (Deighton et al., 2019). Eighteen per cent of the
sample scored above the abnormal threshold of emotional difficulties with
Year 9 pupils at greater risk (OR =1.38, Cls 1.3-1.47) compared to Year 7. A
similar percentage of adolescents scored in the abnormal range for conduct

problems (18%) with older adolescents at increased risk (OR 1.18, Cls 1.11—
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1.26); however, the age effect was less pronounced. Similarly, Datta et al.
(2018) found a greater incidence of emotional and behavioural difficulties
using the self-reported SDQ measure among adolescents (10-12 years)
compared to children (69 years) across a paediatric hospital and orphanage in
Kolkata, India. Older age was consistently found to increase the risk of
emotional and behavioural difficulties across 693 urban and rural adolescents
aged 13 to 17 years in Gujrat, India, and 5220 11- to 18-year-olds in public
schools across China (Wang et al., 2014). In contrast, Amstadter et al. (2011)
and Vanchindorj et al. (2017) found that younger age was an independent
predictor of greater emotional difficulties reported by parents in community
studies of 1,368 Vietnamese and 2,250 Mongolian adolescents aged 11 to 18
years, respectively. This may reflect the fact that parents have greater insight
into the emotional difficulties of younger adolescents. In the former study,
conduct problems were unrelated to age.

More consistently, females unequivocally have a greater bias in
developing emotional problems (Atoum et al., 2018; Emam et al., 2016;
Mohammadi et al., 2013; Vanchindorj et al., 2017; Wang et al., 2014).
Deighton et al. (2014) found that girls were nearly three times more likely to
score above the cut-off for emotional problems in the abnormal range but
nearly half as likely as boys to score in the abnormal range for conduct
problems. There were no differences in rates of peer problems, but girls were
significantly less likely to score above the threshold for attentional and
hyperactivity problems, and few studies supported a higher prevalence of
conduct problems among boys (Atoum et al., 2018; Datta et al., 2018; Emam

et al., 2016; Khamis, 2018; Patalay et al., 2015). Hormonal changes in female
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brains have been correlated with depressive processes (Copeland et al., 2019;
van Noordenet al., 2010) and emotional and conduct problems are thought to
increase with age among girls (Khamis, 2018). An explanation for why girls
experience emotional problems earlier and more frequently than their male
counterparts may lie in the pubertal differences between genders. Earlier onset
of puberty in girls compared to boys likely means that they grapple with
physical, social, and emotional changes earlier on, such that the relative lack
of opportunity to develop adequate insight and coping skills leaves them prone
to distress during these years (Patton et al., 2016). Similarly, girls who mature
earlier are more susceptible to emotional problems than others, likely owing to
discrepancies between their (earlier) biological development and latent
emotional and cognitive abilities, as well as reduced developmental
commonality with same-aged peers (Negriff & Susman, 2011).

Alongside these naturally occurring variables, emotional difficulties
and risky behaviours are consistently found to be associated with insecure peer
relationships. This may be particularly salient for adolescents in the post-
industrial internet age, for whom the frequency and scope of connectivity with
peers is far more intense and leads to greater impact of social contagion for
emotional and behavioural experiences, especially as they pertain to harming
behaviours such as interpersonal violence, self-harm, and suicide (Patton et al.,
2016). Thus, while peer connectivity, imitation, and knowledge can be
protective, it has also led to increased violence, substance use initiation and
persistence, and risky sex, depending on the quality and content of such

interactions.
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This is illustrated in a longitudinal study involving 3964 English
teenagers between the ages of 12 and 16 years, where thoughts and acts of
self-harm were found to be more likely in the context of unfulfilling
relationships with peers (Stallard et al., 2013). Victimisation through bullying
was also found to increase self-harming thoughts and intentions. In a similar
vein, symptoms of hyperactivity, emotional, and conduct problems among a
cross-sectional sample of 665 Lebanese teenagers, were found to be
significantly higher among those who were either subject to bullying or would
bully others themselves (Khamis, 2015). Furthermore, those who were
identified as being both bullies and victims (indicative of difficulties
regulating and managing social relationships) were more likely to report
greater emotional and peer problems compared to those bullies who had never
been bullied and victims who never resorted to bullying others. Similarly,
difficulties in peer relationships were more pronounced among those involved
in bullying, and relational difficulties increased the risk of mental health
problems in a sample of 693 high school students in the Indian state of Gujrat
(Nair et al., 2017). The same study also noted that having friends and spending
time with them was a protective factor that decreased the odds of high SDQ
scores. Furthermore, maintenance of opportunities to interact with friends was
thought to underlie the greater prevalence of prosocial behaviours among rural
adolescents. These findings corroborate with the reduction of self-harm risk
observed among students who had a greater sense of belongingness in schools
in parts of England (Stallard et al., 2013). This protective influence appears to
extend to instrumental communal connections as well, as seen in a Vietnamese

community sample of adolescents that reported fewer emotional and
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behavioural difficulties with greater endorsement of cultural beliefs and
religious practices (Amstadter et al. 2011). Taken together, studies
cumulatively indicate an inverse relationship between emotional and
behavioural difficulties and healthy social functioning.

The sentiment of security and sharedness that may accompany social
experiences may be partly reflected in the role of family affluence and
associated access to various resources in psychosocial wellbeing that has been
highlighted in a few studies. Poverty, traumatisation, and educational
deprivation during adolescent years predict adverse outcomes particularly in
the face of unprecedented changes witnessed in the past few decades (Patton et
al., 2016). In systematically reviewing 55 English and German studies
published between 1990 and 2011 regarding the link between socioeconomic
status and mental health among children and adolescents (Reiss et al., 2013), a
majority of the studies (n = 52) demonstrated more mental health problems
with chronic lower socioeconomic status, and an increase in the risk of mental
health disorders by double to triple for those who were economically deprived.
Similarly, Amstadter et al.’s (2011) findings indicated a reduced likelihood of
difficulties with increased wealth and perceived socioeconomic status in
Vietnamese homes. Similar findings were noted among cross-sectional
Chinese (Wang et al., 2013) and Indian (Nair et al., 2017) samples from rural
areas which were known to be more affected by poverty and lack of adequate
resources. Even in Uganda, adolescents who lived in permanent (block)
houses (synonymous with better economic resources), as opposed to less-
stable huts, were found to function better emotionally, with fewer reports of

depressive and anxious symptoms (Abbo et al., 2013; Kinyada et al., 2013).
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Though significant differences in emotional and behavioural difficulties were
also noted between urban and rural Mongolian adolescents aged 11 to 18 years
(Vanchindorj et al., 2017), the valence of this association was unclear.
Reduced mental health trends due to economic deprivation were also reflected
through other indicators, including free school meals (indicative of low
household income status) given to eligible adolescents in English schools
(Deighton et al., 2019), and parental unemployment as seen in Gazan (Thabet
et al., 2000), Lebanese (Khamis, 2018), and Ugandan (Abbo et al., 2013;
Kinyada et al., 2013) adolescents. Yet another source of evidence comes from
a large-scale study with 23,477 public school students in Years 7 and 8 in
England, wherein free school meals and economic deprivation were correlated
with greater general psychopathology and behavioural problems (Patalay et
al., 2015). Thus, greater stress and problems experienced by adolescents in the
face of economic, social, and academic deprivation, across spheres, may be
seen as an artefact of the lack of stable contextual resources that are required
for optimal development.

In this regard, family systems (one of the primary and intimate settings
within which adolescents develop) also emerge as a critical determinant of
emotional and behavioural difficulties among adolescents, across sociocultural
and economic contexts. While peer relationships take the forefront during
adolescent years, families continue to be influential though the quality of filial
relationships may be markedly different in response to developmental changes
noted in the previous sections (Patton et al., 2016). Khamis (2018) noted
reduced emotional problems among girls and fewer conduct problems among

both girls and boys experiencing positive family environments. Premature or
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early transition into adult tasks such as independent living, marriage, and
parenting are associated with unstable family environments and structure
indicating a context-triggered inability to rely on parents and schools
(developmental scaffolds). This is clearly demonstrated in greater risky
behaviours, suicidality, substance use, depression, and eating disorders seen in
non-intact and stressed families (Patton et al., 2016).

As noted by Kinyada et al. (2013), adolescents who lived with both
their parents in an intact family were least likely to report depressive
symptoms compared to those who lived with either or neither parent. These
findings were replicated in a corresponding study focusing on anxiety
disorders with a similar sample of Ugandan children and adolescents (Abbo et
al., 2013). Adolescents who were not living with their parents and those who
were raised by grandparents and non-relatives had the worst outcomes. These
findings may have important implications and require further support given
that family structures are becoming increasingly diverse and (though most
adolescents live in intact homes) it is not uncommon to encounter single-
parent and joint-family households due to increased rates of parental
separation, instability, marital discord, migration, and death due to disease,
particularly in developing countries (Sawyer et al., 2018). In a study
comparing children and adolescent outpatients living with their parents and
those living in orphanages in India, difficulties assessed across all domains
(emotional, hyperactivity, conduct, and peer relationships) were significantly
higher for those who were not cared for by their parents (Datta et al., 2018).
Behavioural problems, particularly conduct issues, were twice as prevalent

within the orphaned group. Thus, these results indicate that the detrimental
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effect of parental absence is undeniable, even when other caregivers take on

the parental role.

Parenting adolescents

Not only is the presence of both parents important, but also the
provision of a nurturing environment through parenting behaviours and
parent-adolescent relationships. Findings pertaining to the impact of parenting
on adolescent emotional and behavioural functioning are robust and
etiologically linked to both nature and nurture. While genetic heritability
posed significant risk and tendencies towards emotional and behavioural
symptoms (Hannigan et al., 2018; Yap & Jorm, 2015), parenting behaviours
and stressors have smaller but more causative and sustaining effects (Hicks et
al., 2009). This is corroborated by greater difficulties witnessed in the context
of punitive parenting (Hecker et al., 2016; Nair et al., 2017), impaired filial
relationships (Goldbeck et al., 2007; Kinyanda et al., 2013; McLeod et al.,
2016; Wang et al., 2014), and intergenerational conflict (Bi et al., 2018;
Rengasamy et al., 2013). More specifically, stable parent-adolescent
interactions and effective communication practices are protective and
beneficial to adolescents (Haverfield & Theiss, 2017; Yap et al., 2016), and
emotional and verbal maltreatment increase vulnerability to depressive
behaviours and aggression, respectively (Hecker et al., 2016; Wright et al.,
2009). The implication of the latter in traditional cultures where harsh
discipline is the norm, is less understood, with very few studies (e.g., Gershoff
etal., 2012; Hecker et al., 2016) indicating continuity with other research.

The health of parent-child relationships can be understood in terms of

the relative degree of cohesion and conflict. As illustrated in a sample of 633
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Chinese adolescents in grades seven through 11, while conflicts between
parents and adolescents occur at a similar rate regardless of parenting style,
their intensity is greater among dyads with neglectful or authoritarian parents
who do not communicate warmth compared to other parents and the needs of
their children (Bi et al., 2018). Not surprisingly, cohesion was most commonly
reported among those whose parents were both warm and responsive, and
levels of cohesion were found to decrease with reduced warmth.

The characteristic of parent-adolescent interactions and relationships
may be understood through theories on attachment. These theories assume a
typological framework that classifies individuals into secure, insecure-
ambivalent, insecure-avoidant, and insecure-disorganised forms of attachment
based on their levels of anxiety and avoidance (Bowlby, 1978). Given that
attachment figures serve as the secure base for children to explore
relationships and develop their own template to engage with their social world,
secure attachment styles are conducive to better relational functioning and
overall quality of life (Ainsworth et al., 2015). Thus, those who are securely
attached to their caregivers during the early stages of their lives are more
likely to be better at problem-solving and managing their stress and emotions
later on in their lives (Karreman & Vingerhoets, 2012). Securely attached
children also tend to form more functioning relationships and can effectively
navigate social situations compared to others, while insecure and avoidant
attachment styles during the adolescent years served as a risk factor for
relationship difficulties, dissatisfaction, and incompetence in later years

(Arslan et al., 2012).
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While attachment theories and practices focus on young children most
often, their application to the adolescent context is equally important, and even
more needed, given the fact that their seeming autonomy and strife for
independence leads to changes in adolescents’ relationship with their parents
and may be (erroneously) interpreted as them not needing significant and
ongoing parental support and attachment. This may be particularly so when
parents struggle to manage these changes, as it predicts adolescent struggles
(Patton et al., 2016). Not only does monitoring and supervision continue to be
essential for optimal development, but also parents’ management of their own
emotions continues to serve as a reflective template that adolescents rely on,
and greatly affect risk reduction and adjustment, as seen in a study on maternal
effects on adolescent-onset depression (Schwartz et al., 2014). In support of
this, longitudinal findings from a study involving 52 self-harming adolescents
(Glazebrook et al., 2015), those who were insecurely attached to their mothers
and peers tended to relapse into self-harming behaviours, while securely
attached teenagers demonstrated improvements in problem-solving and were
less likely to relapse over a six-month period. The findings of this study
indicate that providing a safe and supportive context for meaningful
participation in age-appropriate activities allows for the formation of stable
decision-making processes and the sense of agency needed to carry out the
responsibilities that lie ahead. Thus, secure attachment to parents can be
healing and enables ongoing growth, even with a looming history of
problematic behaviours and emotional dysregulation.

Given that attachment styles are formed based on the parent-child

relationship, the nature of parenting plays a crucial role. Parenting behaviours
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differ in terms of how responsive and controlling parents are when interacting
with their children and can therefore be categorised into authoritative,
permissive, authoritarian, and uninvolved parenting styles (Baumrind, 1971).
Among the four parenting styles, authoritarian parenting (the most demanding
style) has been consistently associated with insecure attachment and negative
outcomes (Zeinali et al., 2011), while authoritative parenting (characterised by
high levels of both demandingness and responsiveness) has received the most
support for the development of well-adjusted individuals in a diversity of
cultures, though the endorsement of disciplinarian strategies in traditional
cultures may dilute these findings (Doinita & Maria, 2015; Pinquart, 2016;
Sahithya et al., 2019). Cohesion between parents and adolescents was also
noted to be the strongest for authoritative parenting, followed by permissive
parental behaviours, and that adolescents’ perception of their parents as
reliable authority figures improved their bond (Bi et al., 2018). Thus, parents
serve as the secure base for their children to navigate the terrain of adolescent
development and such dynamics are optimal when responsivity is expressed
appropriately and alongside strictness.

It is, therefore, not surprising that authoritative parenting has been
associated with greater prosocial behaviours and fewer emotional problems
and risky behaviours among adolescents compared to authoritarian and
neglectful parenting styles, as seen in a sample of 462 US Mexican adolescent
and parent dyads across seven years (Carlo et al., 2018), 236 12- to 18-year-
old Pakistani adolescent and parent dyads (Fatima et al., 2020), and 300
teenagers from public and private schools in Lahore, Pakistan (Rizvi &

Najam, 2015). There is also some emergent research in developed countries,
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such as Spain, that has demonstrated reduced emotional and behavioural
difficulties for permissive parenting styles (which are warm and less
demanding) compared to authoritative dispositions (Lorence et al., 2019;
Perez-Gramaje, 2020). These findings place emphasis on the role of warmth

and responsiveness in adjustment processes.

Parenting interventions

For parents of troubled adolescents, provision of such a supportive
environment may be impeded by reduced perceived competency, emotional
intelligence, and parenting self-efficacy, as demonstrated among 130 Italian
families among whom increased academic, emotional, and behavioural
problems correlated with reduced self-efficacy and poorer parent-adolescent
relationships (Steca et al., 2011). This indicates a need for supporting them
either through the assistance of trained professionals or systemic programs and
is particularly suited to collectivistic contexts where the onus of social
development is assumed to a greater extent by parenting figures. Psychosocial
treatments involving parents have been found to improve outcomes when
treating substance use problems (Allen et al., 2016), and inclusion of parents
in treatment leads to longer-lasting maintenance of gain for mood disorders
and risky behaviours (Dardas et al., 2018; Yap et al., 2016). Thus, the
prevention and treatment of emotional and behavioural difficulties in
adolescence is most effective through a multidimensional approach that
involves and even focuses on parents.

Parent focused interventions are designed to either improve parenting
behaviours or parent-adolescent relationships, through the development of

awareness, understanding, and efficacy. Research also suggests that
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psychoeducation for parents regarding parenting behaviours and the
developmental challenges faced by adolescents, and corresponding needs may
be instrumental in improving adolescents’ emotional wellbeing and quality of
life (George et. al., 2018). Structurally, successful programmes designed for
parents of adolescents who use substances were designed to last for a
minimum of 12 single-hour sessions that are conducted face-to-face with both
parents and their adolescents, most of whom were either in schools or
residential spaces (Allen et al., 2016). The theoretical orientation, target of
intervention, sample composition, and measurement of outcomes appeared to
be vastly different across depression-focused interventions, making it
challenging to establish associated facts that could inform further efforts
(Dardas et al., 2018). Similar reviews for parenting programmes focused on
emotional and behavioural issues were lacking. Such diversity and gaps in
programming are likely because most of these programs are geared towards
specific symptoms, clusters, or diagnoses as opposed to targeting a broader
gamut of difficulties.

These shortcomings may be compensated for through broad-based
programmes that are focused on parent-adolescent attachment relationships as
the bedrock for growth and healing. The 10-week Connect group intervention
(Moretti et al., 2017) is a fitting example of an effective, attachment-based
programme for parents and caregivers of adolescents with emotional and
behavioural problems. The programme focuses on establishing and nurturing
healthy attachment dynamics such as reflection, affect regulation, sensitivity,
and mutuality. It adopts a strengths-based, trauma-informed approach in

providing psychoeducation and skill development. The Connect programme
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was found to be effective in reducing internalising and externalising
behaviours among adolescents, and improving attachment security, positivity,
and parental monitoring (Moretti et al., 2012). Growth trajectories and the
level of improvement was greatest among 487 adolescents in British
Columbia, and Canada, who had severe behavioural problems prior to their
parents’ (n = 682) participation in the programme as compared to milder or
sub-clinical issues (Pasalich et al., 2021). Furthermore, those with moderate or
low levels of problems also improved, though at slower rates. Other research
demonstrated that affect regulation was associated with reductions in parent-
reported difficulties, that changes in behavioural problems were found to
correspond with reduced attachment avoidance, and emotional problems were
associated with attachment anxiety in a sample of 540 adolescents with
identified clinical and sub-clinical difficulties in the UK (Moretti et al., 2015).
Such programmes, therefore, indicate much scope for application in
community and clinical settings.

However, the availability and accessibility of such parenting
programmes is a consistent issue regardless of the type of treatment. The
feasibility and adaptation of such programs within and across diverse
communities are also unclear and require further investigation. Financial
barriers and resource limitations may be overcome with the adaptation of
established programmes to online platforms or the development of similar
online interventions. This may be particularly useful in increasing accessibility
and help-seeking in traditional nations like the United Arab Emirates (UAE),
where mental health services are limited and underdeveloped and those in

need of help may be less inclined to invest in mental health services or help
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beyond their families and close circles. Studies evaluating computer-based
interventions with adolescents (e.g., Wright et al., 2018) suggest that they are
effective and can bring about long-term gains in symptom remission, quality
of life, and emotional wellbeing. Less is known about whether using online
delivery methods are similarly effective for parent-focused interventions. This
may be a suitable possibility given the centrality of digital and broadband
technologies in disseminating information and widening outreach.
Implications for the UAE

The UAE is an Arab nation in the Middle East that stands out for its
remarkably rapid economic progress and internationalisation despite
seemingly insignificant natural resources. The economic and developmental
vision of the country’s founding fathers and their successors has supported its
expansion from primary maritime and desert farming practices to a key and
wealthy expatriate destination, turning it into a global village teaming with
opportunity. Even though the residential population has been ranked twentieth
on the happiness index worldwide (United Nations, 2015), psychological
issues have been one of the top five national concerns since 2016 (Gulf News,
2016). While steady progress continues to be made in terms of developing
systems that can support the needs of the population, there continues to be a
dire lack of mental health services and service providers (Haque & Al Kindi,
2015). This stands as one of the main challenges for the country, especially in
the face of prevalence rates.

Given the saturation of the mental health system and lack of research,
understanding of mental health issues across the population is largely lacking.

There is some research from the late 90s and early 2000s that indicates the
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presence of mood and psychiatric disorders among the local population to be
between 7% to 38% (Abou-Saleh et al., 2001; Daradkeh et al., 2005; Ghubash
et al., 1992). There has also been more focused research indicating a 43%
prevalence of mood and conduct problems reported among children during
general consultations, with anxiety and depression being the most common
diagnoses (Eapen et al., 1998). Across these studies, mood symptoms were
more prevalent and severe among female samples, large family sizes, filial
discord, and family history of psychiatric problems. While research pertaining
to adolescent populations in neighbouring Arab regions has become more
commonplace (e.g., Emam, 2012; El-Keshky & Emam 2015; Thabet et al.,
2000), similar efforts in the UAE are yet to be realised.

In addition, current interventions used in the country rely heavily on
those established in and for Western countries that differ from the Arab,
Muslim, and relatively family-oriented landscape of the UAE culture. The
validity and utility of these interventions for international populations and
ways of conceptualising emotional experiences have repeatedly been criticised
in multi-cultural research (Al-Darmaki & Sayed, 2009; Al Mualla, 2011;
Marsella, 2011). This deepens the stigma that is prevalent in such
communities that demarcate psychological practice as opposing religious
sentiments and values (Ahammed, 2015; Lambert & Pasha-Zaidi, 2011,
Zolezzi et al., 2018). As investigated by Eapen and Garbash (2004), less than
40% of the local community had reported an interest and willingness to seek
professional help for their identified emotional problems. For these reasons
there have been endorsements within the literature towards bottom-up

approaches that seek to understand the ground reality so as to develop
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ecologically valid help paradigms (e.g., Ahammed, 2015; Lambert, 2008).
Resistance to seeking help for the younger population of children and
adolescents may further exacerbate given the tendency for Arab cultures to
minimise or dismiss the presence of emotional and behavioural difficulties
within this population (Dwairy & Achoui, 2006). Despite this, increased
exposure to and awareness of Western conceptualisations of psychological
functioning in recent years may facilitate help-seeking behaviours. The
collectivistic framework that informs the values of the local community and
their value of filial privacy and autonomy also make family-based
interventions and online interventions more suitable.
Rationale

The UAE represents a unique culture in which the prevalence,
antecedents, consequences, and treatment of mental health conditions may be
different to that of the Western world. Though high rates of emotional and
behavioural problems have been reported or estimated in the Gulf Cooperation
Council (GCC) countries over the past 20 years (Abou-Saleh et al., 2001;
Daradkeh et al., 2005), research corresponding to adolescents from these
regions has been largely neglected (Al-Darmaki & Yaageib, 2015). Itis a
well-known fact that prevention and early intervention are key to reducing the
damaging effects of psychological problems during adolescence (for a review,
see Johnson et al., 2018). Despite this, most continue to shy away from
seeking professional help owing to various factors such as stigma, lack of
awareness, difficulty accessing available help, and inadequate or overwhelmed

resources (O-Brien et al., 2016; Zolezzi et al., 2018).
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Therefore, this introductory chapter was written to outline the existing
research on rates of emotional and behavioural difficulties among adolescents
across different cultures, factors influencing the development of such
difficulties and their impact on psychosocial outcomes. This serves as the
background to inform an understanding of parental involvement and the need
for supportive interventions to help parents support their adolescent children.

These considerations are deemed imperative for a few reasons.
Emotional and behavioural difficulties among adolescents are multi-layered
and can have a pervasive impact across micro and macro levels of society.
Their negative impact on adolescent development, physical health, and
subsequent chronic and recurring effects on adult functioning (Hofstra et al.,
2001; Scholten et al., 2013) imply the need for identification, prevention, and
early intervention for such disorders to reduce such effects and improve
functioning. From a systemic level, understanding the prevalence and profile
of emotional and behavioural difficulties among UAE adolescents and their
influencing factors would also help inform and develop interventions and
policies, reduce disease burden, and enhance emotional, economical, and
occupational wellbeing at a macro level. This is particularly the case given
that the community in the UAE is underserved and lacks the level and choice
of interventional supports that are known to be beneficial for parents (and, by
extension, adolescents) in developed countries. In summary, there is a need to
address adolescent emotional and behavioural functioning. Research in UAE
populations is very limited and therefore further research could address this

gap in understanding.
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INTRODUCTION

Aims of this thesis

The overall aim of this dissertation is to formulate a suitable
intervention for parents of adolescents with emotional and behavioural
difficulties based on the identification and understanding of such difficulties
among native adolescents in the UAE, psychological theory and an evaluation
of existing research. This aim was realised through three studies (described
across corresponding chapters in this dissertation) that were carried out in
succession, with each subsequent study building off of the previous. The aims
of these studies are as follows::

1. To identify a suitable screening measure for emotional and behavioural
difficulties among native adolescents in the UAE. For this, the
reliability and validity of two screening measures, namely the Arabic
translation of the Revised Child Anxiety and Depression Scale
(RCADS-A) and the Arabic adaptation of the Strengths and
Difficulties Questionnaire (SDQ-A) were evaluated against the
standard of the English version of the Revised Child Anxiety and
Depression Scale (RCADS-E) using data from 40 native and bilingual
(English and Arabic speaking) adolescents at a randomly selected
private school in the UAE (Chapter Two).

2. To ascertain the prevalence of emotional and behavioural difficulties
among UAE adolescents. The second study was therefore conducted
with 720 native adolescents from public schools in the UAE (Chapter
Three).

3. To evaluate the effect of influencing factors such as gender, affluence,

and family structure, on emotional and behavioural difficulties among

32



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

UAE adolescents. Data from the same sample of 720 native UAE
adolescents was used in this regard (Chapter Three).

. To understand the efficacy of online parent-focused interventions to
reduce emotional and behavioural difficulties among adolescents. A
systematic review of available programs was undertaken with this in
mind (Chapter Four).

. To make recommendations for the development of an online
intervention to support parents of adolescents in the UAE who may be
at risk for emotional and behavioural difficulties. The framework and
content of such a program is proposed in the last chapter of this

dissertation (Chapter Five).
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Chapter 2: Examining the Reliability and Validity of Screening Tools for
Emotional and Behavioural Difficulties Among Native UAE Adolescents

At the clinical level, emotional and behavioural difficulties have a
significant negative impact on adolescents, evidenced by the fact that
depression and anxiety tend to have chronic and recurring courses (Essau et
al., 2018; Scholten et al., 2013). Specifically, adolescent-onset anxiety was
particularly found to be associated with a negative course and outcomes more
so than if symptoms emerged during childhood, including poorer adjustment,
life satisfaction, filial relationships, coping skills, and greater chronic stress
(Essau et al., 2014). Similarly, depression experienced during adolescent years
is found to be associated with poor academic performance (Stockings et al.,
2015), increased risk for substance use (Wilkinson et al., 2016), suicidal
ideation (Ayyash-Abdo, 2002), attempts and related behaviours, and reduced
life satisfaction (Goldbeck et al., 2007). (See Chapter 1 for a more in-depth
discussion) Given these difficulties experienced at an early developmental
stage, the risk of sustained disability and lack of effective coping resources at
later stages of life is greater and have a significant negative impact on the
development of youth, even into adulthood. From a community perspective,
this also has serious implications on the social and economic wellbeing of
populations as it increases the disease burden on society.

Timely intervention and prevention of emotional and behavioural
difficulties must therefore be preceded by assessment and screening efforts
that effectively identify symptoms within the adolescent population, even at
subclinical levels. This is particularly so for neglected populations, such as

native adolescents in the UAE, considering the evidence of high rates of
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emotional and behavioural difficulties in adolescents across developing and
developed countries (see Chapter 1 for an overview). Thus, there is a need to
first identify the nature and extent of emotional and behavioural difficulties
within this population. Since the primary language of communication is
Arabic (native UAE adolescents come from an Arabic background and likely
study in Arabic-speaking public schools), it becomes important to identify an
appropriate Arabic measure or an adaptation of an existing measure to Arabic.

Two such measures have been identified in this regard. The self-report
version of the Strengths and Difficulties Questionnaire (SDQ) has been used
extensively across countries and with various samples to screen and identify
emotional and behavioural difficulties among 11- to 17-year-olds (Woerner et
al., 2004). It was found to be a valid and reliable screening tool for this age
group (Kuhn et al., 2017) and is easy to complete. An Arabic translation of the
SDQ (SDQ-A) has also been validated across a few regions including Yemen
(Alyahri & Goodman, 2006), Gaza (Thabet et al., 2000), and Saudi Arabia and
Oman (El-Keshky & Emam, 2015). The total scores and the emotional
difficulties subscale of the SDQ-A correlate well with separate measures of
anxiety and depression (Ayyash-Abdo et al., 2016). Though the SDQ-A may
seem like the ideal screening tool for emotional and behavioural difficulties
among native UAE adolescents, its broad focus increases the risk of reducing
sensitivity to clinical conditions.

In this regard, there is some evidence to suggest that there may be
advantages to using condition-specific measures as they tap into core or
underlying pathologies that manifest in overt emotional and behavioural

displays (Mulhern et al., 2014). The Revised Child Anxiety and Depression
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Scale—Short Form (RCADS) is such a measure that has been used
extensively to screen for anxiety and depression in adolescent populations. It
has been found to be reliable and valid (Chorpita et al., 2011) and is consistent
with the DSM-1V criteria of anxiety and depressive disorders when assessed
using data from 1,641 school students (Chorpita et al., 2000). These findings
have been replicated among clinical youth samples (Chorpita et al., 2005) and
Australian adolescents (de Ross et al., 2002). The RCADS was also found to
be internally consistent and concurrently valid with the Children’s Depression
Inventory and the Revised Children’s Manifest Anxiety Scale (Chorpita et al.,
2005). A more recent study by Stevanovic et al. (2016) demonstrated that a
meagre proportion of the RCADS items were non-invariant when comparing
two or more cultures, indicative of its cross-cultural validity and aptness for
use with adolescents across non-Western or non-American cultures. Though
the short form of the RCADS has been adapted and translated into several
languages, there is no available Arabic version. Therefore, the psychometric
properties of the Arabic translation of the measure would need to be
established and its suitability for use with UAE adolescents would need to be
ascertained.
Aims

The study aimed to establish the reliability and validity of the RCADS-
A (short form) and the SDQ-A (youth self-report) and therefore ascertain their
suitability in screening for emotional and behavioural difficulties among

native adolescents in the UAE.

36



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

Methods

Design

A within-participants design was implemented to compare the
reliability and validity of the RCADS-A and the SDQ-A against the RCADS-
E in a sample of bilingual (English and Arabic) students from a private UAE
school.
Participants and recruitment

Bilingual (English and Arabic) students from grades seven through 10
of a mixed-sex, private, English-medium school in the UAE, were recruited to
the study. The school was selected randomly through an automated system
from among the private schools registered with the Ministry of Education in
the UAE. Students in the target classes were eligible to participate if 1) the
student rated themselves as proficient in reading both Arabic and English, 2)
the student received the parent information sheet (Appendix A) and opt-out
slip (Appendix B) to take home to the parent, 3) the parent did not opt their
adolescent out of the study, 4) the student was present on the day of data
collection, and 5) the student provided their assent to participate. The target
sample size was 40 with five boys and five girls sampled from each year
group.
Measures
Revised Child Anxiety and Depression Scale—short form (RCADS)

The RCADS (Chorpita et. al. 2000) is a well-established measure to
screen for emotional disorders in children and adolescents. The measure
comprises 25 items that assess the frequency of symptoms of anxiety and

depression and give a score for total anxiety (15 items) and depression (10
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items). Items are rated on a 4-point Likert scale from 0 (“never”) to 3
(“always”). Chorpita et al. (2005) found that it had good internal consistency
(Cronbach’s alpha ranging between .78 and .88, one-week test-retest
coefficients). The 25-item short-form correlates highly with the original 47-
item version and had satisfactory internal consistency with alpha coefficients
ranging from .68 to .83 (Ebesutani et al., 2012). Concurrent validity has been
established with the Children’s Depression Inventory and with the Revised
Children’s Manifest Anxiety Scale. For this study, the shorter version of the
RCADS was translated to Arabic (RCADS-A) by a bilingual (English/Arabic)
clinical psychologist and then translated back into English by a second
bilingual (English/Arabic) clinical psychologist. The Arabic translation
(RCADS-A) was then adjusted accordingly.
The Strengths and Difficulties Questionnaire (SDQ) self-report

The SDQ (Goodman, 1997) is a widely used screening questionnaire
for emotional and behavioural difficulties in young people aged two to 17
years. The SDQ consists of 25 items that assess emotional problems, conduct
problems, hyperactivity and inattention, peer relationship problems and pro-
social behaviour. Items are rated as not true, somewhat true, and certainly true.
Four subscales (peer problems, emotional problems, hyperactivity and
inattention, and conduct disorders) are combined to produce a total difficulties
score. Peer problems and emotional problems can be combined to produce
total internalising problems. The concurrent and discriminant validity of the
measure have been shown to be good (Goodman, 2001). The measure has also
been shown to be capable of discriminating between mentally healthy and

unhealthy adolescents (Goodman et al., 1998). This study used the Arabic self-
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report version (SDQ-A) for those aged between 11 and 17 years, which has
been tested for its validity with Arabic speaking youth in Yemen (Alyahri &
Goodman, 2006). Results suggested that the measure was reliable with
subscales scores for internal consistency ranging from .77 to .89. It was also
deemed to be useful for investigating childhood behavioural and emotional
disorders in clinical settings. Similar findings were consistently reported
across two Arabic cultures by El-Keshky and Emam (2015). The Arabic SDQ
was also found to demonstrate good concurrent validity with other measures
of emotional disorders including the Lebanese version of the Center for
Epidemiological Studies Depression Scale for Children (CES-DC) and the
Spence Children’s Anxiety Scale (Ayyash-Abdo et al., 2016).
Ethics

Ethical approval was obtained from the Ethical committee at the
Ministry of Education in the UAE on 6 March 2018 (Appendix C) and from
the School of Medicine’s Division of Psychiatry & Applied Psychology’s
Research Ethics Sub-Committee (0199; Appendix D) on 14" June 2018. All
parents were informed about the study and given the opportunity to remove
their child from it by returning a signed opt-out form. Informed verbal assent
was elicited from the students themselves. While the research packet was
distributed to the students through a representative of the school as per
requirements of the Ministry of Education, access to the completed forms and
data was maintained exclusively by the researcher throughout the process. All
questionnaires were anonymous and paired by the participant’s study number.
The completed forms were stored in a locked cabinet in the researcher’s

office, accessible only by the researcher.
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Procedure

It is mandated that all communication and data collection procedures
within educational institutes in the UAE are conducted through the Ministry of
Education and in collaboration with the researcher(s). Thus, after they had
completed their ethical review for this study, the ministry provided a list of 15
private schools registered with them as a data collection site and that were
known to have bilingual (Arabic and English speaking) students on their
roster. From these, the ministry randomly selected one school in the emirate of
Dubai through a computerised algorithmic system.

One week prior to data collection all eligible adolescents at the
participating school were given a participant information sheet and opt-out
form by their respective teachers to take home to their parents. Adolescents
whose parents had not opted out of the study within the one-week period were
provided with a unique study number and asked to complete the RCADS-E
and provide a few demographic details (Appendix E). At the end of this
period, participants were invited to complete the RCADS-A and the SDQ-A in
class during a time coordinated by the school, the Ministry of Education, and
the researcher.

Analysis

Data were analysed using IBM SPSS Statistics 22 (IBM Corporation,
2017). Cronbach’s alpha was calculated to establish reliability (internal
consistency) for the SDQ-A, the RCADS-A, and the RCADS-E. Interclass
correlation coefficients were used to calculate agreement between the
RCADS-A and the RCADS-E for total score, and anxiety and depression

subscales. Pearson correlations were used to determine the association
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between all three measures. The Kappa statistic was calculated to determine
the agreement between possible clinical diagnosis of emotional difficulties on
the SDQ-A and scores above 90" percentile on the RCADS-A and the
RCADS-E.
Results

No parents withdrew their child from the study and all participating
students (20 boys and 20 girls) were present on both data collection days,
accounting for 100% recruitment and follow-up rates. As seen in Table 1, all
measures had moderate to good internal consistency as measured by
Cronbach’s alpha except for the RCADS-A depression scale where
consistency was poor for boys (o = .387).
Table 1

Internal consistency (Cronbach’s alphas) for scales and subscales

Girls (n=20) Boys (n=20) Total (n =40)

RCADS-E
Total .90 .76 .86
Depression 74 57 .67
Anxiety .88 .79 .84
RCADS-A
Total .89 .68 .83
Depression .83 .39 .70
Anxiety 81 .69 75
SDQ-A
Total 52 .69 .60
Emotional .62 .66 .64
Internalising problems .61 .66 .63

All data were normally distributed. Means and SDs for the measures
are shown in Table 2. There were no significant gender differences in mean

scores for any of the outcome measures.
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Table 2

RCADS-E, RCADS-A, and SDQ-A scores summary

Boys (n =20) Girls (n=20) Total (n = 40)

RCADS-E t-scores

Depression (SD) 51.20 (9.10) 48.79 (10.92) 50.00 (10.00)

Anxiety (SD) 50.99 (8.85) 49.01 (11.16) 50.00 (10.00)

Total (SD) 51.20 (8.03) 48.79 (11.73) 50.00 (10.00)
RCADS-A t-scores

Depression (SD) 50.58 (7.31) 49.41 (12.29) 50.00 (10.00)

Anxiety (SD) 50.05 (9.06) 49.95(11.09) 50.00 (10.00)

Total (SD) 50.29 (7.56) 49.71 (12.16) 50.00 (10.00)
SDQ-A Means

Emotional problems (SD) 4.00 (2.53) 3.46 (2.32) 3.73 (2.41)

Internalising problems 7.50 (3.69) 6.76 (3.35) 7.13 (3.49)

(SD) 22.00 (5.76) 2152 (5.09) 21.76 (5.37)

Total Difficulties (SD)

Relationship between the RCADS-E, RCADS-A, and the SDQ-A
Table 3

Correlation between the RCADS-A, RCADS-E, and SDQ-A

Internalising Emotional Total Difficulties
Problems (SDQ-A) Difficulties (SDQ-A) (SDQ-A)

Anxiety

RCADS-A A76%* 625*** 522**

RCADS-E 568** 612*** 586***
Depression

RCADS-A 558** A486** .604***

RCADS-E 521** 468** 560***
Total

RCADS-A 572** 643%** .624%***

RCADS-E .620** 630*** 650***

*p < .05 ** p < .01 ***p < .001

As seen in Table 3, higher RCADS-E anxiety scores were strongly
correlated with total SDQ-A scores (r = .586, p <.001), SDQ-A emotional
problems scores (r =.612, p <.001), and SDQ-A internalising scores (r = .568,
p <.001). The RCADS-A anxiety scores were strongly associated with SDQ-
A emotional problems scores (r = .625, p <.01) and total SDQ-A scores (r =

522, p < .01) and moderately correlated with SDQ-A internalising problems
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scores (r =.476, p <.01). Higher RCADS-E depression scores were strongly
correlated with total SDQ-A scores (r = .560, p <.001), and SDQ-A
internalising scores (r = .521, p <.01), and moderately associated with SDQ-A
emotional problems scores (r = .468, p <.01). Higher RCADS-A depression
scores were moderately associated SDQ-A emotional problems subscale (r =
486, p <.01), and strongly correlated with the SDQ-A internalising problems
(r=.558, p <.01) and total (r = .604, p < .001) subscales. RCADS-E total
scores were strongly correlated with total SDQ-A scores (r =.650, p <.001),
SDQ-A emotional problems scores (r = .630, p <.001) and SDQ-A
internalising problems scores (r = .620, p <.001). RCADS-A total scores were
strongly associated with total SDQ-A scores (r = .624, p <.01), SDQ-A
emotional problems scores (r = .643, p <.001), and SDQ-A internalising
problems scores (r =.572, p < .01).
Agreement between total RCADS-E, total RCADS-A, and total SDQ-A
Clinical caseness for the RCADS-A, RCADS-E, and SDQ-A was
measured using a cut-off score below 80% to indicate normal caseness,
between 80-90% to indicate borderline clinical caseness, and above 90% to
represent abnormal clinical caseness (see Table 4).
Table 4

Clinical Caseness for the RCADS-A, RCADS-E and SDQ-A total scores (n =

40)
Normal Borderline Abnormal
RCADS-E Total (%) 32 (80%) 4 (10%) 4 (10%)
RCADS-A Total 32 (80%) 4 (10%) 4 (10%)
(%)
SDQ-A Total (%) 29 (72.5%) 7 (17.5%) 4 (10%)
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Total SDQ-A scores identified a similar proportion of probable clinical
cases (10%), but the SDQ-A vyielded a slightly higher proportion of borderline
cases (17.5%). There was moderate agreement between the total RCADS-A
and total RCADS-E scores (ICC =.634, Cls = 0.41-0.79). Four students were
above the borderline cut-off for clinical caseness on the RCADS-A and four
on the RCADS-E with a moderate agreement for caseness classification
(normal/borderline/abnormal; Weighted Kappa = .5, Cls = 0.17-0.824, p <

.001). The percentage agreement was 77.5%.

Table 5

Percentage agreement between RCADS-E and RCADS-A for caseness

RCADS-A caseness RCADS-E caseness

Normal Borderline Abnormal
Normal 28 (70%) 3 (7.6%) 1 (2.5%)
Borderline 4 (10%) 0 (0%) 0 (0%)
Abnormal 0 (0%) 1 (2.5%) 3 (7.5%)

There was a weak agreement between the total SDQ-A caseness
(normal/borderline/abnormal) and the RCADS-A (Weighted Kappa = .312, p
< .05). However, there was a 70% agreement between clinical caseness
categories (Table 5).

Table 6

Percentage agreement for caseness between RCADS-A and SDQ-A

SDQ-A RCADS-A caseness
Normal Borderline Abnormal
Normal 26 (65%) 2 (5%) 1 (2.5%)
Borderline 4 (10%) 1 (2.5%) 2 (5%)
Abnormal 2 (5%) 1 (2.5%) 1 (2.5%)

In addition, the agreement between the clinical caseness
(normal/borderline/abnormal) for the total SDQ-A and the total RCADS-E
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was also weak (Weighted kappa = .312, Cls = 0.34-0.589, p = .018;), but the
percentage agreement for caseness was acceptable at 65% (Table 6).
Discussion

In summary, the purpose of this chapter was to identify an appropriate
Arabic measure of emotional and behavioural problems by evaluating their
validity and reliability in identifying such difficulties at varying levels.
Initially, it was felt that an Arabic version of the RCADS would be most
appropriate to identify emotional and behavioural difficulties in adolescents in
the UAE. As there was no Arabic version available, the English version of the
RCADS was translated and back-translated for use in this study. The primary
aim of the study was to establish the reliability and concurrent validity of the
RCADS-A by comparing it with the already validated Arabic version of the
SDQ and the English version of the RCADS. A second aim was to explore
whether a widely used, broad-based measure of emotional and behavioural
difficulties such as the SDQ-A would offer any advantages over the RCADS.
For this pilot study, 40 Emirati students between grades seven and 10 were
recruited from a private English-medium school in the UAE.

Missing value analysis revealed a few missing items in the RCADS-A,
the RCADS-E, and the SDQ-A data sets. There were six missing values in the
RCADS-E measure, one missing value in the RCADS-A measure, and a total
of four missing values in the SDQ-A measure. Missing values were imputed
using the mean average method. It is worth noting that students appeared to
face greater difficulties when answering the RCADS-A version rather than the
SDQ-A version as was evidenced in the frequent need for clarifications that

was sought for the RCADS-A questions; no clarification was sought for the
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SDQ-A. This could be one of the reasons why the RCADS-A has the lowest
score of the missing values.

The results indicated that the internal consistency for total scores on
the RCADS-A, the RCADS-E, and the SDQ-A measures were strong. The
consistency measures for boys and girls on the measures were also strong and
broadly comparable except for the RCADS-A (o = .387) and the RCADS-E (a
= .567) depression scales for boys, both of which depicted weaker internal
consistency. The weak internal consistency of the RCADS-A depression
measure in boys supported the use of the SDQ-A measure which had
acceptable internal consistency across males and females. A broader measure
would arguably be more sensitive to emotional and behavioural difficulties in
boys (Emam et al., 2016; Khamis, 2018; Patalay et al., 2015; Stevanovic et al.,
2017; Woerner et al., 2004).

The results indicated that the total SDQ-A scores were strongly
correlated with total RCADS-A (r = .624) and RCADS-E (r = .650), and the
RCADS-A depression (r = .604) scores. In addition, the total SDQ-A scores
were strongly correlated with the RCADS-A anxiety scale (r =.522), the
RCADS-E anxiety scale (r =.586), and the RCADS-E depression scale (r =
.560). In addition, the scores of the SDQ-A emotional problems measure were
strongly correlated with the RCADS-A and the RCADS-E anxiety scales (r =
.612) but moderately correlated with the RCADS-A (r = .486) and the
RCADS-E (r = .468) depression scales. Finally, there were moderate
correlations between the SDQ-A internalising problems and the RCADS-A

anxiety measure (r = .476) and strongly correlated with the RCADS-A
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depression measure (r = .558) and the RCADS-E depression measure (r =
521).

Taken together, it can be concluded that the participants in the study
had low levels of emotional difficulties. Using the RCADS-E with these
bilingual students revealed that 80% of students fell in the normal range with
four students (10%) having borderline emotional difficulties and four (10%)
having definite difficulties. There was good agreement between the English
and Arabic versions of the RCADS. In addition, the SDQ-A revealed that
72.5% of the students fell in the normal range with seven students (17.5%)
falling in the borderline range with four (10%) having definite difficulties.
There was an acceptable percentage agreement between the SDQ-A and the
RCADS-A and RCADS-E. The SDQ missed one abnormal case and two
borderline cases as identified by the RCADS-A but potentially identified
additional borderline cases.

Based on the analysis, the SDQ-A has a number of advantages. To
begin with, it gives a wider profile of difficulties and uses very simple
language. A validated Arabic version is available and has proven to be
efficient in identifying clinical caseness and differentiating between the
community sample and the psychiatric sample of students with a high rate of
accuracy which suggests strength in the accuracy of measurement of the SDQ-
A (Alyahri & Goodman, 2006). De Vries et al. (2018) tested the South African
SDQ version and found that the SDQ could be reliably used to measure the
clinical caseness of emotional and behavioural difficulties in the country. The
authors did note that the SDQ was feasible to respond to and recommended

the generation of country-specific cut-off scores. The research also indicated
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that various sub-scales of the SDQ had good internal consistency.
Furthermore, it was observed by the present researcher that the SDQ-A was
easy to understand by the respondents of this study while the RCADS-A was
not. The SDQ-A has been validated and is available and tested in prior
research. Although, internal consistency was higher in the RCADS-A
compared to the SDQ-A (with the exception of the depression scale in boys),
the SDQ subscales have fewer items (n = 5) which tends to reduce alpha. In
addition, total SDQ assesses externalising and internalising problems so we
might expect lower alphas compared to the RCADS which focuses on
internalising problems (anxiety and depression). In addition, the questions are
worded much more simply in the SDQ-A and the instrument has only three
Likert choices whereas the RCADS-A has longer sentences and four response
options. Thus, the SDQ-A is easy to administer and complete in comparison to
the RCADS-A. Wolpert et al. (2014) have noted that “the SDQ has the
greatest evidence for norms so is most likely to be able to be used for
comparison” (p. 68).

Based on these results, it is deemed advantageous to use a broad-based
measure such as the SDQ-A for the evaluation of emotional and behavioural
disorders in UAE adolescents, since the RCADS-A did not have acceptable
internal consistency across all subscales and gender, making it unsuitable to
use the measure in the context of boys with depression. In this regard, it would
be better to use a broad-based measure that includes both emotional and
behavioural problems. However, in this bilingual sample, the RCADS-A

correlated strongly with the RCADS-E, and the strong correlation with the
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SDQ-A demonstrated good concurrent validity for the RCADS-A suggesting
that it might be useful in clinical practice.
Strengths and limitations

The excellent response rate was a strength of this study that helped
draw appropriate conclusions. Use and comparison of the Arabic measures
with the RCADS-E also lend to the robustness of the study design, allowing
for accurate interpretation of noted strengths. Despite these strengths, the
study is limited by a lack of qualitative sources of data verification, given the
observations made when collecting data and reviewing response sets.
Incorporating a structured clinical interview and other methods of diagnostic
clarification would have supplemented the evaluation of the validity of these
measures.
Conclusion

The RCADS-A appeared to be an acceptable translation, though with
some concern over internal consistency for boys. The Arabic version of the
SDQ was found to be acceptable and reliable, in addition to it correlating
appreciably with the English and Arabic versions of the RCADS. Taken
together, the SDQ-A seems to be acceptable for use with a community sample

of UAE adolescents.
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Chapter 3: Emotional and Behavioural Difficulties Among Native

Adolescents in the UAE: Prevalence and Influencing Factors

The preceding chapter established the reliability and validity of the
Arabic self-report version of the Strengths and Difficulties Questionnaire
(SDQ-A) with native adolescents from the United Arab Emirates (UAE).
Specifically, concurrent validity was supported by strong correlations between
the total SDQ-A scores and those of the Arabic and English versions of the
Revised Children’s Anxiety and Depression Scale (RCADS-A and RCADS-E,
respectively), as well as the depression sub-scale of the RCADS-A. The
internal consistency of the SDQ-A was adequate for both boys and girls, while
the depression subscale of the RCADS-A had poor internal consistency for
boys. The SDQ-A was determined to be a suitable measure of emotional and
behavioural difficulties for UAE adolescents, given its breadth, brevity, and
simple language and response options.

The Strengths and Difficulties Questionnaire (SDQ), in its various
translations and reporting versions (i.e., self, parent, teacher), has been widely
used to identify emotional and behavioural difficulties across countries.
However, among developing nations, the measure has been used mostly with
vulnerable adolescents, such as those suffering from HIV/AIDS, orphans, and
adolescents exposed to war, violence, or substance abuse (Hoosen et al.,
2018); and those who have been displaced from their homes due to war or
natural disasters (Karadag & Ogutlu, 2021). Only a few studies have been
based on self-reported data from normative (non-clinical) samples. For
example, in Hoosen et al.’s (2018) scoping review of the application of the

SDQ for children and adolescents in African countries, only 32 of the
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identified 54 studies published between 1997 and 2017 used the self-report
version of the SDQ (35 samples). Even among these, effect sizes varied
(Chronbach’s alphas between .1 to .8) and internal consistency was reported in
only 14 publications. Furthermore, no SDQ scores were reported in the review
and only two of the included studies (Atilola et al., 2013; Hecker et al., 2016)
reported SDQ self-report scores in community (normative) adolescent
samples.
Scoping Review

Thus, a scoping review of the use of the SDQ in collectivistic cultures
(specifically those in Africa and Asia) was conducted to understand the
prevalence of emotional and behavioural difficulties among normative
adolescents from these regions, particularly given known differences in
emotional and behavioural experiences and appraisals between these cultures
and their more individualistic counterparts (Ortufio-Sierra et al., 2015; see
Chapter 1). Studies published since 2005 with self-reported SDQ data
obtained from adolescents were sought. Search terms were as follows:

Adolescent/ OR Adolescence/ OR (Adolescen* OR Teen* OR Young
OR Youth*) OR Prevalence/ OR Rate of/ OR SDQ/ OR Strengths AND
Difficulties AND Questionnaire/ OR Total AND Difficulties/ AND Asia/ OR
Africa/ OR MENA/ OR Middle AND East/ OR GCC

A total of 63 studies were identified. Seven papers met the inclusion
criteria and were retained for review. As seen in Table 7, six Asian cultures
were investigated, including adolescents from China (Wang et al., 2014), India
and Indonesia (Atilola et al., 2013), Iran (Mohammadi et al., 2013), Jordan

(Atoum et al., 2018), and Oman (Emam et al., 2016). Across the reviewed
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studies, the rates of total difficulties in the possible clinical caseness range
varied greatly from 9% among Tanzanian adolescents (Hecker et al., 2016) to
80% in Nigeria (Atilola et al., 2013). This might be a corollary of the diversity
of cultures within this cohort. Compared to the UK norms (Youth In Mind,
2014) which suggest that around 10% of adolescents will score in the
abnormal range indicating possible clinical caseness, reported rates were
higher among adolescents in India, Serbia, Nigeria, and Turkey (Atilola et al.,
2013) and Oman (Emam et al., 2016); comparable among those in Indonesia
(Atilola et al., 2013), Mongolia (Vanchindorj et al., 2017), and Iran
(Mohammadi et al., 2013); and lower in Tanzania (Hecker et al., 2016), China
(Wang et al., 2014), and Jordan (Atoum et al., 2018). Thus, these findings,
both in terms of prevalence and variability, cannot be reliably extrapolated to
other cultures within the same region, such as the UAE.

Furthermore, the influence of demographic factors such as age and
gender evaluated across the reviewed studies was mixed. While younger
Mongolian adolescents indicated more emotional problems, hyperactivity,
peer problems, and lesser prosocial behaviours (Vanchindorj et al., 2017),
older adolescents in China were found to have greater emotional and
behavioural difficulties than their younger peers (Wang et al., 2014). Gender
differences were similarly varied. Total difficulties were greater among girls
than boys in India, Serbia, Nigeria, Turkey, Indonesia (Atilola et al. 2013),
Jordan (Atoum et al., 2018), Iran (Mohammadi et al., 2013), and Mongolia
(Vanchindorj et al., 2017); and lower in China (Wang et al., 2014). Higher
rates of emotional problems were reported among girls in China (Wang et al.,

2014), Iran (Mohammadi et al., 2013), Jordan (Atoum et al., 2018), Mongolia
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(Vanchindorj et al., 2017), and Oman (Emam et al., 2016), and lower conduct
problems were noted among girls compared to boys in China (Wang et al.,
2014) and Oman (Emam et al., 2016). Atoum et al. (2018) and Emam et al.
(2016) demonstrated greater hyperactivity and peer problems among Jordanian
and Omani boys, respectively.

Contextually, reduced parental presence, migration, parental discord,
or separation for indefinite or extended periods of time (Canetti et al., 2000;
Smeekens et al., 2012; Zhao et al., 2017), and lower socioeconomic status
(Philipp et al., 2018; Ravens-Sieberer et al., 2008) have consistently been
associated with increased emotional and behavioural difficulties. Among the
included studies of the scoping review, Wang et al. (2014) found greater
emotional and behavioural difficulties among adolescents living in single-
parent or non-intact households compared to those who lived with both
parents. Vanchindorj et al.’s (2017) results suggested that affluence affected
emotional and behavioural difficulties, though the nature of this influence is
unclear.

The results of the scoping review suggest that, among those identified
in the database, relatively few studies (seven out of 63) have used the SDQ
self-report questionnaire specifically as a screening tool to explore mental
health in community adolescent samples in collectivistic cultures and
developing countries. As shown in the Hoosen et al. (2018) review, although
the SDQ-self-report has been widely used, the focus has been on populations
with significant risk factors for emotional and behavioural difficulties such as
HIV or exposure to war or parental separation. Exploring adolescent mental

health in community settings such as schools is key to understanding support
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needs and appropriate preventive strategies, particularly in countries where
culturally sensitive adolescent mental healthcare is limited. A tool like the
SDQ will also allow the researcher to characterise the profile of typical
difficulties, explore gender differences, and identify protective factors and
those factors which increase the risk of emotional and behavioural difficulties.
Aims

This study aimed to determine the prevalence of emotional and
behavioural difficulties among adolescent UAE nationals aged 12-19 years. It
also aimed to identify the influence of socio-demographic factors on these

difficulties.
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Summary of Studies Using the Self-Report SDQ with Normative Adolescent Samples in Asia and Africa (n = 7)

Authors Context Sample Age SDQ Scales Included Rate of Prevalence
Atilola et al. India, 13-19 years Total difficulties, emotional 29% of adolescents from India, 28% from Serbia, 80% from
(2013) Serbia, problems, conduct problems,  Nigeria, 42% from Turkey, and 19% from Indonesia indicated
Nigeria, hyperactivity problems, peer clinical caseness for total difficulties. Conduct and emotional
Turkey, problems, prosocial behaviours  problems were the most prevalent followed by peer problems.
Indonesia
Atoum et al. Jordan 14-16 years Total difficulties, emotional 11.7% demonstrated clinical caseness for total difficulties,
(2018) problems, conduct problems, 14.2% for emotional problems, 12.5% for conduct problems,
hyperactivity problems, peer  7.5% for hyperactivity problems, and 5.7% for peer problems.
problems, prosocial behaviours Girls reported greater total, emotional, and hyperactivity
difficulties, and boys reported greater peer problems.
Emam et al. Oman 12-16 years Total difficulties, emotional 32.1% demonstrated clinical caseness for total difficulties,
(2016) problems, conduct problems,  29.2% for emotional difficulties, 13.8% for conduct problems,

hyperactivity problems, peer
problems, prosocial behaviours

17.4% for hyperactivity, 20.2% for peer problems. Girls
reported more emotional difficulties (t = 4.23, p <.001) but
higher levels of prosocial behaviours (t = 6.19, p <.001), and
boys reported higher conduct (t = 2.74, p < .01) and peer
problems (t = 3.83, p <.001). There were no gender
differences on the hyperactivity and total difficulty scales.
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Hecker et al.
(2016)

Mohammadi
etal. (2013)

Vanchindorj
etal. (2017)

Wang et al.
(2014)

Tanzania 6-15 years Internalising problems

Iran 12-17 years Total difficulties, emotional
problems, conduct problems,
hyperactivity problems, peer

problems, prosocial behaviours

Mongolia ~ 11-17 years Total difficulties, emotional
problems, conduct problems,
hyperactivity problems, peer

problems, prosocial behaviours

China 11-18 years Total difficulties

9% and 8% reported clinical caseness for emotional
symptoms peer problems, respectively.

14.26% reported clinical caseness for total difficulties, 8.09%
for emotional problems, 24% for conduct problems, 13.95%
for hyperactivity problems, 7.25% for peer problems, and
5.76% for social problems. Girls reported greater emotional
difficulties than boys.

16.3% reported clinical caseness for total difficulties, 10.0%
for emotional symptoms, 10.2% for conduct disorders, 18.8%
for hyperactivity, and 14.6% for interpersonal relationships.
Gender, age, family environment, and living areas also
influenced these adolescents’ emotional well-being.

10.7% demonstrated clinical caseness for total difficulties.
Boys reported significantly greater total difficulties than girls,
and girls reported greater emotional problems.
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Methods

Participants and Recruitment

Participants in this study were male and female adolescents in grades
seven, eight, and nine who were attending public schools in the UAE where
the language of instruction was Arabic. To obtain a representative sample,
recruitment efforts were focused within the most populous and economically
distinct Emirates (cities) of Dubai, Sharjah, and Ajman, according to the
recommendations of the Ministry of Education in the UAE. The ministry
maintained a list of 15 Arabic-speaking, public schools that indicated an
interest in participating in the study. Of these, the researcher randomly
selected one boys’ and one girls’ school from each of the three Emirates using
the ministry’s automated randomising system, with a target to recruit 40
students each from grades seven, eight, and nine based on the following
criteria: 1) the student’s consenting parent did not opt their child out of the
study, 2) the student was present on the day of data collection, and 3) the
student assented to participate. Each school sent participant information sheets
(Appendix F) and an opt-out form (Appendix B) to parents of 45 boys and 45
girls from each grade level who were randomly selected (i.e., 40 participants
and 5 alternates each to account for absence or parental opt-out). The study
was carried out on an exam day to minimise absenteeism.

No parent returned the opt-out form. One boy from the Dubai school
was substituted with another boy on the day of the study based on the school
counsellor’s recommendation and another boy in Dubai was absent, requiring

a replacement. As shown in Figure 1, 720 adolescents (360 boys and 360 girls)
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from six schools completed the questionnaire, accounting for 100% of the
target recruitment.
Justification of sample size

Assuming 20% prevalence of possible or probable emotional
difficulties as assessed by the SDQ (Goodman, 1997), it was estimated that a
minimum sample of 246 participants was needed to detect the presence of
emotional and behavioural difficulties within 5% precision and with 95%
power (95% confidence intervals). However, to obtain an accurate
determination of the prevalence of emotional and behavioural difficulties in
sub-group analyses of males and females the UAE’s Ministry of Education set
the target sample size at 720 adolescents.
Figure 1

Distribution of Participants from Schools in Dubai, Sharjah, and Ajman
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Dubai

(2 Schools)

Boys Girls
[ I 1 Ll I 1
Grade 8 Grade 8
(School 1) (School 2)
40 40 40 40 40 40

Sharjah

(2 Schools)

Liays Gitls
LI Ll 1 T L] 1
Grade 9 Grade 9
(School 1) (School 2)
40 40 40 40 40

Ajman
(2 Schools)

Girls
| 1
Grade 9
(School 2)
40 40

The Strengths and Difficulties Questionnaire (SDQ)

Boys
[ | 1 I
Grade 9 Grade 7
(School 1) (School 2)
40 40 40 40

Materials

The SDQ (Goodman et al., 1998) is a widely used screening
questionnaire for emotional difficulties in young people aged two to 17 years.
It consists of 25 items that are rated by teachers, parents, and/or young people
as ‘not true’, ‘somewhat true’, and ‘certainly true’. These items are distributed
across five subscales—peer problems, emotional problems, hyperactivity,
conduct problems, and prosocial behaviours—of which the first four are
combined to produce a total difficulties score with higher scores indicating
greater difficulty. The emotional problems and peer problems subscales have

also been combined into the internalising subscale, and the conduct problems
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and hyperactivity subscales make up the externalising subscale (Goodman &
Goodman, 2009). The concurrent and discriminant validity of the
questionnaire was found to be good (see Chapter 3) (Goodman et al., 1998;
Goodman, 2001).

This study used the self-report Arabic version of the SDQ (SDQ-A) for
adolescents aged 11 to 17 years (Alyahri & Goodman, 2006; Youth in Mind,
2018). SDQ-A scores were categorised as normal, borderline, and abnormal
based on scores obtained by 80%, 10%, and 10% of scores from the normative
sample of the original English version of the measure, respectively (Youth in
Mind, 2014). Scores in the abnormal range were considered to have possible
clinical caseness. The reliability and validity of the SDQ-A were deemed
satisfactory across studies. Specifically, its subscales’ internal consistency
ranged from .77 to .89 in a study with Arabic-speaking youth in Yemen
(Alyahri & Goodman, 2006) and .40 to .76 when used with an Omani sample
(Emam et al., 2016). As reported in the preceding chapter, the SDQ-A
demonstrated robust psychometric properties when piloted with 40 bilingual
Emirati students in grades seven through 10 from private schools in the UAE.
The SDQ-A’s overall internal consistency (o = .60) was higher than that of the
RCADS and total scores correlated strongly (r = .65) with those of the well-
validated RCADS-E (Chorpita et al., 2005). The internal consistency of the
SDQ-A subscales was also comparable across genders and with all
corresponding scales on the RCADS-A and RCADS-E, except the depression
scales (0rcaDs-A = .387, orcapsE = .567).

For the present study, the internal consistency of the SDQ-A scales

was acceptable for total difficulties (a = .71), internalising problems (o = .63),
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externalising problems (a = .59), emotional problems (o = .69), and prosocial
behaviour (o =.73). The scales for conduct problems (a = .48), hyperactivity
(o =.39), and peer problems (o = .21) displayed unacceptably low internal
consistency.

Demographic Data

A questionnaire was developed in Arabic to gather basic demographic
data (grade, age, and gender) along with parents’ education levels and
occupation and family composition. Age categories were included (e.g., 16+)
to avoid stigmatising older students, given that it is not uncommon for
students to be held back in the lower grades multiple times if they do not meet
academic standards in the UAE.

Family Affluence Scale (FAS)

The FAS (Hobza et al., 2017) is a 6-item measure with scores ranging
from 0 to 13 (see scoring details in Table 8). Higher values indicate greater
affluence. The measure has been validated and commonly used to identify the
socio-economic status of children and adolescents (Kehoe & O-Hare, 2010).
Hobza et al. (2017) demonstrated a strong correlation (r = .77) with disposable
income in the 14 regions across the Czech Republic. When evaluated in a
sample of 5,876 11- to 15-year-olds in Beijing, China, the measure was found
to have moderate internal reliability (Chronbach’s alpha = .58) and test-retest
reliability (ICC > .75; Liu et al., 2012). The measure was also validated using
a cross-section sample of 17,545 Canadian students from Grades seven
through 12 (Boudreau & Poulin, 2009). Given its use in previous literature and
its validation across a number of cultures, this measure was therefore deemed

appropriate for use in this study.
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Table 8

Scoring details of the Family Affluence Scale

Questions Possible Answers
1. Does your family own a car or another No=0
motorised vehicle? Yes,one =1
Yes, two or more = 2
2. Do you have your own bedroom? No=0
Yes=1
3. How many computers (including laptops None=0
and tablets, not including game consoles One=1
and smartphones) does your family own? Two =2
More than two = 3
4. How many bathrooms (room with a None =0
bath/shower or both) are there in your One=1
home? Two =2
More than two = 3
5. Does your family have a dishwasher? No=0
Yes=1
6. How many times did you and your family Never =0
travel out of the UAE for a Once=1
holiday/vacation last year? Twice =2

More than twice = 3

Note. Hobza et al. (2017)
Ethics

This study was dually approved by the Ethical Committee at the
Ministry of Education in UAE (Appendix C) on 6" March 2018 and the
School of Medicine’s Division of Psychiatry & Applied Psychology’s
Research Ethics Sub-Committee (0199; Appendix D) on 14" June 2018. All
parents were informed about the study through a participant information sheet
that was sent out by the schools. They were also given the opportunity to
remove their child from the study by returning a signed opt-out form.
Informed verbal assent was elicited from the students whose parents did not
opt them out. All questionnaires were anonymous and paired by the

participant’s study number. The completed forms and data were maintained
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exclusively by the researcher throughout the process and stored in a locked
cabinet in the researcher’s office, accessible only by the researcher.
Procedure

One week prior to data collection, all adolescents in the targeted
classes were given a participant information sheet with a description of the
study and what they can expect through participation (Appendix F). They were
asked to take this to their parents together with an opt-out slip to allow parents
to withdraw their child from the study. Two days prior to the study the
assigned teachers confirmed with the students that they had given the
information sheet to their parents. Teachers stressed that if their parents
wished to withdraw their participation from the study, the included opt-out slip
(Appendix B) must be returned. Data collection took place between December
2018 and April 2019. On the day of data collection, students gathered in the
targeted classes were reminded of the purpose of the study and confidentiality
of their data. When invited to participate, they were told that participation was
voluntary and that they could withdraw at any point before submitting the
completed questionnaires. They were also informed that their data could not
be revoked following submission of their responses, given that these were
anonymously completed. A research packet (Appendix G) was used to
facilitate data collection. This included a cover sheet (on which participants
indicated their assent to participate by ticking off a checkbox), the SDQ-A, an
Arabic demographic questionnaire, and the FAS. The assigned teacher under
the supervision of the researcher provided the research packet to all
adolescents who met the inclusion criteria. Data collection took place at the

end of a lesson right before the midday break and took no more than 20
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minutes per sitting. Adolescents who did not consent to participate in the
survey or who had been withdrawn from the study remained in the classroom
and were given a parallel survey made up of crosswords and puzzles to avoid
embarrassment or undue effects of standing out before their participating peers
in the classroom. Questionnaires were collected from each class in a sealed
envelope labelled only with the school’s name and class number. Teachers
were given a form to record the response rate in their assigned class. The
researcher did not have access to any participant names. Unbeknown to them
prior to submission of the questionnaires, all adolescents present in the
classroom on the day of assessment were given a small stationery gift,
regardless of whether they took part in the study. They were also provided
with the contact number of the researcher (a qualified clinical psychologist) if
the questionnaires raised any concerns.
Analysis and data storage

The anonymous questionnaires were stored in a locked cabinet in the
researcher’s office. Data were entered into SPSS and stored securely on a
computer accessible only to the researcher. SPSS version 25.0 (IBM Corp.,
2017) was used to calculate descriptive statistics, to assess the prevalence of
emotional and behavioural difficulties, and to explore the effects of gender,
age, grade, family structure, and family affluence on SDQ-A scores.
Depending on the analysis, scores from each scale of the SDQ-A were coded 0
(normal), 1 (borderline), and 2 (abnormal); or 0 (non-caseness) and 1 (clinical
caseness). The family structure variable was also recoded in a dual-parent
home variable so that living with both parents was coded 1 (yes) and living

with one or no parents was coded 0 (no). Pearson’s correlations were used to

64



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

explore univariate associations between variables. Multiple linear regression
analyses were conducted for total difficulties, emotional problems,
internalising problems, and prosocial behaviours, with age, gender, grade,
family affluence and dual-parent home as independent factors. Chi-square and
odds ratios were computed to examine relationships involving categorical
variables. T-tests and one-way ANOVAs were conducted to identify group
differences in the mean scores of the SDQ-A. Although Kolmogorov-Smirnov
tests suggested that the SDQ-A scores were not normally distributed,
parametric tests were used as they are considered most appropriate for large
sample sizes (> 200) (Fagerland, 2012).
Results

No parents opted their adolescents out of the study and all participants
agreed to take part giving a sample of 720 adolescents. There was only one
reported absence on the day of the survey. Most of the participants (73.3%)
were over 14 years old and 50% were female. In public schools in the UAE,
students are allowed to progress through grades based on successful
completion of the curriculum rather than age and only 19.2% of young people
in grade 7 were under 14 years of age with 45% being over 16 years old
(Table 9).
Table 9

Age and Grades distribution

Grade 7 Grade 8 Grade 9 Total
(n = 240) (n = 240) (n =240) (n=720)
12 years old 21 (8.8%) 49 (20.4%) 8 (3.3%) 78 (10.8%)
13 years old 25(10.4%) 40 (16.7%) 31(12.9%) 96 (13.3%)
268
- [0) 0, 0,
14-15 years old 81 (33.8%) 85(35.4%) 102 (42.5%) (37.2%)
109 0 0 260
16 and above (45.4%) 63 (26.3%) 88 (36.7%) (36.1%)
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Missing 4 (1.7%) 3 (1.3%) 11 (4.6%) 18 (2.5%)

As seen in Table 10, most participants lived with both their parents and
reported having an average of 5.7 siblings (SD = 3.14). Most of the
participants’ fathers were employed and mothers were not. Most participants
reported that they were not sure of their parents’ educational background. The
remaining reported either a high school diploma or graduate training, and few
indicated middle school as their parents’ most recent education. There were no
missing values for FAS scores. The mean FAS score of the sample was 9.7/13
(SD = 2.54). Of the three Emirates, adolescents in Dubai reported the highest
mean (M = 10.18, SD = 2.45), followed by those in Sharjah (M =9.77, SD =
2.47) and Ajman (M = 9.15, SD = 2.60). Univariate ANOVA showed
significant differences between these means (F = 10.11, p <.001), and post
hoc findings demonstrated significantly lower levels of family affluence
among adolescents from Ajman compared to Dubai (MD = 1.03, p <.01) and
Sharjah (MD = 0.61, p < .01). No significant differences were noted between
Dubai and Sharjah.

Table 10

Demographics of the sample’s families (n = 720)

Demographic n (%)
Family composition
Lives with Father and Mother 576 (80%)
Lives with Single Parent 116 (16.1%)
Lives with neither parent 22 (3.1%)
Missing 6 (0.8%)
Mother’s employment status
Employed 230 (40%)
Not Employed 458 (63.6%)
Do not know/Missing 32 (4.4%)
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Mother’s education (highest level)

Unspecified 72 (10%)
Middle School 203 (28.2%)
High School 161 (22.4%)

Graduate Student
Do not know/Missing
Father’s employment status
Employed
Not Employed
Do not know/Missing
Father’s education status (highest level)

224 (31.1%)
60 (8.3%)

565 (78.5%)
113 (15.7%)
42 (5.8%)

Unspecified 80 (11.1%)
Middle School 214 (29.7%)
High School 155 (21.6%)

Graduate Student
Do not know/Missing

243 (33.8%)
28 (3.9%)

Prevalence of emotional and behavioural difficulties
There were no missing values for SDQ-A scores. Means and SDs for
the total sample and by gender are shown in Table 11. The mean total

difficulties score was 12.71/40 (SD = 5.72) and the median was 12 (range = 0—

31).

Table 11

Mean (SD) and Median (Range) for SDQ-A Scores

Boys (n =360) Girls (n=360) Total (n=720)

Emotional Problems

Mean (SD) 2.93 (2.43) 3.88 (2.33) 3.40 (2.43)

Median (Range) 2.5 (0-10) 4 (0-10) 3 (0-10)
Conduct Problems

Mean (SD) 2.84 (2.07) 2.09 (1.58) 2.47 (1.88)

Median (Range) 2 (0-10) 2 (0-8) 2 (0-10)
Hyperactivity/inattention

Mean (SD) 3.63 (1.96) 3.78 (1.87) 3.70 (1.92)

Median (Range) 3 (0-10) 4 (0-10) 4 (0-10)
Peer Problems

Mean (SD) 3.32(1.81) 2.96 (1.53) 3.14 (1.69)

Median (Range) 3(0-9) 3(0-9) 3(0-9)
Prosocial Behaviours

Mean (SD) 7.31(2.44) 8.19 (1.79) 7.75 (2.18)

Median (Range) 8 (0-10) 9 (1-10) 8 (0-10)

Externalising Problems
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Mean (SD)
Median (Range)

Internalising Problems

Mean (SD)
Median (Range)
Total Difficulties
Mean (SD)
Median (Range)

6.46 (3.43)
6 (0-17)

6.24 (3.63)
5.5 (0-17)

12

12.71 (6.34)

(1-31)

13.71 (2.83) 6.17 (3.15)

6 (0-16) 6 (0-17)
6.84 (3.14) 6.54 (3.40)
6 (0-17) 6 (0-17)
12.71 (5.04) 12.71 (5.72)
12 (1-30) 12 (0-31)

Based on the recommended cut-offs (Youth in Mind, 2014) for normal,

borderline, and abnormal scores, 13% of the sample scored in the abnormal

range. Conduct problems were the most common difficulty (14.3%) followed

by emotional problems (11.7%). Prosocial difficulties were rare in the entire

sample (8.1%) as were hyperactivity symptoms (7.95%). Although possible

clinically significant peer problems were reported at the expected level (10%),

only 63% of participants scored in the normal range (see Table 12).

Table 12

Frequencies (%) of scores across SDQ-A classifications

Normal Borderline Abnormal Chi-Square
Total 514 112 94
(71.4%) (15.6%) (13.1%)
Total Boys 256 47 57 X?=17.16,
Difficulties (71.1%) (13.1%) (15.8%) df =2,
Girls 258 65 37 p<.05
(71.7%) (18.1%) (10.3%)
Total 580 56 84
(80.6%) (7.8%) (11.7%)
Emotional Boys 308 21 31 X% =11.49,
problems (85.6%) (5.8%) (8.6%) df =2,
Girls 272 35 53 p<.01
(75.6%) (9.7%) (14.7%)
Total 536 81 103
(74.4%)  (11.3%)  (14.3%)
Conduct Boys 239 50 71 X?=25.50,
Problems (66.4%) (13.9%) (19.7%) df =2,
Girls 297 31 32 p <.001
(82.5%) (8.6%) (8.9%)
. 590 73 57
Hyperactivity Total (81.9%) (10.1%) (7.95%)
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Boys 294 38 28 X?=0.15,
(81.7%)  (10.6%) (7.8%) df =2,
Girls 296 35 29 p=.929
(82.2%) (9.7%) (8.1%)
Total 453 195 72
(62.9%)  (27.1%) (10%)
Peer Problems Boys 205 109 46 X* =12.35,
(56.9%) (30.3%) (12.8%) df = 2,
Girls 248 86 26 p<.01
(68.9%) (23.9%) (7.2%)
Total 613 49 58
(85.15%)  (6.8%) (8.1%)
Prosocial Boys 285 30 45 X? = 23.14,
Behaviours (79.2%) (8.3%)  (12.5%) df = 2,
Girls 328 19 13 p <.001

(91.1%) (5.3%) (3.6%)
Note. Total Sample N=720; girls = 360; boys = 360

Gender differences in emotional and behavioural difficulties

Girls reported significantly higher levels of emotional difficulties
[t(719) = -5.38, p < .001; d = .4] and more prosocial behaviours [t(719) = —
5.47, p <.001; d = .43], as well as internalising difficulties [t(719) = -2.34, p
< .05; d =.18]. Boys reported higher levels of conduct [t(719) = 5.37, p <
.001; d = .42] and peer problems [t(719) = 2.89, p <.001; d =.22]. There were
no significant differences between boys and girls on the total difficulties and
hyperactivity subscales (Table 11).

There were significant differences in the proportion of boys and girls
scoring in the normal, borderline, and abnormal ranges for total difficulties,
emotional difficulties, peer difficulties, conduct problems, and prosocial
behaviours (see Table 12). For total difficulties, boys scored most frequently
in the abnormal range and girls had more borderline scores. More girls scored
in the normal range for conduct disorders, peer problems, and prosocial

behaviours. More boys scored in the normal range for emotional problems.
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Odds ratios for scores in the abnormal range versus scores in normal or
borderline ranges by gender showed that girls had almost twice the odds of
scoring above the threshold for possible clinical caseness for emotional
problems (OR = 1.83, 95% Cls = 1.15-2.93). Boys were almost four times
more likely to report clinically significant prosocial difficulties (OR = 3.81,
95% Cls 2.02-7.20), had more than twice the odds of scoring above the
threshold for clinical caseness for conduct problems (OR = 2.51, 95% Cls =
1.61-3.93), and demonstrated twice the odds of having peer problems in the
clinical range (OR = 1.88, 95% Cls 1.13-3.12).

Factors influencing emotional and behavioural difficulties

Family affluence showed a weak negative correlation with total
difficulties (r = -.074, p <.05) and peer problems (r =-.12, p < .01), and weak
positive correlation with prosocial behaviours (r = .11, p < .01), indicating that
greater affluence was associated with more prosocial behaviours and fewer
emotional, behavioural, and relational difficulties. The grade in which
adolescents studied was found to be negatively correlated with total
difficulties (r = -.10, p < .01), emotional problems (r = -.079, p < .05) and
peer problems (r = —-.12, p <.01), indicating higher rates of such difficulties
among those in lower grades. Finally, age was associated negatively with
conduct problems (r = —.08, p <.01) and positively with prosocial behaviours
(r=.09, p <.01), indicating that younger participants reported more
behavioural problems and fewer prosocial behaviours than their older
colleagues.

One way ANOVAs were conducted to assess the influence of family

structure (lives with two parents, lives with one parent, lives with no parents)
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on SDQ-A scores demonstrated significant group effects for total difficulties
[F(2,711) =5.51, p <.01], hyperactivity [F(2,711) = 3.1, p < .05], peer
problems [F(2,711) = 5.97, p < .01], externalising symptoms [F(2,711) = 3.7,
p <.05], internalising symptoms [F(2,711) = 4.88, p <.01] and prosocial
behaviours [F(2,711) = 4.9, p <.01]. As seen in Table 13, post hoc analyses
revealed significant differences in total difficulties, peer problems,
hyperactivity, internalising problems, externalising problems, and prosocial
behaviours between adolescents from single-parent and two-parent
households. Adolescents who lived with both parents and those who lived
without their parents reported significantly different rates of peer problems
and internalising difficulties. There were no significant differences for
emotional and conduct problems across household types.

Nearly a third of the adolescents who were not living with either of
their parents (31.8%) reported clinical caseness for total difficulties compared
to 14.7% of those in single-parent households, and 11% of those who lived
with both their parents [X?(2,714) = 7.95, p < .05]. Those who lived in non-
intact homes (i.e., homes with single or no parents) were almost twice as likely
to report total difficulties above the clinical caseness threshold (OR = 1.57,
95% Cls = 0.95-2.61). Prosocial problems were reported by 6.8% of
participants living with both parents, 9% of those living with neither parent

and 14.7% of those living with one parent [X?(2,714) = 8.07, p < .05].
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Table 13

Frequencies (%) and comparison of SDQ-A means (SD) across households

Two-parent homes One-parent No-parent homes (3) Post hoc tests
1) homes (2) n=22
n=576 n=116

Total difficulties 12.33 (5.75) 14.00 (4.6) 14.63 (6.97) 1vs2p=.0042
Normal 425 (73.8%) 71 (61.2%) 14 (63.6%)

Borderline 83 (14.4%) 28 (24.1%) 1 (4.5%)
Abnormal 68 (11.8%) 17 (14.7%) 7 (31.8%)

Emotional difficulties 3.30 (2.44) 3.72 (2.22) 3.91 (2.47) NS
Normal 467 (81.1%) 92 (79.3%) 17 (77.3%)

Borderline 43 (7.5%) 12 (10.3%) 1 (4.5%)
Abnormal 66 (11.5%) 12 (10.3%) 4 (18.2%)

Peer problems 3.04 (1.67) 3.46 (1.62) 4.00 (2.16) 0vs 2 p=.009"
Normal 376 (65.3%) 64 (55.2%) 8 (36.4%) 1vs2p=.015"°
Borderline 146 (25.3%) 40 (34.5%) 9 (40.9%)

Abnormal 54 (9.4%) 12 (10.3%) 5 (22.7%)

Hyperactivity 3.60 (1.94) 4.08 (1.76) 3.91 (2.02) 1vs2p=.015"
Normal 474 (82.3%) 93 (80.2%) 20 (90.9%)

Borderline 59 (10.2%) 11 (9.5%) 0
Abnormal 43 (7.5%) 12 (10.3%) 2 (9.1%)
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Conduct problems 2.39 (1.90) 2.74 (1.68) 2.82 (2.04) NS
Normal 435 (75.5%) 81 (69.8%) 16 (72.7%)
Borderline 61 (10.6%) 19 (16.4%) 1 (4.5%)
Abnormal 80 (13.9%) 16 (13.8%) 5 (22.7%)
Prosocial behaviours 7.87 (1.09) 7.18 (2.55) 7.59 (2.06) 1vs2p=.0212
Normal 499 (86.6%) 90 (77.6%) 18 (81.8%)
Borderline 38 (6.6%) 9 (7.8%) 2 (9.1%)
Abnormal 39 (6.8%) 17 (14.7%) 2 (9.1%)
Internalising problems 6.34 (3.39) 7.18 (3.16) 7.91 (4.07) Ovs2p=.033"
1vs2p=.015"
Externalising Problems 5.99 (3.20) 6.82 (2.72) 6.73 (3.38) 1vs2p=.0132

Dunnett T3  °LSD
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Table 14

Results of the Multiple Regression Analyses by Age, Grade, Gender, Family Structure, and Family Affluence

t P B F df P adj. R?
Total difficulties 5.08 5,692 .000 .028
Age -0.08 939 -0.02
Grade —2.76 .006 —0.72**
Gender 0.43 .666 0.19
Dual-parent home -3.12 .002 -1.66**
Family affluence -1.67 .095 -0.14
Emotional problems 9.98 5,692 .000 .061
Age -1.52 .280 -0.17
Grade -1.08 130 -0.10
Gender 6.02 .000 1.09%**
Dual-parent home -1.23 .095 -0.04
Family affluence -1.67 220 -0.37
Peer Problems 8.87 5,692 .000 .053
Age 1.06 .289 0.07
Grade -3.57 .000 —0.27***
Gender -3.25 .001 -0.41**
Dual-parent home -2.99 .003 —0.47**
Family affluence -3.20 .001 -0.08**
Internalising Problems 7.46 5,692 .000 .044
Age -2.85 811 -0.44
Grade -0.24 .004 0.03**
Gender 2.66 .008 0.68**
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Dual-parent home

Family affluence
Conduct Problems

Age

Grade

Gender

Dual-parent home

Family affluence
Hyperactivity

Age

Grade

Gender

Dual-parent home

Family affluence
Externalising Problems

Age

Grade

Gender

Dual-parent home

Family affluence
Prosocial Behaviours

Age

Grade

Gender

Dual-parent home

Family affluence

—2.46
—2.67

-1.34
—2.50
—4.47
—2.28
0.65

1.45
-0.72
0.90
—2.28
-1.22

-1.84
0.15
-2.04
-0.39
—2.75

-0.03
0.72
5.53
2.99
291

.008
014

181
013
.000
023
515

148
470
370
.023
222

.066
.882
041
.698
.006

470
974
.000
.004
.003

—0.12**
—0.84*
6.99
-0.10
-0.21*
—0.63***
—0.39*
0.02
2.44
0.11
-0.07
0.13
—0.42*
—0.04
3.11
—0.27
0.02
—0.49*
-0.02
—0.81**
10.62
0.01
0.06
0.91%**
0.10**
0.59**

5,692

5,692

5,692

5,692

.000

.033

.009

.000

.041

.010

.015

.065

*p < .05, ** p < .01, *** p < 001
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Regression analyses with SDQ scores as the dependent variables were
conducted. As seen in Table 14, the regression model with total difficulties as
the dependent variable was significant [F(5,692) = 5.08, p < .001]. Higher
total difficulties were associated with lower grade [B =-0.72, t(697) = -2.76,
p < .01] and those who were not living in dual parent homes [B = -1.66, t(697)
=-3.12, p <.01]. These variables accounted for less than 3% of the variance
in total difficulty scores (adjusted r? = .028).

The regression model was also found to be significant with emotional
problems as the dependent variable [F(5,692) = 9.98, p <.001]. Only gender
was independently associated with the level of emotional difficulties with girls
having higher levels of difficulties [B = 1.09, t(697) = 6.02, p < .001] with
only 6% of the variance accounted for (adjusted r? = .061).

In terms of peer problems, the regression model was found to be
significant [F(5,692) = 8.87, p < .001], with a lower grade, boys, less affluent
families, and the absence of any or both parents being associated with greater
peer problems, together accounting for 5% of the variance (adjusted r? = .53).

The regression model with internalising problems as the dependent
variable was significant [F(5,692) = 7.46, p < .001]. Higher internalising
problems were associated with lower grade [B = -0.44, t(697) = -2.85, p <
.01], lower affluence [B = -0.84, t(697) = -2.46, p <.05], boys [B = 0.68,
t(697) = 2.66, p < .01], and those not living in dual parent households [B = —
0.84, 1(697) = -2.67, p < .01]. These variables accounted for less than 5% of
the variance in internalising problems (adjusted r? = .04).

With conduct problems as the dependent variable, the regression model

was significant [F(5,692) = 6.99, p < .001], and included variables accounting
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for 4% of the variance (adjusted r? = .41). Specifically, lower grade, boys, and
households with less than two parents were associated with more conduct
problems.

The regression model was also significant with hyperactivity as the
dependent variable [F(5,692) = 2.44, p < .05]. Living in dual-parent homes
was the only factor that was associated with reduced hyperactivity issues.
Only 1% of the variance was accounted for in this model (adjusted r? = .010).

When externalising problems was considered, the regression model
was found to be significant [F(5,692) = 3.11, p <.01]. The model accounted
for around 2% of the variance (adjusted r> = .015). Boys and less affluent
families were associated with greater externalising problems.

The regression model with prosocial behaviours as the dependent
variable was significant [F(5,692) = 10.62, p < .001]. Higher levels of
prosocial behaviours were associated with more affluence [B = 0.10, t(697) =
2.99, p <.01], females [B = 0.91, t(697) = 5.53, p <.001] and those living in
dual-parent homes [B = 0.59, t(697) = 2.91, p < .01], accounting for
approximately 7% of the variance in prosocial behaviours (adjusted r? = .065).

Discussion

This study records a pioneering effort towards determining the rates of
emotional and behavioural difficulties using the self-report version of the
SDQ-A in a representative sample of native UAE adolescents. Thirteen per
cent of young people scored above the cut-off for possible clinical caseness for
emotional and behavioural difficulties suggesting that they would benefit from
support for their emotional and behavioural difficulties. Adolescents in lower

grades and those in non-intact families had more difficulties. Rates of
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clinically significant emotional problems were around the expected rate
(11.7%) but rates of ADHD-type symptoms were low (8%). There were no
gender differences in total difficulties, but girls were more likely to report
significant emotional problems while boys tended to report significant
conduct, peer, and prosocial problems. Adolescents from non-intact families
were more vulnerable to emotional and behavioural difficulties, evidenced by
clinical caseness demonstrated on all scales except emotional and
externalising problems scales. There was also evidence that being in a lower
grade was a risk factor for poorer mental health.

Prevalence rates of emotional and behavioural difficulties were
comparable with age-matched UK norms (Youth in Mind, 2014), as well as
those from Jordan (Atoum et al., 2018), Iran (Mohammadi et al., 2013),
Mongolia (Vanchindorj et al., 2017), and China (Wang et al., 2014). In terms
of specific domains of functioning, the incidence of emotional and conduct
problems was similar to findings reported by Atilola et al. (2013) and Atoum
et al. (2018). This aligns with the fact that conduct and emotional problems
account for the biggest burden of mental health problems among younger
generations (Erskine et al., 2015). Despite cultural similarities between the
native UAE adolescents in this study and their Omani counterparts in the study
by Emam et al. (2016), all assessed difficulties across the sample in this study
were found to occur at much lower rates of clinical caseness, except for
conduct problems, which were similar.

Nonetheless, the mean scores and differences based on gender within
the UAE sample aligned most evidently with the Omani cohort (Emam et al.,

2016). Specifically, girls tended to report more emotional problems and
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prosocial behaviours than boys, while boys tended to report greater peer,
conduct, and externalising problems. Thus, while differences in prevalence
rates across these normative populations may occur as a function of factors
beyond culture (such as economic resources, national growth and
development, and exposure to ethnic and educational diversity), similar trends
occur based on gender within each cohort. This is also reflected in its
exclusive influence on emotional problems, such that girls reported more such
difficulties compared to boys, consistent with findings across those of Atoum
et al., (2018), Mohammadi et al. (2013), Vanchindorj et al. (2017), and Wang
et al. (2014). Some reasons for this might include a relative focus of
selflessness and submission that underlie prosocial attributes compared to how
boys are socialised (Zahn-Waxler et al., 2000) and earlier maturation (Patton
et al. 2008; Ullsperger & Nikolas, 2017).

Though younger participants tended to report more behavioural and
social difficulties (Vanchindorj et al., 2017; Wang et al., 2014), age
differences did not entail significant differences in any of the reported problem
areas. Higher rates of difficulties, particularly internalising problems related to
emotions and peers and conduct difficulties were noted among those in lower
grades. However, these findings may be compounded by a higher proportion
of older students in lower grades, who are likely held back due to academic
underachievement.

As expected, adolescents from affluent families tended to report fewer
peer, internalising, and externalising problems and more prosocial behaviours.
This finding corroborates with those from European studies (Ravens-Sieberer

et al., 2008) and furthers that of Vanchindorj et al.’s (2017). As noted in
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Ravens-Sieberer et al. (2008), this lends support to the notion that comfortable
access to resources that meet one’s needs affects the emergence and
expression of emotional and behavioural difficulties. More strikingly, family
structures serve as one of the primary contexts in which the participating
adolescents learn and develop interactive, emotional, and behavioural patterns.
Parental presence in Emirati households clearly and incrementally reduces the
risk for the development of emotional and behavioural difficulties and
promotes prosocial behaviours. The presence of both parents led to better
outcomes compared to those who were raised by single parents, and
adolescents in single-parent households fared much better than those who did
not live with their parents. These findings corroborate previous findings from
other cultures that demonstrate increased difficulties in the context of an
unnatural absence of their parents from their lives due to immigration or
separation (Canetti et al., 2000; Smeekens et al., 2012; Wang et al. 2014; Zhao
et al., 2017). Particularly for UAE adolescents, living within non-intact
families may incur difficulties owing to reduced relational resources and lack
of other forms of developmental support (such as social workers, clinicians, or
mentors) within an otherwise collectivistic community that has thrived on an
abundance of resources in recent years (New World Wealth, 2021).
Use of the SDQ as a screener

The results of this study lend support to the use of the SDQ-A as a
broad-based screener for emotional and behavioural difficulties among the
Arabic-speaking adolescent population of the UAE, though with some caveats.
The current sample follows the same pattern of cut-off scores for normal,

borderline, and abnormal ranges as that of the original UK norms for all
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subscales except peer problems. Deviations were also noted in the
unacceptably low internal consistency of the conduct, hyperactivity, and peer
problems scales. This was also alluded to in Emam et al., (2016) in that one of
the items that was originally in the peer problems scale loaded on to the
conduct problems scale instead. This could indicate the differential
perceptions and existence of such presentations within the UAE and Arab
populations. It is also possible that this may be an artefact of lesser items
within each of these subscales, given that when combined into the
externalising subscale, internal consistency was adequate.
Implications

Historically, mental health issues pertaining to children and
adolescents have been underestimated, overlooked, or misunderstood,
especially in developing countries like the UAE that traditionally operate on
the notion that children should be seen and not heard. Furthermore, the
apparent stability and peace in this region often lead to the misconception
there was a lack of difficulties. Thus, the findings of this study refute these
notions and assert the fact that emotional and behavioural difficulties among
UAE adolescents are as prevalent and relevant as those from developed and
developing countries. This is particularly pertinent given the need for support
implied by the prevalence rates established herein for this demographic. In
addition, taking internalising (emotional) difficulties seriously may help remit
problems in the future given that they are highly predictive of co-morbid
mental health issues, disruptive social linkages, drug misuse, and reduced
educational achievement (Dekker et al., 2007; McLeod et al., 2016; Measelle

et al., 2006). Thus, incorporating early detection, prevention, and intervention
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can inform strategic development and sustainability efforts at the national
level that will help reduce the burden of disease and improve the overall
wellbeing of the adolescent population, who are the future of the country.

The UAE has been increasingly committed to acknowledging and
developing a mental health infrastructure for its residents, though ventures
specific to adolescents remain underdeveloped. In this regard, the results
provide a foundation for adapting and streamlining interventions based on
gender and differences in the expression of emotional and behavioural
difficulties secondary to gender and affluence. The significance of this lies in
the fact that mental health and wellbeing systems and services for school-aged
adolescents are underdeveloped, nascent, and limited in the UAE. Thus, the
effectiveness of such efforts may be supported by using the findings of this
study to design reasonable and targeted efforts that are considerate of current
resource limitations. Finally, findings related to a parental presence within the
adolescents’ households can be leveraged as an avenue for influence and
intervention. This may be particularly helpful to the UAE context, given that
the collectivistic emphasis within the culture places a substantial onus on
parental influences. That parents of adolescents reporting emotional and
behavioural difficulties are faced with associated parenting challenges is not
hard to surmise. Hence, the following chapter presents a systematic review of
existing online interventions focused on parents of such adolescents.
Strengths, limitations, and future directions

The large sample size and high response rate of this study are its
notable strengths, making it representative of the native, Arabic-speaking

adolescent population in the UAE. It also allows for increased accuracy and
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generalisability. This is particularly important given the scarcity of published
self-reported SDQ data that illustrates the state of mental health and wellbeing
in adolescents from such. Thus, this study enhances the body of literature
identified in the scoping review, thereby enabling comparative interpretations
with similar studies conducted in other countries and enhancing the reliability
and validity of conclusions drawn. Furthermore, the findings illustrate that
such research and the use of broadband screening tools such as the SDQ is
imperative in determining the differential needs of adolescents from such
countries and cultures who have received little research or clinical attention.

The results of this study should be interpreted in consideration of its
limitations, which include its exclusive reliance on self-reported data and lack
of supplementary diagnostic confirmation. Thus, future consideration of the
perceptions of caregivers through parent and teacher reports may help expand
on the study’s findings. Furthermore, evidence of low internal consistency on
some of the subscales of the SDQ-A indicates scope for further research, such
as a factor analysis to confirm the five-factor structure of the instrument.

Data for this study was conducted in public schools that tend to place a
high premium on conformity and obedience. Despite efforts by the researcher
to educate the participants on the voluntary nature of their participation, the
possibility of conformity and obedience as motivational factors, and their
influence on participatory behaviour, cannot be ruled out. Thus, it may be
helpful to broaden this study’s scope and generalisability by replicating it with
adolescents in other settings, such as private schools, primary care centres, and
clinics. Though not a confounding factor, the greater incidence of older teens

in this study indicates usefulness in either focusing on narrower age groups or
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incorporating experiences of younger adolescents. Likewise, broadening the
study focus to family systems may expand on current findings. While parental
presence has been identified as a key factor in the development of adolescents,
learning about how the parental role is perceived, mechanisms and interactions
that serve as protective factors, and what the parenting role entails within the
traditional Arab family, may provide deeper insights. This may also include
delving further into understanding the filial makeup of families from the UAE,
the unique aspects of each member’s role in the family, and how parenting is
perceived and practised. It may also be useful to understand cultural
approaches to understanding, expressing, and dealing with emotions and
associated behaviours, and how these notions inform parenting practices and
the parent-adolescent relationship. Finally, the association of emotional and
behavioural difficulties with academic performance, while beyond the scope
of this study, may also be of interest in future research endeavours, given its
identification in the literature.
Conclusion

This study places on record the first known attempt at empirically
determining the rates and nature of emotional and behavioural difficulties
among native adolescents in the UAE. The findings lend support for the
possibility of effective screening, help solidify the need for preventative
support, and direct considerations towards leveraging parental influence as an
effective strategy to avert and remit such problems among the youth of the
UAE. Furthermore, awareness of certain demographics and family contexts
that may be at risk for clinically significant difficulties can help streamline

preventive and therapeutic efforts, thus leading to better management of
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resources within the overburdened mental health system in the UAE. This
specifically includes being mindful of the risk of emotional difficulties among
girls, externalising and peer problems among boys, and greater difficulties
among those who are struggling academically, financially disadvantaged, and

raised within non-intact families.
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Chapter Four: The Effectiveness of Online Parenting Programs for
Emotional and Behavioural Difficulties Among Adolescents: A Systematic
Review

Emotional and behavioural difficulties among adolescents are a matter
of emergent concern due to their repercussions and rise in global prevalence
rates. As per data from the 2017 Global Burden of Disease study (Global
Burden of Disease Collaborative Network, 2018), depression rates in 2017
were at 1.24% among children aged 10 to 14 years, and 3.44% among
adolescents aged 15 to 19 years, while corresponding anxiety rates were at
3.71% and 4.36% (Global Burden of Disease Collaborative Network, 2018;
James et al., 2018). Furthermore, studies have consistently demonstrated
homotypic continuity within individuals who develop emotional and
behavioural problems during their adolescent years (Johnson et al., 2018;
Scholten et al., 2013) with frequent comorbidity (Ogundele, 2018). A report
by the WHO (2011) cautioned that, if left ignored and untreated, such
difficulties among adolescents would reach epidemic levels within the next
few years. Emotional problems also tend to be accompanied by a greater
incidence of risky behaviours among adolescents such as self-harm (Stallard et
al. 2013) and substance abuse (Kaminer et al., 2007; Wilkinson et al., 2016)
relative to other age groups. Thus, emotional and behavioural difficulties
experienced during adolescent years are not only debilitating but also have
serious long-term implications on an individual, community, and global level.
This indicates a need for suitable interventions catering to the prevention and

treatment of both emotional and behavioural problems simultaneously.
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Interventions

Interventions for emotional and behavioural difficulties among
adolescents are varied and include prevention, symptom reduction, guided and
unguided self-help tools, and psychotropic medication. Caregiver support
frequently forms an integral part of behavioural and educational interventions
for adolescents. This is based on the notion that cognitive and emotional
development occurs in the context of parental scaffolds (Vygotsky, 1978) and
relationships (Bowlby, 1978).

Parent-focused interventions, which aim to foster parenting skills and
motivation to support and improve their children’s mental health, enjoy
particular support in the literature and are seen as an effective strategy in the
prevention and management of adolescent emotional and behavioural
problems (Comer et al., 2013). There is also evidence to support the
effectiveness of parent-related approaches that are transdiagnostic and employ
a cognitive behavioural framework (e.g., Comer et al., 2013; Ehrenreich-May
etal., 2017; Ogundele, 2018; Wehry et al., 2015). This keeps in line with the
notions that emotional and behavioural difficulties among adolescents go hand
in hand and could benefit from similar and comprehensively designed
programs.

Assumptions underlying parent interventions

Secure parent-adolescent relationships and effective communication
patterns are consistently found to be protective and conducive to adolescent
wellbeing (Haverfield, & Theiss, 2017; Yap, et al., 2016). However, parents of
struggling adolescents tend to perceive themselves as inept and may be

uncertain and unaware of how to help their child (Steca et al., 2010). Thus,
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most parent-focused interventions are designed to improve parenting
competency through the development of awareness, understanding, and
specific parenting skills. Studies have found that such interventions may have
a direct influence on adolescents’ emotional and behavioural functioning in
that parents are better able to meet their children’s emotional, psychological,
and behavioural needs (Allen et al., 2016; Dardas et al., 2017; Shochet et al.,
2019). Alternatively, indirect influences may be at play such that parents’ own
emotional needs are better satisfied therefore enabling them to model and
foster helpful behaviours (Gross, 2015; Rutherford et al., 2015).
Theoretical frameworks

In general, CBT interventions with adolescents are likely to involve
parents in a supportive role to reinforce skills training. In addition, parent-
focused interventions targeting emotional and behavioural difficulties tend to
be underpinned by one of two main theories. Some parenting programmes use
Bandura’s (1971) social learning theory which assumes that children learn
behaviours by observing their parents, who are seen as credible and influential
role models. Social learning interventions, therefore, emphasise that the way
the parents respond to their child’s behaviour is a determinant of the
continuation and frequency of similar behaviours in the future. Examples of
effective interventions based on social learning theory include the Incredible
Years intervention for behaviourally disruptive children (Gardner & Leijten,
2017), and the Triple P child and teen versions for skills and knowledge
development among the parents and emotional and behavioural problems
among the children and adolescents (Sanders et al., 2014; Ralph & Sanders,

2006). Evidence regarding effectiveness is embodied by a national initiative in
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the UK called the Parenting Early Intervention Pathfinder that examined the
effect of three different programmes that were based on social learning theory
(Lindsay et al., 2007). Improvements were noted in the areas of prosocial child
behaviour, positive parent outcomes (including improved mental health), and
improved co-operation in family relationships.

Other parent-focused interventions emphasise the principles of
attachment theory, which posits that children build strong emotional
attachments with one or both parents when they serve as a secure base for
engaging with novel and emotionally demanding experiences, thus supporting
and empowering the child emotionally and socially (Ainsworth et al., 2015).
The quality of parent-child relationships in infancy can predict the
psychological wellbeing during the adolescent years (Resnic et al., 1997).
Interventions founded on attachment theory highlight the relational aspects
that influence the dynamics and manifestation of emotional and behavioural
difficulties. In this regard, it is known that the parenting style affects
adolescent emotional and behavioural wellbeing (Arulsubila & Subashree,
2017). An example of an attachment-based program for parents of adolescents
is The Connect (Moretti et al., 2015) which is found to be effective in reducing
emotional and behavioural difficulties corresponding with reduced attachment
avoidance and anxiety respectively, and improved regulation of affect (Moretti
& Obsuth, 2009).

Delivery Methods

In terms of the implementation of parent-focused programmes, while

most interventions occur face-to-face, online and digital modalities have been

deemed cost-effective, time-efficient, and accessible, while also maintaining
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theoretical and empirical rigour (Breitenstein et al., 2014). An example of this
is a tailored web-based intervention that targeted parenting factors that
promoted their adolescent’s risk of depression (Yap et al., 2018). For non-
Western populations and those in remote regions, the ease of access to these
online and digital interventions can help reduce the restricting effect of stigma
and bridge the gap between need and service.
Rationale and Objectives

This review was undertaken since there is no systematic effort known
to this author that gathers evidence about the scope and effectiveness of digital
interventions for parents of adolescents with emotional and behavioural
difficulties. Such a review was deemed necessary to inform the development
of future interventions with parents of adolescents. Thus, the objective of this
review is to assess existing online interventions for parents that are meant to
develop specific parenting skills which help improve their adolescent’s
emotional and behavioural functioning.

Methods

Inclusion criteria

This review included randomised controlled trials (RCTs) with no limit
to language, publication status, document type, or date of publication. The
participant-focus of this study were parents of adolescents whose ages either
ranged from or averaged between 10 and 19 years. Only studies that evaluated
parent-based interventions aimed at helping parents understand, support, and
improve their adolescent child’s emotional and behavioural functioning.
Interventions could include an adolescent component, however, at least some

part of the intervention must involve and target the parent. Furthermore, the

90



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

parent-focused intervention must include a digital or online component, such
as web-based or mobile applications, social media, visual media, emails, or
text messages. The studies must include comparisons of the intervention to a
control group that either involves no treatment, another active intervention,
treatment as usual, or a waitlist.
Exclusion criteria

Studies were excluded if the intervention was entirely for the parent or
family wellbeing without any relevance to the adolescent’s emotional and
behavioural functioning, if they only involved parents of adolescents with
specific physical or developmental health conditions, and if the parents were
diagnosed with a mental illness.
Types of outcome measures

Included studies reported at least one primary parenting outcome and
one secondary child outcome. Primary outcomes included parenting
behaviour, parenting style, attitudes towards adolescents’ emotional and
behavioural difficulties, knowledge of adolescents’ emotional and behavioural
difficulties, self-efficacy, expressed emotion, coping style, and caregiver’s
burden. Secondary outcomes included parent or self-reported adolescent
emotional and behavioural difficulties including depression, anxiety, coping,
stress, academic achievement, sleep, school attendance, substance abuse, and
self-harm.
Search methods for identification of studies
Electronic searches

On 9 September 2018, CENTRAL, Embase, MEDLINE, PsycINFO,

and PubMed were searched combining four components: online/digital,
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parenting, adolescents, and randomised controlled trials. We (AF and FS) did
not limit the search to language, document type, publication status, or
time/date. We used the following search strategies for searching the databases:
CENTRAL via Cochrane Library

(Imh CD-I1] OR [mh CD-ROM] OR [mh "Compact Disks"] OR [mh
"Computer-Assisted Instruction™] OR [mh *"Computers] OR [mh "Computers,
Handheld"] OR [mh "Electronic Mail"] OR [mh Hypermedia] OR [mh
Internet] OR [mh "Mobile Applications"] OR [mh Smartphone] OR [mh
"Social Media"] OR [mh ~Software] OR [mh "Text Messaging™] OR [mh
"Videodisc Recording™] OR [mh "Webcasts as Topic"] OR ("Compact Disc"
OR "Compact Discs" OR "Compact Disk" OR "Compact Disks" OR
"Computer Assisted” OR "Computer Game™ OR "Computer Games" OR
"Computer Program" OR "Computer Programme" OR "Computer
Programmes" OR "Computer Programs™ OR "E-Health" OR "Electronic
Health" OR "Electronic Mail" OR "Electronic Mails" OR "E-Mail" OR "E-
Mails" OR "Handheld Computer” OR "Handheld Computers" OR "M-Health"
OR "Mobile Application” OR "Mobile Applications” OR "Mobile Health" OR
"Mobile Phone” OR "Palm Pilot" OR "Palm Pilots" OR "Palmtop™ OR "Palm-
Top" OR "Personal Digital Assistant” OR "Pocket PC" OR "Pocket PCs" OR
"Short Message Service" OR "Smart Phone" OR "Smart Phones" OR "Social
Media" OR "Tablet Computer” OR "Tablet Computers"” OR "Text Message"
OR "Text Messages" OR App OR Apps OR CD OR CDROM* OR
Computerised OR Computerized OR Cyber* OR Digital* OR DVD OR
EHealth OR Email* OR Facebook OR Hypermedia OR Hypertext OR Internet

OR iPad OR iPhone OR Laptop* OR Messaging OR MHealth OR Online OR
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PDA OR PDAs OR Podcast* OR Smartphone* OR SMS OR Software* OR

Texting* OR Tweet* OR Twitter* OR Virtual* OR Web OR Webcast* OR

Website* OR WeChat OR Whatsapp* OR YouTube):ti,ab) AND ([mh

Fathers] OR [mh "Legal Guardians"] OR [mh Mothers] OR [mh Parenting]

OR [mh Parents] OR [mh "Single Parent"] OR (Father* OR Guardian* OR

Mother* OR Parent*):ti,ab) AND ([mh Adolescent] OR (Adolescen* OR

Teen* OR Young OR Youth*):ti,ab)

In Trials

Embase 1974 to 2018 Week 37 via Ovid SP

1. CD-I/ OR CD-ROM/ OR Compact Disk/ OR Computer/ OR Digital

Computer/ OR Personal Computer/ OR Personal Digital Assistant/ OR
E-Mail/ OR Hypermedia/ OR Internet/ OR Mobile Application/ OR
Smartphone/ OR Social Media/ OR Software/ OR Text Messaging/ OR
Video Disk/ OR Webcast/ OR ("Compact Dis?" OR "Compact Dis?s"
OR "Computer Assisted” OR "Computer Gam*" OR "Computer
Program*" OR E?Health OR "Electronic Health" OR "Electronic
Mail?" OR "E?Mail?" OR "Hand?held Computer?" OR M?Health OR
"Mobile Application?" OR "Mobile Health" OR "Mobile Phone?" OR
"Palm Pilot?" OR "Palm?top™ OR "Personal Digital Assistant?" OR
"Pocket PC?" OR "Short Message Service" OR Smart?Phone? OR
"Social Media" OR "Tablet Computer?” OR "Text Messag*" OR App
OR Apps OR CD OR CDROM* OR Computeri?ed OR Cyber* OR
Digital* OR DVD OR Facebook OR Hypermedia OR Hypertext OR
Internet OR iPad OR iPhone OR Laptop* OR Messaging OR Online

OR PDA OR PDAs OR Podcast* OR SMS OR Software* OR
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8.

9.

Texting* OR Tweet* OR Twitter* OR Virtual* OR Web OR
Webcast* OR Website* OR WeChat OR Whatsapp* OR
YouTube).ti,ab.

Father/ OR Legal Guardian/ OR Mother/ OR Parent/ OR Single Parent/
OR (Father* OR Guardian* OR Mother* OR Parent*).ti,ab.
Adolescent/ OR Adolescence/ OR (Adolescen* OR Teen* OR Young
OR Youth*).ti,ab.

Randomization/ OR Crossover-Procedure/ OR Double-Blind
Procedure/ OR Randomized Controlled Trial/ OR Single-Blind
Procedure/ OR (Randomi?ed OR Randomly OR Factorial* OR
Cross?over* OR ((Singl* OR Doubl* OR Trebl* or Tripl*) adj (Mask*
OR Blind*)) OR Assign* OR Allocat* OR Volunteer* OR Groups OR
Trial*).ti,ab.

1 AND 2 AND 3 AND 4

Exp Animals/ OR Exp Invertebrate/ OR Animal Experiment/ OR
Animal Model/ OR Animal Tissue/ OR Animal Cell/ OR Nonhuman/
Human/ OR Normal Human/ OR Human Cell/

6 AND 7

6 NOT 8

10. 5 NOT 9

11. Limit 10 to Embase

Ovid MEDLINE(R) and Epub Ahead of Print, In-Process & Other Non-

Indexed Citations and Daily 1946 to September 07, 2018

1.

CD-I/ OR CD-ROM/ OR Compact Disks/ OR Computer-Assisted

Instruction/ OR Computers/ OR Computers, Handheld/ OR Electronic
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Mail/ OR Hypermedia/ OR Internet/ OR Mobile Applications/ OR
Smartphone/ OR Social Media/ OR Software/ OR Text Messaging/ OR
Videodisc Recording/ OR "Webcasts as Topic"/ OR ("Compact Dis?"
OR "Compact Dis?s" OR "Computer Assisted” OR "Computer Gam*"
OR "Computer Program*" OR E?Health OR "Electronic Health" OR
"Electronic Mail?" OR "E?Mail?" OR "Hand?held Computer?” OR
M?Health OR "Mobile Application?” OR "Mobile Health” OR
"Mobile Phone?" OR "Palm Pilot?" OR "Palm?top™ OR "Personal
Digital Assistant?" OR "Pocket PC?" OR "Short Message Service" OR
Smart?Phone? OR "Social Media" OR "Tablet Computer?" OR "Text
Messag*" OR App OR Apps OR CD OR CDROM* OR Computeri?ed
OR Cyber* OR Digital* OR DVD OR Facebook OR Hypermedia OR
Hypertext OR Internet OR iPad OR iPhone OR Laptop* OR
Messaging OR Online OR PDA OR PDAs OR Podcast* OR SMS OR
Software* OR Texting* OR Tweet* OR Twitter* OR Virtual* OR
Web OR Webcast* OR Website* OR WeChat OR Whatsapp* OR
YouTube).ti,ab.

Fathers/ OR Legal Guardians/ OR Mothers/ OR Parenting/ OR
Parents/ OR Single Parent/ OR (Father* OR Guardian* OR Mother*
OR Parent™*).ti,ab.

. Adolescent/ OR (Adolescen* OR Teen* OR Young OR Youth*).ti,ab.
. Controlled Clinical Trial.pt. OR Randomized Controlled Trial.pt. OR

(Randomi?ed OR Randomly OR Trial OR Groups).ti,ab.

. 1AND 2 AND 3 AND 4

Exp Animals/ NOT Humans.sh.
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7. 5NOT6
PsycINFO 1806 to September Week 1 2018 via Ovid SP

1. Computer Assisted Instruction/ OR Computers/ OR Computer
Applications/ OR Computer Assisted Therapy/ OR Computer Games/
OR Computer Mediated Communication/ OR Computer Software/ OR
Digital Computers/ OR Digital Video/ OR Hypermedia/ OR Hypertext/
OR Internet/ OR Online Therapy/ OR Online Community/ OR Online
Social Networks/ OR Social Media/ OR Text Messaging/ OR
Websites/ OR ("Compact Dis?" OR "Compact Dis?s" OR "Computer
Assisted” OR "Computer Gam*" OR "Computer Program*" OR
E?Health OR "Electronic Health" OR "Electronic Mail?" OR
"E?Mail?" OR "Hand?held Computer?" OR M?Health OR "Mobile
Application?" OR "Mobile Health™ OR "Mobile Phone?" OR "Palm
Pilot?" OR "Palm?top" OR "Personal Digital Assistant?" OR "Pocket
PC?" OR "Short Message Service" OR Smart?Phone? OR "Social
Media" OR "Tablet Computer?" OR "Text Messag*" OR App OR
Apps OR CD OR CDROM* OR Computeri?ed OR Cyber* OR
Digital* OR DVD OR Facebook OR Hypermedia OR Hypertext OR
Internet OR iPad OR iPhone OR Laptop* OR Messaging OR Online
OR PDA OR PDAs OR Podcast* OR SMS OR Software* OR
Texting* OR Tweet* OR Twitter* OR Virtual* OR Web OR
Webcast* OR Website* OR WeChat OR Whatsapp* OR
YouTube).ti,ab.

2. Fathers/ OR Mothers/ OR Parent Training/ OR Parents/ OR Single

Parents/ OR (Father* OR Guardian* OR Mother* OR Parent*).ti,ab.
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3. (Adolescen* OR Teen* OR Young OR Youth*).ti,ab.
4. Exp Treatment Effectiveness Evaluation/ OR Clinical Trials/ OR
Mental Health Program Evaluation/ OR (Randomi?ed OR Factorial*
OR Cross?over* OR ((Singl* OR Doubl* OR Trebl* or Tripl*) adj
(Mask* OR Blind*)) OR Assign* OR Allocat* OR Volunteer* OR
Groups OR Trial*).ti,ab.
5. 1AND 2 AND 3 AND 4
6. 1AND 2 AND 4
7. Limit 6 to Adolescence <13 to 17 Years>
8. 5OR 7Kj
PubMed
((CD-1[mh] OR CD-ROM[mh] OR "Compact Disks"[mh] OR "Computer-
Assisted Instruction”[mh] OR Computersimh:NoExp] OR "Computers,
Handheld"[mh] OR "Electronic Mail"[mh] OR Hypermedia[mh] OR
Internet[mh] OR "Mobile Applications”[mh] OR Smartphone[mh] OR "Social
Media"[mh] OR Software[mh:NoExp] OR "Text Messaging"[mh] OR
"Videodisc Recording"[mh] OR "Webcasts as Topic"[mh] OR "Compact
Disc"[tiab] OR "Compact Discs"[tiab] OR "Compact Disk"[tiab] OR
"Compact Disks"[tiab] OR "Computer Assisted"[tiab] OR "Computer
Game"[tiab] OR "Computer Games"[tiab] OR "Computer Program"[tiab] OR
"Computer Programme"[tiab] OR "Computer Programmes”[tiab] OR
"Computer Programs”[tiab] OR "E-Health"[tiab] OR "Electronic Health"[tiab]
OR "Electronic Mail"[tiab] OR "Electronic Mails"[tiab] OR "E-Mail"[tiab]
OR "E-Mails"[tiab] OR "Handheld Computer”[tiab] OR "Handheld

Computers"[tiab] OR "M-Health"[tiab] OR "Mobile Application[tiab] OR
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"Mobile Applications”[tiab] OR "Mobile Health"[tiab] OR "Mobile
Phone"[tiab] OR "Palm Pilot"[tiab] OR "Palm Pilots"[tiab] OR
"Palmtop”[tiab] OR "Palm-Top"[tiab] OR "Personal Digital Assistant"[tiab]
OR "Pocket PC"[tiab] OR "Pocket PCs"[tiab] OR "Short Message
Service"[tiab] OR "Smart Phone"[tiab] OR "Smart Phones"[tiab] OR "Social
Media"[tiab] OR "Tablet Computer”[tiab] OR "Tablet Computers”[tiab] OR
"Text Message"[tiab] OR "Text Messages”[tiab] OR App[tiab] OR Apps]tiab]
OR CD[tiab] OR CDROM*[tiab] OR Computerised[tiab] OR
Computerized[tiab] OR Cyber*[tiab] OR Digital*[tiab] OR DVD[tiab] OR
EHealth[tiab] OR Email*[tiab] OR Facebook[tiab] OR Hypermedia[tiab] OR
Hypertext[tiab] OR Internet[tiab] OR iPad[tiab] OR iPhone[tiab] OR
Laptop*[tiab] OR Messaging[tiab] OR MHealth[tiab] OR Online[tiab] OR
PDA[tiab] OR PDAs[tiab] OR Podcast*[tiab] OR Smartphone*[tiab] OR
SMSJtiab] OR Software*[tiab] OR Texting*[tiab] OR Tweet*[tiab] OR
Twitter*[tiab] OR Virtual*[tiab] OR Web][tiab] OR Webcast*[tiab] OR
Website*[tiab] OR WeChat[tiab] OR Whatsapp*[tiab] OR YouTube[tiab])
AND (Fathersfmh] OR "Legal Guardians"[mh] OR Mothersmh] OR
Parenting[mh] OR Parents[mh] OR "Single Parent"[mh] OR Father*[tiab] OR
Guardian*[tiab] OR Mother*[tiab] OR Parent*[tiab]) AND (Adolescent[mh]
OR Adolescen*[tiab] OR Teen*[tiab] OR Young[tiab] OR Youth*[tiab])
AND ("Controlled Clinical Trial"[pt] OR "Randomized Controlled Trial"[pt]
OR Groups[tiab] OR Randomised[tiab] OR Randomized[tiab] OR
Randomly[tiab] OR Trial[tiab]) NOT (Animals [mh] NOT Humans [mh]))

NOT MEDLINE[sb]
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Searching other resources

References within all included studies were also examined to identify
further relevant studies.
Data collection and analysis
Selection of studies

Identified citations were collected and imported into EndNote X8 (27)
and duplicates were removed. Titles and abstracts were screened by AF for
assessment against the inclusion criteria for the review and her work was
double-checked by FS. Disagreement between these two researchers and a
random selection of excluded papers was reviewed by a third reviewer (CG).
Full texts of the remaining articles were obtained and reviewed against the
inclusion criteria by AF and FS and their work was verified by CG.
Data extraction and management
Extraction

A Microsoft Excel-based data extraction form was designed for the
purpose of this study and used to extract the data such as details of the study
population, interventions, outcomes, and study design.
Management

Microsoft Excel was used as a data entry and management tool to
create the relevant tables and graphs. TIDieR check was used for the
extraction of reported interventions from the trials.
Assessment of risk of bias in included studies

Data related to the quality of each study was assessed using
Cochrane’s Risk of Bias Tool (Higgins et al., 2011). The data were extracted

by AF then double-checked by FS. Disagreements between these two
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reviewers and a random sample of the data extraction were verified by the
team leader (CG).
Protocol Registration

The protocol was registered on 31 October 2018 (PROSPERO
Registration Number: CRD42018114921; URL.:

https://www.crd.york.ac.uk/PROSPERO/display record.php?RecordiD=1149

21).

Results
Selection of studies
We found 5,748 results from five main databases of which 2,329 were
identified as duplicates and were removed in EndNote (Figure 2). After
screening the titles and abstracts of the remaining papers, we obtained the full
text of 320 papers. Eight additional papers were identified through a review of
their reference lists.

When reviewing these full texts, 308 papers were removed mostly
because they were not randomised controlled trials, the ages of the children in
these studies were not within the age criteria established for this review, or
parents did not receive interventions via a digital element. Other reasons for
exclusion included multiple versions, components, or publications of a given
study; focus on interventions for physical or developmental illnesses among
adolescents or unrelated issues faced by the parents themselves; and lack of
relevant parenting or adolescent outcomes. Two studies were not related to
any emotional and behavioural difficulty or parenting issues. Thus, we
identified 16 studies described in 20 papers (four of which were

supplementary or additional publications of the same study) that were relevant
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and met the inclusion criteria. Three of these studies (Santisteban et al., 2017,
Schinke et al., 2004; Schinke et al., 2009b) used a stratified approach to
randomise their samples into intervention and control trials.

Registration of included studies

11/16 of included studies have been registered in a clinical trial registry.
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Figure 2

Selection of studies in PRISMA flow diagram.
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References (7) (320 +7)
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Participants did not meet age criteria (64)
Parents did not get online interventions (40)
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Multiple formats/papers of same study (35)
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No relevant adolescent outcome (4)

Qot relevant (3) /

A 4

y
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Table 15

Description of the included studies (n = 16)

Study Name Country Recruitment Targeted Issue Age Number of Adolescent

Setting Participants Intervention

Component
Cardamone-Breen Australia Secondary Depression and 12-15 years 349 parents, 327 None
et al. (2018) schools + online anxiety adolescents
Donovan et al. United States Online (through Alcohol use Average of 18 279 parent-child None
(2012) colleges and years dyads
universities)
Fang & Schinke United States Online + Substance use 10-14 years 108 mother- Skill-building to
(2010); community daughter dyads  prevent substance
Fang et al. (2013) service agencies use
Kacir & Gordon United States Mail + Schools Behavioural 12-18 years 38 mothers None
(1999) problems
Lenhard et al. Sweden Ads in media, Obsessive- 12-17 years 67 parent-child Focus of
(2017) mental health care Compulsive dyads treatment with 12
centres, primary Disorder educational and

care, and patient
organisations

practice chapters
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Napper et al.
(2016)

Reuland &
Teachman (2014)

Santisteban et al.
(2017)

Schinke et al.
(2004); Schwinn
& Schinke (2010)

Schinke et al.
(2009 a)

Schinke et al.
(2009 b)

United States

United States

United States

United States

United States

United States

University (mail +
email)

Online

School counsellor
and community
treatment agency
referrals

Notices and
announcements in
community
agencies

Print ads + Online

Print ads + Online

Alcohol use

Social Anxiety

Behavioural or
mental health
problems

Substance use

Substance use

Substance use

17.81+0.46 years

10-15 years

12-15 years

10-12 years

10-13 years

10-13 years

399 parent-child
dyads

18 mother-child
dyads

80 parent-child
dyads

514 adolescents
and 196 parents

916 mother-
daughter dyads

202 mother-
daughter dyads

None

None

Adolescent videos
and family
sessions

10 main + booster
sessions alongside
parent component

Skill-building to
prevent substance
use

Adolescents
attended the
program with
their mothers
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Schinke et al.
(2009 c)

Schwinn et al.
(2014)

Toombs et al.
(2018)

Wurdak et al.
(2017)

Yap et al. (2018);
Yap et al. (2019)

United States

United States

Canada

Germany

Australia

Print ads + Online

Print ads + Online

Word of mouth in
the community

Schools,
prevention
organisations,
prevention centres
+ online

Schools + online

Substance use

Preventive health
behaviours (for
substance use and
physical health)

Parent-adolescent
communication

Alcohol use

Depression and
anxiety

11-13 years

10-12 years

13-17 years

12-18 years

12-15 years

591 mother-
daughter dyads

67 mother-
daughter dyads

18 parent-child
dyads

467 parents and
173 adolescents

359 parent-child
dyads

Skill-building to
prevent substance
use

Adolescents
attended the
program with
their mothers

None

None

None
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Participants’ age and sample size

As seen in Table 15, the ages of adolescents who were either
participating or whose parents were participating in the reviewed studies,
ranged between 10 and 18 years. While most studies comprised of 1:1 parent
and child dyads, three studies (Cardomone-Breen et al., 2018; Schinke et al.,
2004 included a greater number of parents than adolescents, and one study
only included mothers in their sample. Sample sizes ranged from 18 to 399
participant dyads (including those assigned to control groups), with the total
number of participants (both parents and adolescents) being 8,144 (Mean =
678.67) and 10 studies (Cardamone-Breen et al., 2018; Donovan et al., 2012;
Fang & Schinke, 2010; Fang et al., 2013; Napper et al., 2016; Schinke et al.,
2004; Schinke et al., 2009a, b, c; Wurdak et al., 2017; Yap et al., 2018, 2019)
employed sample sizes that involved more than 100 dyads.
Location

Eleven of the reviewed studies were carried out in the United States,
two studies in Australia, and one study each in Canada, Germany, and
Sweden.
Participants for most of these studies were recruited through educational
institutes, including secondary schools, colleges, and universities. Other
participants were recruited through advertisements placed online and in their
respective communities. Most of the included programs took place entirely on

online platforms.
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Targeted adolescent problems

The majority of studies (nine of 16) pertained to interventions targeting
adolescent substance use, five of 16 focused on adolescent mood problems,
and the remaining two studies targeted behavioural issues.
Control Groups

Control groups included (in order of frequency) no intervention (9),
limited treatment component (4), alternative interventions (4), and waitlist (2).
Measurement of outcomes

A variety of measures were used to assess the outcomes. In terms of
frequency, the ADAS (five studies) and the SCAS (three studies) were most
commonly used to measure adolescent outcomes, the PRADAS was used in
two studies to measure parenting outcomes, while the IFIRS and the FPSC
were used in two studies each to measure both parent and adolescent
outcomes.
Outcomes were assessed at timepoints ranging from one month to six years
post-intervention, though three studies measured outcomes only at the
intervention endpoint and without any follow-up. Only four studies evaluated
treatment effects beyond a year, with annual follow-ups conducted by Schinke
et al. (2004) over a period of six years (though only for adolescent outcomes;
parenting outcomes were evaluated across three years), Fang and Schinke
(2010), Fang et al. (2013) and Schinke et al. (2009a) for two years, and
Schinke et al. (2009c) and Yap et al. (2018, 2019) for one year post-
intervention. Particularly for the parent-only programmes, the short-term
follow-up periods may have affected the studies’ ability to capture positive

changes in the adolescents.
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Assessment of risk of bias

When assessing the quality of the reviewed studies, 13 of the 16
included studies indicated a moderate to high risk of bias, owing largely to
performance factors such as blinding which is expected in behavioural studies
(Figure 2). In terms of individual studies, Cardamone-Breen et al. (2018), Yap
et al. (2018, 2019), and Lenhard et al. (2017) rated as the least risk of bias,
with either high or unclear risk in terms of performance bias (Table 16).
Conversely, Napper et al. (2016) demonstrated the highest risk of bias since
there was no reporting or evidence of allocation concealment, attrition rates,
and relevant procedural and methodological details.

Across the remaining studies, most demonstrated an unclear risk of
bias due to a lack of reporting. In addition, there were insufficient procedures
to reduce the risk for allocation concealment (Donovan et al. 2012; Schinke et
al., 2004; 2009a; 2009b; Wurdak et al. 2017), and attribution effects (Fang &
Schinke, 2010; Fang et al., 2013; Kacir & Gordon, 1999; Schinke et al.,
2009b; 2009c). Furthermore, Kacir and Gordon (1999) demonstrated risks in
relation to participant remuneration given before the final four-month follow
up, and other procedures in Reuland and Teachman (2014), Santisteban et al.

(2017), Schinke et al. (2004), Schwinn et al. (2014), and Toombs et al. (2018).
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Table 16

Risk of bias across included studies (n = 16)

2 0 p
§' % % w3 g w 5 UJ'g w Q
> 25 53 52 82 82 83
%"J*. 2 S 2 S > 3
Cardamone-Breenetal. (2018) | @ | © @ | © 1 © | © | ©
Donovanetal. (2012) | @ | @ (+)
Fang et al. (2010, 2013) | @ @  © | O
Kacir & Gordon (1999) | @ - -
Lenhardetal. (2017) | @ | @ ©  © 0 O
Napper etal. (2016) | @ | @ @ @ © | e
Reuland & Teachman (2014) | @ [ +) @
Santisteban et al. (2017) | @ (+) (-
Schinke etal. (2004) | @ | @ © 0| e
Schwinn & Schinke (2010) | @ | @ © | © | O
Schinke etal. (20093) | @ | @ © | ©
Schinke et al. (2009b) | @ | @ @  ©
Schinke etal. (2009¢) | @ | @ @  ©
Schwinn et al. (2014) | @ [ +) -
Toombs et al. (2018) | @ (+) (-
Wurdak etal. (2017) | @ | @ © | ©
Yapetal. (2018,2019) | @ | © © | © | © | © | ©
Criteriamet (%) 100 25 0 25 6875 625 18.75

Figure 3

Overview of risk of bias across domains (n = 16)

Other Bias
Reporting Bias
Attrition Bias

Detection Bias _ -
Performance Bias _
Selection Bias (Allocation Concealment) _ _
Selection Bias (Randomization) |
0% 25% 50% 75% 100%

@ Low Risk O Unclear Risk W High Risk
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Interventions

Ten interventions were evaluated in the included studies, which have
been detailed in Table 17. Six programmes (EBI, My Student Body-Parent,
PACT, PNF, PAW, and PiP) targeted parents only with no adolescent
component, while two (BiP OCD and Substance Use Prevention Programs)
were primarily adolescent focused, with parents supporting the main
intervention, and the remainder (CA CIFFTA and CBM-I) had both parent and
adolescent focused components. One intervention was supported by
individualised contact (Lenard et al., 2017). Interventions were primarily
delivered through web-based applications, followed by smartphone
applications, regular asynchronous clinician contact by text or call, email, and
CD-ROM. As seen in Table 18, the most common components across these
programs included psychoeducation and targeted the development of effective
communication, problem-solving strategies, and parenting skills. The majority
of the interventions targeted maladaptive behaviour and/or focused on making

participants aware of self-help resources available in their communities.
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Table 17

Description of studied interventions (n = 10)

Intervention Study Theory Format Target Target Program Content
Problem Audience

BiP OCD Lenhard etal. Exposure and  Smartphone OCD Adolescent- Structure: 12-chapter manualised
Internet-based (2017) response application and focused format implemented over three
Cognitive prevention regular (Parent in phases: psychoeducation regarding
Behaviour (ERP) asynchronous supporting OCD and CBT, ERP exercises and
Therapy for therapist role) cognitive training, and problem-
Obsessive- contact by text solving and relapse prevention.
Compulsive and Parents and adolescents are
Disorder occasionally encouraged to carry out ERP

by call exercises together and report back

to the clinician.

Parent Component: Five chapters
covering family accommodation,
parental coping strategies, and
support of ERP. The degree of
parental involvement is dependent
on the developmental needs of the
adolescent, with more degrees of
freedom for older patients.
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CA CIFFTA Santisteban et  Structural Hybrid online  Behavioural Parent and Structure: multi-component

Computer al. (2017) family therapy  and in-person  problems adolescent treatment with four to six computer-

Assisted and format. focused based modules and six to 10 face-

Culturally Motivational Web-based components to-face sessions carried out over 12

Informed and interviewing application weeks.

Flexible Family- accessed via a Parent Component: Adolescents

Based Treatment provided and parents were separately

for Adolescents netbook assigned five to six videos. Face-to-
face family sessions focused on
parenting and family issues and
application of computer-assisted
psychoeducational material.

CBM-I Reuland & Parent-Child Web-based Social anxiety ~ Parent and Structure: Stimuli involved 50

Cognitive bias Teachman Interactional application adolescent ambiguous scenarios per session

modification for  (2014) Model of focused and a word fragment near the end of

threat Social Anxiety components the scenario. Participants typed in

interpretation

the missing letter(s) (one letter in
Sessions 1-3; two in Sessions 4-8)
to complete the word fragment and
then answered a comprehension
question that reinforced the positive
interpretation of the scenario.
Parent Component: Parent
training and assessment materials
targeted beliefs that are empirically
and theoretically linked to parent
intrusive behaviour.
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EBI Wurdak et al.  Preventive Email Alcohol use Parent-focused  Structure: Four weekly emails
Email Based (2017) parent-based including an introductory text,
Intervention programmes video clip, timetable, and a relevant
four-page chapter containing an
introduction, a summary of
scientific findings, practical
parenting advice, and a basic skills
and parenting exercise.
Parent Component: The entire
intervention targeted parental self-
efficacy and parenting skills.
My Student Donovan et Cognitive- Web-based Alcohol use Parent-focused  Structure: A four-week program
Body-Parent al. (2012) behavioural application involving seven 20-minute sessions
and harm- that contained a web-based
reduction interactive tool, one audio-based
approaches “campus perspective”, four articles,
and one video-based lesson. Email
reminders were sent prior to each
session.
Parent Component: All seven
sections are parent-focused.
PACT Toombs etal. Gottman’s Web-based Parent- Parent-focused  Structure: The program included
Parent- (2018) relationship application Adolescent an introduction, assessment, 10
Adolescent repair theories communication building relationships modules, an

Communication

Toolkit
(Sequential)

and Strongest
Families

optional communication module,
and a summary completed over six
weeks.
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Parent Component: Involved
communication strategies and
suggestions, combined with writing
and self-reflection exercises for

couples.
PNF Napper etal.  Social Norms  Web-based Alcohol use Parent-focused  Structure: Parents were presented
Personalised (2016) Theory application with text and graphical data
Normative regarding college and underage
Feedback drinking, parental approval of

alcohol use, and associated
communication with their children,
followed by feedback on their
perceptions relative to the norm and
education regarding communication
and harm reduction strategies.
Parent Component: the entire
program was parent-focused.

Parenting Kacir & Family CD-ROM Behavioural Parent-focused  Structure: Series of nine video

Adolescents Gordon Systems accessed problems clips demonstrating families coping

Wisely (PAW)  (1999) Theory through the with common problem situations
clinic and followed by two or three solutions,
workbook among which the user chooses and

receives feedback on their preferred
solution till the best option is
chosen. A review quiz at the end of
each unit reinforces learned skills.

114



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

The program is completed over two
weeks within one to three sittings.
Parent Component: The entire
program is parent-focused.

PiP
Partners in
Parenting

Cardamone-
Breen et al.
(2018); Yap
et al. (2018,
2019)

Persuasive
Systems
Design

Web-based
application

Depression and  Parent-focused
anxiety

Structure: multi-level public health
approach involving three
components: parenting self-
assessment, personalised feedback,
up to nine interactive modules
recommended based on the
feedback, and weekly check-in
phone calls. Each module was 15—
25 minutes long and contained
illustrations, audio clips, vignettes,
interactive activities, goal-setting
exercises, and an end-of-module
quiz with immediate feedback.
Parent Component: The entire
program is parent-focused.
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Substance Use

Prevention
Program

Fang &
Schinke
(2010), Fang
et al. (2013),

Schinke et al.

(2004),

Schinke et al.

(20094, b, ¢),
Schwinn &
Schinke
(2010),
Schwinn et
al. (2014)

Family
Interaction
Theory

Web-based
application or
CD-ROM
accessed
through clinic
resources

Substance use

Adolescent-
focused
(Parents in
supporting
role)

Structure: Nine 35-to-45-minute
interactive weekly modules that
involved developmentally tailored
audio, animation, graphics, and
activities for skill demonstrations,
guided rehearsal, and immediate
feedback.

Parent component: Three to five
modules involved both girls and
mothers. Concurrent to the youth
intervention, parent sessions
involved a 30-minute videotape and
print materials. Parents were also
sent two newsletters with child
management tips. A two-hour
booster workshop was provided for
parent-child dyads.
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Table 18

Components for parents across interventions (n = 10)

Z g
= 2
& 8
(@] [
© L, > g . g I
Sz om2 22 » oo 8
8 T F =g s § s
o - 4 % = o
> v @ <
9 S
3 2
3 =)
— =
Component
Psychoeducation * S * * 8
Parent-Adolescent ook Xk kX 8
Interactions
Parenting Skills * *oox o
Preventive Intervention *ooxox * x %6
Self-Help (For Parenting) ooxoox o * 6
Problem-Solving * * ox x x5
Strategies
Social and Family Support  ~* * * * 4
Family-Oriented * o " |
Intervention
Parenting Self-Efficacy * * * 3
Cognitive Modifications * * * 3
Coping Strategies Training ~* * 2
Conflict Management * * 2
Mood Management * * 2
Contingency Management * * 2
Cultural Adaptation * * 2
Motivational Interviewing * * 2
Behavioural Training * 1
Group Discussion * 1

Note. BiP: Barninternetprojektet; CBM-I: Internet-based Cognitive Bias Modification;
EBI: Email-based Intervention; PNF: Personalised Normative Feedback; PACT:
Parent-Adolescent Communication Toolkit; PiP: Partners in Parenting

Intervention Outcomes
Parenting Outcomes
As seen in Table 19, 14 out of 16 of the studies were associated with

improvements in parenting compared to controls, specifically in the areas of
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knowledge about adolescent problems, communication, monitoring,
adaptation to adolescent needs, rule setting, closeness, and parenting self-
efficacy. Of the two studies that failed to show an improvement in parenting
compared to control, one was a parent-only programme (Toombs et al., 2018)
and the other included parent and adolescent focused components (Reuland &
Teachman, 2014). All seven studies of adolescent-focused programmes that
had parents in a supporting role were associated with improvements in
parenting. In five of the successful studies, parenting outcomes were based
solely on parent reports (Fang & Schinke, 2010; Fang et al., 2013; Kacir &
Gordon, 1999; Lenhard et al., 2017; Napper et al. 2016; Toombs et al., 2018;
Wurdak et al., 2017), eight others were reported by parents and adolescents
(Cardamone-Breen et al., 2018; Donovan et al., 2012; Reuland & Teachman,
2014; Santisteban et al. 2017; Schinke et al. 2009a, b, c; Schwinn & Schinke,
2010; Schwinn et al., 2014; Yap et al., 2018, 2019), while those reported in
Schinke et al. (2004) were based on adolescent reports only. Effect sizes for
parent-focused interventions targeting parenting skills were in the medium
range (e.g., family accommodation, d = .54, Lenhard et al., 2017).
Adolescent outcomes

Improvements in adolescent outcomes between intervention and
control groups were noted in 12 out of 16 studies and included for depression
(parent-reported but not adolescent-reported), anxiety, alcohol and substance
use and abstinence, problem behaviours, conduct disorders and aggression,
peer influence and conflict management. These improvements were noted
solely by parents in three studies and not by adolescents (Kacir & Gordon,

1999; Fang & Schinke, 2010; Fang et al., 2013; Lenhard et al., 2017). In two
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studies (Fang & Schinke, 2010; Yap et al., 2018, 2019), adolescents reported
significant improvements in substance use or other mood issues (e.g., anxiety,
Yap, et al., 2018, 2019), but not depression. Effect sizes for interventions
targeting adolescent behaviours were in the medium range for maladaptive
behaviours (e.g., conduct disorder, d = .54, Santisteban et al. 2017). Only five
studies targeted adolescent emotional difficulties, of which the parents in the
study by Lenhard et al. (2017) and both parents and adolescents in Yap et al.
(2018) reported significant improvements in parenting and adolescent mental
health compared to controls. Of the seven parent-only interventions, three
produced improved parent-reported adolescent outcomes in substance use and
problematic behaviours, and Yap et al. (2018, 2019) produced improvement in
parent-reported and adolescent-reported emotional difficulties compared to
control. Improvements in adolescent outcomes were also noted among all
programmes that focused on adolescents, with parents in the supporting role,
though two of these produced inconsistent adolescent outcomes. Specifically,
Lenhard et al. (2017) demonstrated improvement in parent-reported anxiety
and functional impairment that were not reflected in adolescent reports, and no
improvement in parent-reported depression, compared to controls, while Fang
and Schinke (2010) and Fang et al. (2013) reported a reduction in alcohol use

but not depression.
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Table 19

Outcomes for children and parents from included studies (n = 16)

Study

Control

Parent Outcome
Measure

Adolescent
Outcome Measure

Outcome
Timepoints

Parenting Outcome

Adolescent Outcome

Cardamon
e-Breen et
al. (2018)

Waitlist

PRADAS Parent
and Adolescent
Reports

SCAS Child and
Parent Reports,
SMFQ

One- and
three-month
follow up

Significant group-by-time
interaction for parent-
reported PRADAS scores
indicating greater
improvement in parenting
risk and protective factors
from baseline to 1-month
(d =.30) and three-month
follow-ups compared to
control (d =.33).
More parents in the
intervention reported
changing their parenting
behaviour after the
intervention compared to
control at one-month
follow-up (p < .001).
No significant difference in
adolescent reports of
overall parenting

No significant between-
group differences in either
parent or adolescent
reported change in
depression and anxiety
over time.
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Donovan seven PTCS (adapted for Frequency of binge One-, three-, Higher Greater No significant effect or
et al. educational alcohol drinking questions and six- communication between-group differences
(2012) e- behaviour) C- (Adapted from the month about manner of drinking in binge drinking.
newsletters PBSS PBSS) follow up and protective behaviour Increase in PBSS scores
(C-PBSS) strategies at over time in intervention
post-intervention compared  compared to control (p =
to control (p = .01). Greater .02).
increase in manner of
drinking subscale of the C-
PBSS (p =.03).
Fang & No FPSC, PPQ CDI, SPA, ADAS One- and Higher levels of No significant between-
Schinke interventio (maternal (30-day substance two-year adolescent-rated mother- group differences in
(2010), n monitoring), SFP use) follow up daughter closeness (12 = depression at two-year
Fang et al. (family rules .08), mother-daughter follow-up.
(2013) about substance communication (n?> =.04),  Reduction in alcohol and
use) maternal monitoring (12 marijuana use at one- and
=.04), and family rules two-year follow-ups
against substance use (n? compared to control.
=.44) compared to control
at one- and two-year
follow-ups.
Kacir & No Parent Behavior Eyberg Child One- and Increased knowledge of Parent reported
Gordon interventio  Questionnaire, Behavior Inventory  four-month adaptive parenting significantly fewer
(1999) n Parenting follow up practices at one-month problem behaviours (n? =

Knowledge Test

follow-up compared to the
control (n? = .37).

.35) and intensity (n? = .36)

at one- and four-month
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No significant differences
in parenting behaviours
compared to control.

follow-ups compared to
control.

Significant group-by-time
interaction for parent-
reported family
accommodation (d = .54).

Significant time-by-group
difference for parent-
reported anxiety (d = .67)
and functional impairment
(d = .43).

No significant time by
group effects for self-
reported depression,
anxiety, and functional
impairment.

Significant group-by-time
interaction with an increase
in parents’ perception of
the proportion of other
parents who talked about
alcohol with their children
(partial n? = .07).

No other significant
interactions.

No significant between-
group differences.

Lenhard et Treatment FAS Parent SCAS Short Child Post-
al. (2017)  as usual Report Version, CDI Short  intervention
Version, Education,  and three-
Work, and Social month
Adjustment Scale follow up
(Parent and Child
report)
Napper et  Treatment Communication Single item One- and
al. (2016)  as usual frequency, measure of drinking  six-month
eight-item frequency, Daily follow up
measure of Drinking
parental Questionnaire,
monitoring, Rutgers Alcohol
single-item Problem Index
measure of
perceived parental
approval of
alcohol use
Reuland &  Parent- Child and parent SAS-A Post-
Teachman child and report of parent intervention,
(2014) child-only intrusive one- and

No significant time-by-
group differences.

No significant time-by-
group differences.
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component behaviour, two-month
s of the Observed child follow up
same behavioural
interventio  avoidance and
n parent intrusive
behaviours
Santisteba  Delayed FES Child and RBPC (Conduct 12-, 18-, Greater parent- (d = .54) Greater improvement in

netal. interventio Adolescent Report Disorder, and 24- and adolescent- (d =.58)  conduct disorder (d = .54),
(2017) n (Cohesion and Socialised week reported cohesion at 12 socialised aggression (d =
Conflict Aggression, and follow-ups  weeks compared to control. .45), internalising (d = .37)
subscales), PPQ  Anxiety/Withdrawa No significant between-  and externalising problems

| subscales), YSR group differences in family (d =.59) at 12 weeks

conflict or parenting compared to control.

practices.

Schinke et CD-ROM  Youth reported YRBS, Monitoring Post- Greater family Reduced alcohol use
al. (2004); only and no parent the Future, ADAS, intervention, involvementcomparedto  compared to both controls

Schwinn interventio involvement Models for Drug one-, two-,  both controls at three-year at three- and six-year

& Schinke, n (monitoring, rule  Use Scale, CNUDS  three-year, follow-up. follow-ups (d = .29).

2010 setting, access to and six-year Reduced cigarette and
alcohol) follow up marijuana use compared to

no intervention control at
post-test and one-, two-,
and three-year follow-ups
(d =.23).
Reduced cigarette use and
negative consequences
related to alcohol (d = .25),
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and greater alcohol refusal

skills (d = .26) compared to

controls at six-year follow-
up.

Lesser peer influence
compared to both controls
at post-test, one- and three-

year follow-ups.

Schinke et No IFIRS, FADS, ADAS, IFIRS, One- and Better communication and  Lower risk factors, higher
al. (2009a) interventio PMS, Parent FADS, SPA, CDI, two-year closeness than control at protective factors, and
n Report of Coping Across follow up two-year follow-up. reduced substance use
Monitoring Situations compared to control at
Questionnaire, two-year follow-up.
Beliefs about Peer
Norms Scale,
Refusal Self-
Efficacy Scale,
CNUDS, Parent-
reported Substance
Abuse Subtle
Screening
Inventory
Schinke et No PMS, PPQ, FPSC, FPSC, ADAS, The Post- Improved communication, Improved conflict
al. (2009b) interventio Intervention- Alcohol Abstinence intervention  parental monitoring, and management, alcohol use-
n Targeted Self-Efficacy Scale,  and two- rule setting compared to refusal skills, healthier
Parenting The Life Skills month control at two-month beliefs about underage
Behaviors Scale, follow-up follow-up. drinking, greater self-
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Individual Training efficacy about their ability
Protective Factors Questionnaire to avoid underage drinking,
Index and reduced alcohol
consumption compared to
control at post-test and
two-month follow-up.
Schinke et No IFIRS, CDI, IFIRS, Post- Greater improvements in  Reduced substance use risk
al. (2009c) interventio Unspecified ADAS, SPA, intervention communication, and use of substances
n measures for Unspecified and one- establishment of family compared to control across
family rules about  measures for drug  year follow-  rules about substance use, time.
children’s refusal up and monitoring of their
substance use, self-efficacy, and daughters’ discretionary
awareness of intention to use time compared to control
parent monitoring across time.
of girls’
discretionary time,
and problem-
solving skills
Schwinn et No Parental Bonding PSS, YRBS Post- Greater mother-daughter Greater drug refusal skills
al. (2014) interventio Instrument, (Substance abuse  intervention ~ communication, parental and reduced stress at five-
n Communication items) and five- monitoring, and closeness  month follow-up compared
Scale, PMS month to daughters at post-test to control.
follow-up and five-month follow-up
compared to control.
Toombs et No or other  PACS, IWK- DASS-21 Post- No significant between- No significant between-
al. (2018) interventio PACC intervention group differences group differences in
n communication. depression.
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Post-
intervention

Higher knowledge and
self-efficacy at follow-up
than the control group for

parents of both boys and
girls.

Stricter rule setting for

boys than the control

group.

Reduced heavy episodic
drinking compared to
control at post-test for

boys.

No significant between-
group differences in
alcohol consumption and
drunkenness.

Wurdak et Waitlist ~ Adapted questions Question about
al. (2017) for rule setting alcohol use adapted
practices, from ESPAD
communication
frequency, and
quality of
communication
Yapetal. Attention PRADAS Parent SCAS Child and
(2018, control and Adolescent Parent Reports,
2019) (web-based Reports SMFQ
fact sheets
and five-
minute
weekly
call)

Post-
intervention,
one-year
follow-up

Greater improvement in
overall parenting at three-
month (d = .57)
and one-year follow-ups
compared to control (d =
51).

No significant difference in

adolescent reports of
overall parenting.

Significant group-by-time
interaction for parent-

reported depression at post-

intervention and one-year
follow up (d = .21) and
parent- and adolescent-
reported anxiety at post-
intervention.
No significant differences

in self-reported depression.

Note. ADAS: American Drug and Alcohol Survey, CDI: Children's Depression Inventory, CNUDS: Commitment to Not Use Drugs Scale, DASS-21.:
Depression Anxiety Stress Scale, ESPAD: Europa“ische Schu'lerstudie zu Alkohol und anderen Drogen (European student study on Alcohol and other drugs),
FADS: Family Alcohol Discussion Scale, FAS-PR: Family Accommodation Scale-Parent Report, FES: Family Environment Scale, FPSC: Family Problem
Solving Communication Index, IFIRS: lowa Family Interaction Ratings Scale, IWK-PACC: IWK Parent-Adolescent Communication Checklist, PACS:
Parent-Adolescent Communication Scale, PBSS: Communication about Protective Behavioral Strategies Scale, PMS: Parental Monitoring Scale, PPQ: Parent
reported Parenting Practices Questionnaire, PRADAS: The Parenting to Reduce Adolescent Depression and Anxiety Scale, PSS: Perceived Stress Scale,
PTCS: Parent-Teen Communication Scale, RBPC: Behavior Problem Checklist, SAS-A: Social Anxiety Scale for Adolescents-Revised, SCAS: The Spence
Children’s Anxiety Scale, SFP: Strengthening Families Program, SMFQ: The Short Mood and Feelings Questionnaire, SPA: Self-Perception Profile for

Adolescents, YRBS: Youth Risk Behavior Survey, YSR: Youth Self-Report
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Discussion

While face-to-face parent-focused interventions have been shown to be
effective in preventing and treating emotional and behavioural difficulties
among adolescents (Allen et al. 2015; Yap et al. 2016), the effectiveness of
their online counterparts is less clear. Sixteen RCTs, pertaining to 10 online
parenting programmes, which aimed to improve emotional and/or behavioural
wellbeing in young people aged 10- to 19-year-olds without health or
neurodevelopmental comorbidities were identified, with five targeting
emotional difficulties exclusively.

In general, most of the reviewed programmes were effective in
bringing about positive outcomes in parenting, with promising results
demonstrated by two types of programmes, namely those that only targeted
parents and those that targeted adolescents but involved parents in a
supporting role to reinforce treatment gains. Specifically, greater
improvements were noted in parenting competencies (including self-efficacy,
monitoring, rule setting, awareness, and knowledge), parents’ relationship and
communication with their adolescents, and family involvement compared to
comparable programmes or no intervention. Adolescent outcomes were also
significantly improved in some studies, though this trend was more evident
among the programmes that focused on both parents and adolescents.
However, this may have been due to the short post-intervention follow up
period that reduces the scope for evaluation of any consequent long-term
effects on the adolescents’ emotional and behavioural health, as seen in some
face-to-face interventions with younger children (Chow et al., 2013). This

supposition may be further supported in the conclusions drawn by Yap et al.
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(2016) who argue that six months post-intervention is the minimum point at
which adaptations to parenting may be expected to impact emotional and
behavioural problems in children and adolescents. In line with this, few of the
programmes reviewed here that were studied beyond this time period seemed
to have demonstrated latent improvements in adolescent outcomes. In other
programmes, improved emotional and behavioural functioning among
adolescents was noted in the context of targeted improvements in factors
associated with the parent-adolescent relationship, including communication,
warmth or closeness, and provision of structure such as rule setting and
monitoring. These factors may therefore be thought to facilitate and support
the adolescent’s ability to regulate and manage their emotions and behaviours.
These factors are characteristic of authoritative parenting styles that foster a
warm and responsive framework leading to secure attachment bonds.

Most of the studies identified focused on the prevention of substance
abuse, with very few focusing on mood disorders or assessing for changes in
mood alongside substance use and risky behaviours. The focus on behavioural
issues may be reflective of the prevalence of these problems during this
development period, particularly with substance use that is known to be a
common problem among adolescents (Kaminer et al. 2007; Stallard et al.,
2013). This supports the need for online components or programmes that
incorporate emotional problems more directly, particularly since they are on
the rise and either underlie or drive risk-taking behaviours within this
population.

When reviewing the interventions themselves, it was noted that they

tended to involve family, preventive, and self-reliant foci that foster a sense of
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stability and control. This abides with the gold standards in adolescent care
and the understanding that effective resolution of individual problems both
occur and affect community and global functioning (James et al., 2018; Yap et
al., 2016). In addition, these programmes were mostly entirely web-based and
found to be effective without significant in-person contact with the
participants. Unlike traditional face to face parenting interventions that are
usually focused on younger children, family interaction theory was found to be
most frequently used. While the theory includes elements of attachment and
social learning principles on a relational level, it is not primarily based on
them and may therefore be better suited to accommodate a broader
developmental spectrum.

In terms of the components used to facilitate change across these
programmes, psychoeducation and parent-adolescent interaction were most
common. Other active components included skill development, social
adaptation, cognitive development, and relational management. While these
characteristics are also seen in similar interventions, the reviewed
interventions differed from such programmes in terms of their lack of group-
based formats. Possible explanations for this could be logistical issues
rendered by online setups, risk of privacy breaches, and perceived threat to
confidentiality and safety among participants.

The Yap et al. (2018) study showed particular promise as a parenting
intervention, delivered through secondary schools in Australia, and with a low
risk of bias. The intervention which provided individualised parent education
was associated with improved parenting, reduction in parent-reported

adolescent depression and anxiety, and reduction in adolescent reported
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anxiety. The 12-month follow-up (Yap et al., 2019) found sustained
improvements in parenting compared to parents in the control group (Cohen d
=.51; 95% CI 0.30 to 0.72) and in parent-reported depressive symptoms in
adolescents (Cohend =—.21; 95% CI —0.42 to —0.01).

Finally, caution should be exercised when interpreting the results,
owing to the quality and reliability of some of the studies that may have been
impacted by small sample sizes (e.g., Kacir & Gordon, 1999; Reuland &
Teachman, 2014; Toombs et al. 2018). The incorporation of active controls
and larger sample sizes in future research might help reduce some of these
biases. A meta-analysis was not possible given the small number of studies
and the heterogeneity of the interventions and measured outcomes. Due to the
cultural homogeneity of the samples and primary use of the English language,
the conclusions of this review may not generalise to all populations. Thus,
there remains a need to develop and adapt to a diversity of cultures.
Furthermore, future research may consider the noted limitations when
recruiting, designing, and reporting the findings of such studies to improve
their generalisability, reliability, and management of emotional and
behavioural difficulties among adolescents.

Conclusion

Online parent-focused interventions demonstrate considerable promise
in terms of support for adolescent emotional and behavioural difficulties. The
online format increases their reach and flexibility. Given the difficulty in
accessing child and adolescent mental healthcare services in many countries,
such programmes could help to buffer gaps in services, by enhancing

parenting skills such as communication and emotional attachment. More
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research is needed to explore the most effective way to implement online
parenting interventions either within routine care or through schools as a
preventative strategy.

Implications for online parenting interventions in the UAE

Not only is there a need to develop online parenting interventions for
adolescents’ emotional and behavioural difficulties, but also to adapt these to
the needs of non-Western and non-native English-speaking populations, with
psychosocial and systemic differences. For example, people in Arab societies
like the UAE are not familiar with the psychological language and thought in
the same way that their individualistic counterparts have been socialised into.
Aside from verbiage, the stigma around mental health issues continues to
dominate their cultural landscape, and associated discussions tend to be
constrained within family boundaries. Therefore, discussing a child’s
difficulties outside of the family and amid strangers, albeit within their own
community, can be deemed unthinkable and a matter of shame. Thus, it may
be best to develop and offer an online program for such communities that
involves confidentiality, flexibility, and self-agency.

In this respect, the systematic review provides credible evidence and
direction for the development of a robust intervention aimed at improving
parenting skills and offering support in raising adolescents with emotional and
behavioural difficulties in the UAE. The PiP program evaluated by
Cardamone-Breen et al. (2018) and Yap et al. (2018) seems most suited in
meeting the goals of the proposed programme, including its focus,
effectiveness, use of parental self-assessments, personalised feedback, and

goal-setting exercises. The implementation of the Family Interaction Theory in
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the frequently referenced Substance Use Prevention Program may also be
useful in informing a structure that can facilitate greater family involvement,
communication, rule setting, and monitoring, and reduced substance use risk

and behaviours.
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Chapter Five: Overall Discussion
Overall summary

Mental health, including the emotional and behavioural functioning of
individuals, has received more attention within the past decade and has
become a matter of national interest in the UAE. However, what continues to
be neglected is the emotional and behavioural difficulties faced by native
adolescents from this country. This includes both understanding the problems
that they face and supporting their needs in a way that augments their growth
and provides true, realistic, and lasting healing. The challenges that impede
this intention include the psychological naivety of this community (relative to
the West) leading to mental health stigma, the burden of psychological disease
that such perceptions incur, and the lack of standardised and empirically
supported conceptualisations that would bridge the gap between need and
solution (Al-Darmaki & Sayed, 2009). The importance of exploring these
issues and finding effective solutions cannot be underestimated, considering
the unique social position of the UAE’s adolescents as influential minorities,
both in terms of culture and age. Not only are they emergent leaders and
nurturers, but they are also an integral part of the interdependent community
they currently live in.

Keeping these facts in mind, the objective of this thesis was to initiate
research and clinical efforts towards improving the lives of UAE adolescents
and their families. For this, three studies were undertaken in succession. At the
foundation of this thesis is the first study (Chapter Two) which aimed at
identifying an acceptable and reliable tool to identify emotional and

behavioural difficulties among UAE adolescents. Building upon this, the
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second study (Chapter Three) investigated the prevalence of difficulties and
factors influencing their severity within a representative sample of adolescents
from public schools where the primary medium of instruction is Arabic. The
third and final study (Chapter Four) involved a systematic review of online
parenting interventions with the aim of evaluating evidence for the
effectiveness of online parenting interventions in promoting emotional and
behavioural wellbeing among adolescents. It was hoped that the findings
therein would be used as a basis for the development of a suitable programme
for UAE parents.
Summary of findings

Chapter Two describes a pilot study involving 40 bilingual (Arabic-
and English-speaking) boys and girls from the UAE who were studying in
grades seven through 10 at a private Arabic-medium school. In using the well-
validated RCADS-E as the standard in comparing Arabic versions of two self-
report screening tools for emotional and behavioural difficulties (the RCADS-
A and the SDQ-A), the latter was found to be more suitable than the RCADS-
A. In addition to its brevity, breadth, and expansive norms (Wolpert et al.,
2014), the appropriateness of the SDQ-A was empirically supported by
appreciable internal consistency for the total score, and correlations with
overall and disorder-specific constructs evaluated in the RCADS-E.
Quialitatively, the relative ease and comprehensibility of the measure were
indicated through its brevity, breadth, and least need for clarification. The
findings also corroborated previous psychometric investigations (e.g., Alyahri
& Goodman, 2006; Emam et al., 2016), and highlighted the utility of broad

measures in assessing problems faced by an understudied population whose
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experiences, understanding, and meaning of such difficulties differ
qualitatively from their Western counterparts.

Thus, the SDQ-A was used in determining the prevalence of emotional
and behavioural difficulties within a representative sample of 720 native
adolescents from public schools in the UAE (Chapter Three). A fair proportion
of this sample (specifically, 13%) was found to report difficulties above the
cut-off for clinical concern, with girls reporting significantly higher rates and
greater intensity of emotional problems than boys. Sample- and gender-wide
proportions of normal, borderline, and abnormal scores were reflective of
corresponding samples from the UK, and a few Middle Eastern and Asian
countries for all scales except peer problems (Atoum et al., 2018; Mohammadi
et al., 2013; Vanchindorj et al., 2017; Wang et al., 2014; Youth in Mind,
2014). As would be expected, patterns of prevalence and influencing factors
were most similar to Omani adolescents (Emam et al., 2016), lending support
to cultural factors that colour the effect of influencing factors studied here.
Gender differences may be understood in terms of pubertal and neurological
differences that render greater self-awareness and emotional focus in the face
of hormonal changes among girls (Copeland et al., 2019). For adolescents in
the UAE, this may also be attributed to normative expectations and approaches
relating to girls versus boys. Considering that the girls in Study Two (Chapter
Three) also reported higher rates of prosocial behaviours, it may be the case
that their emotional difficulties are a product of them being subliminally
taught to focus on service for others without much consideration of their own
needs or opportunities for self-expression compared to boys. On the other

hand, boys are typically expected to be expressive, active, and independent-
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minded. Misinterpretations of these messages learned early on in adolescence
and simultaneous lack of suitable rearing practices may underlie the increase
in behavioural issues. This may explain the relative dominance and frequency
of clinically significant conduct and peer problems among boys in Study Two
(Chapter Three). Differences in how boys and girls are raised and treated in
traditional cultures such as the UAE may be more pronounced than in Western
countries, given that segregation based on gender is prominent here. Not only
does this occur in public spaces (e.g., separate ladies’ section in public
transportation and waiting areas) and community settings (in the form of a
separate majlis or gathering for males and females), but also extends to
education, such that girls and boys study in different classrooms and schools.
Thus, gender is naturally brought to the forefront as a factor that significantly
influences their lived experience across academic, public, and domestic areas.
The data from Study Two (Chapter Three) also indicated that UAE
adolescents who are retained in lower grades may be more at risk for
emotional and behavioural difficulties independent of age. This is consistent
with the correlation of reduced academic performance with a decline in
psychosocial functioning seen across studies (Atoum et al., 2018; Dekker et
al., 2007; McLeod et al., 2016; Measelle et al., 2006). Greater incidence of
internalising problems among those in lower grades and those from less
affluent families may be understood in the light of the high achieving society
they live in and the fact that the UAE is one of the wealthiest countries in the
Middle East with the highest wealth per capita ratio (New World Wealth,
2021). Thus, experiences of underachieving adolescents and those from less

affluent families in the context of their wealthy and rapidly progressing
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surroundings likely exacerbates the adverse effects of lower socioeconomic
status and lesser monetary resources as has been established across other
cultures and contexts (Ravens-Sieberer et al., 2008; Reiss, 2013; Vanchindorj
etal., 2017).

Most notably, the risk for emotional and behavioural difficulties
increased for adolescents living in non-intact families. Nearly a third of the
small group of young people who were not living with either parent scored
above the cut-off for abnormal levels of emotional and behavioural
difficulties, and 14.7% of young people living with one parent, compared to
11.8% of people living with both parents. This is particularly noteworthy
considering that the proportion of adolescents in this study who were living
within intact families was higher than those in the US (US Census Bureau,
2018) and UK (Department of Work and Pensions, 2013). Thus, parental
presence itself emphasised the role of parents in supporting native adolescents
in the UAE. The findings from this study, taken together, add to the body of
evidence supporting the notion that disrupted families adversely affect
emotional and behavioural functioning in adolescence (Canetti et al., 2000;
Smeekens et al., 2012; Wang et al. 2014; Zhao et al., 2017). This, along with
the fact that prosocial behaviours were more prevalent in intact households,
make it possible to conclude that parents (and parenting) are an underutilised
resource that could be leveraged to promote emotional health and wellbeing.

Expanding on these findings, the systematic review of online parenting
interventions described in Chapter Four found support for the use of online
parenting interventions aimed at improving the emotional and behavioural

difficulties faced by adolescents. Among the 16 identified RCTs that evaluated
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the effectiveness of 10 such programmes, most were developed using family
interaction theory for prevention and self-help by targeting parents’
understanding of and relationship with their adolescents. Almost none of these
programmes were directly based on attachment theory or the specific
relationship between parents and adolescents, though various relational
models were used. Those that targeted parenting, either exclusively or as part
of interventions for adolescents with various emotional and behavioural
difficulties were found to be most effective in improving parenting
competency, the parent-adolescent relationship, and adolescent wellbeing.
Online administration of the interventions appeared to be sufficient in
achieving programme effectiveness. Group formats were largely lacking,
possibly due to logistics involved, and non-Western and non-English speaking
samples were entirely unaccounted for.
Methodological Issues

The strengths and weaknesses of each of the three studies are discussed
in their respective chapters.
Reflexive Comments

The framework, methodologies, and thought processes in Western
sciences and education is vastly different from traditional systems in other
parts of the world, including the UAE. Though Western thought has
permeated the popular landscape of globally minded residents in the UAE, the
objectivity, consistency, and specificity promoted in scientific enquiry
continue to be a foreign concept that is yet to be fully embraced and
understood due to gaps in training and exposure (Ahammed, 2015). This is

one of the bigger challenges in bringing this thesis to fruition and maintaining
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the highest standards of research quality. In this regard, this thesis may be seen
not only as a pioneering endeavour but also as a beginning step to develop a
solid foundation on which robust theories, research, and intervention systems
can be shaped, developed, and implemented. Even for the researcher, the
conceptualisation, designing, conducting, and writing of this thesis was an
experience that was both challenging and enlightening, not only in terms of
the content but also the process.

Participating and conducting the studies in this thesis was also likely a
rare and novel experience for students and administration alike. The
cooperation and keenness of the Ministry of Education and the participating
schools implied that they saw much value in this research. It was also made
known to the researcher that the Ministry of Education had initiated efforts to
host seminars for teachers regarding student wellbeing and counselling. As of
this writing, they are also in the process of investing in and mandating a
dedicated psychologist for each government school that is under their
jurisdiction. These efforts and the enthusiasm shown by both parties in
supporting this research underscored their observation and anticipation of
psychological dysfunction among the youth they work with and shortcomings
these authority figures experience when needing to alleviate their suffering.
During data collection, there were few students who desperately asked for help
through drawings of tearful faces and pleas such as “help me” written in the
margins of the questionnaire. These students were debriefed and provided with
resources for support, while the rest were encouraged to reach out for help
should they require it. The need for help and support could not have been

better emphasised by these subjective incidents.
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Overall Strengths and Limitations

A comprehensive and robust study was striven for across all the studies
undertaken as part of this thesis. This is represented in the large sample sizes,
review of a vast array of relevant research, and data sourced from various
avenues (including personal encounters and discussions). This allowed for
streamlining the research towards investigations that were crucial starting
steps in a relatively unexplored area. Pulling together what was learned from
scientific evidence and social encounters, the decision to explore and identify
broad-based screening measures was made keeping in mind that differences in
the experience and expression of emotions and behaviours due to cultural
influences weaken the generalisation of specific diagnostic labels. Even then,
while the thesis refers broadly to emotional and behavioural difficulties, the
findings warrant caution when interpreting behavioural constructs specifically.
It is possible that the way native UAE adolescents perceive and understand
their behaviours differ from what is considered normal and problematic in
other parts of the world. Thus, qualitative analysis into such experiences and
how they are worded in screeners may be a helpful way forward.

In anticipation of such issues, a key factor that drove all efforts
associated with the three studies in this thesis was ecological validity. Both
procedurally and statistically, this was facilitated through the sourcing for
Arabic measures; comparisons and contrasts with populations that were
similar to the UAE’s culture, economic status, and geographical location; and
literature reviews that expanded understanding of whether and how industry
constructs and standards can be tailored and applied to the UAE context and

other understudied cultural groups.
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The collectivistic tone of the UAE culture manifests in behavioural
compliance and obedience to authority. This is a double-edged sword that
presented itself as a strength and limitation for this thesis. Data collection for
the pilot and prevalence studies were administered by the teachers and school
administration under the direction of the primary researcher. Teachers in
government schools in the UAE often assume the role of a strict disciplinarian
who must be respected and obeyed. Inadvertently, this ensured that the
outlined expectations and procedures were thoroughly implemented, and
likely impacted test-taking behaviours of the participating students in the
prevalence study much more than those in the pilot study who studied at
private schools. An example of this is the 100% participation and response
rate across all questionnaires, indicating that, at a minimum, participation was
considered to be an act of courtesy and appropriate, as implied by the teachers’
approach. Data collection for the main study was also conducted during an
exam day in an effort to reduce absenteeism and maximise participation.
However, the role of exam stress and fatigue on the participants’ responses
cannot be entirely ruled out, though its effects may be minimal since the study
was conducted after the exams.

Impact of the COVID-19 Pandemic

While the COVID-19 pandemic did not affect data collection of the
studies elucidated in this thesis (since these were carried out prior to the year
2020), it restricted the possibility of piloting an online parenting programme,
which was supposed to be conducted as the next step in consolidating the
findings of these studies. Furthermore, research, education, and clinical

practice across the globe and in the UAE have all been impacted since and
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likely affect the validity and applicability of the thesis findings. To begin with,
sudden and expected transition to distance learning, increased contact with
family members, and movement restrictions have likely increased mental
health concerns, as noted in emergent research with youth (Panda et al., 2021,
Saddik et al., 2021; Thomas et al., 2020). Accessibility to healthcare systems
and their ability to support the growing need have also been severely
impacted. In this context, the implications of this thesis in identifying and
working with adolescents and their families through online programmes are
ideal and necessary.

In the UAE, methods to control the spread of the virus have been
enforced along with consideration of the economic and psychological
wellbeing of its residents. This has helped in making people feel safe and has
reduced associated anxiety and deterioration of mental health (Saddik et al.,
2021). However, data from the same study suggests that, in an environment of
survival marked by concerns regarding contracting the viral infection and
stress brought on by the pandemic, parents have become more susceptible to
emotional struggles. This may affect parents’ ability to engage with
developmental endeavours as is the intention behind online parenting
programmes. While the accessibility of an online parenting programme may
not be adversely affected, the possibility of screen fatigue and the effects of
extended screen use on physical health and functioning need to be considered.
Overall, the impact of COVID-19 on adolescents and their families warrants
attention and can affect how the findings of this study are implemented.
Clinical implications

Often in non-Western countries with a colonial history, there is an
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increased and common risk for Western-based scientific and systemic
advances to be blindly adopted or enforced with very little consideration for
critical contextual factors that would necessitate a more adaptive and tailored
approach (Marsella, 2011). The UAE is not immune to such a trend and may,
in fact, be particularly vulnerable to this, given its dependency on a largely
expatriated workforce (Al-Darmaki & Syed, 2009; Al Mualla, 2011). This is
evidenced in the fact that screening measures, diagnostic tools, and
interventions that are empirically validated and normed with North American
and British samples (for example) are often used in exactly the same way as
they would in their countries of origin, without considering differences in
language, experience, and culture. Such practices pose an obvious risk of harm
incurred through increased chances of misidentification and mistreatment.
While there have been some concerted efforts within the UAE reflected in
research and clinical practice to avoid such pitfalls, these have almost always
focused on adults, and in some cases on young children. Almost no empirical
initiatives seem to have been undertaken with regards to adolescents. Thus, the
clinical implications of all the studies in this thesis serve to reduce such risks
incurred by cultural bias through the development of a critical understanding
of the state of emotional and behavioural difficulties among native adolescents
in the UAE, what affects them, and how influential factors (such as parenting)
may be appropriately leveraged to provide culturally sensitive support.

To begin with, an obvious contribution of this thesis is in establishing
the utility of screening for emotional and behavioural difficulties among
adolescents in the UAE through the particular use of the SDQ-A. It also places

value in using scientific methods to systematically understand, inform, and
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enforce helping strategies in a country that has only recently begun its
acquaintance with mental health. The UAE government, schools, and
healthcare systems may thus be encouraged to screen for such issues using the
SDQ-A as a validated tool. The findings of this thesis lend support to ongoing
governmental strategies to improve support for adolescents (as described in
the previous paragraphs) and further aid policy-making with regard to
adolescent wellbeing at the national and organisational levels.

Reflecting on the findings of study Two (Chapter Three), similarities
between the prevalence of emotional and behavioural difficulties of native
UAE adolescents and those of their Western counterparts encourage a more
inclusive perception. This is important because the needs of this subset of the
population tend to be dismissed or minimised in the context of the stereotype
of wealth and authority often attributed to Emirati families, and the tendency
of native families to undermine emotional and behavioural difficulties as
“acting out” or “being dramatic”. Using the results of this study to educate
families about the emotional and behavioural realities of the adolescents in
their community may contribute to a humbling and empathic disposition that
can found their interactions and support towards this population. Considering
that girls are more prone to emotional problems and boys tend to manifest
their struggles behaviourally, it may also be helpful to streamline
developmental approaches implemented through education programmes,
parenting, and healthcare.

The findings from the third and final study (Chapter Four) imply that
the best result may be obtained from interventions when parenting

interventions are focused on enhancing the relationship between adolescents
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and parents regardless of the nature of their emotional and behavioural
functioning or whether adolescents were involved in treatment or not. The fact
that improvements in adolescent outcomes corresponded with improvements
in relational factors that underlie emotional and behavioural development
implies value in parenting styles that employ warmth and responsiveness (for
example, through communication and rule setting) to create a secure base for
adolescents’ healthy growth and development. Such a framework may be seen
as well suited for native families in the UAE, given that a predominant part of
the culture is rooted in family dynamics and the relationships formed therein.
Given that the Emirati culture (much like other collectivistic cultures in Asia
and Africa) traditionally endorse authoritarian forms of parenting, it follows
logically that parenting programmes developed for this population emphasise
reconsideration and adaptation of normative parenting approaches to better
suit their increasingly self-aware and cognitively independent adolescents.
With the aid of what is known through attachment theory, parents of the
adolescents of today may benefit from psychoeducation and support that
provides them with ways of thinking and relating that are both warm and
responsive.

Given the findings of studies Two and Three, it seems apt to focus on
systemic and family-based issues and approaches in the way of next steps. The
presence of difficulties and the need for universal and comprehensive support
for suffering adolescents, particularly those who do not enjoy the entirety of
filial, financial, and academic resources, is undeniable. This is particularly so
for emotional difficulties and family support, both of which do not seem to

enjoy much attention across existing clinical programmes. Even among the
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parenting programmes that have been reported, there appears to be a need to
move beyond the negative framing of risky behaviours and work with the
emotions that underlie these behaviours. This may be particularly true for the
adolescents and their families in Study Two (Chapter Three), where conduct
and emotional problems were the most frequently reported. A lack of cross-
cultural programmes also indicates scope for future advancement. Taken
together, while the reviewed programmes are valuable in and of themselves,
they cannot be used as such with parents of UAE adolescents, given these
substantial drawbacks. Therefore, the findings of the entire thesis, coupled
with the stigma regarding mental health and the norm of keeping problems
within the family, may be considered when developing a programme delivered
online to increase awareness and communication skills among parents of
native UAE adolescents.
Recommendations for an online parenting programme

Based on the literature review in the Introduction (Chapter One), the
systematic review in Chapter Four, and anecdotal clinical experiences
explained above, an online self-help psychoeducational programme can be
created exclusively for parents and caregivers of native UAE adolescents.
Given that such a programme would be the first of its kind in the region, it
would be important to limit its scope to a few essential aspects based on the
findings of this thesis in its entirety. With this in mind, and consistent with
most of the online interventions reviewed in Chapter Four (Cardamone-Breen
etal., 2018; Donovan et al., 2012; Kacir & Gordon, 1999; Napper et al., 2016;
Toombs et al., 2018; Wurdak et al., 2017; Yap et al., 2018; 2019), would be

designed exclusively for parents and would target those whose adolescent
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children have been screened for emotional and behavioural difficulties through
schools and primary care facilities, those whose children may be at risk based
on their demographics and context (specifically, underachieving students and
those from less affluent and non-intact families as noted in Chapter Three),
and those who may be interested in such programmes for the betterment of
their adolescent children. Considering the influencing role of family structure
identified in Study Two (Chapter Three) and the theories reviewed in Chapter
One, an attachment-based model that capitalises on the parent-adolescent
relationship seems most suited as the foundation for the programme. Working
on the quality of attachment of the adolescent is not only preventative but also
protective and conducive to growth and healing (Doinita & Maria, 2015).
Thus, components from Connect: An Attachment-Based Program for Parents
and Caregivers (Moretti & Obsuth, 2009) described in Chapter One will be
considered. Though this programme was designed using a face-to-face group
format, an online version is being piloted with English-speaking populations
as of this writing. Regardless, for the programme to be effective, it will need
adaptation to the UAE context, in terms of language, focus, and intent. The
adaptation process can be further streamlined in consideration of what was
learned through the systematic review in Chapter Four. Thus, some of the
structure and content of the Partners in Parenting (PiP) programme
(Cardamone-Breen et al. 2018; Yap et al. 2018; 2019), which had the most
robust evidence, will be extrapolated. Furthermore, Arab parents (including
those in the UAE) tend to focus on their adolescent’s observable behaviours
and perceived academic success, sometimes even at the expense of relational

and emotional aspects of their adolescents’ development (Dwairy & Achoui,
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2006). Stress levels experienced by non-intact and large families may also lead
to parenting patterns that reduce the quality of the parent-adolescent
relationship (Canetti et al., 2000; Smeekens et al., 2012; Zhao et al., 2017) and
parental self-efficacy (Steca et al. 2011). Thus, the aims of this programme
would be to improve parent or caregiver efficacy, improve parent-adolescent
attachment security, to reduce adolescent emotional and behavioural
difficulties. In line with this, the goals of this programme would be to

1. increase parents’ or caregivers’ insight into adolescent
development, associated behaviours, attachment, and parenting
styles as is applicable to them.

2. help parents or caregivers recognise behavioural and relational
patterns based on attachment and parenting styles.

3. provide evidence-based suggestions to parents or caregivers for
identifying, developing, and maintaining effective parenting skills
and resources in response to their own needs and those of their
adolescent children.

This triadic model of insight, reflection, and application would form

the framework of the programme content.

To make it accessible and safe, the programme would follow a self-
paced format (e.g., Cardamone-Breen et al. 2018; Reuland & Teachman,
2014; Toombs et al., 2018; Yap et al. 2018; 2019), though users would be
encouraged to go through the content and spread out their learning over a
period of eight to 12 weeks (based on the review of the most effective
programmes identified in Chapter Four). As in the PiP programme

(Cardamone-Breen et al. 2018; Yap et al. 2018; 2019), the main platform of
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the programme would be an informational website with optional interactive
features such as questions to help participants reflect and apply the
information to their context, self-assessment of learning through relevant
vignettes, worksheets to promote application of the learned material, and
access to professionals for clarifications and learning support. Thus, the
programme would be designed with an emphasis on self-help and prevention
and can be accessed in private or at schools, clinics, and community settings.
Adapting from the format of the email-based intervention evaluated by
Wurdak et al. (2017), an option would be provided for the programme to be
sent in its entirety or in sections on a regular basis to participating parents via
WhatsApp or email. These options would serve as a foot in the door for
parents and caregivers of UAE adolescents who are in need but often weary
and sceptical of professional support. These aspects would also accommodate
the privacy espoused by UAE families, thereby fostering a sense of safety and
attenuating the influence of stigma.

The content of this website would include culturally relevant, linguistic
comprehensible, resourceful, and individualised adaptations of the
programmes and components reviewed in Chapter Four. This would involve
developing the entire programme in Arabic, translating relevant
psychoeducational material from the Connect (Moretti & Obsuth, 2009) and
PiP (Cardamone-Breen et al. 2018; Yap et al. 2018; 2019) programmes into
Arabic, revising the language from the material in the reviewed programmes
to accommodate normative lexicon and experiences and reduce jargon that
would be relative foreign to the citizens of the UAE, and using scenarios

commonly encountered in UAE homes, clinics, schools, and primary care.
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Orientation to the programme would involve an overview of the
programme, the estimated time and effort involved, guide on how to navigate
and leverage the website, transparency regarding aims, benefits, barriers, and
scope; other logistical issues, and an initial survey to assess the knowledge,
needs, and interest of the parents or caregivers. This survey would be based on
the Parenting to Reduce Adolescent Depression and Anxiety Scale (PRADAS;
Cardamone-Breen et al. 2018). Child outcomes could be assessed using the
Arabic version of the self-report SDQ. Website patrons may also be
encouraged to retake the survey after they have used all the materials to assess
how they have accomplished their goals and scope for further growth.

The systematic review in Chapter Four provided evidence for the
effectiveness of psychoeducation and would help parents improve attunement,
accuracy, and empathy, allowing them to be their adolescent’s secure base.
Thus, in terms of programme engagement, psychoeducation would help
acclimate and anchor participating parents, especially given the fact that they
would be relatively uninitiated into psychological services. The proposed
psychoeducational content would include theoretical explanations regarding
attachment theory and its lifespan application, normative adolescent
development, emotional and behavioural difficulties that are unique to this age
group, the four types of parenting styles, and parenting strategies that
correspond with various adolescent behaviours and needs. These would be
adapted from sections of the Connect (Moretti & Obsuth, 2009) and PiP
(Cardamone-Breen et al. 2018; Yap et al. 2018; 2019) programmes. Specific
sections would be further modified considering the findings from Study Two

(Chapter Three), including drawing attention to gender differences in
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emotional and behavioural difficulties, and increased risk of such difficulties
among those demonstrating reduced or impaired academic performance.
Across these sections, reflective questions would be provided to facilitate the
application of the content.

Suggested evidence-based parenting strategies would be focused on
developing an authoritative parenting style. Not only is there evidence for this,
but native UAE parents are likely to be interested due to their affinity for
behavioural modification relative to cognitive reconstruction (Al-Karam &
Haque, 2015). The strategies listed in this section would be based on those
offered through the Connect programme (Moretti & Obsuth, 2009) and the
parenting guidelines used in the PiP programme (Parenting Strategies
Program, 2013; Yap et al., 2018; 2019). These strategies would be divided into
three categories, beginning with specific parenting strategies related to
guidance and positive discipline techniques, insight development through
observation and listening, effective communication of validation and warmth,
and setting boundaries. The next set of skills would focus on self-care
alongside parenting responsibilities. This would include considering the
caregiver’s capacity and needs, spending time pursuing their own needs and
interests, and paying adequate attention to their relationships with their co-
parents. The final group of strategies would be geared towards seeking help,
including collaborating with the school and healthcare systems and reaching
out to family, friends, the community, and professionals.

Corresponding to this, the website would feature a resources page that
would include information regarding accessible clinicians in the area,

available parenting support and development programmes, reading and audio-
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visual materials, and emergency contacts (among others). These would be
made available through the course of the programme and more particularly
after parents have utilised this resource, in the spirit of offering ongoing
support and suggestions on how to move forward. Provisions for feedback and
evaluation of the website structure, accessibility, relevance, and content
(among others), as well as a space to ask questions, would also be made
available.
Future Directions

As the next step in moving forward, the online parent-focused website
proposed in the previous paragraphs would need to be realised and offered to
eligible parents. This would require support from the appropriate ministry in
the UAE government, recruitment of web designers, piloting of the
programme, advertising it to the target audience, and ensuring ongoing
research to improve its utility and effectiveness. Programme evaluations and
enhancements may also be conducted through ongoing research into the
effectiveness of this programme for the UAE. Alongside the implementation
of this online resource, continuity of care may be made possible through the
translation of the Connect programme (Moretti & Obsuth, 2009) into Arabic
and provision of its original group-based format for parents who may be
interested in development and support beyond what the proposed web-based
programme has to offer. Furthermore, resources and support services may be
sought, developed, and provided to adolescents who are struggling with
emotional and behavioural difficulties, keeping in mind the differential
manifestation and needs of girls versus boys, those who have been retained in

lower grades due to their academic performance, and those families that may
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be struggling economically. Further research on suitable interventions for
UAE adolescents may be indicated in this regard.

To further empirical findings from this thesis, future studies could
supplement self-reported data with parent- and teacher-reported findings and
diagnostic confirmation. Qualitative research pertaining to the subjective
emotional and behavioural experiences of adolescents as observed during data
collection would also help expand on current findings. For the sake of the
proposed online parenting intervention, it may also be helpful to assess the
feasibility of a parenting measure such as the PRADAS (Cardamone-Breen et
al., 2017) and the need to translate it into Arabic. This may serve the dual
purpose of being a feedback or insight building tool and assessing therapeutic
change through the programme. Furthermore, incorporating an evidence-based
parenting assessment could help tailor the flow and content of the programme
to what is relevant and appropriate for individual parenting needs using the
Persuasive Systems Design system as has been done in the PiP programme
(YYap et al., 2018). Using such a model would also enable the possibility of
automatically providing individualised feedback on parenting efforts, without
any interaction or support from a mental health professional.

Conclusion

This thesis offers an empirical analysis into identification and
intervention for emotional and behavioural difficulties among native UAE
adolescents. The three studies conducted therein identifies the SDQ-A as a
suitable screening measure, which was then used to ascertain prevalence rates
and understand how they are impacted by demographic and contextual factors

and use that information in addition to that of existing interventions identified
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and reviewed in the systemic review to develop the effectiveness and
feasibility of a parenting programme tailored to fit the needs of this
community. In addition to recommending the use of the SDQ-A across
primary care settings (such as schools and healthcare facilities) to identify
levels of emotional and behavioural difficulties among adolescents in the
UAE, the findings and reviews also inform the development of an online
parenting programme for parents of adolescents in the UAE. The studies
provided evidence to support a focus on psychoeducation and skill-building
aimed at improving the parent-adolescent relationships through which growth
and development are fostered. These were incorporated into proposing a
suitable programme that can be used by researchers and clinicians to develop
and implement with parents of UAE nationals. Taken together, this thesis
strongly endorsed the utility of further research and encourages the
incorporation of the defined diagnostic and service methods within the UAE

community, including through primary care, schools, and clinics.
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Participant Information Sheet for Study One (Translated)

DIVISION OF PSYCHIATRY & APPLIED PSYCHOLOGY

SCHOOL OF MEDICINE, FACULTY OF MEDICINE & HEALTH SCIENCES

Project Title: Emotional difficulties in young people in UAE schools.

Researcher: Amna Al Falahi (msxaa83@nottingham.ac.uk)

Supervisors: Professor Cris Glazebrook

(cris.glazebrook@nottingham.ac.uk)

and Dr David Daley (david.daley@nottingham.ac.uk)
Ethics Reference Number: 1099

This is an invitation to take part in a research study about the spread of
emotional problems in UAE Nationals adolescents. Your participation would
be greatly appreciated.

You do not have to take part. If you do take part, you can stop at any
time. It will not affect your school report card. Once you have handed in
your completed questionnaire, we can‘t withdraw you from the study
because we won't know which questionnaire is yours. The questionnaire is
completely anonymous.

Please take this information home to show your parents.

What is the project about?

This study looks at the sorts of emotional problems young people in the
UAE are experiencing. We want to try to find out a bit about how many
people have problems so that we can find ways to help.

Who is being asked to take part, and why?

Adolescents aged 13 to 16 years from across three different emirates
(Dubai, Sharjah and Ajman) will be asked to answer this survey. We have
selected a boys’ school and a girls’ school from each of the three emirates.
You have been asked to take part because you are aged between 13 and
16 years and attend one of the schools in our study.

What I will be asked to do?

You will be asked to complete 3 questionnaires. One will ask about you
about yourself, for example, your age and whether you are a boy or a girl.
We will also ask a little bit about your family, for example, whether you
have siblings. We will not ask your name and we will not know who has
completed the questionnaires.

The other 2 questionnaires will ask about your feelings and the things that
you do. The questionnaires should take no more than 15 minutes to
complete.

How will this study be done?
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Amna will come into one of your classes next week to explain the study,
check that you are happy to take part and then hand out the
questionnaires. Amna will also answer any questions you have about the
study. At the end, you will be given a thank you card with a small gift to
thank you for your time.

Will the research be of any personal benefit to me?

The information you provide will not help you directly. We hope that the
results of the study can be used to help find out what support is needed
for young people in UAE schools who have emotional difficulties.

What will happen to the information I provide?

The data from the questionnaires will be stored in a password-protected
computer file at the University of Nottingham. Only people in the research
team will be able to look at the data.

What will you do with the data?

The findings from the study will be written as part of Amna’s PhD thesis
within the Division of Psychiatry and Applied Psychology, School of
Medicine, the University of Nottingham, UK. The study findings may be
published in a journal in the future. A summary of the findings from the
group of young people taking part might be shared with the staff in the
psychology unit at the U.A.E. Ministry of Education who is involved with
the students’ emotional wellbeing.

If you have any questions or concerns, please don’t hesitate to ask. We
can be contacted before and after your participation at the above address.

THANK YOU FOR YOU TAKING PART IN THIS STUDY.
If you have any queries or complaints about this study, please contact the
student’s supervisor in the first instance. If this does not resolve the query
to your satisfaction, please write to the Administrator to the Division of
Psychiatry & Applied Psychology’s Research Ethics Sub-Committee (MS-
DPAPEthics@nottingham.ac.uk, +44 (0)115 8232214) who will pass your
query to the Chair of the Committee.
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Appendix B:

Opt-Out Slip (Original)
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Opt-Out Slip (Translated in English)

DIVISION OF PSYCHIATRY & APPLIED PSYCHOLOGY

SCHOOL OF MEDICINE, FACULTY OF MEDICINE & HEALTH SCIENCES

Project Title: Emotional difficulties in young people in UAE schools.

Researcher: Amna Al Falahi...(msxaa83@nottingham.ac.uk)

Supervisors: Professor Cris Glazebrook

(cris.glazebrook@nottingham.ac.uk) and Dr David Daley

(david.daley@nottingham.ac.uk)

Ethics Reference Number: 0199

If you do not want your child to take part in the study, please complete this
form and ask your child to return it to their teacher in the envelope provided.

Please exclude my child from this study (tick box) |:|

Name of Child

Name of Parent or Guardian

Signature:
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Appendix C: Ethics Approval from the UAE’s Ministry of

Education

1s0a021 Gmall - Prood of Ethlcal Clearance for the Emational DfMcuties project

M G ma |I Amna Al Falahi =amnay alfalahi@gmail com>

Proof of Ethical Clearance for the Emotional Difficulties project

Muna Mohammad Janahi <Muna.Janahif@mos.gov.ae> Tue, Mar G, 2018 at 8:48 AM
To: "Amnay.alfalahi@gmail.com” <Amnay.alfalahi@gmail.com:>
Ce: "Dr Fouzia Mohamed Saeed Badni® <fouzia badri@moe gov.ae>

To Whom it May Concern

Dear Amna,

Thank you for submitting the research proposal to the Advisors deparment at The Ministry of Education. The project dtled
Emoetional difficuities in young peeple in UAE scheel has been reviewed by the Advisors depariment.

Hereby, we are pleased to inform you that yon are granted an Ethics] Clearsnce to do the field visits to some of the public and private
schools that were assigned by the Advisors to apply your research study.

‘W wish you a1l the best.

Kind Eegards.

UNITED ARAB EMIRATES
MINISTRY OF EDUCATION
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Muna Mohammad Janahi

Administrative - Advisors to Minister

TEL : 042178201 | ilia
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Appendix D: University of Nottingham Ethics Approval

r

University of

Nottingham

UK | CHINA | MALAYSIA

-

CPAP Commites

Dats : 14 Juns 2018
Superviser: Cristing Glassbrook

Applicant: Arms A1 Falihi

Project: 0190 Emetional DifScultiss in Voung Pecpls in UAE Schocls
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Profeasor Denvid Daley

Co-Chsir of DFAF Ethics Subcommittes
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Prodessor Amanda Griffiths

Co-Chair of DPAP Ethics Subcommitiee

Paga 1af1
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Appendix E:

Research Packet for Study One (Original)
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Name: Date:
RCADS - Short Version

Please put a circle around the word that shows how often each of these things happen to you. There
are no right or wrong answers.

1. | feel sad or empty Never Sometimes Often Always
2. I'worry when I think | have done poorly at something Never Sometimes Often Always
3. | would feel afraid of being on my own at home Never Sometimes Often Always
4. Nothing is much fun anymore Never Sometimes Often Always
ﬁq. ; awmoi:;y that something awful will happen to someone in Never Sometimes Often Always

6. 1am afraid of being in crowded places

(like shopping centers, the movies, buses, busy playgrounds) Never  Sometimes ~ Often  Always

7. | worry what other people think of me Never Sometimes Often Always
8. | have trouble sleeping Never Sometimes Often Always
9. | feel scared if | have to sleep on my own Never Sometimes Often Always
10. I have problems with my appetite Never Sometimes Often Always
11. | suddenly become dizzy or faint when there is no reason

iy Never Sometimes Often Always

12. I have to do some things over and over again
(like washing my hands, cleaning or putting things in a certain  Never =~ Sometimes Often Always
order)

13. I have no energy for things Never Sometimes Often Always

14. 1 suddenly start to tremble or shake when there is no

: Never Sometimes Often Always
reason for this

15. | cannot think clearly Never Sometimes Often Always

16. | feel worthless Never Sometimes Often Always

17. I have to think of special thoughts (like numbers or words)

to stop bad things from happening NBE? | Eaicings s | AER

18. I think about death Never  Sometimes Often Always

19. | feel like | don’t want to move Never Sometimes Often Always

20. I worry that I will suddenly get a scared feeling when

there is nothing to be afraid of Never  Sometimes ~ Often  Always

21. | am tired a lot Never Sometimes Often Always

22. | feel afraid that | will make a fool of myself in front of

Never Sometimes Often Always
people

23. | have to do some things in just the right way to stop bad

things from happening Never Sometimes Often Always

24. | feel restless Never Sometimes Often  Always

25. | worry that something bad will happen to me Never Sometimes Often Always

© 1998 Bruce F. Chorpita and Susan H. Spence — For terms of use, see User's Guide at www.childfirst.ucla.edu/resources.html
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Research Packet for Study One (Translated)

General Instructions to Children

Today you will be asked to answer a few questionnaires, the first will ask
you guestions about yourself and your family, the second one will ask you
about your thoughts and emotions. Next week, there will be two more
questionnaires about your thoughts and emotions. Please read the
instruction at the beginning of each questionnaire and try to answer the
questions as honestly as you can, your answers are confidential, we will
not be noting down your name or keeping track of it when we collect your

answer. If a question is unclear, please feel free to ask the researcher for
clarifications.
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Child Assent Form

STUDENT RESEARCH PROJECT ETHICS REVIEW
Division of Psychiatry & Applied Psychology

Project Title: Emotional difficulties in young people in UAE schools.

Researcher: Amna Al Falahi...(msxaa83@nottingham.ac.uk)

Supervisor:  Professor Cris Glazebrook (cris.glazebrook@nottingham.ac.uk)

and Dr David Daley (david.daley@nottingham.ac.uk)

Ethics Reference Number: 0199

e The researcher has explained the study to me.
YES/NO

e I know I do not have to take part
YES/NO

e I know I can stop taking part if I wish
YES/NO

Please tick this box to show that you are happy to take part in this study
O
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Demographic Questions
How old are you?

[[]12t013
[ ]13t014
[ ]14to 15
[ ] 16 and above
Are you Male? [_] or Female [_]
Does your father work? Yes [ ] or No[_]
What does your father do?
[ ] Works for the government
[ ] Has his own business
[]1s an employee at a private company
Does your mother work? Yes[ | or No[ ]
What does your mother do?
[ ] Works for the government
[] Has her own business
|:| Is an employee at a private company
What is your father’s highest level of education?
|:| Secondary school graduate
[ ] High school graduate
[ ] College or University graduate
[ ] bon’t know
What is your mother’s highest level of education?
[ ] secondary school graduate
[ ] High school graduate
[ ] College or University graduate
[ ] Don’t know
Who lives in your home?
[ ] Grandfather
[ ] Grandmother

[ ] Mother

[ ] Father

[ ] sister How many?
[ ] Brother How many?
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Strengths and Difficulties Questionnaire

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items as
best you can even if you are not absolutely certain or the item seems daft! Please give your answers on the basis of how things
have been for you over the last six months.

YOU NAIME ..ottt Male/Female

Date of Birth

Not  Somewhat Certainly
True True True

I try to be nice to other people. I care about their feelings

I am restless, I cannot stay still for long

I get a lot of headaches, stomach-aches or sickness

I usually share with others (food, games, pens etc.)

I get very angry and often lose my temper

1 am usually on my own. I generally play alone or keep to myself

1 usually do as I am told

I worry a lot

I am helpful if someone is hurt, upset or feeling ill

I am constantly fidgeting or squirming

I have one good friend or more

I fight a lot. T can make other people do what I want

1 am often unhappy, down-hearted or tearful

Other people my age generally like me

I am easily distracted, I find it difficult to concentrate

T am nervous in new situations. I easily lose confidence

T am kind to younger children

I am often accused of lying or cheating

Other children or young people pick on me or bully me

T often volunteer to help others (parents, teachers, children)

I think before I do things

I take things that are not mine from home, school or elsewhere

1 get on better with adults than with people my own age

1 have many fears, I am easily scared

OoOooOoooOoOoOooooOoooooooooozico
OOoOoOoogooojgoooOoooogoioooOooQo.o.E
goooooooomoooooooooooQooOE g

I finish the work I'm doing. My attention is good

Your signature . Today's date ........

Thank you very much for your help © Robert Goodman, 2005
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Final Note

Dear Students,

Thank you for your participation in this study on the emotional difficulties
of young people in the UAE. We appreciate your help in answering the
questionnaires; this is a big contribution to our research.

The goal of this research is to study in-depth the emotional difficulties of
youth in order to later on work on developing solutions to address these
difficulties. So, for your participation, we would like to offer you a small
gift. We hope you accept this gift from us.

THANK YOU FOR YOUR SUPPORT

If you have any queries or complaints about this study, please contact the student’s
supervisor in the first instance. If this does not resolve the query to your satisfaction,
please write to the Administrator to the Division of Psychiatry & Applied
Psychology’s Research Ethics Sub-Committee (MS-DPAPEthics@nottingham.ac.uk,
+44 (0)115 8232214) who will pass your query to the Chair of the Committee.
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Appendix F:

Information Sheet for Study Two (Original)
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Information Sheet for Study Two (Original)
PARTICIPANT INFORMATION
Division of Psychiatry & Applied Psychology

School of Medicine, Faculty of Medicine & Health Sciences

Project Title: Emotional difficulties in young people in UAE schools

Researcher: Amna Al Falahi...(msxaa83@nottingham.ac.uk)

Supervisor: Professor Cris Glazebrook (cris.glazebrook@nottingham.ac.uk)

and Dr David Daley (david.daley@nottingham.ac.uk)
Ethics Reference Number: 0199

This is an invitation to take part in a research study about the prevalence
of anxiety and depression symptoms in UAE Nationals adolescents. The
participation of your children would be greatly appreciated.

This is a voluntary participation that can be terminated at any time with no
negative consequences. Your children may decline to answer specific
questions. Once completed and submitted, the questionnaire it is not
possible to withdraw the data because we won’t keep the names attached
to the reports.

What is the project about?

This study looks at anxiety and depression symptoms and provides a
much-needed assessment of prevalence rates.

Who is being asked to take part, and why?

Adolescents from across three different emirates will be asked to answer
this survey: Dubai, Sharjah and Ajman, 2 schools in each Emirate, one for
boys and one for girls. A total of 6 schools and 3 grades in each school
(grade 7, 8 and 9). Based on a 40 student per class average, the final
number of students we are aiming to reach is expected to be around 720
students.

What will my child be asked to do?

The child will be asked about himself, his feelings and thoughts along with
general information about age, and family composition.

How will this study be done?
This questionnaire will be distributed to the participants before their

lunchtime and will take approximately 10 to 15 min of their time. The
researcher will explain the study, and then each student will be asked to
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fill out the questionnaire. There will be an opportunity to ask questions
about the survey items if needed.

Will the research be of any personal benefit to me?

The information you provide will help us study anxiety and depression
more closely and assist us in developing preventative and treatment-
oriented interventions for our youth.

What will happen to the information I provide?

All information and data that you provide to us are kept confidential to the
three members of the research team (see their names at the top of the
previous page). Only they have access to it, and it will not be shared with
anyone outside of this team. All your information and data are anonymous
so that you are not personally named or identifiable from the information
you provide us. All your information is kept in a locked cabinet at my
office, and on a password-protected database on a secure server at the
University of Nottingham.

What will you do with the data?

The study will be written as part of the researcher’s PhD thesis within the
Division of Psychiatry and Applied Psychology, School of Medicine, the
University of Nottingham, UK. The study findings may be published in a
peer-reviewed journal in the future. All participants’ data will be
anonymised in this publication. The findings might be shared with the staff
in the psychology unit at the U.A.E. Ministry of Education who is involved
with the students’ emotional wellbeing.

If you have any questions or concerns, please don't hesitate to ask. We
can be contacted before and after your participation at the above address.

THANK YOU FOR YOUR PARTICIPATION

If you have any queries or complaints about this study, please contact the
student’s supervisor \ the first instance. If this does not resolve the query
to your satisfaction, please write to the Administrator to the Division of
Psychiatry & Applied Psychology’s Research Ethics Sub-Committee (MS-
DPAPEthics@nottingham.ac.uk, +44 (0)115 8232214) who will pass your
query to the Chair of the Committee.
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Appendix G:

Research Packet for Study Two (Original)
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Research Packet for Study Two (Translated)

General Instructions to Children

Today you will be asked to answer three questionnaires, the first will ask
you guestions about yourself and your family, the second one will ask you
about your living situation and objects you and your family own. The last
questionnaire will ask you about your thoughts and emotions. Please read
the instruction at the beginning of each questionnaire and try to answer
the questions as honestly as you can, your answers are confidential, we
will not be noting down your name or keeping track of it when we collect
your answer. If a question is unclear, please feel free to ask the
researcher for clarifications.

215



EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

Demographic Questions
How old are you?

[[]12t013
[ ]13t014
[ ]14to 15
[ ] 16 and above

Are you Male? [_] or Female[_]
Does your father work? Yes [ ] or No[_]

What does your father do?
[ ] Works for the government
[ ] Has his own business

|:| Is an employee at a private company
Does your mother work? Yes [ ] or No[ ]

What does your mother do?

[ ] Works for the government

[] Has her own business

|:| Is an employee at a private company

What is your father’s highest level of education?

|:| Secondary school graduate
[ ] High school graduate
[ ] College or University graduate
[ ] Don’t know

What is your mother’s highest level of education?
[ ] secondary school graduate
[ ] High school graduate
[ ] College or University graduate
[ ] bon’t know

Who lives in your home?
[ ] Grandfather
[ ] Grandmother
[ ] Mother
[ ] Father
[ ] sister How many?
[ ] Brother How many?
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Family Affluence Scale

Does your family own a car or another motorised vehicle?
[ ]No

[ ] Yes, one car

|:| Yes, two cars

Do you have your own bedroom?

[ ]No
|:| Yes

How many computers (including laptops and tablets, not including game
consoles and smartphones) does your family own?

[ ] None
|:| One
|:| Two

[ ] More than two

How many bathrooms (room with a bath/shower or both) are there in your
home?

|:| None
|:| One
|:| Two

[ ] More than two

Does your family have a dishwasher?

[ ]No
|:| Yes

How many times did you and your family travel out of the U.A.E. for
holiday/vacation last year?

|:| Never
|:| Once
|:| Twice

[ ] More than twice

Does your family own a smartphone?

|:| None
|:| One
|:| Two

[ ] More than two
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Strengths and Difficulties Questionnaire S

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items as
best you can even if you are not absolutely certain . Please give your answers on the basis of how things have been for you over
the last six months.

YOUL NAIMC. ... ettt ettt ettt be e Male/Female

Date of birth.......coooveeiiieeeeeee

Not Somewhat Certainly
True True True

1 try to be nice to other people. I care about their feelings

I am restless, I cannot stay still for long

I get a lot of headaches, stomach-aches or sickness

I usually share with others, for example CD’s, games, food

I get very angry and often lose my temper

I would rather be alone than with people of my age

T usually do as I am told

I worry a lot

I am helpful if someone is hurt, upset or feeling ill

I am constantly fidgeting or squirming

I have one good friend or more

1 fight a lot. I can make other people do what I want

I am often unhappy, depressed or tearful

Other people my age generally like me

I am easily distracted, I find it difficult to concentrate

I am nervous in new situations. I easily lose confidence

I am kind to younger children

T am often accused of lying or cheating

Other children or young people pick on me or bully me

I often offer to help others (parents, teachers, children)

I think before I do things

I take things that are not mine from home, school or elsewhere

I get along better with adults than with people my own age

I have many fears, I am easily scared

I finish the work I'm doing. My attention is good

QgooooooouoooooooooooQoQgE
|
QoooUooooooUoooooooooooo@E i@

YOUr SIZNALULE <....ceeiiiiiiieiieiei ettt

Today's Date ....c..cevveeerieirieireeeeeeee e

Thank you very much for your help © Robert Goodman, 2005
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Final Note

Dear Students,

Thank you for your participation in this study on emotional difficulties of
young people in the UAE. We appreciate your help in answering the
questionnaires; this is a big contribution to our research.

The goal of this research is to study in-depth the emotional difficulties of
youth in order to later on work on developing solutions to address these
difficulties. So, for your participation, we would like to offer you a small
gift. We hope you accept this gift from us.

THANK YOU FOR YOUR SUPPORT

If you have any queries or complaints about this study, please contact the student’s
supervisor in the first instance. If this does not resolve the query to your satisfaction,
please write to the Administrator to the Division of Psychiatry & Applied
Psychology’s Research Ethics Sub-Committee (MS-DPAPEthics@nottingham.ac.uk,
+44 (0)115 8232214) who will pass your query to the Chair of the Committee.
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Appendix H: Ethics Review Application Form
The University of

!." Nottingham

UNITED KINGDOM - CHINA - MALAYSIA

Division of Psychiatry & Applied Psychology (DPAP)

School of Medicine, Faculty of Medicine & Health Sciences

STUDENT RESEARCH PROJECT ETHICS REVIEW
APPLICATION FORM

The University of Nottingham’s Code of Research Conduct and Research
Ethics (2016) underpins the University’s commitment to maintaining the
highest standards of integrity, rigour and excellence in all aspects of its
research and for all research to be conducted according to the appropriate
ethical, legal and professional standards. This is consistent with the
national framework published by Universities UK, The Concordat to
Support Research Integrity (2012). Ethical review and approval is required
for all projects where the research involves human participants.

The Division of Psychiatry & Applied Psychology’s Research Ethics Sub-
Committee is authorised by the Faculty of Medicine & Health Sciences
Research Ethics Committee to approve certain types of projects for PGR,
PGT and UG (BMedSci) students. Submission of this form by the
supervisor (principal investigator) is the first step in that process.

For guidance about completing this form please read carefully the
accompanying ETHICS REVIEW—GUIDANCE FOR STUDENTS AND
SUPERVISORS. Ensure you are using the most up to date version: this is
available on the DPAP Research Ethics webpage.

PROJECT TITLE: Emotional difficulties in young people in UAE schools.

SECTION 1: THE STUDENT

CO-INVESTIGATOR (STUDENT) Amna Al Falahi

STUDENT ID NUMBER 4299909

EMAIL ADDRESS msxaa83@exmail.nottingham.ac.uk
COURSE/PROGRAMME PhD Clinical Psychology
DATES OF COURSE/PROGRAMME 2017-2020

PROPOSED RESEARCH PROJECT START 01/04/2018
PROPOSED RESEARCH PROJECT HAND-IN 01/11/2018

DATE OF ETHICS SUBMISSION 23/02/2018
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SECTION 2: TYPE OF STUDY

Does your study involve? Ye | N
S o
1. National Health Service (NHS), National Offender ] :

Management Service (NOMS) patients, staff, premises,
data or records, and Care Homes

2. Vulnerable populations and/or sensitive topics X I

If you have selected ‘yes’ for option 1 above please see ETHICS REVIEW—
GUIDANCE FOR STUDENTS AND SUPERVISORS about ethical review
procedures for these types of study. The DPAP Ethics Committee is not
authorised to review these projects. For all other projects, carry on with
this form.

Please tick below the description/s that best fits the proposed study. Multi-
method studies may require more than one choice.

1 | Literature review or meta-analysis only (no data collection) ]

2 | Secondary analysis of anonymised dataset with existing ethical
or organisational approval

ethical approval

[]
3 | Secondary analysis of patient identifiable dataset with existing ]
[]

4 | Study using data from a study that is underway and has
already been granted ethical approval or an application for
approval has been submitted to an appropriate Research
Ethics Committee (e.g. NRES, SRC)

5 | Document analyses (e.g. of policy documents) ]

If you have only ticked boxes in humbers 1-5 above (and none in boxes
6-12 below), the study will not require ethical review from the DPAPP
Ethics Committee. Please go to Sections 3 (to outline the study very
briefly) and 9 (explain why review is not required).

6 | Study to be conducted/data to be collected outside the UK X
7 | Internet-mediated research ]
8 | Participant contact study in an organisation (other than X

National Health Service, National Offender Management
Service patients, staff, premises, data or records, and Care
Homes) involving questionnaires, interviews, focus groups or
observations
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9 | Participant contact study in an organisation (other than ]
National Health Service National Offender Management
Service patients, staff, premises, data or records, and Care
Homes) using methods other than in 8 above (e.g. fMRI, EEG)

10 | Ecological/observational study in a non-private location ]
11 | Health Needs Assessment using routinely collected data ]
12 | Other (give details) D

Click here to enter text.

SECTION 3: OUTLINE OF STUDY
Project Title: Emotional difficulties in young people in UAE schools
Outline of study:

Anxiety and depression are debilitating mental health problems that
often start during adolescence (Werner-Seidler, et al.,2017). In numerous
studies, prevalence rates were reported around 20% (Costello, Mustillo,
Erkanli, Keeler, and Angold, 2003; Merry et al., 2011). Adolescent anxiety
and depression ha a significant and well-researched negative impact on
the development of youth (W. K. Silverman and A. P. Field, 2011, p.349).
Both depression and anxiety tend to have chronic and recurring course
once the severity reaches the level of a disorder (Garber and Weersing,
2010; Scholten et al., 2013). A report by the World Health Organization
(2011) indicated that by year 2020 mental health issues in children would
reach epidemic proportions.

In the U.A.E. mental health has traditionally been considered taboo
and research in this area neglected (Al-Darmaki, Yaaqeib, 2015). Between
the years 1989 and 2008 only about 192 studies on mental health were
published in the entire G.C.C. these studies indicated a high prevalence of
depressive and anxiety disorders (Ghubash, Hamdi & Bebbington, 1992;
Abou-Saleh, Ghubash & Daradkeh, 2001; Daradkeh, Eapen & Ghubash,
2005).

However, recent government policies have begun to encourage
more research on mental health for the development of prevention and
treatment programs. A few attempts have been made in the country to
study adolescents’ mental health. In 2004 a study undertaken by Eapen,
Al-Sabosy, Saeed, and Sabri in primary care settings in the Al Ain District
(UAE) showed a prevalence rate of 43% of mental iliness among children.
In 2012 the percentage of visits to child psychiatry clinics and Government
Hospitals indicated ADHD/ADD/Disruptive behaviours at a rate of 49%.
Furthermore, a 2013 study from twelve SEHA Hospitals in the U.A.E.
reported 1,301 cases of ADHD. Finally in 2016 reports suggested that one
out of five teenagers in Dubai suffered from anxiety and depression, and
7% of children suffered from learning disorders which is more than the
double of the rate of 3% in UK and (The National, Abu Dhabi, 17 July,
2016).
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Aims and Objectives

Even though there is an increase in reported rates of anxiety and mental illnesses in
adolescents, very little research has been done so far. This study would provide a
much-needed assessment of prevalence rates of anxiety and depression along with
an assessment of related key factors such as gender, family SES, parental education
levels, parental occupation, and family composition (divorce, number of wives,
number of children).

Method
Study Design

To study emotional difficulties of young people in the U.A.E. a cross-
sectional survey design is selected.

Participants

Participants in this study will be children aged 13-16 years (male
and female) attending public schools in UAE. For the sample to be
representative of the U.A.E. national population three main emirates with
the largest populations will be selected: Dubai, Sharjah and Ajman. The
measures and procedure will be piloted in a mixed sex private school. For
the main prevalence study a minimum of 2 schools in each Emirate, one
for boys and one for girls will be selected at random. A total of 6 schools
and 3 grades in each school (grade 7, 8 and 9). Based on a 40 student per
class average. The final sample size is expected to be around 720
students. Assuming 20% prevalence of possible or probable emotional
difficulties as assessed by SDQ (Goodman & Goodman, 2011) a minimum
sample of 246 participants is needed (5% confidence intervals)

Measures
Revised Children’s Anxiety and Depression Scale (RCADS).

The measure selected to assess anxiety and depression is the
Revised Children’s Anxiety and Depression Scale (RCADS), short version.
It is a well-established measure in the literature on children and
adolescent mental health.

The self-report is made up of 25 items that measure the frequency
of symptoms of anxiety and depression and total anxiety and depression.
Items are rated on a 4-point Likert-scale from 0 (“never”) to 3 (“always”).

The measure has good reliability (Chorpita et al., 2005) and the
internal consistency was found to be good, it ranged between .78 and .88.
One week test-retest coefficients were also good (Chorpita et al. 2000).
RCADS has a good concurrent validity with Children’s Depression
Inventory and with the Revised Children’s Manifest Anxiety Scale (Chorpita
et al., 2005). Finally, the measure has good discriminant validity, and all
correlations with oppositional behaviours were non-significant (Chorpita et
al., 2005).
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The RCADS will be translated to Arabic and back translated into
English. The measure will also be piloted in a small sample of bilingual
Arabic / English adolescents.

The Strengths and Difficulties Questionnaire (SDQ).

The measure selected to assess psychopathological behavioural and
emotional symptoms is The Strengths and Difficulties Questionnaire (SDQ)
the Arabic version, it is a brief widely used screening questionnaire
(Goodman, July 1997).

The self-report is made up of 25 items that assess emotional
problems, conduct problems, hyperactivity or inattention, peer relationship
problems and prosocial behaviour (Goodman, July 1997). Items are rates
as not true, somewhat true and certainly true.

The concurrent validity was found to be good (Muris, Meesters &
van den Berg, 2003) and so was the discriminant validity (Lundh,
Wangby-Lundh & Bjarehed). The test-retest reliability was moderate (Yao
et al., 2009).

Demographic Data and Social Economic Status.

Basic demographic data will be noted along with parental education
levels, occupation and family composition. To get a good idea about the
social economic status, the Family affluence Scale will be used.

Family Affluence Scale (FAS): version used in Czech
Republic

This scale is a valid commonly used tool in applied research to
identify the social economic status of children and adolescents (Kehoe and
O-Hare, 2010). One of it’s strength is that it's a measure the student
themselves can answer.

The measure consists of 6 items to which the answer is no, yes,
one, two, three. Based on the responses of the participants a total score is
computed and higher scores are indicative of more wealth (range is 0 to 9)
(Boyce et al., 2006). The reliability and validity are good (Hobza et al.,
2017).

Procedure

Head Teachers of the selected schools will be sent a letter
explaining the study and that the project has approval from Ministry of
Education. The researcher will send copies of the participant information
and parent consent form in an envelope to be signed and returned to the
schools. Children in the targeted classes will take the information home to
parents.

One week after the participant information and consent has been
sent home, the researcher will attend the school on the agreed days.
Children in the targeted classes will be informed about the study and
explained that their responses will be anonymous and confidential and that
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the study is to look at levels of difficulties in the class as a whole rather
than individuals. They will also be informed that they do not have to take
part and that they can withdraw at any time before they have completed
and returned their questionnaire. After their questionnaire has been
collected it will not be possible to withdraw their data and the
questionnaires are anonymous.

Administration of the questionnaires (Arabic SDQ, Arabic RCADS-
short version and Arabic demographic questionnaire) will take place at the
beginning of a lesson and should take no more than 20 minutes. Children
who do not wish to take part will be given an alternative activity.
Questionnaires will be collected from each class in a sealed envelope
labelled only with school name and class section. Number of children
absent will also be recorded.

A pilot study will be conducted, prior to the main study, in one
mixed sex private UAE school where children are educated in English. The
Method will be as for the main study with exception that young people will
complete the questionnaires twice one week apart.

Young people aged 13 to 16 (target n>20) who can read Arabic and
English will be randomized to complete the English or the Arabic version of
the RCADS first. The results of the pilot will be used to establish the
preliminary reliability and acceptability of the Arabic version of the RCADS.

Analysis

Data will be analysed used SPSS. For pilot study data kappa will be
used to look at the agreement for caseness (i.e. scoring above the cut-offs
for clinical concern) between the SDQ and the RCADS in the 2 versions.
Internal consistency will be compared and items and scores for the two
groups compared across item scores, subscale scores and total scores.

For the main study descriptive scores will be analysed and the
prevalence of possible clinical disorder calculated. Finally factors (e.g.
gender, age, parent education) influencing emotional difficulties will be
explored.

Clinical Implication

Identifying the prevalence rates of anxiety and depression
symptoms in adolescents will provide necessary information about
common emotional and behavioural difficulties and their co-morbidities. It
will elucidate the need for the development of prevention and or treatment
approaches to help alleviate anxiety and depression symptoms in the
U.A.E. youth population.
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SECTION 3: OUTLINE OF STUDY
Project Title: Emotional difficulties in young people in UAE schools

Outline of study:

Anxiety and depression are debilitating mental health problems that often start
during adolescence (Werner-Seidler, et al.,2017). In numerous studies prevalence rates
were reported around 20% (Costello, Mustillo, Erkanli, Keeler, and Angold, 2003;Merry
al., 2011). Adolescent anxiety and depression has a significant and well-researched neg:
impact on the development of youth (W. K. Silverman and A. P. Field, 2011, p.349). Bot
depression and anxiety tend to have chronic and recurring course once the severity reac
the level of a disorder (Garber and Weersing, 2010; Scholten et al., 2013). A report by t
World Health Organization (2011) indicated that by year 2020 mental health issues in
children would reach epidemic proportions.

In the U.A.E. mental health has traditionally been considered taboo and research
this area neglected (Al-Darmaki, Yaaqeib, 2015). Between the years 1989 and 2008 onl
about 192 studies on mental health were published in the entire G.C.C. these studies
indicated a high prevalence of depressive and anxiety disorders (Ghubash, Hamdi &
Bebbington, 1992; Abou-Saleh, Ghubash & Daradkeh, 2001; Daradkeh, Eapen & Ghuba:
2005).

However, recent government policies have begun to encourage more research or
mental health for the development of prevention and treatment programs. A few attemg
have been made in the country to study adolescents” mental health. In 2004 a study
undertaken by Eapen, Al-Sabosy, Saeed, and Sabri in primary care settings in the Al Ain
District (UAE) showed a prevalence rate of 43% of mental iliness among children. In 20:
the percentage of visits to child psychiatry clinics and Government Hospitals indicated
ADHD/ADD/Disruptive behaviors at a rate of 49%. Furthermore, a 2013 study from twel
SEHA Hospitals in the U.A.E. reported 1,301 cases of ADHD. Finally in 2016 reports
suggested that one out of five teenagers in Dubai suffered from anxiety and depression,
7% of children suffered from learning disorders which is more than the double of the rat
3% in UK and (The National, Abu Dhabi, 17 July, 2016).

Aims and Objectives

Even though there is an increase in reported rates of anxiety and mental illness
adolescents, very little research has been done so far. This study would provide a
needed assessment of prevalence rates of anxiety and depression along with an assessi
of related key factors such as gender, family SES, parental education levels, par
occupation, and family composition (divorce, number of wives, number of children).

Method
Study Design

To study emotional difficulties of young people in the U.A.E. a cross-sectional st
design is selected.

Participants

Participants in this study will be children aged 13-16 years (male and female)
attending public schools in UAE. For the sample to be representative of the U.A.E. natior
population three main emirates with the largest populations will be selected: Dubai, Sha
and Ajman. The measures and procedure will be piloted in a mixed sex private school. F
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the main prevalence study a minimum of 2 schools in each Emirate, one for boys and one
for girls will be selected at random. A total of 6 schools and 3 grades in each school (grade
7, 8 and 9). Based on a 40 student per class average. The final sample size is expected to
be around 720 students. Assuming 20% prevalence of possible or probable emotional
difficulties as assessed by SDQ (Goodman & Goodman, 2011) a minimum sample of 246
participants is needed (5% confidence intervals)

Measures
Revised Children’s Anxiety and Depression Scale (RCADS).

The measure selected to assess anxiety and depression is the Revised Children’s
Anxiety and Depression Scale (RCADS), short version. It is a well-established measure in the
literature on children and adolescent mental health.

The self-report is made up of 25 items that measure the frequency of symptoms of
anxiety and depression and total anxiety and depression. Items are rated on a 4-point
Likert-scale from 0 (“"never”) to 3 (“always”).

The measure has good reliability (Chorpita et al., 2005) and the internal consistency
was found to be good, it ranged between .78 and .88. One week test-retest coefficients were
also good (Chorpita et al. 2000). RCADS has a good concurrent validity with Children’s
Depression Inventory and with the Revised Children’s Manifest Anxiety Scale (Chorpita et
al., 2005). Finally, the measure has good discriminant validity, and all correlations with
oppositional behaviors were non-significant (Chorpita et al., 2005).

The RCADS will be translated to Arabic and back translated into English. The measure
will also be piloted in a small sample of bilingual Arabic / English adolescents.

The Strengths and Difficulties Questionnaire (SDQ).

The measure selected to assess psychopathological behavioral and emotional
symptoms is The Strengths and Difficulties Questionnaire (SDQ) the Arabic version, it is a
brief widely used screening questionnaire (Goodman, July 1997).

The self-report is made up of 25 items that assess emotional problems, conduct
problems, hyperactivity or inattention, peer relationship problems and prosocial behaviour
(Goodman, July 1997). Items are rates as not true, somewhat true and certainly true.

The concurrent validity was found to be good (Muris, Meesters & van den Berg, 2003)
and so was the discriminant validity (Lundh, Wangby-Lundh & Bjarehed). The test-retest
reliability was moderate (Yao et al., 2009).

Demographic Data and Social Economic Status.

Basic demographic data will be noted along with parental education levels,
occupation and family composition. To get a good idea about the social economic status, the
Family affluence Scale will be used.

Family Affluence Scale (FAS): version used in Czech Republic

This scale is a valid commonly used tool in applied research to identify the social
economic status of children and adolescents (Kehoe and O-Hare, 2010). One of it's strength

is that it's a measure the student themselves can answer.

The measure consists of 6 items to which the answer is no, yes, one, two, three.
Based on the responses of the participants a total score is computed and higher scores are
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indicative of more wealth (range is 0 to 9) (Boyce et al., 2006). The reliability and validi
are good (Hobza et al., 2017).

Procedure

Head Teachers of the selected schools will be sent a letter explaining the study a
that the project has approval from Ministry of Education. The researcher will send copie
the participant information and parent consent form in an envelope to be signed and
returned to the schools. Children in the targeted classes will take the information home"
parents.

One week after the participant information and consent has been sent home, the
researcher will attend the school on the agreed days. Children in the targeted classes w
be informed about the study and explained that their responses will be anonymous and
confidential and that the study is to look at levels of difficulties in the class as a whole rc
than individuals. They will also be informed that they do not have to take part and that
can withdraw at any time before they have completed and returned their questionnaire.
After their questionnaire has been collected it will not be possible to withdraw their data
the questionnaires are anonymous.

Administration of the questionnaires (Arabic SDQ, Arabic RCADS-short version ar
Arabic demographic questionnaire) will take place at the beginning of a lesson and shoul
take no more than 20 minutes. Children who do not wish to take part will be given an
alternative activity. Questionnaires will be collected from each class in a sealed envelope
labeled only with school hame and class section. Number of children absent will also be
recorded.

A pilot study will be conducted, prior to the main study, in one mixed sex private
school where children are educated in English. The Method will be as for the main study
with exception that young people will complete the questionnaires twice one week apart

Young people aged 13 to 16 (target n>20) who can read Arabic and English will be
randomized to complete the English or the Arabic version of the RCADS first. The result
the pilot will be used to establish the preliminary reliability and acceptability of the Arabi
version of the RCADS.

Analysis

Data will be analyzed used SPSS. For pilot study data kappa will be used to look
the agreement for caseness (i.e. scoring above the cut-offs for clinical concern) betweer
SDQ and the RCADS in the 2 versions. Internal consistency will be compared and items
scores for the two groups compared across item scores, subscale scores and total score:s

For the main study descriptive scores will be analyzed and the prevalence of poss
clinical disorder calculated. Finally factors (e.g. gender, age, parent education) influenc
emotional difficulties will be explored.

Clinical Implication

Identifying the prevalence rates of anxiety and depression symptoms in adolesce
will provide necessary information about common emotional and behavioral difficulties a
their co-morbidities. It will elucidate the need for the development of prevention and or
treatment approaches to help alleviate anxiety and depression symptoms in the U.A.E. y
population.
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SECTION 4: PARTICIPANT INFORMATION PARENT ASSENT
The University of

FORM
,!': Nottingham

UNITED KINGDOM - CHINA - MALAYSIA

PARTICIPANT INFORMATION
AND PARENT ASSENT
For Children aged 12-16

Division of Psychiatry & Applied Psychology

School of Medicine, Faculty of Medicine & Health Sciences

Project Title: Emotional difficulties in young people in UAE schools.

Researcher: Amna Al Falahi...(msxaa83@nottingham.ac.uk)

Supervisor: Professor Cris Glazebrook (cris.glazebrook@nottingham.ac.uk) and Dr

David Daley (david.daley@nottingham.ac.uk)

Ethics Reference Number: ... [to be inserted following ethical review]

This is an invitation to take part in a research study about the spread of emotional
problems in UAE Nationals adolescents. Your participation would be greatly
appreciated.

You do not have to take part. If you do take part you can stop at any time.
It will not affect your school report card. Once you have handed in your
completed questionnaire we can’t withdraw you from the study because
we won't know which questionnaire is yours. The questionnaire is
completely anonymous.

Please take this information home to show your parents.

What is the project about?

This study looks at the sorts of emotional problems young people in the UAE are
experiencing. We want to try to find out a bit about how many people have
problems so that we can find ways to help.

Who is being asked to take part, and why?
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Adolescents aged 13 to 16 years from across three different emirates (Dubai,
Sharjah and Ajman) will be asked to answer this survey. We have selected a boys’
school and a girls’ school from each of the three emirates. You have been asked to
take part because you are aged between 13 and 16 years and attend one of the
schools in our study.

What | will be asked to do?

You will be asked to complete 3 questionnaires. One will ask about you about
yourself, for example, your age and whether you are a boy or a girl. We will also ask
a little bit about your family, for example, whether you have siblings. We will not ask
your name and we will not know who has completed the questionnaires.

The other 2 questionnaire will ask about your feelings and the things that you do.
The questionnaires should take no more than 15 minutes to complete.

How will this study be done?

Amna will come into one of your classes next week to explain the study, check that
you are happy to take part and then hand out the questionnaires. Amna will also
answer any questions you have about the study. At the end you will be given a
thank you card with a small gift to thank you for your time.

Will the research be of any personal benefit to me?

The information you provide will not help you directly. We hope that the results of
the study can be used to help find out what support is needed for young people in
UAE schools who have emotional difficulties.

What will happen to the information | provide?

The data from the questionnaires will be stored in a password protected computer
file at the University of Nottingham. Only people in the research team will be able
to look at the data.

What will you do with the data?

The findings from the study will be written as part of Amna’s PhD thesis within the
Division of Psychiatry and Applied Psychology, School of Medicine, the University Of
Nottingham, UK. The study findings may be published in journal in the future. A
summary of the findings from the group of young people taking part might be
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shared with the staff in the psychology unit at the U.A.E. Ministry of Education who
is involved with the students’ emotional wellbeing.

If you have any questions or concerns, please don’t hesitate to ask. We can be
contacted before and after your participation at the above address.

THANK YOU FOR TAKING PART IN THIS STUDY.

If you have any queries or complaints about this study, please contact the student’s
supervisor in the first instance. If this does not resolve the query to your satisfaction,
please write to the Administrator to the Division of Psychiatry & Applied
Psychology’s Research Ethics Sub-Committee (MS-DPAPEthics@nottingham.ac.uk,
+44 (0)115 8232214) who will pass your query to the Chair of the Committee.

237


mailto:MS-DPAPEthics@nottingham.ac.uk

EMOTIONAL AND BEHAVIOURAL DIFFICULTIES AMONG UAE ADOLESCENTS

SECTION 6: ORGANISATIONAL PERMISSIONS and/or
EXTERNAL ETHICAL REVIEW
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SECTION 7: ADDITIONAL DOCUMENTATION

Demographic Questions

How old are you?

[]12to13

[ ]13t014

[ ]14to 15

[ ]16 and above

Are you Male? [ ] or Female[_]
Does your father work? Yes [ ] or No[_]
What does your father do?
[] Works for the government
[ ] Has his own business
[ ]1s an employee at a private company
Does your mother work? Yes [ ] or No[_]

What does your mother do?

[] Works for the government

[ ] Has her own business

[ ]1s an employee at a private company

What is your father’s highest level of education?

[ ] secondary school graduate
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[ ] High school graduate
[ ] College or University graduate

[ ] Don’t know
What is your mother’s highest level of education?
|:| Secondary school graduate
[ ] High school graduate
|:| College or University graduate
[ ] Don’t know

Who lives in your home?

[ ] Grandfather

[ ] Grandmother

[ ] Mother

[ ] Father

[ ] sister How many?
[ ] Brother How many?
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Strengths and Difficulties Questionnaire

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items as
best you can even if you are not absolutely certain or the item seems daft! Please give your answers on the basis of how things
have been for you over the last six months.

YOUL NAIME ..ttt sttt st ene b saeneas Male/Female

Date of Birth.......coocooeieieieieieceeeeeee

Not Somewhat Certainly
True True True

1 try to be nice to other people. I care about their feelings

I am restless, I cannot stay still for long

I get a lot of headaches, stomach-aches or sickness

T usually share with others (food, games, pens etc.)

I get very angry and often lose my temper

I am usually on my own. I generally play alone or keep to myself

T usually do as I am told

I worry a lot

I am helpful if someone is hurt, upset or feeling ill

I am constantly fidgeting or squirming

I have one good friend or more

I fight a lot. T can make other people do what I want

I am often unhappy, down-hearted or tearful

Other people my age generally like me

I am easily distracted, I find it difficult to concentrate

I am nervous in new situations. I easily lose confidence

I am kind to younger children

I am often accused of lying or cheating

Other children or young people pick on me or bully me

T often volunteer to help others (parents, teachers, children)

I think before I do things

I take things that are not mine from home, school or elsewhere

1 get on better with adults than with people my own age

I have many fears, [ am easily scared

I finish the work I'm doing. My attention is good

I O
o o o
o

Your SIgNAtUre .........ccevvvirmiiniceniceeecceesceee s Today's date

Thank you very much for your help © Robert Goodman, 2005
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Name:

RCADS - Short Version

Date:

Please put a circle around the word that shows how often each of these things happen to you. There

are no right or wrong answers.

1. | feel sad or empty Never Sometimes Often Always
2. I'worry when I think I have done poorly at something Never Sometimes Often Always
3. 1 would feel afraid of being on my own at home Never Sometimes Often Always
4. Nothing is much fun anymore Never Sometimes Often Always
5 1 worry that something awful will happen to someone in Never! || Sometimes| Offen|  Always
my family

6._ lam afr_ald of being in crowded places Never Sometimes Often Always
(like shopping centers, the movies, buses, busy playgrounds)

7. 1 worry what other people think of me Never Sometimes Often Always
8. | have trouble sleeping Never Sometimes Often Always
9. | feel scared if | have to sleep on my own Never Sometimes Often Always
10. I have problems with my appetite Never Sometimes Often Always
%olr tIhsi.gddenly become dizzy or faint when there is no reason Never Sometimes Often Always
12. I have to do some things over and over again

(like washing my hands, cleaning or putting things in a certain  Never Sometimes Often  Always
order)

13. I have no energy for things Never Sometimes Often Always
14.1 suddenl_y start to tremble or shake when there is no Never Sometimes Often Always
reason for this

15. | cannot think clearly Never Sometimes Often Always
16. | feel worthless Never Sometimes Often Always
17. | have to t_hlnk of special thpughts (like numbers or words) Never Sometimes Often Always
to stop bad things from happening

18. | think about death Never Sometimes Often Always
19. | feel like I don’t want to move Never Sometimes Often Always
20. 1 worry t_hat I will sudQenIy get a scared feeling when Never Sometimes Often Always
there is nothing to be afraid of

21. | am tired a lot Never Sometimes Often Always
Egbélfeeel afraid that | will make a fool of myself in front of Never Sometimes Often Always
23. I have to do some things in just the right way to stop bad N | SmrEfive OfEn Al
things from happening

24. | feel restless Never Sometimes Often Always
25. | worry that something bad will happen to me Never Sometimes Often Always

© 1998 Bruce F. Chorpita and Susan H. Spence — For terms of use, see User’s Guide at www.childfirst.ucla.edu/resources.html
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The University of

!‘: Nottingham

UNITED KINGDOM - CHINA - MALAYSIA

SCHOOL HEAD INFORMATION SHEET

Division of Psychiatry & Applied Psychology

School of Medicine, Faculty of Medicine & Health Sciences

Project Title: Emotional difficulties in young people in UAE schools

Researcher: Amna Al Falahi...(msxaa83@nottingham.ac.uk)

Supervisor: Professor Cris Glazebrook (cris.glazebrook@nottingham.ac.uk) and Dr

David Daley (david.daley@nottingham.ac.uk)

Ethics Reference Number: ... [to be inserted following ethical review]

This is an invitation to take part in a research study about the prevalence of
emotional problems in UAE Nationals adolescents. The participation of your
students would be greatly appreciated.

This is a voluntary participation which can be terminate at any time with
no negative consequences. Your students may decline to answer specific
questions. Once completed and submitted, the questionnaire it is not
possible to withdraw the data because we won’t keep the names attached
to the reports.

What is the project about?

This study looks at the sorts of emotional problems young people in the UAE are
experiencing. We want to try to find out a bit about how many people have
problems so that we can find ways to help.

Who is being asked to take part, and why?

Adolescents aged 13 to 16 years from across three different emirates (Dubai,
Sharjah and Ajman) will be asked to answer this survey. We have selected a boys’
school and a girls’ school from each of the three emirates.

What will my student be asked to do?
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The child will be asked to complete 3 questionnaires. One will ask about themselves
for example age and gender. We will also ask a little bit about their family, for
example whether they have siblings. We will not ask names and we will not know
who has completed the questionnaires. The other 2 questionnaire will ask about
feelings and behaviours. The questionnaires should take no more than 15 minutes to
complete.

How will this study be done?

This questionnaire will be distributed to the students before their lunchtime and will
take approximately 10 to 15 min of their time. The researcher will explain the study,
and then each student will be asked to fill out the questionnaire. There will be an
opportunity to ask questions about the survey items if needed.

Will the research be of any personal benefit to me?

The information you provide will help us study emotional problems more closely and
assist us in developing preventative and treatment-oriented interventions for our
youth.

THANK YOU FOR YOUR SUPPORT

If you have any queries or complaints about this study, please contact the student’s
supervisor in the first instance. If this does not resolve the query to your satisfaction,
please write to the Administrator to the Division of Psychiatry & Applied
Psychology’s Research Ethics Sub-Committee (MS-DPAPEthics@nottingham.ac.uk,
+44 (0)115 8232214) who will pass your query to the Chair of the Committee.
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SECTION 8: ETHICAL CONSIDERATIONS

Please answer every question with a YES or NO by selecting the
appropriate box to create a cross. If a question is not applicable to this
study (e.g. it concerns interviews and this study does not involve
interviews) tick the box in the ‘N/A’ column to the right.

If you tick any response that is shaded, you must explain how that risk will
be allayed in the box below.

Issues relating to the topic of study

Risk No. Yes No

1 Will this research expose participants to risk of physical D X
harm?

2 Are drugs, placebos or other substances to be administered D X

or will the study involve any physically invasive procedures
or collection of bodily samples?

3 Will participants be asked to discuss anything that might be D X
considered sensitive?

4 Will this research expose participants to risk of emotional D X
harm, or induce stress or anxiety beyond the risks
encountered in normal life?

5 Could the study cause offence to participants? D X
6 Will the study involve prolonged or repetitive testing? D X
7 Will this research involve deception of any kind (for D X
example, people taking part without their knowledge or
consent)?
8 Will this research involve access to personal information D x
about identifiable individuals without their knowledge or
consent?

9 Will this research expose the researcher to risk of physical D X
or emotional harm?

How will risks be allayed? [If you have ticked any shaded boxes
you must explain here how the risk/s will be allayed. Identify the risk
by its number]

Click here to enter text.

Procedural Issues N/A = not applicable for this
study
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Yes

No

N/A

10

I have discussed the student researcher’s personal
safety and any risk of physical harm (while
undertaking this study) with him/her and we have
agreed suitable strategies to avoid or mitigate them

11

I have discussed the student researcher’s personal
health and well-being and any risk of emotional
distress or psychological harm (while undertaking this
study) with him/her and we have agreed suitable
strategies to avoid or mitigate them

12

I have explained to the student the need to inform
me immediately if any change in research methods is
required: e.g., changes to the method of data
collection, proposed sites of data collection, means by
which participants are accessed, or any other
significant changes to the research enquiry

13

I have informed the student of the need to read and
understand the University of Nottingham’s Code of
Research Conduct and Research Ethics (2016) and to
agree to abide by it

14

I have informed the student about the need to adhere
to the British Psychological Society’s Code of Human
Research Ethics and other guidance I have advised

15

I have discussed with the student the need to handle
and store data securely as advised in the University’s
Code of Research Conduct and Research Ethics
(2016)

16

For internet mediated studies, I confirm I have
discussed particular risks with the student and agreed
suitable strategies to avoid or mitigate them

17

For studies involving lone working: I have advised the
student to read and abide by the University of
Nottingham’s Health & Safety Arrangements for Lone
Working

18

For studies involving vulnerable populations: I
confirm that I have seen proof that the student has
successfully completed a Disclosure and Barring
Service (DBS) check to cover the period of study

19

For studies in countries outside the UK, the student
has explored and discussed with me the ethical,
cultural and practical issues (for example, insurance)
that are relevant for the participants and/or
organisations in the relevant country, and we have
taken them into account in the study’s design

20

I have explained to the student that if undertaking a
study in an organisation, he/she is not permitted to
approach potential participants or gather data until I
have seen written permission from a
manager/gatekeeper with appropriate authority.

21

I have explained to the student that he/she is not
permitted to approach potential participants or gather
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data until I have received written notification that the
project has passed ethical review.

How will risks be allayed? [I7 you have ticked any shaded boxes you
must explain how the risk/s will be allayed. Identify the risk by its
number]

Click here to enter text.

Before starting data collection

Yes | No
22 | Will written authorisation be obtained in advance from an p4 l:l
appropriate individual for research conducted as a visitor
within, or concerning, organisations (e.g., companies,
universities, schools)?
23 | Will the study require the cooperation of a gatekeeper (eg D p¢

manager) for access to participants?

24 | Will the study involve those with whom the student researcher D X
has an existing relationship or where there is an actual or
perceived imbalance of power?

25 | Will participants be under any coercion (direct or indirect or D p¢
implied) to participate?

26 | Will incentives (other than travel expenses or a suitable D X
inconvenience allowance for their time) be offered to potential
participants as an inducement to participate in the research?

27 | Will each participant be given written Participant Information X |:|
with details about the nature of the research, the purposes to
which the data will be put, and the Ethics Reference Number?

28 | Will written consent be obtained from each participant or X I:l

relevant third party (eg. parent) using an approved
Participation Consent form (or appropriate wording for
internet-mediated studies)?

29 | Will it be made clear that declining to participate will have no X I:l
negative consequences for the individual?

30 | Will it be made clear that participation is unlikely to be of direct | >
personal benefit to the individual?

[]

31 | Will participants be asked for permission for their data from X I:l
this study to be shared with other researchers in the future
provided that their anonymity is protected?

32 | Will participants be advised that non-identifiable data from this X D
study might be used in academic research reports or
publications?
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How will risks be allayed? [If you have ticked any shaded boxes you
must explain here how the risk/s will be allayed. Identify the risk by its
number]

During the process of data collection

Yes

No

N/A

33

The student researcher will provide participants with
his/her name and University contact details, and
those of the supervisor, so that they may get in
touch about any aspect of the research if they wish
to do so

34

Participants will be guaranteed anonymity (only
insofar as they do not disclose any illegal activities,
and where there is disclosure or evidence of
significant harm, abuse, neglect or danger to
participants or to others)

35

The student researcher will inform his/her supervisor
of any incidents of actual or suspected harm (as
above) which are disclosed to him/her during the
course of data collection

36

All participants will be informed that they are free to
withdraw from the study at any time, without
explanation, and that they may ask for the
withdrawal of their data after collection (within a
specified period)

37

The student researcher will undertake data collection
in a safe and appropriate place as discussed and
agreed in advance with his/her supervisor.

38

Research participants will be informed when
observations and/or recording is taking place

[

39

Participants will be treated with dignity and respect
at all times.

[

How will risks be allayed? [If you have ticked any shaded boxes you
must explain here how the risk/s will be allayed. Identify the risk by its
number]

Click here to enter text.

After data collection

Yes

No

NA

40

Where anonymity has been agreed with the participant,

data will be anonymised as soon as possible after
collection and all steps taken to protect participants
from direct or indirect identification
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41

All data collected will be stored in accordance with the X D
requirements of the University’s Code of Research
Conduct and Research Ethics (2016)

42

For qualitative studies where recordings involve third D D X
party transcription, I confirm that there will be a
confidentiality agreement with the transcriber/s

43

Data will only be used for the purposes outlined within X D
the participant information and consent forms

44

I confirm that details which could identify individual > D
participants will not be disclosed to anyone other than
the student researcher, their supervisor/s and (if
necessary) transcription and translation services,
internal and/or external examiners without participants’
explicit consent

How will risks be allayed? [If you have ticked any shaded boxes you
must explain here how the risk/s will be allayed. Identify the risk by its
number]

Click here to enter text.

After completion of research

Yes | No
45 Will each participant be offered the opportunity to know X D
about the overall research findings?
46 Will raw data be submitted to the supervisor after completion x D
of the study?
47 Will all hard copies of data collection tools and data which |:| X
enable the identification of individual participants be
destroyed at the end of the project (when results— - pass or

fail- of the programme of study are decided)?

How will risks be allayed? [If you have ticked any shaded boxes you
must explain here how the risk/s will be allayed. Identify the risk by its
number]

Click here to enter text.

SECTION NINE: DECLARATION BY SUPERVISOR

PRINCIPAL INVESTIGATOR

(LEAD SUPERVISOR) NAME Click here to enter text.
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EMAIL ADDRESS Click here to enter text.

PhD projects only:

2"d SUPERVISOR NAME Click here to enter text.
EMAIL ADDRESS Click here to enter text.
SCHOOL/LOCATION Click here to enter text.
3 SUPERVISOR NAME Click here to enter text.
EMAIL ADDRESS Click here to enter text.
SCHOOL/LOCATION Click here to enter text.

Box A or B below to be completed by principal investigator (lead
supervisor):

EITHER:

A 1 confirm that in my view this project does not require ethical |:|
review for the reasons outlined below.
Click here to enter text.
I confirm that I have discussed procedural issues and code of ]
conduct with the student. He/she has completed and emailed the
ETHICS REVIEW - STUDENT DECLARATION form to me to indicate
his/her understanding and agreement to abide by appropriate
working procedures

OR:
B
This project has my approval ]
I confirm that in my view the Participation Information is fit for ]
purpose
I confirm that in my view the Participant Consent form is fit for ]
purpose
I confirm that I have discussed procedural issues and code of ]

conduct with the student. He/she has completed and emailed the
ETHICS REVIEW - STUDENT DECLARATION form to me to indicate
their understanding and agreement to abide by appropriate
working procedures
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Supervisors should email this completed form in PDF format from their
University of Nottingham email address (which functions as a signature) to
the Committee’s Administrator at MS-DPAPEthics@nottingham.ac.uk.
Please submit one form per email, with subject header format: Jim Smith
1234567 Ethics Application

(Student First Name, Student Last Name, Student Number, Ethics
Application)

For completion by the Ethics Administrator:

The form is the version currently available on the DPAP webpage ]

All sections of this application form have been completed ]

Outdated forms or forms with missing responses or incomplete sections
will be returned to the supervisor without review.
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