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Abstract

The aim of this study was to explore the complexity of teachers’ attitudes and perceptions
about promoting their pupils’ mental health in Kuwait middle schools. Specifically, the study
aimed to investigate teachers’ understanding of mental health and promoting mental health
concepts. Further aims were to discover more about the contextual factors that shaped
teachers’ attitudes towards promoting pupils’ mental health, and teachers’ perceptions about
barriers that might hinder the implementation of the promotion process. The study also
attempted to elicit teachers’ perceptions about the changes required to put promoting pupils’

mental health into practice in Kuwait educational context.

The study adopted a mixed-methodology approach within a pragmatic context in two stages.
Data for the first stage were obtained from participants through a systematic survey
conducted with 497 Kuwaiti middle school teachers, chosen randomly. In stage two, twelve
teachers were chosen purposely to take part in semi-structured interviews. Data were

analysed quantitatively and qualitatively.

The findings from the study suggested that Kuwaiti middle school teachers tend to hold
moderately favourable attitudes towards promoting pupils’ mental health. However, a variety
of personal, interpersonal, socio-cultural, and structural-organizational barriers were
perceived by teachers that could undermine their positive attitudes and impact on moving
towards the implementation of the promotion process. The results of the study indicated a
significant relationship between those barriers and the cognitive, affective and behavioural
components of teachers’ attitudes. The study also showed that teachers’ attitudes and
perceptions were markedly embedded within the socio-cultural and religious aspects of the
study context. Additionally, the study has theoretical implications for understanding the
values underlying the commitment to promoting pupils’ mental health in schools and
teachers’ attitudes in this area. As regards practical implications, the study provides a set of
recommendations, relating to policy, curriculum, pedagogy, methodology, and teacher
education and training in the area of pupils’ mental health. Finally, some areas for further

research investigations are suggested.



Table of Contents

ACKNOWIBAGMENES.......eeieiieciee et e e e e e e e e s ne e aeeneenneenns 2
N o1 1 = Tod SRR UPPRRR 3
-1 0] (o) O] 01 1=] ] TSRS 4
LISE OF TADIES. ...ttt e et nee s reenae e 10
TS o) o [0TSR 12
Chapter 1: Exploring the Gap 13
IR ] T L1 o4 A T o USSR 13
1.2 Background and rationale for the StUdY .........ccccooveiiiiieie e 13
1.3 AIMS OF the STUAY ...c.veeeieie et eeenes 15
1.4 RESEAICN QUESTIONS ....eevvieeieitiesieesiestie sttt ettt et reenteeneeese e beeneesneenreeneennes 16
1.5 RESEAICN @PPIOACI. ... .cvieie ettt eeenes 17
1.6 Significance Of the STUAY ........ccoeiiiieiice e 18
1.7 OVErVIEW OF the STUAY ......oveiiieiiiiieeeee e bbb 19
Chapter 2: Context of the study 21
P20 1 oo [Uod o] o ST PRSP 21
2.2 COUNIY PIOTIIE ...t re e ste e ae e ne e 21
2.3 Education System in KUWEIL..........c.cooiiiiiiiciicc e 21
2.4 Structure of the education system in KUWaIL ...........ccccveveiieiicicciece e 23
2.5 Teacher education iN KUWAIL............cccoiiiiiiiieeie e 25
2.6 Mental health in KUWAIT.........c.cooiiiiiiie e 25
2.7 Mental health in the schools of KUWaIL...........cooiiiiiiiiiiic e, 28
2.8 The historical development of counselling in Kuwaiti SChools .............ccccceviiiiinennnn, 29
2.9 CONCIUSION. ...ttt bttt ettt st s b e e nbe e e sreene e 31
Chapter 3: Perspectives on promoting mental health and review of
literature 33
20 A (11 oo 1 Tod o] IR 33
3.2 DEFINITION ISSUBS .....eetieeieiie ittt sttt sttt e s beebe e sneenne e 33
3.2.1 The term ‘mental health” ..........cccoiiii i 33
3.2.2 Mental health problems and mental illness: points on a continuum..............cc........ 35
3.3 Young people’s mental health: a key area of concern ..........ccccoeviiviiiiiiciiniieen, 38



3.4 Promoting young people’s mental health............ccccooiiiiiiiiiiiii, 41

3.5 Theoretical conceptualizations of promoting mental health ................cccoiiiinen, 42
3.5.1 Deficit model (pathogenic PErsPECLIVE).........cocvvveieeieiierie e 42
3.5.2 Asset model (Salutogenic PErSPECLIVE) ......ccvveieiieiieeie e 43

3.6 SChoO0l as a ProteCtive TACTON .........ccveiieiiiie e 44

3.7 Rationale for promoting pupils’ mental health in SChoolS ..........ccccevvviiiiiiiiiii, 49
3.7.1 The legal-legislative rationale ............cccoooiiiiiiiiiiiieee e 49
3.7.2 The psychological-educational rationale ...............ccooeviiiiiiiiiiieeee, 50
3.7.3 The social-ethical rationale.............cccoiiiiiiii e 51

3.8 Overview of studies of teachers’ views of pupils’ mental health ................ccoovniennnn. 52
3.8.1 Definitions Of ttITUAES ........coveieiieiieie e 52
3.8.2 MOAEIS OF AIITUTES .....veeveeieieieiee ettt ee e 53
3.8.2.1 The single component model of attitudes...........ccccoviriiieiiiei e 53
3.8.2.2 The multi dimensional model of attitudes (three-component model) .................. 54
3.8.3 Empirical support for the three-component model of attitudes...........cc..cceevervveneen. 57
3.8.4 The link between attitudes and DENAVIOUN .............ccocvviiiiiiici e 58
3.8.5 ALLITUAES MEASUIES......eevierieieieiie sttt sttt sttt besre s eneenees 59
3.8.6 Justifying the use of the three-component model.............ccooeiiiieiiiii e, 60
3.8.7 Studies of teachers’ role in and attitudes towards the area of the study.................. 61
3.8.8 Factors associated with teachers’ attitudes .........ccovieririiieiieie e 63
3.8.8.1 Young person-related variables ..o, 63
3.8.8.2 Teacher-related Variables. ..o 64

3.9 Barriers to promoting pupils’ mental health .............cccoiiiiiiiii, 65

3.10 Reflection 0N the ChAPLEr..........cviiiicice e 79

Chapter 4: Methodology and Research Design 82

g I gL oo [0 ox o] o IR PP 82

4.2 RESEArCH Paratigim .......eciii ittt et 82

4.3 The ontological and epistemological assumptions underpinning the study................... 86

4.4 The justification for utilizing a mixed-methodological approach.............c.ccocvvvivinnnnn. 88

4.5 SamPling OF the STUAY ........ooiiiiieee s 90
4.5.1 Phase one: quantitative SAMPIE.........coiiiiiiiie e 90
4.5.2 Phase two: qualitative SAmMPIE..........cooiiiiiiieee e 91

4.6 Research design and data collection Methods...........cccocvevviieieere e 91



4.6.1 Phase one: Quantitative phase (SUNVEY) .......ccooeririeerieiie i siee e 93

4.6.1.1 The SeCtions Of the SUIVEY ........cooiiiiiiiiieee s 94
4.6.1.2 Construction Of the SUMNVEY ...t 96
4.6.1.3 Translation 0f the SUNVEY .........coeeiiiii e 96
4.6.1.4 AdMINIStration Of the SUMNVEY .......cceiiiiieiieie e 97
4.6.2 Phase two: Qualitative phase (semi-structured iNterviews)........ccccoeeveeerenreeseennnn, 97
4.6.2.1 Conducting the INTEIVIEWS ........cuiiiieieeie et sae e enee o 99
A DL (v W= T 1Y [ USSR 100
4.7.1 Quantitative data analySIS........cccuevueiieiiiieiiere e 100
4.7.2 Qualitative data @nalySiS..........cccveiveiieiiiieiie e 100
4.8 The reliability and validity of the quantitative phase...........ccccccovveveiieiieeiesie e 102
4.9 The trustworthiness of the qualitative phase..........cccccovevieie i 102
4.10 Ethical CONSIAEIAtIONS ........eiierieieieiie ittt 104
4.10.1 Gaining informed CONSENT ..........c.eiieiiiieiie e 105
4.10.2 Anonymity and confidentiality...........cccccoovveiiiieiieie e 106
4.10.3 Protection from NArM.........ccccoii i s 107
g I 0 o] U1 [ o OSSPSR 107
Chapter 5: Findings of the survey 108
T80 A 11 0o 1 od 1 o SRR 108
5.2 DESCIIPLIVE GALA. ... evevieieeiieiieie ettt bbbt 108
T 1T o [ OSSPSR 109
5.2.2 AR et 110
5.2.3 Years of teaChing EXPEIIENCE.........cuiiiieieieite ettt 111
5.2.4 LeVel OF @UUCALION ......covieieiieeeeie ettt re e eneenne s 111
5.3 Factor analysis for data dedUCtioN............ccooviiiiiiiiiic e 112
5.3.1 Reliability @N@lYSIS ........cooiiiiiiiiiieeee s 113
5.3.2 EXploratory factor @analySiS ..........ccuviiiiiiiiinieie s 113
5.4 Analysis of teachers’ attitudes towards promoting pupils’ mental health ................... 118
5.4.1 Teachers general attitudes towards promoting pupils’ mental health ................... 118
5.4.1.1 Cognitive component Of attitUdeS..........cccevvviiieiiieiiee e 119
5.4.1.2 Affective component of attitudes ...........cccoovviiieiiieic e 124
5.4.1.3 Behavioural component of attitudes..........ccccvevveiiieiii i 126
5.4.2 Correlation between the components of attitudes...........ccccevveiveeiieiiie v 127



5.5 Factors influencing teachers’ attitudes ..........cviverriiiiiiiiiiiec e 128

5.5, L GBINUET ...ttt 129
0.0.2 A 130
5.5.3 LeVel OF dUCALION ......oveiiiiiieee e 131
5.5.4 Years of teaChing EXPEIIENCE.........cuiiiiiierierterie st 132

5.6 Analysis of teachers’ perceptions about barriers to promoting pupils’ mental health.134

5.6.1 Factor analysis for data deduCtion ............cceoviiieiieri e 134
5.6.2 Reliability @nalYSIS ......coviieiieicie e nne s 135
5.6.3 Exploratory factor @analySiS.........ccccivveiiiieiieiiiie s 135
5.6.4 Analysis of teachers’ perceptions about barriers to promoting pupils’ mental health
........................................................................................................................................ 137
5.6.4.1 PErSONaAl DAITIEIS ....cuvevieiieieiie ittt sttt 139
5.6.4.2 Interpersonal DArTIErS. ... ..o 140
5.6.4.3 Structural-organisational Darriers ...........ccccvcveveiei i 141
5.6.4.4 SOCIO-CUITUIAl DAITIETS ....c.viiviiiiiiiic e 142
5.6.5 Correlation between barriers and attitUdes ............ccocvvvveeeieiene e, 143
5.7 Analysis of the content of the open-ended QUESLIONS..........c.ccveiiiieviere e, 144
5.8 CONCIUSION. ....coviiieie ettt ettt b e bbb re e e e e nes 147
Chapter 6: Findings from the Qualitative Stage 150
TR oo [Uod £ o] o PRSP RP 150
6.2 Teachers’ perceptions about promoting pupils’ mental health ...............cccoooriinnn 151
6.2.1 Perceptions of mental health (terminological iSSUES) .........ccceriiiiiiiiiiiiiiice 151
6.2.2 Perceptions of the philosophy of promoting pupils’ mental health....................... 158
6.3 Teachers’ feelings about promoting pupils’ mental health ..............c.cccooeiiiiiinn 165
6.4 Teachers’ intentional behaviours ..........ccccvviiiiiiiii i 166
6.5 Perceptions of the impact of the socio-cultural Context..........ccccvvvvvieiivnienieneeeen, 168
6.5.1 Contradictory religious DEliefs ... 169
6.5.2 Perceptions about different social CONEXES .........cccuevveeeriieiieiie e 171
6.6 Teachers’ perceptions of barriers to promoting pupils’ mental health........................ 173
6.6.1 PErsONal DAITIEIS ......ocvveiiieie ettt e et e reebeaneennees 174
6.6.2 Interpersonal DAITIEIS ..o 177
6.6.3 Structural-organisational DArriers ... 179
6.6.4 SOCIO-CUITUIAl DAITIEIS ..ot s 183



6.7 Teachers’ perceptions about ChANGES ..........coceriiiiiiiiiieiie e 187

6.7.1 SOCIETAl AWAIENESS ... .eevieiiecieeieeie sttt sttt et et esbeebesneenrees 188
6.7.2 Policies and reguItIoNS ...........ccooiiiiieiiee e 190
6.7.3 Organizational and structural changes in SChOOIS.............ccoccvvveiiiniie s, 192
6.7.4 The commitment OF tEACNEIS .........ooviiiiie e 196
6.8 Reflection on the findings, and conclusion of the chapter............cccccoiiiiiiicicnnn 198
Chapter 7: Discussion the findings and implications of the study 200
4% oo [0 od 1 o] ST UR PR 200
7.2 Discussion Of SUMVEY FINAINGS ......cocviiiiicie e 200
7.2.1 Teachers’ attitudes towards promoting pupils’ mental health.................cccocceenn 200
7.2.1.1 Teachers’ beliefs (Cognitive COMPONENT)........ccvriiirieierienese e 201
7.2.1.2 Teachers’ feelings (Affective COMPONENt) ..........ccveveiriiieiiiiiienieeiee e 204
7.2.1.3 Teachers’ behavioural intentions (Behavioural component)...........c.cccvevivveennen. 204
7.2.2 Factors influencing teachers’ attitudes and perceptions ..........c.cccevveerieeereciieeninens 204
7.2.3 Barriers to promoting pupils’ mental health and making changes ........................ 206
7.3 Discussion of the findings from the INtErVIEWS............cccooveeiicii i, 207
7.3.1 Themes within the socio-cultural CONtEXL............ccvvvririeiererere s 208
7.3.2 Themes within the educational CONEXt ..........c.ccvvierieiiiiere e 211
Tt T T T USSR 211
7.3.2.2 The educational SYSTEIM .........ccociiiiiiieieiee e 216
7.4 The overall discussion of the fiINdiNgS.........ccoeiiiiiiiiii 224
7.5 The limitations Of the STUAY ..o 229
7.6 Implications of the CUIrent STUAY.........c.cooiiiiieiie e 232
7.6.1 Theoretical IMPICATIONS .........coiiiiiiieiie e 232
7.6.2 Practical IMPIICALIONS ..........cocoiiiiiiiieee e 235
7.6.3 Methodological IMPlCAtIONS ..........ccoiiiiiiiie e 240
7.7 CONCIUSION. ...ttt sttt e st et e e s e s reeteeneesreeaeeneeaseenteaneenrens 242
S L= =] (61T 244



Appendices

Appendix (1): Map OF KUWAIL...........ooiiiiiiiiee e 277
Appendix (I1): Map of the Arabian Peninsula..............ccoooiiiiiiiiiicieeee, 278
Appendix (H1): Te STUAY SUIVEY ......cc.oiiiiiiiieieeie et 279
Appendix (IV): Protocol of the Semi- Structured INtErVIEWS ..........cccoeiiiiiiniiiiicee, 287
Appendix (V): Reliability 0f the SCalesS..........coiiiiiiiii e 290
Appendix (V1): An Example of testing normality of the data subjected to ANOVA........ 294
Appendix (VI1I): The Ethical Approval from the University of Exeter............cccccevvennnne. 317
Appendix (VIHI): Informed ConSENt FOMM........cccoviieiiiiiiiece e 318
Appendix (IX): Sample of analysing and coding the emerged themes from interviews ...320
Appendix (X): Samples of interviews scripts in ArabiC ..........ccccceevveieerecie i, 344
Appendix (XI) Arabic copy of the StUdY SUIVEY .........ccoveiuiiieiieieee e 378



List of Tables

Table 5.1 Frequencies and Percentages of Participants’ GENder.............ccoovvveieiencienennnn 109
Table 5.2 Frequencies and Percentages of Participants’ AQe........ccccvvvvereeresieesiveseereseesnens 110
Table 5.3 Frequencies and Percentages of Years of Teaching Experience...........cccccceevvneee. 111
Table 5.4 Frequencies and Percentages of Participants’ Level of Education........................ 112
Table 5.5 Attitudes Scale FaCtor LOAGINGS. .....c.oiveiiriiieieieiesesese s 114
Table 5.6 Means and SD of the Three Components of AttitUdES..........cccoviiiiiiiiniiicens 117

Table 5.7 Correlation between Means Scores of the Three Components of Attitudes Scale
and the EXCIUAEA ITEMS.......cc.oiiiiiiiiee e 118
Table 5.8 Frequencies and Percentages of Beliefs about Health Problems........................... 120
Table 5.9 Frequencies and Percentages of Beliefs about Promoting Pupils’ Mental Health in
SCNOOIS. ... 122

Table 5.10 Frequencies and Percentages of Beliefs about Requirements and Outcomes of
Promoting Pupils’ Mental Health............cccccooiiiiiiiiiiiiee e 123

Table 5.11 Correlation between the Mean Scores of the Three Dimensions of the Cognitive

Component Of ALtITUAES........cccveiiieiece e 124
Table 5.12 Means and SD of the Affective Component of attitudes...............ccocovvrevieenn. 125
Table 5.13 Frequencies and Percentages of the Behavioural Component of Attitudes......... 126

Table 5.14 Correlation between Mean Scores of the Three Components of Attitudes......... 128

Table 5.15 Means, SD, and Significant Differences Value for the Dimensions of Attitudes

Components and Gender FACTON............ccoiiiriiinieiene s 129
Table 5.16 Means, SD, and Significant Differences Value for the Dimensions of Attitudes
Components and the Age group FacCtor............ccceoveviveieiie e, 130
Table 5.17 Means, SD, and Significant Differences Value for the Dimensions of Attitudes
Components and of Education Level Factor............cocvvveiinenineniieseseeenn 132
Table 5.18 Means, SD, and Significant differences Value for the Dimensions of Attitudes
Components and Years of Teaching Experience Factor...........c.ccocevererenennnnn. 133
Table 5.19 Barriers Scale Factor LOAdings..........cooveuerireniniiiiieecieeee e 135

Table 5.20 Correlation between Mean Scores of the Four Dimensions of Barriers and the

EXCIUARA IEEMIS....c.eii et 137
Table 5.21 Means and SD of the Barriers DIMENSIONS.........c.ccccveiiieeiieiiieeiee e see e 138
Table 5.22 Correlation between Mean Scores of the Four Groups of Barriers..................... 139

10



Table 5.23 Frequencies and Percentages of Personal Barriers...........ccccoeevivevvevesieeieeinene 140

Table 5.24 Frequencies and Percentages of Interpersonal Barriers...........ccccceevvvvvevverieennenn, 141
Table 5.25 Frequencies and Percentages of Structural-Organizational Barriers................... 142
Table 5.26 Frequencies and Percentages of Social-Cultural Barriers..........cccccccooevviiennenne. 143

Table 5.27 Correlation between Teachers’ Attitudes Components and the Four Dimensions
of Barriers to Promoting Pupils’ Mental Health...............ccccoeviiiiiiiiiiiiieee 144

Table 6.1 Teachers Interviewed in the Second Phase of the Study.........c.ccooeieniniicinnnn 150

11



List of Figures

Figure 2.1 The Structure of the Kuwaiti Education System..........ccccceeveviieieevesie s 23
Figure 3.1 Keyes’s Continuum Model (2002) Adapted from Health and Welfare Canada:
Striking a Balance (1988)........ccuoiiiiiiieie e 37

Figure 3.2 Tiers of Promoting Mental Health (NHS Health Advisory Service, 1995).......... 47
Figure 3.3 The Multi-component Model of Attitudes (Eagly & Chaiken, 1993).................. 55
Figure 4.1 Research Design of the StUdY..........cceoveiiiii i 92
Figure 5.1 Percentage Distribution of Gender............ccooviieiieiiiic i 109
Figure 5.2 Frequency Distribution of Participants’ AQe..........cevvrrerirerenenienienene e 110
Figure 5.3 Frequency Distribution of Participants’ Years of Teaching Experience.............. 111
Figure 5.4 Percentage Distribution of Level of EQucation............c.ccocovviiiiiiiiniciiiene 112
Figure 5.5 Descriptive Statistics for the Three Components of Attitudes of Scale............... 117
Figure 5.6 Descriptive Statistics for the Four Dimensions of Barriers Scale........................ 138
Figure 6.1 Teachers’ Perceptions about Mental Health Concept...........c.cccccvevvivieiieiiecienen, 152
Figure 6.2 Teachers’ Perceptions about the Outcomes of Promoting Pupils’ Mental

HEAIEN. ... 163
Figure 6.3 Different SoCio-Cultural CONtEXIS.........cccecviiiiiieiececeese e 169
Figure 6.4 Barriers to Promoting Pupils’ Mental Health...............cccooooiiiiiiiniiicn, 174
Figure 6.5 Teachers’ Perceptions about Change..........ccoceieriieiieieienee e 188
Figure 7.1 Overall Core Findings of the Current Study............ccoceviviiiiiiicneee 228

12



Chapter 1: Exploring the Gap

1.1 Introduction

The current study aims to explore the complexity of promoting pupils’ mental health in
mainstream schools in the Kuwaiti context, with a particular focus on middle school teachers’
attitudes towards their role as promoters of pupils’ mental health and their perceptions about
barriers to, and change required for the implementation of the promoting process. This
chapter starts by setting out the rationale for and significance of the study. This is followed
by an account of the overall aims of the current study and the questions associated with it.
Additionally, the research approach adopted will be presented in brief. Finally, the chapter

will conclude with an overview of the thesis.
1.2 Background and rationale for the study

In the UK, there is a growing view that teachers in schools are expected to be more keenly
involved in the promotion of mental health amongst pupils meaning that there is the need for
additional responsibility for the early recognition of mental health issues must be shouldered
by teaching staff, as well as referring affected pupils to the appropriate help (World
Federation for Mental Health, 2003; Baxter, 2002; Lines, 2002; Capey, 1997). In this way,
teachers are now expected to do more than simply educate and adhere to the national
curriculum. The current study was developed as a response to the issues surrounding the
incidence of mental health problems among pupils in the schools of Kuwait, and the apparent
link with long-term negative impacts leading to a surge of interest within the political and the
academic areas in the capability of educational institutions to deliver interventions (MOE,
2009). Additionally, the study could be such a step towards a clearer understanding of the
schools’ role in tackling pupils’ mental health promotion depends on the willingness of the

teaching staff in each school to be involved in this responsibility.

It has already been established that there is adequate evidence to support the notion that the
application of mental health education amongst pupils in middle school possibily affects their
emotional, social and mental health, with a similar positive impact on their academic
performance (Pinfold et al., 2003; Weist et al., 2005; Woolfson, Mooney & Bryce, 2007).

However, successfully implementing such programmes and curricula ultimately necessitates
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the exploration of teachers’ attitudes to the role of mental health promoter, with further
attention directed towards potential barriers that may be experienced, as well as wider
changes and processes requiring implementation. Accordingly, the main goal of the current
study is not concerned with teaching staff acting as mental health professionals within the,
but rather in facilitating their capacity to act as a valuable resource in supporting the mental

health issues of pupils in dealing with and recognising mental health problems.

Education within Kuwait has been prioritised by the decision-makers and policies have
commonly been implemented in a top-down way, ignoring teachers’ viewpoint in regard to
educational change (MOE, 2009). Therefore, this study might direct attention towards the
importance of investigating and analysing the views of teachers in a variety of teaching areas,
and specifically teachers’ attitudes towards promoting the mental health of pupils within the

socio-cultural context of Kuwait.

Furthermore, also in the context of Kuwait, pupils have been given information and insight
into how to deal with a number of education-related concerns, but pupils’ mental health has
been completely overlooked, with only the evaluation of counselling initiatives receiving
some attention. Therefore, the focus on promoting pupils’ mental health in schools has been
encouraged through the delivery of counselling by school counsellors in Kuwait. It is
understood that the majority of studies carried out in Kuwait in the context of teacher
variables have been predominately focused on the strategies and methods of teaching, with
emphasis directed toward assessing such teaching approaches so as to facilitate the
development of pupils (MOE, 2008). However, no attention has been directed towards the
ways in which pupils’ mental health issues could be tackled other than through the
counselling system. In addition, there have been no studies concerned with investigating and
examining teachers’ attitudes to promoting pupils’ mental health, considering the barriers and

the feasibility of such promotion.

The overall aim of this study is to develop better insight and understanding of the
aforementioned issues, applicable within Kuwait, in an attempt to provide valuable
contributions in the area of promoting pupils’ mental health. The study seeks to develop
understanding of the views of teachers regarding implementation barriers and their overall
views in terms of the required changes to be adopted. It is also hoped that such an
understanding will help to contribute to this topic, as it is recognised that the issue of pupils’

mental health is complex, especially when considering the support required from teachers.
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1.3 Aims of the study

The current study aims to focus on understanding the complexity of promoting pupils’ mental
health, its concept, theories and practice, barriers to implementation and requirements for
change. More specifically, the study is concerned with the promotion of pupils’ mental health
in public schools in the Kuwaiti context, with a particular focus on teachers’ attitudes and

perceptions about this process. In this regard, the study aims to:

- Investigate Kuwaiti middle school teachers’ attitudes toward their role in promoting
pupils’ mental health.

- Elicit Kuwaiti middle school teachers’ understanding of the mental health concept,
and the promotion of pupils’ mental health.

- Explore factors influencing Kuwaiti middle school teachers’ attitudes towards

promoting pupils’ mental health.

- Explore Kuwaiti middle school teachers’ perceptions about barriers to promoting
pupils’ mental health.

- Explore Kuwaiti middle school teachers’ perceptions about change required to put the
implementation of promoting pupils’ mental health into practice.

The first and second aims explores the range of beliefs, emotions, and behavioural intention
of teachers in order to establish deeper and clearer insight into their views held by teachers
about mental health and its promotion. Such beliefs about mental health and promoting
pupils’ mental health could guide teachers in their day-to-day communications within the
school setting. Additionally, teachers’ feelings and behavioural intentions about being
involved in the promotional process could affect their readiness or willingness in regard to
such promotion. The third research aim is concerned with exploring factors that might
influence teachers’ attitudes and perceptions in this area. The fourth aim investigates barriers
that might hinder the application of pupils’ mental health promotion. The final aim is
concerned with highlighting any elements of change that may be able to facilitate practices of

mental health promotion in the schools of Kuwait.

A concluding significant goal is to gain insight into the possibility of promoting pupils’

mental health by exploring teachers’ attitudes towards the promoting process. This insight,
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which could be gained from teachers’ responses, would be significant in adjusting the current
polices of schools ethos regarding their role in pupils’ mental health promotion, and
specifically teachers’ role in this area, or in creating and formulating new educational policies

regarding this promotion process.
1.4 Research questions

Based on the study aims and the mixed-methodological research approach, which will be
outlined later in the methodology chapter, the main aims of the current study are divided into
two groups of questions, approached by a complementary research design consisting of two

research phases:

The first phase of the study’s research design (quantitative) involves employing a survey

attempting to answer the first group of questions, which are:

What are Kuwaiti middle school teachers’ attitudes towards promoting pupils’ mental

health?

Is there any significant statistical correlation between the three components of teachers’

attitudes to pupils’ mental health (cognitive-affective-behavioural)?

Are there any significant statistical differences in Kuwaiti middle school teachers’ attitudes
towards pupils’ mental health that can be attributed to teachers’ gender, age, years of

teaching experience or levels of education?

What are Kuwaiti middle school teachers’ perceptions about barriers to promoting pupils’

mental health?

Is there any significant statistical correlation between the perceived barriers to promoting

pupils’ mental health and teachers’ attitudes?

The second (qualitative) phase of the study’s research design involves utilizing semi-structured

interviews addressing the second group of research questions, which are:

- What are Kuwaiti middle school teachers’ perceptions about promoting their pupils’

mental health?
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- What are Kuwaiti middle school teachers’ perceptions about barriers to promoting pupils’

mental health?

- What factors do Kuwaiti middle school teachers perceive as affecting their perceptions in

promoting mental health?

-What are Kuwaiti middle school teachers’ perceptions about the changes necessary to put

promoting pupils’ mental health into practice?
1.5 Research approach

In the current study, a mixed-methodological approach related to the pragmatic framework,
consisting of two complementary research design stages appropriate to the type of research
questions, was utilized. This approach for gathering data draws on both qualitative and
quantitative traditions in a way that best considers and helps to answer the study questions.
Adoption of this approach is based on the belief that a mixed-methodological approach can
profitably amalgamate study approaches, depending on their overall significance in terms of
answering specific study questions (Johnson & Onwuegbuzie, 2004). It can be also called a
multi-purpose, or a ‘what works’ approach, thereby enabling researchers to deal with
questions that may not be efficiently answered if aligned with a narrower research
methodology (Creswell, 2003). The study uses a mixed-methodological research approach in
order to garner a clear insight into teachers’ perceptions and attitudes towards the promotion
of pupils’ mental health. This mixed-methodological approach has enabled the researcher to
view the phenomena from different angles and helped in improving and enriching the

interpretation and discussion of the data.

The first, quantitative stage of the current study consists of conducting a survey aiming to
create a wide-ranging illustrative overview of teachers’ attitudes, perceptions, and overall
understanding of teacher’s views of pupils’ mental health promotion, for the purpose of
generalizing results. During this current stage, a large sample of Kuwaiti teachers — totalling

479 — was chosen randomly for the survey.

The second stage of the study aimed to answer the second group of questions in order to
illuminate the complex issues associated with the promotion of pupils’ mental health and
teachers’ views in relation to their role in this area. The implementation of the second

qualitative stage afforded the exploration of the views and attitudes of the participants within
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the social reality of their authentic context, as highlighted by Eiser (1994). In this regard,
attitudes are viewed as being the outcome of communications between social and personal
elements, rather than merely personal entities, as highlighted through the survey stage. This
was approached by utilizing semi-structured interviews with a purposive sample of 12
teachers, in order to gain a more in-depth understanding of teachers’ perceptions and attitudes

towards promoting pupils’ mental health.
1.6 Significance of the study

This study is designed to be both original and timely, maximising the value of its findings
and implications. This is closely linked to the context of the study, since the promotion of
pupils’ mental health in schools is still a relatively new concept in Kuwait, and will continue
to undergo development. Although the concepts of mental health, particularly among young
people, have been the subject of global interest in recent decades, the issue has only now
become critical in Kuwait, so this study is targeted at a specific moment of decision.

By utilising the unique position that teachers hold in the development of young people, this
study will contribute to both the theoretical understanding of attitudes towards pupils’ mental
health, and provide practical information which may contribute to how teachers approach

their pupils in future.

From a theoretical standpoint, the research may be able to provide some valuable
understanding of the international discussion surrounding the promotion of pupils’ mental
health within education, with particular presentation of the complexities of this issue in the

Kuwaiti context.

More generally, as an example of multi-dimensional attitude measurement, it sheds light on
some of the personal and social aspects of attitudes, opposing a one-dimensional view. By the
same process, in insisting on recognition of social complexity and the specifics of the
teachers’ social settings, greater understanding of the roles of multiple elements in forming
attitudes may be attained. A related point is that positive attitudes do not translate into
guaranteed success nor vice-versa; changes in policy and practice may not succeed unless
teachers become advocates for them, able to integrate them within their own framework of
beliefs.
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In terms of practice, this study gives a voice to a sample of teachers, and draws out the
implications of what they have to say. Providing this space and analysis may assist teachers
in articulating and understanding their own attitudes towards their pupils’ mental health,
particularly within the Kuwaiti context, with its specific barriers, cultural considerations and
criteria. If understanding issues around mental health will benefit teachers in structuring and
delivering education, this will also assist pupils, through improved support, greater likelihood
of receiving earlier appropriate assistance, and developing resilience. This is particularly apt
for the middle school stage addressed in this study, when young people are dealing with a

wide range of social, emotional and biological changes and pressures.

As Kuwait continues to develop its current policies for the promoting of pupils’ mental
health, the present study is especially valuable in highlighting the need for reform, and the
commitment and understanding teachers demonstrate towards mental health promotion in
schools. The potential value and the importance of improved teacher-training it highlighted.
However, of equal importance is the evidence that reform need not be whole-sale, but should

be incremental and responsive to the culture, values and society of Kuwait.

Finally, alongside the significance of the results of this study to Kuwait’s education system,
the structure and subject of the project may have positive impacts. The use of a mixed-
methodology approach within a complementary research design in this context is quite
unusual, and will provide a helpful example for future researchers. The study also raises a
number of important questions and areas for future research, which could guide further

investigations.
1.7 Overview of the study

In order to best respond to the stated research aims, the thesis is arranged into seven chapters:

Chapter One provides the justification for the study and the research questions, with the
considered value of the research and its overall purpose further discussed.

In Chapter Two, a contextual background of the educational system operational in Kuwait is
provided, followed by an overview of mental health policies within the country, as well as the

present position on pupils’ mental health promotion within Kuwait’s schooling system.

Chapter Three details the theoretical background for the study, highlighting a number of

mental health concept-related definitions, discussing the issues and theories believed to be
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pertinent within the area of mental health promotion in schools. Additionally, the chapter
highlights the high rate of emerging mental health problems among young people and the
importance of promoting their mental health. This is followed by a review of the theoretical
models that stem from different ontological positions, and consequently lead into different
approaches to promoting mental health, with a particular focus on the appropriate approach to
promoting pupils’ mental health in schools. Then, the chapter highlights the rationale for
promoting young people’s mental health. Finally, the chapter concludes with a review of
research literature related to the current study in regard to teachers’ attitudes and role in
promoting pupils’ mental health, as well as the various barriers that may have an impact on

the promoting process.

Chapter Four provides an overview of the study approach, the methodological concerns that
guided the research framework of the current study, the ontological, epistemological and
philosophical assumptions, and the justification for the mixed-methodological research
approach with a complementary research design. A description of the two stages of the study
(quantitative-qualitative) is given, and the data collection methods and analysis approach

utilised for the rich data are discussed.

Chapter Five provides a breakdown of the results of the research survey, with attention
directed towards the attitudes of teachers and perceptions about the possible barriers facing
the implementation of the promotion of pupils’ mental health, and perceptions about changes

that are required to put this implementation into practice.

Chapter Six presents analysis of the qualitative interviews. It provides rich and detailed
description of teachers’ perceptions about pupils’ mental health, promoting pupils’ mental
health, barriers that might undermine the promotion process and changes needed to

implement these processes.

Chapter Seven incorporates all of the research findings through analytical discussion in direct
connection to the literature review. This follows by presenting the limitations faced in the
study and consideration of a number of ethical issues. The chapter concludes with the
theoretical, practical and methodological implications of the findings, outlining the
contribution of the study in the area of promoting pupils’ mental health in Kuwait schools

and teachers’ perceptions and attitudes towards promoting pupils’ mental health.
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Chapter 2: Context of the study

2.1 Introduction

This chapter sets out the context in which the current study was carried out. The chapter
presents a brief profile of the country and the nature of the Kuwaiti education system.
Additionally, it sketches the historical development of mental health policy in the State of
Kuwait, which will be addressed with an emphasis on the status of promoting pupils’ mental
health within the education system, and the current policy followed in Kuwaiti schools to

promote pupils’ mental health.
2.2 Country profile

The State of Kuwait is a small sovereign Arab country located in north-east of the Arabian
Peninsula. Lying strategically to the north-western side of the Arabian Gulf, it shares borders
with Iraq to the north and the kingdom of Saudi Arabia to the south (see Appendix (I), p. 277
and Appendix (1), p. 278). The capital city of Kuwait is Kuwait City. Kuwait’s population
was an estimated 3.6 million in 2009, and the land occupies an area of 17,820 square
kilometres (Ministry of Education, 2008). The official language in Kuwait is Arabic, and
Islam its principal religion. The governance system in Kuwait is monarchical and its
constitution involves parliamentarian organization. Administratively, it is divided into six
provinces controlled by the Kuwaiti central government. Kuwait is one of the highest-income
countries in the world. It is the fifth largest petroleum and oil producer in the world, with
exports of oil accounting for approximately half of Kuwait’s national revenue and 80% of

government income (lbid.).

2.3 Education system in Kuwait

The State of Kuwait has paid significant attention to education. This attention derives from
the important role that education plays in encouraging people to become thoughtful and
active individuals within socity (MOE). Further attention is directed by the State towards
training, in order to assist individuals to become productive and effective citizens within a

human resources team (lbid.).

With this in mind, it is detailed in Article 40 of the Constitution of the State of Kuwait that
‘education is the right of all citizens to be provided and supervised by the state in accordance

with the law and in keeping with the general system and ethics. Education is compulsory and
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free of charge for citizens from the first grade of primary school (6 years)’ (Kuwait
Constitution, 2012).

Historically, education in Kuwait was established by a group of scholars and clergymen who
were educated in neighbouring countries. Education was connected with the emergence of
mosques in Kuwait, where sessions were limited to religious topics, teaching of the Qur’an
and reading and writing (Al-Abdulghafoor, 2000). Traditionally, mosques were used
simultaneously as places of worship and education. In many cases they were used as ‘courts
of first instance’ for disputes arising between people. Education took place in a small number
of Quranic schools known as ‘kuttatib’ which were funded by wealthy people. The ‘kuttatib’
is a place for the gathering of scholars who dedicate part of their homes to receive children to
educate them; this may be a humble place comprising a group of pupils supervised by one
teacher, with another assisting him (Ibid.). The idea of ‘kuttatib’ came from Egypt, and Arabs
knew them from the pre-Islamic era. These ‘kuttatib’ played a significant role in education
until the establishment of the first formal school in Kuwait, ‘Al Mubarakiyya School’, in
1912. The school started to offer subjects and training in letter—writing skills, commerce,

arithmetic and English for their pupils.

Recently, the Kuwaiti education system and its enhancement may be accredited largely to the
fact that the country has benefitted from oil and its revenue. The education system within the
country is managed by the Ministry of Education. The Ministry of Education has six
administrative educational authorities: Al-Jahra, Al-Ahmedi, Mubarak Al-Kabeer, Al-
Farwanya, Hawali, and Al-Asema. These administrations hold responsibility for the
implementation and supervision of plans and policies drawn up by the Ministry of Education.
Accordingly, these plans are in line with the most important objectives assigned to the field

of education. These include:

- Establishing a balance between preparing an individual to adapt to changes witnessed
at regional and international levels, and protecting and preserving the state’s cultural
identity;

- Preparing individuals for practical life and meeting technological advancements, as

well as delivering fundamental basic skills.
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2.4 Structure of the education system in Kuwait

The current structure of the Kuwaiti education system comprises two types of education:
public education and private education. Both are comprised of three main levels, namely,
Primary, Middle and Secondary. In all of these levels, classes are segregated by sex, starting
from grade one. Primary level education is preceded by two kindergarten years, and includes
five grades, from age six to ten. At the middle level, pupils go through four levels, from age
eleven until they are fourteen. The high secondary stage has three grades, for ages fifteen to
seventeen (see Figure 2.1).
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Figure 2.1: The structure of Kuwaiti education system

The Ministry of Education does not encourage the automatic transfer of pupils from one

grade to the next, so as to avoid escalating problems for pupils with aspects of weakness. It
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prefers to allow them to attain a certain level of achievement that enables them to advance

their education to the next grade.

The main subjects taught at primary level are Islamic Studies, Arabic, English, Combined
Sciences, Mathematics, Computer Science, Social Studies, Physical Studies, Art, Music, and
(for girls) Home Economics. At Middle and Secondary levels, additional subjects are
introduced, such as Geology, Biology, Chemistry, Physics, Geography, History, Economics,
French and Philosophy. However, no mental health education curriculum or programs to

promote pupils’ mental health have been implemented in the schools of Kuwait.

The education in the private schools in Kuwait established due to a social and economic
renaissance in Kuwait, which witnessed immigrants arriving in large numbers from different
Arab and foreign countries, and who now compose a large section of Kuwaiti society (Al-
Abdullah, 2003). Hence, this has added to the responsibilities shouldered by the government
to open private schools, supplying the education provided in their homelands. Private schools
are monitored and assessed through inspection visits by the Ministry of Education. These
private schools follow the same systems as public schools regarding goals, exams and
administrative issues. Curricula taught in these schools are state-approved, while permitting
the use of additional text books. The Ministry of Education in Kuwait further recognises the
provision of special education facilities as an important aspect of its role. Hence, it has
provided equal educational opportunities for pupils with learning disabilities by opening in

excess of 11 schools and educational institutes for them over the last few years.

Higher education includes post-secondary education and technical training, which is
supervised and provided by PAAET (The Public Authority for Applied Education and
Training) and Kuwait University. PAAET has established institutions and training centres
which are more vocational in orientation and offer two-year technician programmes for

secondary certificate holders.

At university level, a Bachelor’s degree normally requires completion of eight semesters
(over four years) for all programs, except for engineering (five years and above) and

medicine (seven years of study according to its three introductory level programs).

At postgraduate level, the duration of programs leading to the award of the higher diploma

consists of two or three semesters. Master’s and Doctoral degrees are not yet available in all
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majors. Additionally, the government of Kuwait provides scholarships for students to study

abroad in different countries around the world.

2.5 Teacher education in Kuwait

Since the establishment of the Kuwaiti education system, the government has opted to source
staff externally. However, considering the rise in the number of schools and pupils, there was
a more pressing need for administrators and teachers, and so the government was required to
initiate a number of critical steps to ensure the development of a sound teaching force within
the country (Al-Abdullah, 2003).

Acknowledging the value and importance of teachers’ on-the-job training, the Ministry of
Education directed its focus to ensuring teachers were trained to an adequately professional
level. Currently, the most widely recognised training institutions include the Faculty of
Education at the University of Kuwait, and the College of Basic Education, with the latter
providing academic, cultural and pedagogical training. Importantly, the training programmes
put the emphasis not only upon general subjects, but also on specialised topics, in addition to
delivering vocational training. A number of self-improvement initiatives are also promoted,
thus providing teachers and trainers with the capacity to improve their expertise and skills,
and to thereby become better acquainted with new developments in their professional field
(MOE, 2008).

2.6 Mental health in Kuwait

The focus of this current study is to explore the status of promoting pupils’ mental health
within the Kuwait education system, with an emphasis on the role of teachers in this area, and
their awareness of this responsibility. It is therefore critical to examine not only the teaching
of the academic curricula but also the extent of training, if any, in the area of pupils’ mental
health offered for teachers during their studies in educational institutions and during their
working career. This will reveal the extent of teachers’ awareness, knowledge and training

regarding pupils’ mental health issues.

The researcher of this study carried out a review of the syllabuses of all the academic subjects
provided for teachers during their education in the College of Education in Kuwait University
and the College of Education in the PAAET. The review showed that there was no subject
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covering mental health issues and the skills required to recognise and deal with pupils’

mental health issues included in the whole course of study for teachers.

Therefore, no effort of any kind has been undertaken to establish a system to provide teachers
with knowledge and training to raise their awareness in the area of mental health. Neither is
there any mental health education or training course provided for teachers during their
academic studying or career. In short, the teachers’ role in promoting the mental health of
young people in schools remains neglected in the education system in colleges, school

curricula, and throughout the whole school ethos.

The question which arises here is how schools in Kuwait are promoting their pupils’ mental
health. Does promoting pupils’ mental well-being constitute a core of these schools’ plans
and activities? If so, what is the position of this goal within school culture? To shed light on
these issues, it is critical to first address the history and policy of mental health in Kuwait,

and then examine the way that schools are attempting to promote pupils’ mental health.

Until the beginning of the twentieth century, no attention was paid to mental health due to the
economic, cultural and social conditions present in most Arabian Gulf countries at that time.
During that period, people living in the Gulf area were poor and could barely find their daily
sustenance; if they got sick, most could not afford medication and therefore relied on herbal
medicine (Taher & Al-Mosawy, 1995).

Mental health problems were basically related to the mainstream regional and social
traditions in these regions, and methods applied in treatment were primitive, with
superstitions and mascots (totems), myths and idols playing an important role in this field.
Eleanor Calverley, the first American doctor in Kuwait in 1955, described the life of the
people of Kuwait as very hard and harsh: people suffered from illnesses and pains, and their
wounds bled with no one to alleviate their pain or to give them the right treatment, except
through traditional medicine based on herbal remedies. She also reported that if mentally ill
people were not healed by this traditional medication, the defect was ascribed to genies and
hence ‘Zaar’, a traditional session where anthems and folk songs are played, was the accepted
way to treat this illness. Eleanor Calverley also described this ‘Zaar’ as a traditional treatment
that mentally ill people received from traditional and religious healers (sheikhs), which

included some holy recitations for the patient, using amulets to drive the ‘evil eye’ away, and
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writing on some bowls with holy water (zaaafran), which the healers then asked the patient to

drink and wash some parts of their body (Al-Mosawy, 1992, p.24).

The first hospital, established in 1913, was the American Missionary. Kuwaitis feared
attending this hospital due to their distrust of Americans, as they considered them as strangers
and conquerors who might do something bad to them. The end of 1949 saw the first
specialized centre for nervous and mental diseases where the specialists provided mental
health services. That year also saw a facility established for mentally sick women. A hospital
for mental and nervous diseases opened in 1956 and later became the hospital of psychiatry.
The psychiatric hospital developed in 1985 and its services extended to male/female pupils in
all educational phases, and so the services came to encompass pupils experiencing mental

health issues under the Ministry of Social Affairs.

The policy to promote mental health in Kuwait was initially formulated in 1983. Mental
health care has been incorporated into the primary health care system since 1983 and was
centralized in the Kuwait Psychiatric Hospital. There is a consensus that mental health care
can be categorised into two levels of provision in Kuwait. The first of these is considered to
be part of the Kuwaiti mental health care system, which is delivered through the family
doctor at the primary care level and is government-funded. The second is the mental health
care offered by a number of counselling and psychiatric clinics through country-wide mental
health programmes.

In recent years, significant numbers of the general population have experienced post-
traumatic stress disorder (PTSD), as a result of Iraqgi aggression against Kuwait in 1990 (Al-
Turkait & Ohaeri, 2008). This topic has been afforded much attention of late. Accordingly,
the Reggie Centre was established, which is a specialised unit created for the purpose of
PTSD-related care and systemic studies, commanding considerable human resources.

With regard to young individuals, they are also provided with mental health care services
through the Ministry of Social Affairs, within the Maternity Hospital and Geriatric
Department (Taher & Al-Mosawy, 1995). In addition, a number of other centres, including
specialised schools and prisons, also offer psychiatric clinics for such people. Nevertheless, it
should be acknowledged that, at present, there is a lack of community-oriented mental health
facilities.
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It is worth pointing out the diverse impact that the lIraqi aggression had on young peoples’
mental health. Kuwait, as is well known, was attacked by Iraq in 1990. This aggression
inflicted a number of negative conditions on young people, resulting in behavioural,
cognitive, emotional, mental health and psychological impacts amongst this population (Al-
Rashidi, 1995). For example, young people suffered from fear and anxiety on a daily basis,
with a number of individuals developing psychological disorders after witnessing terrible
events, including disease, fear, killings and violence (Ibid.). With this in mind, a number of
findings, such as those publicised by the Ministry of Education in 1991, have emphasised that
cases of aggressive behaviour, suicide attempts, fatigue, fear manifestation, non-compliance
with law, poor concentration and sleep disturbance, to name but a few, are all known to have

increased amongst the young population of the country.

Following the end of the Gulf War and the liberation of Kuwait, there were a few studies
carried out reporting the impact of war-related traumatic experiences and their resulting stress
on the Kuwaiti population (e.g. Al-Ansari, 1994; Al-Saraf, 1994). However, young people
were not the focus in these studies. Notably, one study carried out by Al-Turkait and Ohaeri
(2008) aimed at investigating the severity of specific mental health problems, such as
depression or anxiety, among the children of Kuwaiti military men. Findings derived from
the study indicated that the war situation and factors such as the father’s participation in the
war or being held prisoner due to the war, as well as the mother’s subsequent stress, could

significantly affect a young person’s mental health.

Examining the nature of research carried out in the field of young people’s mental health in
Kuwait, most of the studies have epidemiological paradigm aims, designed to measure the
effectiveness of certain counselling programs in reducing cases of mental health disorders
among pupils. Unfortunately, no attention was paid to investigating the role of schools or

teachers in promoting pupils’ mental health or provision for mental health disorders.

2.7 Mental health in the schools of Kuwait

According to the Ministry of Education (2009), the role of schools in Kuwait at the present
time is no more than that of a provider of information to the learner in all fields of science
and knowledge. Yet, according to the stated aims of education in Kuwait, the school has
another important role, in disciplining the behaviour of pupils, whilst simultaneously

providing services that facilitate the achievement of practical educational objectives in

28


http://www3.interscience.wiley.com/cgi-bin/fulltext/123441645/main.html,ftx_abs#b1001
http://www3.interscience.wiley.com/cgi-bin/fulltext/123441645/main.html,ftx_abs#b2

building the personality of the pupil, achieving mental and social adjustment and limiting the

negative effects of modern life on children and adolescents.

It is from this starting point that the Ministry of Education established the School Mental
Health Service Department in 1981, to provide mental health care in the schools of public
education and kindergartens. Mental Health counsellors were appointed, qualified both
scientifically and professionally in this department, and capable of liaising with all parties in

the educational process - the school, the family and society.

The terminology of ‘mental health’ is commonly used in this department in the Ministry of
Education and within the Kuwaiti context to indicate the ‘psychiatric health’ term, which is
used to identify those severe mental health disorders which require intensive psychiatric help
(MOE, 2009). It is worth pointing out here that most of the mental health services provided in
this education department take the form of counselling. Counselling is described as a process
concerned with improving the overall psychological health of an individual, which thus
facilitates the client in achieving their full potential through promoting development, personal
growth and self-understanding, subsequently inspiring the person to implement more positive
and productive behaviours (Rogers, 1961).

2.8 The historical development of counselling in Kuwaiti schools

Soliman (1993) points out that the services of counselling were not available in Kuwaiti
schools until 1985, where they were temporarily installed in a few public schools in Kuwait.
After 1988, those counsellors became permanent appointments in all schools in Kuwait.
Those counsellors had graduated from the Faculty of Social Studies and the Department of
Psychology in Kuwait University, where they received internship training courses in schools,
provided for them through cooperation with the Ministry of Education. The historical
development of counselling in Kuwaiti schools may be divided into three general stages,

according to the events happening during each stage (during the period 1960-1987).

The first stage began in 1960, with the establishment of the first counselling service institute.
Initially, the counselling service was limited to pupils suffering from mental disorders. The
service was further developed when the Administration of Social Work was established.
Following this, under the Department of Social Work Services, a department for mental

guidance and orientation was established, to take over the provision of mental services for
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pupils who were referred for diagnosis and treatment by social workers at the schools (Al-
Sahel, 1989). The counselling service in this stage covered only specific cases, such as
mental disorders, under-achievement, speech difficulties, emotional problems, and
behavioural disorders (MOE, 2009).

In the second stage, which began in 1970, the policymakers in the Ministry of Education paid
more attention to counselling services for the developmental needs of pupils. In this stage a
counselling project for secondary school pupils was established. School mental services
officially started in the state of Kuwait with the establishment of the first institute for
educating mentally retarded pupils, in October 1960. In this stage, the need to appoint
psychiatrists became urgent, in order to handle the treatment of pupils with mental health
difficulties referred from schools. For the purpose of developing special methods of
education for these cases, appropriate to their mental levels, an office was established for
mental services, attached to the Institute for the Mentally Retarded (special institute). The
mental services provided by psychiatrists during this period were sufficient to cope with the
problems they faced in schools (Al-Sahel, 1989). Additionally, at this stage, Kuwait
University started to develop its role in the field of counselling by making counselling
courses available. As a consequence, at the end of this stage, major development came about
and resulted in the creation of the Division of Psychological Counselling and Guidance, and
counsellors from the Division of Supervision of Psychological Services and Education started

to work in secondary schools (Ibid.).

In the third stage and with the increase of the numbers of pupils experiencing mental health
problems in different educational levels, officers of the Mental Health Services became
convinced of the importance of providing mental health services in schools comparable to
other educational services. Hence, in 1984, the Mental Health Services started to develop and
gradually to encompass all general educational levels, including kindergarten, primary and
middle schools. Decision-makers in the Ministry of Education and Kuwait University became
aware of the value of counselling for the development of society (Al-Sahel, 1989). One of the
most important events which happened at this stage was the establishment of the School
Mental Health Service Department. This department consists of the following three sections:
educational psychological counselling, psychological research, and technical vocation for
psychological services. The Ministry of Education defines this Mental Health Services
Department as ‘a group of specialized technical efforts including the processes of giving the

learner the chance to detect their capabilities and abilities and employ them for optimum
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performance as a student, and providing him/ her with the atmosphere to adjust him/herself
and his/her environment in a way that allows the comprehensive development of the
personality on the way to achieving the stated educational targets’ (MOE, 2009, p.21). The
general objectives of the School Mental Health Services Department include:

1. Helping the learner to develop, grow and adjust within the school, the family and the
society in general.

2. Making it possible for learners to be provided with sound emotional development,
using all they have in terms of general and personal abilities, especially within their
school and environment, in terms of material and human capabilities.

3. Being eager to provide guidance and orientation for learners, both professionally and
educationally.

4. Facilitating the learner to achieve positive interaction with others.

5. Helping learners to solve their problems and enabling them to acquire the skills
required to reach solutions by sound methods, leading to satisfaction and happiness,
personally and socially.

6. Helping to care for gifted and talented pupils in order to enable them to reach high
levels of performance in their field and to be appreciated by society (MOE, 2009).

The establishment of this department is a sign of the improvement of counselling in Kuwait
and it has meant an increase in the number of professional counselling services. It has also
meant that counsellors and psychologists are more independent of other departments in doing

their own work, meaning they have the opportunity to develop themselves and their work.

In Kuwaiti schools, pupils who experience mental health problems are referred to the school
counsellor, who provides those pupils with the appropriate intervention to deal with their
problems. In cases with severe problems and those cases of pupils requiring intensive
counselling interventions, pupils are referred to professionals and specialists in the School
Mental Health Service Department within the Ministry of Education. However, in many
cases, unfortunately, these pupils are in great need and receive help too late. A further

referral, to the psychiatric hospital, would be made in the most severe cases.

2.9 Conclusion
This chapter has provided a detailed breakdown of the education system implemented within

Kuwait and its overall structure. It has also addressed the policies concerning mental health in
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Kuwait, with key attention directed towards how pupils’ mental health is promoted in
Kuwaiti schools. In particular, the chapter sheds light on the historical development of
counselling in Kuwaiti schools, as counselling is the only fundamental method for providing
mental health services in Kuwaiti schools. Furthermore, the chapter described briefly the lack
of consideration of mental health education and promoting pupils’ mental health in teachers’
education in the academic curriculum, and the extent of training in the area of pupils’ mental
health offered for teachers during their studies in educational institutions and during their
working career. The following chapter will highlight some perspectives in the field of
promoting mental health in schools and the role of schools in this promoting process. It will
also outline the problems of defining the mental health concept, with particular focus on the
recent positive concept of mental health and the continuum concept of mental health, which
will be followed by a review of the theoretical models for promoting mental health, the
rationale for promoting young people’s mental health, and a review of research literature
related to the current study in terms of teachers’ attitudes, their role in promoting pupils’

mental health, and the various barriers that have an impact on the promoting process.
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Chapter 3: Perspectives on promoting mental health and

review of the literature

3.1 Introduction

This chapter reviews the literature related to the current study of teachers’ perceptions and
attitudes towards promoting pupils’ mental health, beginning with a theoretical background
highlighting a number of definitions of the concept of mental health. This is followed by a
review of theoretical models of promoting mental health and their different ontological
positions, leading into a discussion of different approaches to promoting mental health,
focusing on the model appropriate for implementing the promotion of pupils’ mental health
in schools. Following a discussion of the rationale for promoting young people’s mental
health, the chapter concludes with a review of the literature related to teachers’ attitudes and
perceptions about their role as promoters of pupils’ mental health, and the various factors and

barriers which might undermine this promoting process.

3.2 Definition issues

3.2.1 The term ‘mental health’

The concept of ‘mental health’ is markedly problematic to define, because the word ‘mental’
can be difficult to describe and is commonly accompanied by widely negative associated
perceptions. Part of the problem lies in the historic use of the word’ mental’, as the concept is
often confused with mental disorders/illnesses. Tudor (1996) argues that such confusion sets
everything related to mental health under the mental illness term. He also reports that the
concept of mental health has been viewed through as a medical framework, for example,
mental health is defined as the absence of diagnosable mental illnesses (1996). This problem
of confusion was addressed early by Wilson (2003), who brings a sense of clarity to the
discussion: ‘Mental health is confused with mental illnesses, and as such quickly passed over
to psychiatrists and other specialists to sort out. In fact, mental health is simply what it says it
is. It is about the health of the mind-that is, the way we feel, think, perceive and make sense
of the world’ (p.15).

33



Such a view sees mental health as a positive quality, and echoes the early attempt of the
World Health Organisation to redefine the concept of mental health in positive terms. The
WHO provided a positive definition for the ‘health’ concept, stating that the term relates to ‘a
complete state of physical, mental and social well-being and not only the absence of infirmity
or disease’ (WHO, 2001). This definition views mental well-being as a fundamental aspect of
general overall health. A further explanation for the term ‘mental health’ was provided by
WHO, as an ‘integral component of health, through which each person realises his or her own
cognitive, effective and rational capacities to cope with the stresses of normal life and work

to participate effectively and productively in his or her community’ (WHO, 2001, p.1).

The positive conceptualisation of the concept of mental health has been reflected in a number
of other definitions of mental health that have been posited, centred on the ability of a person
to adapt to change as a response to their environment and corresponding psychological and
social considerations. For example, in the United Kingdom, a positive definition for ‘mental
health’ was introduced during the 1990s, at which time the term was explained in Mosby’s
Dictionary of Nursing, Medicine and Allied Professions as ‘an individual’s state of mind
dictating the ways in which a person is able to cope with and accordingly adjust to on-going
stresses associated with everyday living” (Anderson & Anderson, 1995, p. 450). In UK,
Health Education Authority defined the term of mental health concept as a positive sense of
well-being alongside resilience - spiritually and emotionally, facilitating a person’s ability to
endure disappointment, pain and sadness, and enjoy life, and representing the belief of the
individual in their own self-respect and importance (Health Education Authority, 1998).

More positive formulations of the cocept of mental health have been provided in, for
example, in the Surgeon General’s Report (2000) in the USA, which aligns mental health
with the ability of an individual to successfully maintain good relationships, to cope and
adapt, and to be involved in productive activities. Keyes (2002), in Canada, recognises that
mental health can be described as the power of a person to understand, perceive, explain and
clarify their environment, adapt to changes, and to be involved in and maintain successful
social communications. In Australia, mental health may refer to the utilisation of cognitive
and interpersonal skills, as well as the most advantageous development of such with the aim
of attaining a number of goals in one’s life (Department of Health and Aged Care, 2000). In
the same vein, the positive aspects of the definition have been reflected in the field of
psychology, particularly in the perspective of ‘positive psychology’, that holds mental health

comprises more than simply not being diagnosed with mental disorders (Kitchener & Jorn,
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2002). Within the Arab context, the mental health concept conforms to social and cultural
values alongside religious considerations. In the Islamic and Arabic culture, good mental
health is concerned with ‘conformity’, which includes the feelings of being satisfied and
secure through creating a balance between one’s psychological capability and environmental
demands within the socio-cultural context ‘including religious principles and cultural values
(El-1slam, 2006).

In the context of young people, this positive view of understanding the concept of mental
health has been reflected in the way that a mentally healthy young person is viewed, as it
links their mental health with their capacity to live a full and rewarding life with confidence
and sociability. Two definitions that describe mentally healthy young people in the UK
include one from the Mental Health Foundation: ‘The mentally healthy young person is the
one who is able to develop emotionally, psychologically, spiritually, creatively, and
intellectually in ways appropriate for the child’s age’(p.5). The other comes from the mental
health report of Local Government Information Unit and Children’s Services Network (LGIU
CSN, 2007), which suggests that mental health, as a term, can be described as not only being
concerned with the lack of mental disorder, but a number of other fundamental
considerations, including the capacity to establish and maintain relationships, acquiring
adaptability to both change and the anticipations of others, the capacity to enjoy life and
learn, to understand the difference between right and wrong, and to adequately manage day-
to-day obstacles and problems (p. 5). Such a positive understanding of the concept of mental
health suggests that young peoples’ mental health needs to be understood within a resilience
context rather than a pathogenic and medical perspective which assumes that mental health is
the absence of mental illness. This suggests that the aim of improving young people’ mental
health is ‘everybody’s business’, and not merely the job of the counsellors and mental health
professionals; this is of particular relevance to those who are in direct contact with young
people, such as teachers, who are the focus of the current study.

3.2.2 Mental health problems and mental illness: points on a continuum

In an attempt to gain insight into the acknowledged positive concept of mental health, it is
important to understand how a ‘mental health problem’ or ‘mental illness’ is perceived and
what these terms encompass. It might be supposed that mental health and mental illness are
two opposing concepts, though they may also be seen as belonging to one large scale or

continuum, as highlighted by Dogra et al. (2002). The term ‘mental illness’ or ‘mental
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disorder’ is usually used within medical and clinical psychiatric institutions to refer to any
diagnosed mental disorder. According to the Diagnostic and Statistical Manual of Mental
Disorders published by the American Psychiatric Association, individuals are diagnosed with
a mental disorder or illness if symptoms depict changes in behaviour, mood or thinking, or an
amalgamation of more than one (DSM-1V, 1994). Anderson and Anderson (1995, p. 450)
suggest a clearer definition for mental illness: ‘any disturbance of emotional stability as
manifested in maladaptive behaviour and malfunctioning performance can be caused by

genetic, biological, chemical, physical, psychological, or social and cultural factors’.

The term ‘mental health problem’ may be used to describe symptoms and signs that do not
meet the stipulated standards or criteria to be classified as a mental disorder, as they are less
severe and alterable and can be treated; nevertheless, it is widely acknowledged that, if left
untreated, such problems can cause significant upset and stress in a person’s life and might
become more severe (Surgeon General Report, 2000). However, the majority of people are
known to overcome mental health problems and establish coping mechanisms or ways of
managing their issues, subsequently facilitating their capacity to lead normal, active lives; it
is suggested that this can be achieved through support group involvement or more formal

treatment options (Mental Health Foundation, 1999a).

Importantly, it is recognized that understanding mental health problems is influenced by
cultural elements: Rosenhan & Seligman (1989) state that the concept of ‘mental problem’
can refer to a number of abnormality-related elements, including unconventionality and moral
code violation, recognising that such definitions involve a number of social judgements.
Similarly, Gross and Mcllveen (1996) emphasise that ‘bound by culture’, ‘ideals’ and ‘value

judgements’ are all relevant terms when related to mental health problems.

Individuals are believed to be capable of achieving improved levels of mental health if there
are no clinical or diagnosable mental health issues (Keyes, 2002). However, it is also
emphasised by Keyes that, if an individual is not diagnosed as having a mental health
disorder, this does not guarantee that positive mental health will be reclaimed. For instance,
mental health levels can be reduced if a person experiences day-to-day tension, work-related
pressures or a stressful lifestyle, even if, psychologically, the individual has not reached a low
enough level to be described as having a pathological mental illness. Figure 3.1 below
illustrates the mental health continuum model, as introduced by Keyes (2002). It is clear from
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the figure that all people can be positioned somewhere within the range on the continuum at

different points in their lives.

Optimal mental health

No symptoms of mental illness Serious mental illness

Poor mental health

Figure 3.1 Keyes’s continuum model (2002) adapted from Health and Welfare Canada: Striking
a Balance (1988)

According to Keyes’s framework, mental health could be enhanced even for those with
mental illness; however, this suggests moving beyond the simple categorization of
individuals as either mentally ill or mentally healthy. In many cases, symptoms associated
with acute mental disorders have an episodic nature, are alterable, and are surrounded by
periods of wellness or recovery (2002). In other words, in spite of being diagnosed with
mental disorders, a person can experience mental well-being; on the other hand, a person may
not be diagnosed with mental illnesses but may still experience poor mental health. The
continuum model illustrates four possible positions (quadrants) where people can be situated

regarding their mental health:
Quadrant 1: Individuals have good mental health without a diagnosed mental illness.
Quadrant 2: Individuals experience symptoms of mental disorders but still have good mental

health: i.e. they have social support, they are coping, they feel empowered, and they are able
to participate in social activities and maintain good relationships.
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Quadrant 3: Individuals experience poor mental health and show symptoms of mental
disorders: examples are people who have poor housing (or are homeless), are unemployed, or

have low income and no social support.

Quadrant 4: Individuals have no symptoms of mental illness but experience poor mental

health or have difficulty coping with changes in their life.

In his model, Keyes (2002) also refers to the presence of mental health as ‘flourishing’, a
term denoting mentally healthy adults possessing a notable degree of emotional well-being,
happiness and satisfaction, recognising purpose in their lives, having a sense of personal
growth and evolutionary change as opposed to being victimised by life’s events. On the other
hand, Keyes goes on to emphasise the concept of ‘languishing’, used to refer to a person who
does not enjoy complete mental health but also is not experiencing any mental illness. This
term ‘languishing’ highlights the potential to improve the mental health of an individual
without there being any diagnosis of mental illness (which is essentially recognised as being
critical to gaining insight and understanding of the ways in which mental health promotion
can be geared towards a particular individual with mental illness). Therefore, it may be
emphasised that a person with poor mental health may not have any mental problems, whilst
an individual with mental problems may nevertheless be mentally healthy. It may be assumed
that good mental health is not only defined by a lack of mental illness, as some individuals
have a better level of mental health than others, irrespective of whether or not one individual
is described as being mentally ill (WHO, 2001). Thus, it is worth noting that the distinction
between being well or ‘normal’, and experiencing mental illnesses or being ‘abnormal’, is not
clear-cut, thus suggesting that the point at which the state changes from abnormal to normal
is indefinable (Dogra et al. , 2002; Weare, 2000).

3.3 Young people’s mental health: a key area of concern

Young people may have mental problems that can go unrecognised (Meltzer, Gatward,
Goodman & Ford, 2000); often these are seen as natural and perhaps necessary struggles to
adjust to new circumstances. The continuum model seems to fit here, as the key issues
revolve around what happens should a young person get stuck and overwhelmed by their
feelings, and be unable to function well in their life. Some young people do not always cope

well with life events or deal with the strains and stresses of daily life (YoungMinds, 1996).
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These young people are not ‘mentally ill’, but they do have significant ‘mental health
problems’, though these problems may not match the criteria of mental disorders or mental
illnesses. Most of these problems are manageable with help from friends, parents and
teachers, and are quite mild, temporary and often reactive to what is going on in families and
at schools (Keyes, 2002). However, if mental health problems are not recognized early, they
can have significant and costly impacts on education, families, relationships in adulthood,
social services, and the health care system (Paternite et al., 2008). Thus, support from others
becomes a necessary resource for coping with these problems (Health and Welfare Canada,
1988). This study focuses on the potential support available from teachers, who have direct

contact with those young people.

The mental health of young people is a critical area for consideration, thus necessitating focus
and attention from policy-makers and professionals (WHO, 2005). Much attention has been
directed toward the significance of mental health amongst young people (Belfer, 2005), due
to the increasing rates of mental health problems in the context of schools. In the United
Kingdom, for example, there has been a rise in pupils demonstrating notable effects in terms
of their mental health, with evident negative impact on their academic achievement (Rothi &
Leavey, 2006), family relationships, and the capacity to establish and maintain friendships
(Rutter & Smith, 1995). There is now a growing concern in the UK regarding the prevalence
of mental health problems amongst this young population, with school exclusions as a result
of behavioural issues becoming more common, alongside ever-growing waiting lists for
professionals in this area, namely counsellors (Capey, 1997; Baxter, 2002; World Federation
for Mental Health, 2003; Lines, 2002; Neil & Christensen, 2007).

It has also been highlighted that approximately 20% of all young people will face some type
of mental problem, such as behavioural or emotional complications (WHO, 2001). However,
only 10%-22% of such mental health issues experienced by young people who visit primary
care services are recognized by social workers and other professionals in the field (WHO,
2005). Hardy (2008) also notes that up to three-quarters of all young people who need some

form of mental health service are not provided with such.

Young people in middle school (aged 11-15 years old) are progressing through adolescence,
during which time a pupil may experience many different instances of confusion relating to
growth and biological and psychological development, in addition to pressures from a

number of outside sources, namely the community, family, friends, peers, school and teachers
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(Erikson, 1971). Puberty can be viewed as a fundamental factor potentially impacting on the
mental health of young people, thus posing a number of significant risks for young people,
for example low self-esteem, depression, eating disorders, and negative body image (Kaltiala-
Heino et al., 2003).

A number of changes affect the way in which an individual experiences transition to
adulthood, with young people and adolescents in middle school recognised as being at a
fundamental stage in forming their own identity, making lifestyle choices, establishing
relationships, and making various important decisions which could affect their educational
achievement (Morgan, 2008). Compared to adults, young individuals are particularly
vulnerable to developing mental health issues following challenges and pressures in their
day-to-day lives. For example, financial concerns, limited educational or career opportunities,
leaving the family home, or problems with relationships may all contribute to increased levels
of stress or pressure, which can cause the emotional, intellectual and social development of
young people to deteriorate and induce mental disorders among other consequences,
including costs inflicted upon the healthcare system (Suhrcke, Pillas & Selai, 2007).

Additionally, it is widely recognized that mental health problems increase when pupils
progress to middle schools (Mental Health Foundation, 2005). Mind (2001) in UK states that,
of a middle school with 1,000 pupils, it is likely that 100 may be suffering with significant
distress, 50 may be seriously depressed, 10-20 may be suffering from OCD (obsessive-
compulsive disorder), whilst 1-5 females may be found to have some form of eating disorder.
According to Mind (2001), additional data showed an increase of 47% in self-harming
between 1982 and 2001 in UK.middle schools. It has been also noted through recorded data
that suicide attempts are witnessed amongst 2%-4% of pupils, with successful suicide
observed in 7.6 cases out of every 100,000 individuals aged between 15 and 19. In addition,
bulimia or anorexia nervosa is found in as many as 25% of pupils in middle schools. It should
however be recognised that the figures detailed refer only to those cases diagnosed and
reported; thus, as well as those who have been diagnosed, there may be more individuals with
unrecognised and untreated problems. It was reported by Murray and Lopez (1996) that if
adequate attention is not paid to young people and their potential mental health problems,

such mental health issues will be responsible for most of young people’s difficulties.

Issues experienced during adolescence are likely to stem from a number of causes and not
only one individual factor (Flay, 2002; Werner & Smith, 1992). It is believed that there is no
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sole dominant cause of young people experiencing mental illness, but rather an amalgamation
of numerous biological, environmental and psychological risk factors (Werner & Smith,
1992). Accordingly, young people’s mental health problems are commonly persistent and are
linked with a number of different factors, including chronic illness, childhood adversities,
financial difficulties, high alcohol consumption, and a lack of social support (Dogra et al.,
2002). Often these problems are interconnected and can lead to difficulties in the
psychosocial development of young people. If consideration is given to pupils’ thoughts,
feelings and behaviour, and the hormones pumping around their bodies, it is hardly surprising
that middle schools experience events such as pupils fighting, feeling attraction to others, and
exerting power over others, being victimised, and feeling angry and confused. Thus, the
young people in the middle stage of education might be at real risk of experiencing emotional
and social mental health problems and need to have their mental well-being considered.

Unfortunately, there is an apparent lack of reliable statistics in Kuwait concerning the
likelihood of mental health problems among young people. In fact, there is a paucity of
documented screening studies for mental problems among young people in Kuwait, and
where such screening studies do occur (e.g. Al-Ansari, 1994; Al-Saraf, 1994; Al-Turkait,
Ohaeri, 2008; Al-Rashidi, 1995), it is clear that they were directed towards screening a
specific mental health disorder. (For examples of these studies, see Chapter Two, Section
2.6).

3.4 Promoting young people’s mental health

Interest in promoting public mental health has increased owing to two key factors, as
highlighted by WHO (2005). Firstly, physical health and mental health are viewed as going
hand-in-hand with life quality and therefore need to be taken into account as fundamental
aspects of the way in which overall health can be improved. More specifically, there is a
wealth of evidence to support the positive relationship between mental and physical health
and well-being with various positive outcomes, including reduced crime rates, educational
achievement, the establishment and development of positive personal relationships, and
work-related productivity. Additionally, it has been widely recognised that mental illnesses
have increased globally, with both developing and developed countries struggling to deliver
the required levels of care, and notable burdens experienced in this area, such as the costs
associated with treatment. This has led to a keen interest in the potential to promote and
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encourage the promotion of positive mental health alongside preventing and treating such
ailments (WHO, 2001c).

The promotion of mental health means to enhance and augment the prevention of mental ill-
health and promote positive mental health, which would subsequently safeguard people from
problems in this area (Jenkins, 2001; Rowling, Martin & Walker, 2008; Secker & Platt,
1996). Promoting mental health directs attention towards reducing risk factors and
maximizing the development of the resilience factors (Tudor, 1996; Bartley, 2006). For
example, promoting mental health can be enhanced through seeking to address coping and
transition skills, and further deliver a sound developmental strategy for mental health
(Hodgson, Abbasi & Clarkson, 1996). Essentially, mental health promotion and its associated
approaches can be described as any efforts directed towards improving attitudes and levels of
knowledge and skills required to facilitate emotional and social development, personal well-
being and a healthy lifestyle (Adelman & Taylor, 2006).

3.5 Theoretical conceptualizations of promoting mental health

Although there is currently no universally accepted definition of the term ‘mental health’, the
way in which mental health is conceptualised has given rise to various important and
essentially distinct strategies of mental health promotion, as witnessed across a number of
countries and global populations. There are two perspectives: the pathogenic and the

salutogenic.

3.5.1 Deficit model (pathogenic perspective)

Pathogenic theories classify health as a lack of illness, with attention directed toward that
which causes individuals to become ill. Here, the overall objective is to establish and
accordingly eliminate causes of illness, i.e. to heal the person and thus achieve healthiness.
According to the pathogenic approach, historically, the promotion of individuals’ health is
based on utilising the deficit model in identifying needs and problems and allocating
professional resources in which such issues can be overcome or fixed (Morgan & Ziglio,
2006). Thus, promoting mental health based on this approach focuses on identifying risk
factors in terms of disease, illness, disability, and dysfunction (Bartley et al., 2007).
However, according to Morgan and Ziglio (2006), there are various risks of taking a solely
deficit-based model in promoting mental health. First, such an approach tends to identify
individuals and communities in negative terms, regardless of what might work well;

additionally, this model could result in disempowering communities such as mental
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professionals, who are required to solve mental problems. An additional factor is the danger
that people themselves will be blamed for their disorders and societal factors will be ignored;
furthermore, the presence of risk factors may not lead automatically to negative outcomes in
an individual’s life, as each individual has a resilience trend and coping styles (protective
factors) which could help them to recover. Bearing in mind these risks, an alternative

approach to a pathogenic one to promote mental health is the salutogenic approach.

3.5.2 Asset model (salutogenic perspective)

Asset model strategies have received a great deal of attention and emphasis in the area of
mental health promotion, as they consider not only those experiencing difficulties but the
mental health of all the members of society (Rappaport, 1977; Tew, 2005; Morgan & Ziglio,
2006). In contrast to the deficit model, an asset-based approach adopts a salutogenic
perspective, aiming to investigate and asses the origins of disease rather than curing the
disease (Antonovsky, 1979).

MacDonald & O’Hara (1998) claim that the promotion of mental health work can reduce the
overall prevalence and gravity of mental issues; thus, lowering costs required to treat mental
illnesses. Morgan & Ziglio (2006) similarly emphasise positive competence in establishing
issues and implementing solutions, which thus encourages individuals’ levels of self-esteem
and results in there being a lesser dependence on professional services. Masten & Reed
(2005) explain that the salutogenic strategy was first adopted in studies carried out in the
context of children, following the interest of numerous developmental psychologists in the
1970s in the ways in which children were seen to behave and succeed despite being
recognised as facing significant risk factors. The resulting information was used to guide
intervention policies and programmes promoting the overall capability of children

experiencing damaging life situations.

Essentially, in terms of the worldwide awareness of mental health and its positive
conceptualisation, the common view is that the awareness of the promotion of mental health
and the adoption of the asset-based framework have together affected the way in which
mental health has been defined with respect to young people. For instance, the Mental Health
Foundation’s definition of young people’s mental health has been adopted by the Department
for Education and Skills (2001); this definition highlights the belief that those individuals

considered to be mentally healthy are able to establish and maintain good relationships,
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succeed in playing and learning, progress through good psychological development, and

develop good morals.

In consideration of the young population, it is stated that the essential foundation of any
definition regarding mental health in this context is ‘resiliency’, which refers to young
people’s ability to cope with and recover from internal and external stresses (O’Grady &
Metz, 1987). Werner & Smith (1992) indicate that adolescents should develop a sense of
belongingness, thus inducing confidence by establishing affectionate relationships with adults
and having a sound support system, whether this is through an educational institution, youth
group or church, for example. Such protective factors help to enhance and facilitate the

mental health of young people.

Luthar (1991) reported that while risk factors pull a child away from successful pathways,
other protective factors can compensate and exert pressure to point a child back towards
successful outcomes. He also suggests that pupils’ mental health can be enhanced and that a
role of support should be adopted in this area by any and all adults involved with young
people. For young people in particular, resilience-related studies postulate that educational
institutions deliver supportive environments wherein academic, personal and social skills can
be enhanced (Davidson, 2008). The following section will address the role of schools as a

protective factor in promoting pupils’ positive mental health.

3.6 School as a protective factor

Recent attention has been paid in the UK to the fundamental role that educational institutions
should have in terms not only of academic development but also in ensuring that mental
health problems amongst young people are recognised and handled alongside the facilitation
of a healthy and safe environment conducive to mental well-being (Atkinson & Hornby,
2002; MHF, 1999a; Dryfoos, 1994). Pupils’ emotional and social well-being should be taken
into account and prioritised (Elias et al., 1986; Weare, 2000; Rutter & Smith, 1995).

In the context of the UK, YoungMinds (1996) advocates the view that schools should
shoulder some degree of responsibility for promoting mental health amongst young people,
emphasising that schools are in a unique and valuable position to affect such individuals’
mental health, a demand also advocated by Purkey & Aspy (1988). Moreover, the
Department for Education and Skills (2004) also states that young people’s mental health
promotion is beneficial both generally and academically, making the issue central to
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government policy. In addition, in 1999, the National Healthy Schools Programme was
introduced as a combined proposal between the Department for Education and Employment
and the Department of Health. Subsequently, in 2004, a more precise strategy was devised,
comprising criteria and national themes, and was successively linked to the agenda of Every
Child Matters in four different areas: emotional health and well-being with attention also to
bullying; healthy eating; personal, social and health education, including focus on sex and

relationships education; and physical activity (Department for education and skills, 2004).

The UK government has highlighted the valuable role played by such schools in the area of
promoting mental health and provided schools with guidance to help them to maintain this
role. Such guidance was first delivered to schools with the aim of aiding them in meeting
pupils’ needs through promoting young people’s mental health (Department for Education
and Employment, 2001). With this in mind, this report seeks to provide a description and
rationale for why schools are considered to be in a valuable position to impact on and
enhance pupils’ mental health, thus facilitating the identification of problems and the delivery

of solutions.

The overall value of schools in terms of their ability to promote mental health amongst such
individuals has been acknowledged with schools now recognised as having a key role to play
and having a notable influence on the emotional and behavioural development of young
people (Wells, Barlow & Stewart-Brown, 2003; Rutter & Smith, 1995). Arguably, it is
necessary that schools recognise and encourage improvement in pupil’s mental health.
Moreover, it is expected that educational institutions eradicate any factors which may
potentially induce any mental health problems, by having a clear and firm policy on dealing
with such problems. Perhaps the primarily vehicle by which schools can function as a
protective force is the school climate or ethos, and the psycho-social bonding pupils feel

towards the school community.

Many proposed models suggest levels of promoting mental health in schools, emphasising
the role of school in recognizing mental health problems early among pupils as part of any
approach to promoting pupils’ mental health in school. These models also emphasise the
collaborative teamwork and multi-agency mental health services models between educational
staff and mental health professionals in promoting pupils’ mental health. In the UK for
example, CAMHS may be seen as a model that includes and contextualises all services

working towards promoting young people’s mental health in a multiplicity of settings (Child
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and Adolescent Mental Health Services, 2008). Some of these services directly deal with
young people’s mental health, while other services are seen as part of a wider picture
interconnected with the education context. This might support the notion that mental health

needs to be ‘everyone’s business’ and not only the work of specialists.

CAMHS provides a tiered approach for promoting young people’s mental health, where
different levels of mental health promotion are defined, capturing opportunities for early
recognition and intervention, prevention, and specialist input. This approach includes four
tiers: Tier 1 comprises front-line professionals who have little or no specialist mental health
knowledge but are often the adults most commonly exposed to young people in difficulty on
a daily basis. Tier 2 includes professionals who have some specialist knowledge and
experience; they often work collaboratively with other services at this level but do not usually
form part of an identified team. Tier 3 includes professionals who are normally working
within a coordinated team based in a mental clinic or through child psychiatric outpatient
services. They offer support to young people and children and their families where more
severe, complex, persistent mental health problems have been identified. Tier 4 offers highly
specialised interventions for young people with the most advanced, complex and persistent
mental illnesses that require considerable specialist knowledge, skills, experience and

resources.

Weare (2000) also offers a three—level model for promoting mental health in schools: the
‘primary level’, seen as the wellness level, seeking to decrease the numbers of new cases; the
‘secondary level’, characterised by temporary mental illness or difficulty from which the
person will probably recover; and the ‘tertiary level’, where severe and recognisable mental

illness has been diagnosed.

Similarly, the NHS Health Advisory Service (1995) suggests a four tiered approach
structuring multi-agency mental health services and the arrangement of such for the
promotion of pupils’ mental health in schools (see Figure 3.2). The first level is perhaps the
most important level which underlines schools’expected role in assuming some responsibility
in identifying and recognizing pupils’ mental health in schools, and referring affected pupils

for appropriate support as required (Rothi, Leavey & Best, 2008).
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Tier 1 Social Voluntary General Health Teachers
workers workers practitioners visitors
Tier 2 Community Psychiatrists Educational Social workers
"| psychiatric nurses Psychologists
Psychotherapists Clinical Occupational
Psychologists therapists
Tier 3 Specialist Family Day unit Psychotherapy Substance
» assessment therapy teams supervision misuse
teams teams team team
- Highly specialist out- In-patient child and Special units for
[ 5| patient services for adolescent mental sensorily impaired
young people with health services young people
very complex and
refractory disorders

Special Specialised Secure forensic
psychiatric neuro-psychiatric mental health
liaison services services services

Figure 3.2 Tiers of promoting mental health (NHS Health Advisory Service, 1995)

The ‘primary level’ is associated more with school ethos, which can be described as ‘the
curricular and organisational features of the school which communicate certain values to the
school community and thereby help promote the development of fundamental values in
children’ (Atkinson & Hornby, 2002). It is about the school’s environment and its capacity to
promote or underpin mental health among pupils. Encouraging a good school ethos requires
capable good leadership and commitment from the management team; high levels of
participation from, and good relations between, staff, parents and pupils; a commitment to
equal opportunities; valuing diversity; and clear policies on behavioural expectations
(Atkinson & Hornby, 2002; MHF, 1999; Weare, 2000).

Curricula have been proposed as another area for making possible changes to promote pupils’

mental health in schools in connection with collaboration between educators and mental
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health professionals. In the UK, for example, applying mental health education for pupils has
been found to be effective in raising pupils’ awareness and understanding of mental health
issues, providing mental health information, and identifying strategies for coping with
problems in order to promote young people’s emotional, mental and physical well-being
(Department for Children, Schools and Families, 2010). In the UK, it was found that young
individuals receiving efficient and well-considered social-emotional learning and mental
health programmes are more likely to demonstrate better attitudes to the learning experience,
resulting in attaining higher marks in various subjects, investing greater effort into academic
work, with fewer instances of absence or exclusion (Weare, 2004). Research conducted by
Meldrum, Venn & Kutcher (2009) also demonstrated that the implementation of a mental
health curriculum in Canadian schools subsequently facilitated the promotion of pupils’
mental health and also decreased stigma around mental health issues.

One of the most significant examples in the field of mental health education internationally is
the SEAL (Social and Emotional Aspects of Learning) curriculum in the UK. This curriculum
aims to develop the qualities and skills which help to achieve effective learning through
promoting positive behaviour in young people. SEAL includes five emotional and social
areas of learning: managing feelings, empathy, self-awareness, motivation, and social skills.
SEAL in middle schools aims to develop skills such as working in a group, understanding
another’s point of view, resolving conflict and managing worries, and sticking at things when

they get difficult (Hallam, 2009; Department for Children, Schools and Families, 2010).

PATH (Promoting Alternative Thinking Strategies) is another example of educational mental
health curriculum, applied in school districts in the US. It is based on the idea that skills
learnt in the classroom should be generalised to children’s everyday lives. The content of the
PATHS curriculum consists of emotional understanding, self-control, relationships,
interpersonal problem-solving skills, and positive self-esteem, and has been found to be
effective in improving protective factors (social and emotional competencies and social
cognitions), as well as reducing behavioural risk (depression and aggression) amongst a

broad range of pupils (Kam et al., 2004).
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3.7 Rationale for promoting pupils’ mental health in schools
There are a number of outcome rationales for promoting pupils’ mental health in schools. The
following section will highlight the legal, educational-psychological and social-ethical

justifications.

3.7.1 The legal-legislative rationale

In the context of the UK, the Department of Health published a National Service Framework
(DOH, 2004), focused on the mental and psychological well-being of children and young
people, delivering the fundamental foundation of National Service Framework for Children,
Young People and Maternity Service. The report suggests that, despite there being various
children with mental health problems that can be diagnosed, there remain others with less

significant issues but who should nevertheless be given help in order to lead improved lives.

The Fundamental Health Report of LGIU and CSN (2007) seeks to involve everybody in the
promotion of young people’s mental health, including holding positive views and feelings
about themselves, learning confidently, overcoming problems and enjoying relationships. The
report is written for one fundamental audience - those directly involved with young people
and children - although it is understood that individuals and entities with an indirect influence
should also take note of the report and its statements. Additionally, the report carries out a
review of policy initiatives in term of legalisation within the UK, utilising this review to
establish the main accountabilities of key groups in the support and promotion of mental
health amongst children. These groups include children and young people themselves, the
government, local authorities, parents and carers, schools, the voluntary sector and youth

justice.

In the context of Kuwait, equivalent specific policy is recognised as being merely a ‘piece of
text’; no steps have so far been taken towards establishing people and groups who have direct
contact with young people and children, nor have actions been implemented in the promotion
of mental health within this population. This reflects what was generally reported by the
WHO, that projects concerned with the promotion of mental health in non-industrialised
countries have been built mainly on the support delivered by primary healthcare staff
involved in more basic services, and that, regardless of the attempts made to validate mental
health legislations, there remains a lack of documentation in this regard (Herrman, Saxena &
Moodie, 2005). Accordingly, it is recognised that there is a lack of official policy concerned

with promoting the mental health of children and young people in Kuwait. Nevertheless, it

49



should also be acknowledged that the implementation of legislation and policies is merely

one step towards the ultimate objective of promoting pupils’ mental health.

3.7.2 The psychological-educational rationale

In the context of the psychological-educational rationale, promoting pupils’ mental health is
essentially focused on young people’s learning. Educational establishments are becoming
increasingly concerned with mental health promotion as a result of the volume of studies
being carried out in this area, which highlight the importance and significance of emotional
and social well-being and mental health for effective learning (Weare, 2000). Furthermore, as
highlighted by the Health Education Authority (1998), pupils are more inclined to adopt a
‘can do’ attitude and have higher levels of self-esteem when they have positive school
experiences, with a number of studies stating that the enhancement of young people’s
emotional and social potential further improves their overall ability to learn and go on to
achieve well academically (Greenberg et al., 2003). In this same vein, it is noted by Adelman
and Taylor (2000) that alongside the growth of mental health problems, there are commonly
obstacles in a number of different areas, such as in learning, with young people and children
becoming frustrated and experiencing negative impacts associated with poor school
performance and academic failure. Mental health problems are likely to go hand-in-hand with
undesirable behaviours in the educational setting, increasing the chance of school exclusion
following poor achievement (Rothi & Leavey, 2006). Accordingly, it can be seen that the
promotion of mental health amongst young people could help to circumvent a number of
detrimental situations and negative outcomes through the early recognition of such problems.
Paternite et al., (2008) argue that if such issues are not highlighted early enough and solutions
are not provided, significant and costly effects may be witnessed, in terms of education,

families, relationships and social services.

There is much support for the presence of a positive link between academic success and
mental health, as well as the belief that behavioural and emotional health problems pose
notable obstacles to learning (Adelman & Taylor, 1999; Waxman, Weist & Benson, 1999).
Rones & Hoagwood (2000) further recommend that attention be afforded to young people’s
mental health issues: that ‘children whose emotional, behavioural, mental or social
difficulties are not addressed have a diminished capacity to learn and benefit from the school

environment’ (p. 236).
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The implementation of a pupils’ mental health promotion policy relies on the fact that a
school promoting sound mental health is an ideal setting in which caring, respect and trust of
one another are fostered. Positive interactions between both young people and adults are
enhanced through schools’ mental health promotions. Furthermore, it is also understood that,
when people feel confident and have good levels of self-esteem, they are more likely to form
and maintain positive relationships, which may ultimately help to establish a learning-
conducive environment (Adelman & Taylor, 2000). The promotion of mental health can
enable pupils to tackle any obstacles and issues whilst reinforcing and supporting
relationships (Wyn et al., 2000).

The above discussion suggests that more attention should be paid toward pupils’ mental
health in the educational context, which can be justified in a number of different ways.
Firstly, both young people and children spend a large portion of their time at school, and so
this setting is ideal for mental health promotion. Also of chief importance is the impact felt
by such individuals following the experience of mental health disorders, with such effects
known to be complicated and multi-faceted, thus affecting various educational and social
opportunities. Many pupils experience issues known to impact on their capacity to achieve
academically and to learn, as has been highlighted by Dryfoos (1994), with pupils recognised
as being more at risk when they are in middle-school education. Low educational attainment
is believed to reduce employment-related opportunities later on in life (Close-Conoley &
Conoley, 1991). Individuals need to be offered useful treatment for such problems; otherwise
these disorders may progress and affect their entire lives (MHF, 1999).

3.7.3 The social-ethical rationale

The Convention on the Rights of the Child published by the United Nations (1998) has
obligated all the governments around the world to maintain young people’s mental, physical,
social and spiritual needs. This convention emphasises that various rights need to be taken
into consideration and assigned focus, attention and protection, ensuring safeguards from
mental and physical abuse, facilitating and respecting the child’s views, the right to life and
the best interests of the child, and access to healthcare services, whilst also guaranteeing non-
discrimination (United Nations, 1998).

Kuwait is a signatory to the United Nation Convention on the rights of children and young
people, and the constitution of the State of Kuwait details the general legal framework

regarding the provision of care for young people, emphasising that young people should be
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cared for by the State and protected from any form of abuse, whether moral, physical or
spiritual (Article 10 in Kuwait Constitution, 2012). Thus, Kuwait clearly needs to be
concerned with ensuring all young people are afforded their rights in educational, health-
related and social aspects. However, the promotion of mental health amongst such individuals
is recognised as inadequate, with a lack of policy or planning for the promotion of mental
health within the context of educational systems. Put simply, the social-ethical rationale
highlights the fact that all young people and children have the right to live healthy lives at all
levels. As has been suggested by Roaf & Bines (1989), one way of achieving progress and
change is by adopting a strategy considering individual’s rights, needs and opportunities.
Together, the educational, ethical and legal arguments deliver sound support for the

promotion of young people’s mental health.

3.8 Overview of studies of teachers’ views of pupils’ mental health

In the UK, it has been argued that, while professionals are concerned with pupils with mental
health problems, teachers have mostly been concerned with developing pupils’ intellectual,
technical, logical, and sometimes creative powers, but rarely their mental well-being (Weare,
2004). A review of the literature made by the researcher in the current study indicates that,
while considerable efforts have been made to enhance mental health services in schools, little
attention has been paid to exploring teachers’ attitudes and perspectives towards pupils’
mental health issues, and their voices in this area have gone relatively unheard. The literature
review in the current study will cover studies in three areas: first, teachers’ attitudes towards
their role to promoting pupils’ mental health; second, factors associated with teachers’
attitudes towards promoting pupils’ mental health; third, barriers to promoting pupils’ mental
health that could hinder teachers’ role in promoting pupils’ mental health. With regard to
previous studies conducted in this area, the section will start by shedding light on issues
regarding the definitions of attitudes, attitudes models and attitudes measures and will also
address the rationale for employing the multi-dimensional attitudes model in the current

study.

3.8.1Definitions of attitudes

The term ‘attitude’ is commonly used by individuals, groups and professionals to describe a
psychological state prompting or influencing an individual to implement some form of action.
It has been utilised in the field of social psychology for a number of years and is considered
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to be of pivotal importance, with Allport (1935, p. 798) stating that, ‘the concept of attitude is
probably the most distinctive and indispensable concept in contemporary American social
psychology’, with Eagly & Chaiken (1993) further supporting this view. However, regardless
of its long-term use in psychology and its history, a number of different definitions have been

put forward for the concept.

With the above in mind, it is pertinent to highlight the view of Moliner & Tafani (1997), who,
when analysing attitudes and their overall nature, highlight that, regardless of the range of
different definitions, there remains consensus regarding three main points: firstly, that the
concept depends on a process which cannot be examined directly owing to the fact that it is
inherent to the individual; secondly, the attitudinal process comprises an observable aspect in
terms of the response and expressed views, which can be evaluated; and thirdly, the response
of an individual with regard to an entity, element or object can be examined in terms of
beliefs, emotions, feelings and the data comprised thereby to establish behavioural intentions
towards such. In this same vein, attitudes are described by Ajzen (2005, p. 3) as being ‘a
disposition to respond favourably or unfavourably to an object, person, institution or event’,
although the author goes on to state that the evaluative nature of an attitude is ultimately what
underpins attitude and characterises such (p. 4). Furthermore, Ajzen (2005) emphasises that
there is much value associated with classifying and labelling attitude-relevant responses, such
as those according to feelings, cognition and behaviour, for example, which therefore
suggests that attitude may be considered as one of three different types, although all types are

fundamentally evaluative in nature.
3.8.2 Models of attitudes

When reviewing attempts to define attitudes, two main approaches can be seen in the
literature, namely the single-component model and the three-component model (Stahlberg &

Frey, 1996), each of which is discussed in greater detail below.

3.8.2.1 The single component model of attitudes

The framework of the single component model is regarded as one-dimensional, owing to the
fact that it focuses solely on one component of attitude, with evaluation being dominant. The
model considers the affective component of attitudes to be the only pertinent or applicable
indicator regarding attitudes’ evaluative nature. Overall, in the context of this particular

model, ‘evaluation’ and ‘affect’ are used interchangeably in discussing attitudes. Those
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advocating the use of this particular framework, such as Ajzen & Fishbein (1980), posit that
the model differentiates between beliefs and behavioural intentions, with the former relating
to the views held concerning objects or the knowledge, information or thoughts an individual
possesses relating to such, which may be either positive or negative, whilst the latter makes
reference to a tendency to a number of different attitude-related actions and the willingness to

react to a particular attitude-object in a particular way.
3.8.2.2 The multi-dimensional model of attitudes (three-component model)

In contrast, the three-component model involves those elements viewed as being
distinguishable responses to a particular object, as emphasised by Eagly & Chaiken (1993).
Attitudes are explained as being tendencies to react to various stimuli with certain types of
response, as explained by Rosenberg & Havoland (1960, p. 3). Such responses or classes of
reaction are recognised as follows: affective, relating to emotions relating to like or dislike;
cognitive, relating to beliefs, ideas and views; and behavioural/conative, relating to action

tendencies or behavioural intentions.

The definition of attitudes put forward by Triandi et al. (1971) recognised these three
elements: ‘an attitude is an idea charged with emotion which predisposes a class of actions to
a particular class of social situations’ (p.2). This definition relates the overall notion of
attitude to the cognitive element, the affective component, which is linked with emotion, and
the tendency to action in regard to the behavioural aspect. Ajzen (2005) argues that attitude is
a ‘complex’ and a ‘multi-dimensional construct’ consisting of three components, namely,
emotional or affective, which represents the positive or the negative feelings about the object;
a cognitive component, which comprises ideas and beliefs about it; and a conative
component, relating to the tendency to behave in a particular way towards it.

This three-component framework has been further illustrated through the presentation of an
exemplar by Eagly & Chaiken (1993, p. 1), who explain the term ‘attitudes’ as being the
psychological propensity communicated through assessing a particular entity with either like
or dislike. As this definition suggests, evaluation may refer to various different response
assessments, whether affective, behavioural or cognitive, covert or overt. Moreover, this
particular description also highlights the fact that an attitude may be established and

developed in direct regard to evaluative responding, thus implying that individuals do not
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have attitudes until they are recognised as being communicated in an affective, behavioural or

cognitive response. The link between the three components is shown in Figure 3.3

Cognitive response

Observable Inferred /

Stimuli that denote Attitudes

attitude object > Affective response

\ Behavioural response

Figure 3.3 The multi-component model of attitudes (Eagly & Chaiken, 1993)

(Expressed in)

e The cognitive component

Thoughts concerning the object of the attitude are established through the cognitive
component (Eagly & Chaiken, 1993; Ajzen, 2005; Stahlberg & Frey, 1996). Such thoughts
are commonly theorised in the form of beliefs, which are the relations and connotations
individuals establish between a number of different attributes and the object in question. Such
cognitive assessment responses may include covert responses that arise when certain
connections are apparent or implied in addition to the overt reactions of those beliefs verbally
communicated. Eagly & Chaiken (1993) further highlight that cognitive responses are
occasionally referred to by other terms, including cognitions, inferences, information,

knowledge and opinions.

Overall, an individual assessing an object in a positive way is likely to provide positive
attributes, whilst negative attributes may be used for negative attitudes. Importantly, the
attributes linked with the object are recognised as being either favourable or unfavourable
assessments, and are therefore recognised by psychologists on an evaluative continuum,
ranging from extremely negative through to extremely positive, with the inclusion of a

neutral position at the centre of the scale.
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e The affective component

Within this component there is the inclusion of emotions, feelings, moods and sympathetic
nervous system activity experienced by individuals in direct relation to the attitude object
(Eagly & Chaiken, 1993; Ajzen, 2005; Albarracian, Johnson, Zanna & Kumkale, 2005).
Importantly, in the cognitive component, i.e. the thoughts network, the attitude object is
positioned centrally, with each network component recognised as comprising some degree of
importance, whether positive or negative. Thus, when conducting an assessment concerning
the overall value of learning, it should be noted that, without valuing their direct environment
and surroundings, people cannot learn, owing to the fact that environmental aspects assigned
to a particular object are undoubtedly imbued with value. Accordingly, it is stated that
affective responses may be either extremely positive or extremely negative, positioned
according to the dimension of meaning and its perceived value. With this in mind, it is
understood that, overall, individuals possessing a positive object attitude have a greater
tendency to hold some degree of positive affective reaction, whilst those with a more
negative object attitude are instead likely to hold negative affective responses. For instance,
some teachers have been seen to be markedly pessimistic concerning the promotion of mental

health amongst pupils, whilst other teachers are more positive and optimistic in this regard.

e The conative/behavioural component

This particular element represents the way in which an individual reacts to the attitude object,
with further consideration to the intentions to act, as articulated in overt behaviour (Eagly &
Chaiken, 1993; Ajzen, 2005). Such reactions may be established through the evaluative
aspect of meaning, which also runs from extremely negative to extremely positive. For
instance, mental health promotion may be viewed by teachers either positively or negatively,
with teachers who hold the more optimistic view facilitating and encouraging any changes
necessary, whilst more negative opinion-holders will be more inclined to refuse to implement
the required actions. It has been suggested that those who assess an object in a positive,
constructive way are more likely to partake in supportive actions, whilst those holding more

negative views will seek to hinder or obstruct such actions.

As can be seen from the breakdown of these elements, a vital consideration is that reactions
are significantly complicated, and are not only attitude-based; for example, they might

interconnect with the social situation and background of the relationship between people.
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Undoubtedly, there is much that is attractive about the three-component framework, although
it should be recognised that an attitude may be established by an individual without the
presence of all three elements. In the view of Franzoi (1996), attitudes may actually be found
to hold only one of the components; thus, when attitudes are being formed by a person to an
object, cognitive information may play a pivotal role in establishing what is valuable; in other
instances, affective data may be more relevant, particularly when the situation is especially
emotion-arousing. Moreover, it should also be recognised that an individual’s attitudes might
be influenced by past behaviours or particular situation-relevant information. Finally, it

should also be acknowledged that contrasting feelings and views may be held by a person.
3.8.3 Empirical support for the three-component model of attitudes

Various efforts have been directed towards assessing and comparing the one-dimensional and
three component attitude models. According to Ajzen (2005), both models find support. The
three-component framework has not received empirical support owing to the inability of
factor-analytical methods to validate and explain the individual elements; it has been stated
by some, e.g. McGuire (1996, cited in Stahlberg & Frey, 1996) that the three could not be
conceptually differentiated owing to their being too closely linked. In contrast, however, the
framework holds that, whilst the three components are correlated, this link is only moderate,
which is necessary so as to ensure that the three are not completely unrelated but are
distinguishable. Furthermore, other researchers note some support for the model, with Ostrom
(1969) and Kothandpani (1971), for example, stating that affect, behaviour and cognition are
all interwoven but nevertheless remain distinct from one another. In addition, a number of
other scholars, including Dillon & Kumar (1985) and Bagozzi & Burnkraut (1985), draw

similar conclusions following the analysis of the attitude structure.

Moreover, it has been highlighted by Breckler (1984) that there may be some degree of
variation witnessed in attitude dimensionality in terms of the object under investigation,
which is a view supported by the works of Schlegel (1975) and Schlegel & DiTecco (1982),
which make clear that a single affective response may convey attitudinal structures, as has
been similarly suggested by Ajzen & Fishbein (1980), in cases where there are simple beliefs
relating to an object, with small numbers, and which do not contrast one another. On the
other hand, however, it is held that, should there be a number of different complex beliefs
which may be considered even partially contrasting; a simple assessment response will be

inadequate to accurately signify the structure of the attitude in its entirety.

57



Throughout the course of numerous studies, those factors believed to strengthen or weaken
the relationship between elements have been investigated. For instance, Fazio and Zanna
(1981) propose that attitude components, namely affect and behaviour, are more likely to be
significant in regard to those attitudes gained or developed through straightforward
experience. Another argument, put forward by Breckler (1984), was that tests of the three-
component framework are inadequate owing to their dependence on verbal response
measures. With this in mind, statistical analyses may actually be considered as providing a
representation of three dissimilar elements; however, the links between such factors remain
significant. Moreover, it is noted by Stahlberg and Frey (1996) that, in a multi-dimensional
context, attitude may depend not only on the object being investigated but also on the

individual forming the view.
3.8.4 The link between attitudes and behaviour

A number of researchers have found there to be a lack of correlation between the dimensions
of attitude and behaviour, with several studies instead adopting the view that attitudes are
more likely to define and forecast behaviours. One of the most important studies is that of
LaPiere (1934), who travelled with a Chinese couple across some of the United States,
visiting hotels and restaurants. Following this endeavour, LaPiere wrote to all of the
establishments the trio had visited and queried whether Chinese guests would be provided
with service: despite only one establishment having refused them service during their trip,
92% responded to the letter stating that they would not serve Chinese individuals. As a result,
it was concluded by LaPiere that there was a very weak link between actions and attitudes.
For instance, following the conclusions of LaPiere, there was a notably cynical view of how
attitudes could help to predict behaviours, which can be seen when reviewing the work of
Wicker (1969), who found a number of inconsistencies between behaviour and attitude
measurement, thus leading to criticism of the lack of results in the area of attitude-related
studies. Ajzen & Fishbein (1980) subsequently stated that behaviours may be better predicted
if there is insight into or awareness of the intentions of an individual to behave in certain
ways. Ajzen & Fishbein (1980) suggested that it is thought that such behaviours can be
predicted from attitudes by considering a number of attitudes toward the behaviour, such as
through experience, values and behavioural intentions, and subjective norms, such as

normative beliefs concerning situation-appropriate behaviours.
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However, there is a disadvantage associated with this view, which is that there is no
consideration of whether or not the person is able to control or affect their behaviour. This
theory was subsequently amended by Ajzen (1991), who incorporated the perceived
behavioural control of a person with the framework then becoming known as the Theory of
Planned Behaviour. Although this theory is known to have established a number of results in
terms of understanding the link between behaviours and attitudes, there has nevertheless been
criticism owing to the inability of the theory to establish interconnection between behaviour
and attitudes (Eiser, 1994).

3.8.5 Attitudes measures

It has become clear that attitudes cannot be directly measured owing to their construction
being covert and unobservable (Stahlberg & Frey, 1996; Krosnick, Judd & Wittenbrink,
2005). A wealth of measurement tools have been adopted in an attempt to predict and
calculate the attitudes of individuals, with some concerned with primarily assessing the
evaluative character of an attitude (Osgood, Suci & Tannenbaum, 1975), and others more
concerned with evaluating the opinions and beliefs of individuals concerning the object at
hand (Likert, 1932; Thurstone, 1931). Such tools are commonly referred to as self-report
measures, which question an individual on their opinions and attitudes, with the sample thus

asked to provide self-descriptions.

There are three distinct methods used in attempting to create and develop a self-report
attitude scale: the semantic differential approach, the Likert summated rating strategy, and
Thurstone’s equal-appearing interval method. In addition, the one-item rating scale may also
be used to measure attitudes, although this is considered less appropriate and dependable
when compared with more complex, traditional approaches (Stahlberg & Frey, 1996; Hogg &
Vaughan, 2005).

With regard to attitude studies, rating scales and self-report tools have been adopted broadly
with the aim of measuring direction and intensity of an attitude and views concerning the
object under investigation. Such measures commonly comprise a number of questions, posed
in terms of the strength of views held by an individual in relation to the object. Those
questioned are able to communicate their opinions through an extremely-positive to
extremely-negative evaluation continuum (Smith & Mackie, 2007). There are, however,

various drawbacks associated with the use of such scales, with the Likert scale, for example,
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having come under criticism for not providing equal, adequate intervals between responses;
nevertheless, the tool is widely used. Krosnick, Judd & Wittenbrink (2005) argue that this
rating scale is very useful despite being demanding on the participants and time-consuming
Furthermore, the main drawback of such self-reporting tools is the perceived social
desirability bias inherent in their use, with the sample themselves potentially providing
inaccurate answers to questions or otherwise providing the answers they feel they should
give, i.e. those which are socially desirable. Accordingly, during recent years, efforts have
been geared towards eradicating such self-presentational biases, e.g. by disguising the study’s
aim (Krosnick, Judd & Wittenbrink, 2005; Ajzen, 2005).

In an attempt to circumvent the drawbacks listed above, a number of less direct approaches
have been applied in the measurement of attitudes, the most common of which include
psychological measures and unobtrusive behavioural observations (Stahlberg & Frey, 1996;
Krosnick, Judd & Wittenbrink, 2005). However, such approaches are not as widely utilised
owing to the disadvantage that there are a number of interpretation issues regarding

ambiguity, as well as ethical difficulties.
3.8.6 Justifying the use of the three-component model

The multi-dimensional framework (three-component model) is to be utilised in this current
study, because it is best placed to reveal the difficulty and complication associated with the
promotion of mental health amongst pupils. It enables me to conduct evaluations through
three different types of response, irrespective of whether these may be separated during
analysis. The model is considered appropriate as it delivers an all-inclusive approach for
analysing the attitudes of teachers in the area of mental health promotion amongst pupils. The
views of teachers are, to some degree, based on affective, behavioural and cognitive data or
on such information subsequently shaping the attitudes through intended behaviour, feelings
and thoughts. Thus, the researcher hold the opinion that, although responses in the affective
area may control and ultimately rule attitude when considering or acting on something, it
should also be taken into account that behaviours, intentions and thoughts are also part of

attitude-forming and evaluation.

In addition, it is acknowledged that studies carried out previously into the attitudes of
teachers have not directed emphasis toward the complexity of such views with regard to

mental health promotion; whilst attention has been placed upon the cognitive aspect, there
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has been inadequate attention concerning the multi-dimensional nature of attitudes. The
three-component model has been supported by the work of Schlegel (1975) and Schlegel &
DiTecco (1982), who state that, if there are complicated, numerous beliefs, a simple

evaluation will be inadequate in terms of demonstrating the entire attitude structure.
3.8.7 Studies of teachers’ role in and attitudes towards the area of the study

When considering the amount of contact a child has with a single entity, schools are in a
unique position to deliver care through their teachers. The role of the teachers in terms of the
mental health of pupils has been highlighted by a number of a policy documents published in
both educational and mental health fields, with teachers highlighted by the National Service
Framework for Children, Young People and Maternity Services (DOH, 2004) as being
assigned to ‘Tier One’ of CAMHS in UK. In terms of the promotion of mental health
amongst pupils, without question, teachers in Canada were found to have the most direct
contact and are therefore in a valuable position to recognise signs of mental health problems
and accordingly make a difference (Meldrum, Venn & Kutcher, 2009). Teachers in US
schools were also found to be good informants as to which pupils are most likely to need to
be supported or provided with mental health services, and significant sources of the initial
referral with schools (Appleton, 2000; Adelman & Taylor, 1999). Accordingly, in recognition
of problems and their treatment, particularly in situations where there may be a lack of

parental help-seeking, teachers have a role to play (Sayal, 2006).

In the UK, although it has also been argued strongly by many educators that it is the role of
the school to educate and that pupils” mental health should be left to experienced and trained
professionals, there is a recent growing view that teachers in schools are expected to be more
keenly involved in the promotion of mental health amongst pupils (Rothi & Leavey, 2006).
This suggests that there is a need for additional responsibility in the recognition of mental
health issues to be shouldered by teaching staff, as well as the subsequent referral to the
appropriate help. In this way, teachers are now expected to do more than simply educate and

adhere to the national curriculum.

A review of literature indicates a paucity of studies in the field of teachers’ attitudes towards
promoting pupils’ mental health. Early on, a study by Roeser and Midgley (1997), which

aimed to explore the views of 192 teachers regarding their role in promoting their pupils’
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mental health, found that teachers felt to some extent burdened by the requirement to meet
pupils’ mental health problems and recognise pupils’ mental health. Moor et al. (2006) and
Walter, Gouze & Lim (2006) have also found teachers lacking in self- confidence when it
comes to managing mental health-related problems in their classroom, having difficulty in
identifying mental problems among pupils that might require intervention, and experiencing
less comfortable feelings in discussing emotional or mental health with pupils compared to
any other topic related to pupils’ health. It was also established through a survey carried out
by Rothi, Leavey, Chamba & Best (2005) that teachers were frequently confused regarding
the terms used by CAMHS, and found handling such mental issues within their class
particularly problematic. Another study by Cohall et al. (2007) indicates that teaching staff
generally seem to be accepting of the important role they play in helping young people to
enhance their mental health, but nevertheless usually feel uncomfortable in encountering
issues in a mental health context. These less positive feelings among teachers were
recognised as being associated with teachers’ concerns related to the severity of the mental
problems and teachers being ill-equipped in terms of knowledge and training skills. Thus, all
of these previous studies linked teachers’ feelings of being less comfortable to address pupils’
problems in a mental health context with teachers’ inadequate training and knowledge in this

area.

Results of previous studies also showed that relationships between teachers and pupils are the
core step in the path towards teachers’ taking part in the shared responsibility of promoting
pupils’ mental health. Researchers have directed a great deal of attention to gaining insight
into the relationships between pupils and teachers, and the subsequent outcomes of such in
regard to the child’s overall school adjustment and mental health (Lynn, McKay & Atkins,
2003; Murray & Pianta, 2007). A study by Birch & Ladd (1997) explored the perceptions and
attitudes of public school teachers towards their role as a promoter of mental health and well-
being in the classroom and found that relationships between pupil and teachers are linked to
positive behaviours demonstrated by the pupil, including academic competence, classroom
participation and liking school. They also argue that opposing relationships between such
parties are linked to negative behaviours, including classroom disengagement, poor academic
performance, school avoidance and undesirable attitudes. Prior work in this area emphasised
the significance of the relationships between pupils and their teachers, as any trust or warmth,
in other words, any positive emotional attachments, in addition to positive involvement,

instructional support and open interactions, would ultimately facilitate young people in terms
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of improving their overall cognitive representations associated with their teacher
relationships, which bear similarity to secure caregiver-child connections (Ainsworth et al.,
1978; Pianta, 1999; Pianta & Steinberg, 1992). For instance, it is mentioned by Reddy,
Rhodes & Mulhall (2003) that, through the monitoring of various pupils’ progress, it was
established that those pupils experiencing the most significant decline in pupil-teacher
relationships were also more likely to suffer from depression; on the other hand, those pupils
who maintained good relationships and received a high level of teacher support during this
same time-scale were recognised as having comparatively low levels of depression, as well as
higher levels of self-esteem and confidence. Thus, it is clear that teachers play a vital role in
the mental well-being of their pupils and they can provide a protective environment and
enable young people to be resilient and to reach their potential. In Gallichan and Curle’s
(2008) study, young people described the value of positive relationships with teachers as a
significant factor affecting their mental well-being. Young people in the study reported on the
failure of some teachers to take their needs into account. They also reported that the
judgements made of them by their teachers could result in negative reactions, such as anger
and not fulfilling the expectations of others. Similarly, Lynch & Spence (2007) report that
absence among teachers led young people to fall behind with school work, and ultimately to

leave school.

3.8.8 Factors associated with teachers’ attitudes

Studies carried out in this area showed that teachers’ unfavourable perceptions of this
responsibility were associated with some factors referred to as young person-related variables

and teacher-related variables. These factors were found to be interrelated in many ways.

3.8.8.1 Young person-related variables

A review of the literature shows two main variables related to young people having a
significant impact on teachers’ views in the area of promoting pupils’ mental health: the
gender of the young person and the type and severity of the mental health problem. Gender
has been highlighted by Gowers, Thomas & Deeley (2004) as the only aspect considered an
accurate and independent forecaster of recognition of mental health problems among pupils

by teachers, in that more mental health concerns were expressed for girls than boys.
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Regarding the impact of the type and severity of the mental health problem on teachers’
views of pupils’ mental health, studies have found teachers to be good at recognising signs of
young people’s mental health problems, but teachers’ ability to rate severity was affected by
the type of symptomatology being displayed (e.g. Loades & Mastroyannopoulou, 2010;
Roeser & Midgley, 1997). In addition, help-seeking by teachers is more prevalent for young
people recognised as having behavioural problems than those with emotional problems
(Meltzer et al., 2000). This may be owing to the impact and perceptibility of such problems
within the classroom environment, making behaviour-related symptoms more easily
recognised whilst emotional problems may not be as visible and burdensome (Farmer et al.,
2003; Poulou & Norwich, 2000; Rothi & Leavey, 2006; MHF, 1999). The type of mental
disorder is fundamental to the teacher’s capacity to establish the mental health state of an
individual. For instance, young people exhibiting symptoms associated with disruptive
behavioural disorders were viewed by teachers as being severe and atypical and thus
requiring interventions by professionals (Maniadaki, Sonuga-Barke & Kakouros, 2003).
Conversely, ‘internalised’ mental health problems, such as anxiety and depressive symptoms,
are less likely to be recognised by teachers (Loeber, Green & Lahey, 1990). In fact, teaching
staff are known to prefer working with those children who illustrate obliging, supportive,
thoughtful and dependable behaviours in the classroom environment, as opposed to those

children who may be troublesome, insistent and problematic (Wentzel, 1991).

3.8.8.2Teacher-related variables

Teachers’ years of experience were recognised as an important factor that could influence
teachers’ perceptions and attitudes towards promoting pupils’ mental health. For example,
Rabinow (1960) found that, teachers with a greater number of years’ experience were more
likely to hold the view that they could effectively deal with pupils’ mental health needs, since
such teachers would have a greater degree of knowledge in this area. Moreover, the study of
Roeser & Midgley (1997) provides evidence that a teacher’s years of experience and level of
professional education are positively linked with the need to recognise and address mental
health problems amongst pupils, thus notably affecting their roles in this regard, although a

negative association was found with the view that such needs are burdensome.

In addition to the above studies, research by Lee, Dedrick & Smith (1991) established a link
between teachers’ sense of personal teaching effectiveness and greater job satisfaction.

Midgley, Feldlaufer & Eccles (1989) suggest that teachers who consider themselves to be
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more effective in their roles may not feel quite so pressured or burdened by pupils’ mental
health needs and that the teaching style adopted by teachers has an impact on the attitudes

they develop concerning the promotion of pupils’ mental health.

A number of other studies, such as those carried out by Ames (1992) and Maehr & Midgley
(1996) have also provided support for a relationship between pupils’ motivation and
performance and the learning-oriented goals of teachers through their instructional practices.
It was found that pupils display more adaptive learning patterns when teachers employ
practices which highlight the importance of effort, intrinsic enjoyment of work and task
mastery than when teachers make use of other practices that place emphasis on competition
amongst pupils (such as through directing attention to ability-oriented objectives) and those
emphasising relative capacity. Those teachers that are recognised as stressing mastery and
individual growth as the overall aims of learning ultimately may be more familiar with
pupils’ well-being. It has been suggested that the use of task-focused instructional practices
by teachers is positively linked with the views held by them that tackling mental health
problems is a fundamental aspect of their own role, despite the negative aspect of feeling

burdened by pupils’ mental health needs (Roeser & Midgley, 1997).

The interactive and supportive practices delivered by teachers have been addressed by
previous studies in relation to promoting pupils’ mental health. Studies highlighted that such
supportive practices, including but not limited to positive praise during teaching, are linked
with a greater degree of appropriate task behaviour and pupil achievement (Nowacek,
McKinney & Hallahan, 1990). Essentially, the positive impacts derived from teacher-pupil
praise are a fundamental factor within the teaching environment, recognised as priming pro-
academic and pro-social behaviours. In this regard, studies have emphasised that praise and
increases in such are able to achieve desirable classroom behaviours, including fewer

disruptions and a greater degree of task engagement (Sutherland, Wehby & Copeland, 2000).
3.9 Barriers to promoting pupils’ mental health

A review of previous studies in the area of teachers’ perceptions about barriers to
implementing the promoting of pupils” mental health in schools indicates that a variety of
barriers could undermine teachers’ participation in their responsibility in the area of
recognising and fostering pupils’ mental health in school. A number of these barriers will be

presented in the following section.
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e The lack of training, skills and knowledge

The lack of information about mental health issues and inadequate training have been
identified as two of the greatest barrier to teachers alleviating pupils’ mental health problems;
in a study in the US these two barriers were found to affect the degree of teachers’ confidence
about their ability to deal with mental health problems in their classrooms (Nelson & While,
2002; Roeser & Midgley, 1997).

In the UK context, owing to the greater degree of importance being placed on school
inclusion, teachers are commonly required to handle pupils with special educational needs,
including behavioural, emotional or social issues (Rothi, Leavey & Best, 2008). As well as
following a curriculum which establishes differences between pupils’ capacities, teachers are
assigned additional tasks, and so there is the need for training so as to ensure roles are
satisfied in regard to behavioural and mental health problems (Department for Education and
Employment, 2001; Department for Education and Skills, 2004). However, according to
Rothi, Leavey, Chamba & Best (2005) teachers are concerned about the inadequacy or
otherwise complete lack of training in this area (As has been established through school
inspection reports (Office for Standards in Education, 2005) in the UK, as many as 75% of
teaching staff are believed to need training in the area of pupils’ mental health, with other
studies also recognising that pupils with BESD (behavioural, emotional, social difficulties)
are at a greater risk of exclusion at school owing to teachers’ incapacity to adequately handle

such problems (Balton, 2002).

A study by Repie (2006), who surveyed regular and special education teachers in American
secondary schools regarding their views on detecting pupils’ mental health, identified the
lack of knowledge and training skills as the most significant barrier to identifying and
recognizing pupils’ mental health. Teachers who participated in the study viewed themselves
as insufficiently knowledgeable about pupils’ mental health issues, leading them to
underestimate the severity of mental health problems among pupils. Teachers frequently feel
uneasy and ill-equipped to deal with the mental health problems of pupils, so there is the
pressing need for them to undergo additional training as well as having professional support
and guidance (Atkinson & Hornby, 2002). It has also been stated by the CAMHS (2008) in
the UK that there is disparity in terms of what educational institutions do to encourage and

promote mental health, nevertheless, the perception remains that there is an inadequate
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number of confident and skilled staff able to tackle the task of the promotion of pupils’

mental health.

Additionally, it was also found that, if teachers are provided with greater knowledge, support
and understanding, they will then be more able to provide and maintain good levels of mental
health amongst their pupils, such as through the identification of problems and referral to the
appropriate sources of help (Atkinson & Hornby, 2002). Knowledge and training skills are
known to improve the overall competence of teachers and the quality of their teaching,
especially in consideration of the application of any underlying processes within an inclusive
model (Han & Weiss, 2005). For example, Yager and O’Dea (2005) discussed the significant
role of mental health education and training courses in facilitating teachers’ tasks in
prevention programs for eating disorders among pupils in schools. Another study by
Crawford and Caltabiano (2009) investigated North Queensland teachers’ knowledge about
youth suicide, and showed that only 15% of high-risk situations were correctly recognized by
teachers. Nevertheless, despite various plans and programmes devised to assist teaching staff
in the UK (Chazan, 1993; Cooper, 1989), the main emphasis is placed on handling disruptive
behaviours as opposed to examining and looking into causes of emotional or mental health
issues (Bowers, 1996).

Teachers could benefit from education and training in being made aware of the negative
consequences of all behaviours, not just those that disrupt the classroom. Teachers in
American schools were found to believe that addressing pupils’ mental health needs is part of
their responsibility and they would be happy to see the implementation of in-service training
regarding emotional and mental issues, as this would help them with any health-related
problems in the classroom, specifically if their classes include pupils who exhibit severe
mental health problems (Walter, Gouze, & Lim, 2006).

Fundamental to ensuring professional competence is the requirement to guarantee
understanding and knowledge in the necessary areas so as to ensure teachers feel able and
confident to communicate with pupils in a number of different ways (Goldman et al., 1997).
A study by King, Price, Telljohann & Wahl (1999), conducted on 228 American teachers in
order to explore their beliefs about their role in terms of affecting pupils’ lives, revealed that
teachers are capable of reducing the number of suicides and decisions pupils make in suicidal
situations; however, only 9% of the target population believed they had the knowledge and

skills necessary to identify pupils suffering in this regard. Such findings are not necessarily
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surprising when considering the almost complete absence of teacher training among US

teachers in the arena of mental health issues, as emphasised by Cohall et al. (2007).

e The lack of support for teachers

The literature indicates that promoting the mental health of pupils, as part of the overall
health and well-being of their pupils, is central and can be achieved by providing a supportive
environment with good learning opportunities; however, it is argued that schools should
provide teachers with support in their plans (Wyn et al., 2000). This will help teachers to feel
confident in implementing changes in their own area, and to rely on their own abilities; it will

also act to support the mental health of teachers themselves (Kidger et al., 2010).

An important concept to be considered in this area is the ‘burnout’ of teachers, highlighted by
Maslach and Jackson (1981), referring to those individuals who experience feelings of
depersonalisation, emotional exhaustion and/or a reduced feeling of personal achievement.
Typically, teachers may experience a number of different periods of stress during their
teaching careers (Burke, Greenglass & Schwarzer, 1996). Depersonalisation refers to an
adverse, detached perspective towards people in general, with teachers displaying a lack of
care and consideration towards pupils (Han & Weiss, 2005). The concept of emotional
exhaustion refers to an individual’s full and complete depletion of emotional resources,
which can mean, from a teacher’s perspective, that engagement with pupils is reduced (Han
& Weiss, 2005). Finally, reduced feelings of personal achievement relate to the individual’s
negative self-evaluation in consideration of their overall job performance or life attainment
(Maslach & Jackson, 1981), such as when teachers have the sense that they are not providing

pupils with any advantages or gains in terms of development and skills enhancement (lIbid.).

Additionally, teachers’ feelings of burnout may be related to undesirable behaviours in the
classroom, in combination with the teacher’s own ability to deal with such actions (Evers,
Tomic & Brouwers, 2004). In their study exploring teachers’ views of their role as ‘tier one
mental health professionals’ in UK schools, Rothi et al. (2008) found that teachers are very
concerned about any change in the nature of their responsibilities in the class room, as they
feel insufficiently supported. Teachers in their study reported that mental health problems
among pupils in the class room could add extra burden in term of managing the classroom,
which is a factor also commonly responsible for raising teachers’ stress levels, and teachers

wanting to change their career path. Hastings & Brown (2002) also found that special
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education teachers, who are exposed to more frequent and more severe behaviours, have been
shown to be at higher risk of stress, burnout, and mental health problems. Additionally, a
number of teachers have been found to lack informal support frameworks, such as those able
to provide advice upon coming across mental health problems in young people, or when
pupils are diagnosed as having certain problems. In fact, teachers stated that they are very
rarely provided with adequate information regarding pupils’ mental health problems
(Gowers, Thomas & Deeley, 2004).

In the light of the above, it is argued that there is a fundamental need for mental health
professionals within educational institutions to work alongside teachers to encourage and
ensure positive mental health among teachers, by helping to educate teachers how to
overcome any job-related stress (Lynn, McKay & Atkins, 2003; Akin-Little, Little &
Delligatti, 2004). This will subsequently enable them to deliver education whilst promoting
mental health (Kidger et al., 2010).

e The lack of linkage between mental health professionals and teachers

There is considerable evidence that teachers can be good informants on certain aspects of
their pupils’ mental health (Loeber, Green & Lahey, 1990; Sanford et al., 1992). Teachers
also have many helpful suggestions regarding approaches to ameliorating the mental health of
their pupils. For example, findings from Roeser & Midgley (1997) reported that ‘too often
teachers’ expertise is undervalued and underutilized’ (p.129). Lusterman (1985) also stated
that ‘teachers are rarely asked for their insights into or information about, their pupils’ mental
health problems, by school counsellors and psychologists’ (p.30). Similarly, a study by
Babcock & Pryzwansky (1983) indicated that school counsellors and psychologists see

themselves as experts and therefore do not seek information from teachers.

Importantly, teachers commonly interact with pupils’ parents regarding any behavioural or
emotional problems (Dwyer et al., 2005; Shanley, Reid & Evans, 2007). With regard to
mental health, the role of teachers has been emphasised through various policy documents,
both within educational and health-related sectors. Appleton (2000, cited in Rothi et al.
2005), reported that teachers are increasingly becoming recognised as key sources of referral
to mental health counsellors, thereby adopting a position of the first point of contact in regard
to pupils’ mental health problems. For instance, in the UK, the National Service Framework
for Children, Young People and Maternity Services (DOH, 2004) sees teachers as being in
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the first tier of CAMHS. The ‘tiered’ approach offers a model to identify the styles and levels
of specialism involved in offering a comprehensive and coordinated service for children and
young people. The Mental Health Foundation (1999) reported that this model provides a
useful way of conceptualising and planning for the whole range of promotional, preventive,
early intervention, and specialist services regarding children and young people’s mental
health. Such a tiered approach comprises those who are engaged in young people’s lives,
such as parents, carers, relatives, friends, teachers and neighbours. Accordingly, if there is a
lack of parental help-seeking, teachers’ awareness is then fundamental in ensuring problems
are addressed (Sayal, 2006). Thus, it needs to be recognised that teachers are professionals
closely involved with children on a day-to-day basis, but ultimately lacking adequate
knowledge, understanding, awareness and training in mental health. In order to ensure

problem identification and assistance, this short-coming needs to be addressed.

It was suggested by Paternite and Johnston (2005) that the application of the multiagency
models of mental health promotion in schools provides the prospect of forming collaborative
relationships between the educators and mental health professionals, with the aim of
establishing interdisciplinary teams concerned with devoting more attention to the promotion
of mental health.

e The lack of co-operation between teachers and parents

Stanger and Lewis ( 1993, cited in Loades & Mastroyannopoulou, 2010), recognised that
whilst adults may experience mental health issues and seek help, it is not common for young
people to seek professional help; rather, it is more common that their parents will initiate such
actions. Although parents are usually able to identify and acknowledge their children’s
mental health problems, actions from parents may not be taken to deal with it. This lack of
actions might rationalise with by number of different factors, including inadequate
understanding, a lack of information, poor access to health services and sources of help, or
even parental problems (Rothi & Leavey, 2006). Furthermore, as indicated by Zwaanswijk et
al. (2003), culture and religion can be factors in this outcome.

Given that teachers are seen to have a critical part to play in terms of recognising mental
disorders and facilitating treatment, particularly in instances where parental help-seeking may
be lacking (Sayal, 2006), parents should be encouraged to become involved through teachers

implementing support groups, applying the shared vision of assisting young people and
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children in dealing with mental health issues, which could be achieved by delivering the

appropriate information and seeking to develop healthy minds (Keyes, 2002).

Parents’ decision-making may be an obstacle in the delivery of school-based mental health
services reaching young people. A number of studies carried out in the US and Canada (e.g.
Pottick, Lerman & Micchelli, 1992 and Cohen et al., 1991, as cited in Rothi et al. 2005 ) have
suggested that upon facing mental health problems with their children, parents may choose to
seek help and advice from teachers as opposed to more formal experts; on the other hand,
when formal services are utilised, it is recognised that external mental health services are
approached less commonly than school-based services in combination with medical
personnel (Barker & Adelman, 1994).

The effects of the family on the mental well-being of the young person have been highlighted
through various studies. For instance, Rones and Hoagwood (2000, cited in Rothi et al. 2005)
reviewed and analysed 47 different studies of the effects of school-based initiatives in
relation to the behavioural and emotional problems of pupils, and they found that intervention
success was markedly influenced by the levels of cooperation between parents and teachers.
Thus, it is clear that there are a number of additional facilitators who can help to achieve
good outcomes with regard to pupils’ mental health, including good relationships with and
involvement from parents of pupils and teachers, as well as the inclination and preparedness
to share data concerning the history of the child, along with any stressful or upsetting

circumstances known to arise during the course of their lives.

e Institutional barriers

A number of different elements linked with the structure of the school can impact on the
views and attitudes of teachers regarding the mental health concerns of pupils, namely class
size, lack of time and funding (Nelson & While, 2002).

Research suggests that large class size might be associated with greater feelings of burden by
teachers regarding the mental health needs of their pupils (Rothi & Leavey, 2006; Lee,
Dedrick, & Smith, 1991). Research also revealed that in classrooms where teachers felt more
burdened by the needs of their pupils, the pupils themselves, on average, would report greater
levels of distress and lower levels of psychological well-being and academic adjustment
(Roeser & Midgley, 1997). The findings also revealed that teachers were found to be less

burdened in schools that had programs in place to address pupils’ mental health needs.
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Moreover, literature has shown that children who demonstrate disruptive behaviours may
have a negative impact on the academic and social environment of other pupils. Accordingly,
in classroom environments where there is disruption of lessons by pupils, there is a negative
impact on learning and teaching (Lewis, 2001), such as when the teacher needs to invest time
in dealing with disruptive behaviour. For example, if a teacher was to spend 10 minutes of
each academic class period each day handling such behaviours, this would result in more than
60 hours’ teaching time being lost in any 9-week period, or 240 hours each academic year
(Paternite, 2004). Such a hypothetical example could be representative of the reality, in the
sense that behavioural and emotional needs occupy more than 10 minutes of the teacher’s

time during each class period (Burke, 2002).

Funding is a major barrier to teachers’ involvement in enhancing pupils’ mental health (Rothi
et al., 2008). Although one school may source external funding or otherwise use its budget to
employ learning mentors or additional teaching staff in an effort to further support pupils
within the classroom environment, another school may instead choose to hire a trained mental
health professional, such as a counsellor, or to otherwise provide current staff with additional
training (Ibid.) Owing to the fact that, in the past, schools have not been specifically
concerned with the mental health of their pupils and teachers, it can be understood why there
may be a lack of inclination amongst schools to seek help for problematic pupils. Essentially,
this could be owing to schools being over-worked, as emphasised by Marland (2001), as
opposed to a lack of care for pupils in other areas, such as mental health.

¢ Religious beliefs
The overall understanding of the public of mental health is markedly influenced by spiritual
and religious considerations (Haque, 2005). In parts of India, for example, mental illnesses
are seen as a punishment or curse from God as a result of either evil spirit manifestations or
past life sins (Mukalel & Jacobs, 2005). In the case of Arab-Islamic countries, spiritual
causes are commonly held responsible for mental health problems, with the neglect of
religious duties, for example, cited as one of the key reasons for such ailments (El-Islam,
2006). With such beliefs and considerations taken into account, it is therefore important to
understand the ways in which the Kuwaiti population consider and perceive mental health;
thus, as the country is chiefly Muslim, it is imperative that the Islamic concept of mental

health is acknowledged and appreciated. For example, questions about how religion impacts
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on mental health perceptions, how mental health is perceived by Muslims and how mental

health can be promoted within this specific socio-cultural environment, have to be answered.

Although the Muslim community may ultimately derive from a number of different ethnic
and national backgrounds, Muslims are guided by two religious texts (Sunnah and Qur’an).in
how mental health problems should be handled. The concept of mental health is rooted in the
Islamic view that describes individuals as having two main components: body and soul.
Whilst the former is fragile and will ultimately perish, the soul is believed to be eternal, with
the body essentially only providing transport for the soul (Q38:71-72). Thus, the soul
governs and dictates the behaviours performed by the body, and will be held accountable for
any such actions following the death of the physical body. In this regard, it is believed that
the soul has three different levels: the ‘ruh’ (Spirit), the ‘galb’ (heart), and the ‘aq!’ (intellect),
all of which must have their purity, and which must be guided by and seen to conform to the
stipulations cited in the Qur’an. Interaction and balance between the three main components

of the soul will guide you to a happy life (Haque, 2005).

In Islam, good mental health is associated with happiness. This happiness could be achieved
both in the current world and the hereafter. It is relevant to stress that, in Islam, people are
recognised as simply microcosms within a vast universe, meaning that, alongside the cosmos
adhering to God’s prescribed nature, people must also adhere to divine injunctions or
otherwise be punished. Essentially, if a person is seen to submit to God’s will, life conflicts
will not be experienced or individuals will be given the moral and psychological tools to deal
with challenges (Al-1ssa, 2000).

Mental health is considered by Islam as comprising the presence of virtues with the potential
to establish well-being as well as the absence of pathology. There is a clear belief detailed
within the Qur’an that mental health is preserved through virtue. Virtues may be recognised
as either external or internal: the former may be considered as the satisfaction of divine
commandments, for example, being good to others, following Islamic rules (attire,
cleanliness, eating, relationships and worship). On the other hand, internal virtues may stem
from analysis of the Qur’anic disclosures, and may concern the desire to improve oneself and

gain knowledge. External and internal virtues are recognised as being complementary, with

! Quotations in this format indicate a verse from the Qur’an. The numbers between parentheses indicate the
location of the verse in the Qur’an. The first number is that of the chapter, and the second number refers to
the location of the verse within the chapter.
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both needing to be fulfilled in order to achieve happiness and sound mental health (Ali,
1996).

It can be seen that there are numerous considerations and impacts in terms of dealing with
and encouraging mental health, stemming from Islamic ways. The focus is directed upon the
creation and establishment of positive qualities, ensuring that negative ones are circumvented
S0 as to ensure positive mental health. It has been stated in the Qur’an that three factors are
fundamental in acquiring a good state of mental health, namely faith, patience and
repentance. Faith in God can be encouraged and improved by developing God-consciousness
and praying, which will help to provide the individual with protection and security, as well as
reluctance to commit any wrongs; the development of patience is recognised as being a
reliable and lasting cure for many different ailments, whilst repentance requires that
forgiveness is sought from God should any rules broken, thus resulting in self-integration and
the relief of psychological turmoil (Haque, 1998). In addition, there are a number of Prophet-
given injunctions to overcome anger, which may include leaving the area that arouses a
person’s anger, making ablution, sitting down or lying down or taking a few sips of water.
All of these considerations and more can help to achieve unity with God and peace and
happiness, physically and mentally.

In Kuwait, it seems that these religious cognitive frameworks have a significant impact on the
way that people perceive the concept of mental health. For example, beliefs about temptation
by the devil may be seen as reason for ‘schizophrenic delusions’, ‘obsession ruminations’,
worries and morbid fears (Al-Ansari et al., 1989). Religious healing is encouraged instead of
seeking psychiatric or counselling help. People also believe that there are cognitive schemas
giving after-life rewards to those who suffer mental problems and only the sacrilegious could
give up the hope of relief by God (El-Islam, 2006). Therefore, faith reinforcement rituals may

be recommended for those people experiencing mental health problems.

e Socio-cultural beliefs
In some Asian Muslim countries, many individuals hold the belief that mental health
problems and their symptoms are attributable to a person losing their soul, thus resulting in
confusion and physical weakness. In others, it is believed that such problems are due to the
presence of ‘wind’ in the stomach, with delusions and hallucinations resulting from the

effects on blood vessels and nerves. Furthermore, in other cultures, mental health problems
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are commonly assigned a label of physical illness in an attempt to avoid the stigma of mental
health disorders (Reiko, 2008). For instance, considering one of the fundamental principles of
Chinese medicine—that the mental and spiritual processes and the physical body are
maintained and regulated through air circulation—it is believed that excessive, unbalanced or
undisciplined airs are predominantly responsible for any type of illness, mental or physical.
Accordingly, it is believed that a loss of good mental health is attributable to abnormal
emotions impacting on air function, thus resulting in blockages or shortages of breath
(Haque, 2005).

In Kuwait, many people believe that talking about mental health issues and seeking
counselling are related to new Western ideology and less accepted by Kuwaiti people due to
its conflict with traditional values and beliefs (Al-Thakeb, 1985). Seeking help with mental
health problems is inconsistent with Islamic and Kuwaiti traditions and will often result in
resistance. For example, many people believe that mental health problems might be seen as
the effect of an ‘evil eye’ or ‘evil spirit’ on an individual rather than being understood as
mental health problems. Additionally, people believe that the traditional healer, known as
‘Shiekh’ or ‘Mottawaa’, is the only one able to drive the ‘evil eye’ away (Sayed, 2003). The
healer treats people who suffer from mental health problems by reciting some ritual words,
giving them ‘blessed water’ to drink and use of incense. Ghubash and Eapen (2009) reported
that some cultural beliefs affect peoples’ understanding of mental health problems in the
Arabian Gulf. They found that the majority of the depressed women who participated in the
study did not recognize their depression as a mental health problem but rather considered it a
result of ‘evil eye’ or ‘Jinn touch’. These beliefs in turn could be reflected in the way people
conceptualise promoting pupils’ mental health in Kuwait schools, considering the impact of

these beliefs on, for example, teachers and parents.

o Stigma towards mental health
A definition of ‘stigma’ has customarily included discrimination, labelling, separating, status
loss and stereotyping in terms of power imbalances (Link & Phelan, 1996). Stigma is also
recognised as being a form of disgrace and shame impacting on the ways in which
individuals consider someone and how that person considers themselves (Smith, 2002).
Essentially, the term ‘stigma’ is used in relation to discriminating attitudes and negative

behaviours towards those suffering from mental health issues.
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There are many different stereotypes and stigmas attached to mental health, such as the view
that individuals with mental health concerns are dangerous, flawed, socially incompetent or
weak, or a combination thereof (Wahl, 1995; 2003). It is recognised that there is a lack of
research considering the nature and impacts of stigma in the context of young people
experiencing emotional or behavioural issues and those receiving healthcare (Kataoka, Zhang
& Wells, 2002). Chandra & Minkovitz (2007) recently carried out a study in USA
investigating the link between the attitudes of young people to mental health services and
their overall inclination to make use of such services. The results showed that, although
pupils stated that peers and parents were both able to affect their views on the utilisation of
such services, they were concerned about the reactions they would receive from school staff.
Furthermore, another study carried out amongst UK medical students established a link
between students’ avoidance of mental healthcare and the stigmas they perceived in terms of
mental health issues, with the view commonly held that mental health problems were

frequently seen as signs of weakness (Chew-Graham et al., 2003).

The stigma has its effect on young people’s seeking help. Bailey (1999) found that the fears
of stigmatisation could affect the early interventions to prevent mental health illness among
young people. Importantly, in the classroom setting, stigma linked with mental illness can
impact on the way in which pupils suffering with such illnesses are treated by their teachers
and peers (Corrigan & Kileinlein, 2005). Meldrum, Venn & Kutcher (2009) suggest that
schools need to adopt anti-stigma activities and programs as a significant part of school
policy and ethos, with the researchers arguing that school-based anti-stigma actions provide
the potential to develop understanding of mental illness and to accordingly enhance the views
of people dealing with such ailments. Furthermore, it is acknowledged that such activities are
able to affect individuals on all social levels, whether parents, administrators, teachers or

community members, in addition to the students themselves.

The impact of stigma derived from culture, society, friends, family or media can be seen not
only on pupils, but also on parents in hiding their children’s mental problems. In a number of
Arab and Muslim countries, many young people are excluded from school due to the fear of
stigma and families’ feeling of shame that their children suffer from mental problems, or their
fear that their children might be physically abused (El-Islam et al., 2000). They may keep
them isolated from the community or locked up, limiting the possibilities for teachers to

promote pupils’ mental health.
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Additionally, despite the fact that mental health services are offered for young people in
outpatient clinics in all five regional hospitals in Kuwait, the majority of pupils’ parents seek
mental health services from private agencies. This behaviour may relate to stigmatization
issues and fears of information about mental health problems being added to their civil
record, resulting in limited options to complete studies and less chance of getting a job. Thus,
this impact could be reflected on teachers’ and parents attitudes towards promoting pupils’

mental health in the schools of Kuwait.

e Changes in family structure and roles

In Kuwait, the discovery of oil has had an impact on family structure, and subsequently on
the way people deal with and promote their mental health. In Kuwaiti society, family plays a
vital support role in individuals’ decision-making as it is the most significant source of
psychological and emotional support for its members and has a significant role in running
people’s affairs, e.g. arranging marriages, business and property management, decisions on
taking professional advice. After the discovery of oil, nuclear families became more common
than traditional extended families. This change may have brought about a variety of mental
problems among people, as individuals who live in extended families have fewer mental
problems than in nuclear families (El-Islam et al., 1983; 2006). The extended family used to
play a vital role in promoting the positive mental health of its members through
communication and strong relationships between its members; supporting people with their
mental health leading to the early recognition of signs of problems (Al-Rowaie, 2001).
However, traditional views and structures also have the capacity to negatively impact on
mental health and its promotion. For example, some beliefs emphasise that problems or
issues should not be discussed outside of the family owing to a fear of labelling or stigma
(Al-Rowaie, 2001).

There is also the fact that Arab culture maintains a degree of gender discrimination, which
means that, as well as living in vastly different social worlds on account of their sex, an
individual’s position in terms of mental health and its treatment may also differ. Women are
required to be silent concerning different issues, such as discrimination and domestic
violence. This may also be combined with the fact that, in such cultures, women are mainly
escorted by family members outside of the house, with outdoor socialisation usually limited

only to males (El-Islam, 1994). As a result, it may be difficult for females to disclose or
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discuss their emotions or problems they may be experiencing mentally owing to there being

little opportunity to do so.

As an additional consideration, Kuwait’s vastly increased wealth has led to a number of
changes (Khalaf & Hammoud, 1983) in terms of the way in which people now handle
transactions and the values they hold; such shifts are recognised as being responsible for the
increase in mental health problems amongst young people in the country (El-Islam et al.,
2000), with such individuals considered less able to adapt to change. It has also been
acknowledged that the role of women in modern-day Kuwait has impacted on mental health
provision, with their conventional role of a wife and a mother having changed as a result of

such socio-economic changes, thus inducing mental health problems (El-Islam, 1994).

e The impact of media

Amongst the media, mental health issues have been hot topics, with fear, shame and
punishment commonly associated with those suffering with mental health problems, and an
apparent link emphasised between those suffering in this regard and crime, danger, evil and
violence (Rose, 1998). Those with mental health problems are commonly portrayed in the
media as being like a bomb ready to explode (Smart & Wenger, 1999). With such views
taken into account, it can be seen that the mass media are a powerful influence on the views
of the public, with a large portion of negative attitudes in this area commonly recognised as
being associated with those displayed through various forms of media (Wahl, 1995: 2003;
Edney, 2004). According to Smith (2002), despite there being much media interest in mental
health and psychology areas, providing the opportunity to communicate a non-stigmatised
view, the overall effect has been disappointing, with the media serving only to increase

negative views concerning mental health.

Undoubtedly, the link between mental illness in the media and public understanding of it is
complicated, with McKeown & Clancy (1995, cited in Cutcliffe & Hannigan, 2001) noting
that the relationship is circular, since negative images in the media cause negative attitudes,
and media coverage subsequently feeds off negative public perceptions. In the mass media,
mental illness is generally viewed as being dangerous and deviant, and is further commonly
pinpointed as an individual’s main characteristic. To facilitate change, it is argued that
precise and exact stories and messages concerning mental illness must be publicised (Hiday
etal., 1999).
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In Arab countries, those with mental health problems have been assigned a number of
negative images and stereotypes, including being malodorous, having poor hygiene, not
dressing well, displaying disorientated movements, having an absent, haunted look, and
foaming at the mouth. In addition, mentally ill individuals are commonly viewed as a source
of humour or as providing rich material for drama (Al-Maleh, 2009). Al-Maleh also added
that these false representations of mental health issues can be seen as the main reasons behind
the negative views held and stigmas assigned to sufferers, which explains why such
individuals hide their mental problems and continue to suffer without expressing how they
feel or seeking help. In his view, this can lead to a number of other problems, including low
levels of self-esteem and confidence, hiding away from family, friends and society in general,
and subsequently becoming an outcast. Nevertheless, the media continue to provide the
public with incorrect and detrimental images of people with mental illness, with such
individuals commonly labelled as unpredictable, dangerous and needing to be confined. This,
in turn, might be reflected in the existence of fears among teachers’ regarding pupils with
mental health problems in their classroom, thereby influencing teachers’ attitudes and

perceptions about promoting pupil’s mental health.
3.10 Reflection on the chapter

There is growing global awareness of the shift from defining mental health in narrow quasi-
medical terms as the absence of a diagnosable problem, to a positive concept supported
through promotion of social and emotional development and prevention from mental health
illness. This positive concept could also be understood further through the continuum
concept, where the degree of a person’s mental health quality is situated on a scale. For
young people, this continuum term is more associated with resiliency, a term which describes
how young people have (to varying degrees) the ability to resist negative effects of mental
stresses that do not match the accepted criteria for mental disorder. Resilience can especially
be promoted if young people receive appropriate support at the right time, including early

recognition of mental health problems.

In this chapter, a review of the theoretical models of promoting mental health indicated that
the ‘salutogenic model’ is more suitable than the deficit model for promoting pupils’ mental
health in schools. In relation to young people, the model reflects their capacity for

development, learning achievement and well-being by considering young peoples’ strengths
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and resilience and assessing their deficits and problems, avoiding labelling with problematic
behaviour or mental health problems and understanding the factors impacting on a young

person’s mental health.

This review of the literature sheds light on the significant role of schools in promoting pupils’
mental health. Schools are in a unique position to integrate the essential protective factors
shown to contribute to mental health development by reorienting their systems, including
ethos, culture, policy, curriculum and school environment. Additionally in this chapter, the
social-ethical, legal-legislative and psychological-educational rationales for promoting

pupils’ mental health were highlighted.

Results from previous studies showed the lack of research carried out in the area of teachers’
attitudes towards promoting their pupils’ mental health. Also, the majority of the studies
referred to have adopted conventional quantitative approaches in order to establish the degree
to which individuals reject or accept the overall concept of pupils’ mental health promotion
and positive mental health. Such approaches do not seek to investigate the intricacies
surrounding mental health concepts, related attitudes, or the promotion of mental health, and
direct less emphasis towards the role adopted by contextual and social elements potentially

impacting on attitudes by emphasising particular norms and values.

The literature indicated that teachers show a willingness to accept the promotion of pupils’
mental health; however, many of them showed negative attitudes toward the additional
responsibility, associated with a variety of barriers. Various of these barriers were highlighted
by the literature such as teacher-related variables, young person-related variables, teachers’
lack of knowledge and training skills, teachers’ need to be supported, the lack of cooperation
between teachers and mental health professionals, and between teachers and parents,
institutional barriers, social-cultural beliefs, religious beliefs, stigma towards mental issues,

changes in family structure and roles, and the media.

Additionally, the literature suggests that there is a difference between the attitudes of teachers
in different countries as well as within countries. This may be the result of different stages of
development in terms of educational systems, as well as the cultural context. Both contextual
and cultural aspects may be important in the shaping of teachers’ attitudes and overall
understanding concerning the promotion of mental health amongst pupils. With this in mind,

it is considered that investigating this phenomenon could prove to be valuable in developing
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both theory and practice, particularly in the case of Kuwait, owing to the fact that the
literature has mainly neglected to consider the role of contextual factors in learning and

teaching processes.

Socio-cultural theory has changed the focus of the promotion of mental health. The focus of
the socio-cultural approach on the relationship between an environment and the individual
suggests that meaning is created and developed through connections, communications and
transactions between people, culture, symbols and the environment (Rogoff, 2003; 1998).
With this in mind, the attitudes and understanding of the promotion of pupils’ mental health,
as held by teachers, should not be considered in any context other than that within which they

arise.

Owing to the fact that the school culture and social context together establish an environment
playing a key role in the changing and shifting of teachers’ attitudes, it is therefore stated that
the intricacies involved in promoting all relevant areas, namely mental health issues,
teachers’ attitudes and beliefs, and pupils’ mental health, should be investigated and analysed
through a model concerned with gaining insight into the impacts of culture and context.
Accordingly, throughout the course of this research, the exploration of such themes will be
carried out in direct relation to investigating the attitudes of teachers. Nevertheless, it should
be noted that the study will begin by using a more conventional framework for understanding
the attitudes of teachers toward the promotion of pupils’ mental health, by adopting both
quantitative and qualitative research approaches. Subsequently, as the implementation of the
research journey develops, social-interpretative lenses will be applied in an attempt to
understand the complicated nature of the issues at hand. The research, in its entirety, will
change focus in an attempt to gain understanding of the more complicated issues within the
socio-cultural approach. The following chapter is dedicated to considering and discussing the

methodological framework.
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Chapter 4: Methodology and Research Design

4.1 Introduction

This chapter presents the methodological concerns that guided the research framework of the
current study. It starts with a brief description of the research paradigm. This is followed by a
presentation of the ontological, epistemological and methodological assumptions and
justifications of the research approach. Additionally, a description of the two phases of the
study (quantitative-qualitative), data collection methods, sampling and analytic approaches
are discussed. Then, the reliability, validity and trustworthiness of the study are evaluated.

Finally, the chapter concludes with a consideration of a number of ethical issues.
4.2 Research paradigm

The term paradigm stems originally from ‘paradigema’, a Greek word meaning ‘pattern’.
Kuhn (1970, cited in Bryman, 1988a) defined paradigm as “an integrated cluster of
substantive beliefs, variables and problems attached with corresponding methodological
approaches and tools...” (p.4). Paradigm constitutes a standpoint for considering the world,
understanding and deciphering what is witnessed, and subsequently establishing which of the
observed phenomena are real and valid, to the degree that their documentation is justified
(Rubin & Rubin, 2005). The term is considered as the ‘world view’ that researchers bring to
their inquiry and that guides their research action (Guba & Lincoln, 1994). Therefore, how

researchers view the world is intimately related to the paradigmatic perspective they adopt.

In the context of behavioural and social sciences, paradigms have commonly been assigned to
two traditional groups. A positivist/quantitative paradigm seeks to establish generalisations or
scientific laws to explain the phenomenon under investigation, and accordingly focuses on
the measurement, reliability, replicability, and transparency of producers (Ernest, 1994). The
other paradigm is known as the constructivist/interpretive/qualitative paradigm, and seeks
knowledge by interpreting the phenomena of the world and trying to capture shared meanings
from the point of view of the people who live and experience the situation under scrutiny
(Creswell & Plano Clark, 2007).

There is considerable argument regarding the distinctions between the positions of the two
paradigms. ‘Paradigm Wars’, a term used by Tashakkori & Teddlie (1998) in reference to
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debate in this area, were instigated when the overall supremacy of the mono-method was
challenged in the 1960s subsequently resulting in the introduction of a combination of
approaches. Later on, in the 1990s, a mixed-model approach was recognised. The ‘mixed-
methodological research’ approach combines both qualitative and quantitative aspects, so that
design, collection and analysis data encompass both characteristics (Creswell, 2003). During
this time of debate, there was a lack of consensus concerning the link between methodologies
and paradigms, as highlighted by Tashakkori & Teddlie (2003).

A mixed-methodological represents an approach employs element of both paradigms.
According to Tashakkori & Teddlie (1998), it was through the development and progression
of the argument concerning paradigms and the link to studies that the positivist philosophy
was first questioned, and was accordingly replaced by a constructivism, linked with social
reality and its constructed nature. This period of conflict was referred to as the ‘mono-method
era’, and highlighted researchers’ application of a solely qualitative or quantitative design
method with the utilisation of one of several approaches stemming from either qualitative or
quantitative approaches, reflecting the main paradigm beliefs (either constructivist or

positivist).

Creswell (2003) highlights a significant link between the design method and the overall
paradigm position. A quantitative approach suggests the holding of positivist paradigm
beliefs, while a qualitative methodology suggests beliefs related to the constructivist
paradigm. A number of methodologists (e.g. Seale, 1999; Ritchie & Lewis, 2003; Tashakkori
& Teddlie, 2003; Johnson & Onwuegbuzie, 2004; Creswell, 2009) have supported the
expansion of a mixed-methodological strategy, through which qualitative and quantitative
frameworks are combined in relation to a pragmatic approach.

Creswell (2009) argues that such a strategy has become more widely accepted and employed
in the social sciences. Furthermore, Creswell highlights a number of reasons for this,
including the growth, improvement and perceived legitimacy of this study approach, which
develops and evolves continuously, and the view that the mixed-methodology may constitute
a development in methodology, insofar as it makes use of the advantages and benefits
associated with both qualitative and quantitative methods. Creswell also notes that social
studies are predominantly concerned with addressing complicated issues, and so the use of a
qualitative or quantitative methodology on its own may not be considered adequate.
Dependence on a single research approach could be risky as it provides researchers with an
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inadequate view of human behaviour and experiences (Creswell, 2003; Cohen, Manion &
Morrison, 2007).

The mixed-methodological research approach has been described as one that seeks to
amalgamate quantitative and qualitative strategies, directed toward gathering and analysing
such data during the course of a single or multi-phase research (Tashakkori & Teddlie 1998;
Creswell, 2003). It has been highlighted by Tashakkori & Teddlie (2003) that when
considering mixed-model research, there are three key areas to be taken into account. Firstly,
it has the capacity to provide answers to research questions that cannot be facilitated through
other approaches. Essentially, the mixed-methodological research approach can provide
answers to both exploratory and confirmatory questions. Secondly, this approach is able to
provide stronger suggestions and conclusions through delivery of rich, in-depth answers to
complicated social phenomena. Thirdly, such an approach also delivers the chance to express
a number of different perspectives through varying results. With such advantages in mind, it
is argued by Tashakkori & Teddlie (1998) and Creswell (2003) that the approach helps to
overcome and provide clarification of the opposing and contradictory views of the positivist
(quantitative)/interpretivist (qualitative) paradigm debate, and is recognised as being
compatible with a pragmatic paradigm — as well as being important in terms of undertaking
a real life research. Such a mixed-methodological approach in a single study yields more
robust understanding and interpretation of holistic perspectives of the phenomenon under
investigation, and as a result better-informed educational policies may be devised (Steckler,
Mcleory, Goodman, Bird & McCormick, 1992; Creswell, 2003). Moreover, as highlighted by
Bryman (2008), the increasing popularity of mixed-methodological research appears to
suggests the ending of the ‘paradigm wars’, as it is commonly viewed as having opened up

the way for a third set of beliefs in the research field, known as the pragmatic paradigm.

The pragmatist paradigm holds that worldviews arise out of actions, situations, and
consequences, rather than antecedent conditions. Pragmatists state that there is a close
relationship between the choice of approach and the nature and purpose of study questions
(Creswell, 2003), with studies within this paradigm being commonly multi-purpose, adopting
a ‘what works’ approach, thereby enabling researchers to deal with questions that may not be
efficiently answered if assigned an entirely qualitative or quantitative nature. This view is
further supported by Darlington & Scott (2002) who state that, essentially, a large number of
choices concerning whether or not a quantitative or qualitative study approach should be

adopted are not based on philosophical commitment but rather on the confidence and trust in
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a methodology and/or design being most suitable in the context. In this regard, the pragmatic
framework, as a set of beliefs was introduced as an individual paradigm response to the
discussion surrounding the ‘paradigm wars’ and the introduction of mixed-methodological
and mixed-model strategies. Importantly, this is multi-faceted as a result of the refusal to

make a choice between only interpretive or positivist stances (Creswell, 2003).

Tashakkori & Teddlie (1998) and Creswell (2003) argue that the pragmatic framework has
intuitive appeal and the capacity to consider research areas of interest whilst welcoming and
supporting suitable approaches and utilising results in a positive way in agreement with the
value system possessed by the scholar (Creswell, 2003). With this in mind, the pragmatic
framework can be adopted in regard to management and social study research, as the model is
compatible with the quantitative and qualitative mixed approaches utilised within
‘practitioner-based’ studies. A mixed-methodology study approach related to the pragmatic
framework helps in gathering data stemming from both qualitative and quantitative traditions

in a way that best addresses specific study questions.

The main goal of the current study was to investigate a broad understanding of attitudes of
middle school teachers in Kuwait towards promoting pupils’ mental health. To achieve this
goal, the researcher planned to have a large random sample. In this case the scientific
paradigm would be the best approach for collecting data, because in this stage, the researcher
aimed to capture a broad picture without in-depth understanding. However, the researcher
also wanted to explore in depth teachers’ perceptions about promoting pupils’ mental health
and understanding of mental health concept, barriers to promoting pupils’ mental health,
changes to put this promotional process into practice, and how their perceptions affect their
practice regarding their role as pupils’ mental health promoters, and the influence of their
religious, socio-cultural context in shaping these perceptions. This aim would require more
than just the scientific approach, so the researcher decided to construct a combined paradigm
approach (positivist and interpretive) in the current study, and implement a mixed-
methodological approach within a pragmatic context. The researcher’s decision was guided
by the study aims enumerated below in addition to study questions which will be followed

later in this chapter:

- Investigate Kuwaiti middle school teachers’ attitudes toward their role in promoting
pupils’ mental health.
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- Elicit Kuwaiti middle school teachers’ understanding of mental health concept and

promoting pupils’ mental health.

- Explore factors affecting Kuwaiti middle school teachers’ attitudes towards
promoting pupils’ mental health.

- Explore Kuwaiti middle school teachers’ perceptions about barriers to promoting
pupils’ mental health.

- Explore Kuwaiti middle school teachers’ perceptions about change.required to put the
implementation of promoting pupils’ mental helath in the schools of Kuwait.

4.3 The ontological and epistemological assumptions underpinning the

study

Any research paradigm is largely defined by basic philosophical assumptions. These
assumptions are about knowledge, reality and the path that researchers follow to achieve their
goals (Crotty, 2003). These basic assumptions can be characterized as the ontological,

epistemological, and methodological questions (Guba & Lincoln, 1994).

The ontological assumption can be considered to mean ‘the study of being’, and
predominantly deals with ‘what kind of world we are investigating, with the nature of
existence, with the structure of reality as such’ (Crotty, 2003, p. 10). The term ontology is
commonly broken down into two competing sets of assumptions. Realism recognised as the
ontological assumption providing the overall foundation for the positivist research approach,
posits a reality that exists independently of conscious perception; it insists metaphysically on
objective existence (Ernest, 1994). Relativism, the ontological assumption underpinning the
interpretive stance, assumes that reality is a human construct (Wellington, 2000), and that
access to this reality is only through social constructions, such as language, shared meanings

(Crotty, 2003), and the negotiation of meanings (Pring, 2000).

The epistemology assumption can be described as ‘a philosophical grounding for deciding
what kind of knowledge is possible and how can we ensure that this knowledge is adequate
and legitimate’ (Crotty, 2003, p. 8). According to Biesta (2005), epistemology takes into
account a number of ideas surrounding knowledge and its overall nature. There are two main
epistemological stances in education research: objectivism and constructivism. Objectivism

emphasises the ways in which the social world can be analysed and assessed as natural
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science to explain human behaviour, and to validate the use of experimental research
methodologies (Cohen & Manion, 1994). Constructivism adopts the view that individuals
create their own situational knowledge, possessing their own individualised understanding of
the world and its events (Ernest, 1994).

The current study adopted two different research approaches. The scientific paradigm applied
in the case of the quantitatively understood questions, underpins the epistemological
perspective that what is investigated and investigator are two distinctive entities. Thus, the
researcher is able to study the social phenomenon without being influenced by it or otherwise
influencing it; ‘inquiry takes place as through a one way mirror’ (Guba & Lincoln, 1994, p.
110). Within the scientific paradigm, objectivism (as an epistemological position) veiws
meaning as being inherent in the object and there to be discovered; this directly impacts the
selection of methods and methodologies, and more specifically, the ways in which these are
progressed and advanced, and adopted in accordance with research objectives

The study will also adopt the interpretive paradigm for answering qualitatively focused
questions, since this paradigm considers knowledge as being subjective and personal, and
therefore necessitates the investigator to be involved with the research. The paradigm
emphasises that knowledge is viewed by social actors (subjects) as it lived, felt, experienced
and undergone (Schwandt, 2000). Moreover, the research paradigm takes its philosophy from
the constructivism view, which is based on constructing and developing thick description

surrounding subjective meanings (Ernest, 1994).

The mixed-methodological research approach within its pragmstic context combines the view
of the scientific paradigm, where knowledge depends on its purposes and to generalise about
causal relationships, with that of the interpretive, to illuminate specific situations (Tashakkori
& Teddlie, 1998). In the view of Morgan (2007), pragmatism stands back from ontological
questions and considers knowledge in terms of whether it works. Pragmatism is essentially
not dedicated to any particular philosophical or reality system, which is the case in mixed-
methodological studies in the sense that investigators take into account both qualitative and
quantitative assumptions when carrying out such studies. Therefore, the current study does
not align itself with any specific philosophical assumptions about reality (Creswell, 2009), as
the philosophical assumptions underpinning it, based on the mixed-methodological approach
used, are subordinated to what works and how its questions can be answered and its aims

achieved. Secondly, the approach used in the current study allows researchers to decide
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which study methods best fulfil the purpose and needs of the research. Thirdly, truth is not
considered to be subject to a duality between independent reality and the mind; therefore, in
the case of mixed-methodological studies, scholars utilise both qualitative and quantitative
data as they seek to establish the deepest insight and understanding of the topic at hand
(Tashakkori & Teddlie, 1998). In practice, pragmatic orientated research consider what to
study and the best ways of doing so in consideration of what it wants to achieve. Mixed-
methodological research scholars therefore need to determine a rationale behind the mixing
of approaches.

Pragmatists agree that studies are always carried out within historical, political, social and
other contexts. Pragmatism avoids questions of reality as being internal or external to the
mind, judging this to be philosophical, rather than practical interest (Cherryholmes, 1992).
Accordingly, in the context of a mixed-methodological approach study, pragmatism creates

an avenue for a number of different assumptions, analyses, methods and worldviews.
4.4 The justification for utilizing a mixed-methodological approach

The aim of methodology in any research is to describe, illustrate and evaluate the reasons
behind the use of particular methods (Wellington, 2000). Methodology can be described as
the design, plan of action, process and strategy that justifies the selection of certain
approaches and links them with the desired outcomes (Crotty, 2003). A researcher’s choice of
methodology should be compatible with the nature of the investigated phenomenon and the
research questions. Robson (2002) also suggests that the general principle is the
appropriateness of the research strategy and the employed techniques for the questions

needing to be answered.

In the current study, a mixed-methodological approach, implemented through a
complementary research design appropriate to the research question types, was utilised. The
researcher’s own pragmatic beliefs have led to the selection of the mixed-methodology
approach, reflecting a conviction that an amalgamation of study approaches is viable, which
each establishes its overall significance through the answering of specific study questions and
achieving the aims of the study. Accordingly, the researcher adopted a pragmatic view as she
was interested in ensuring a suitable ‘fit’ between the research questions posed and the study
methods utilised - more so than in the degree of the philosophical consistency of the

epistemological positions commonly linked with various research methods and approaches

88



(Snape & Spencer, 2003) and how these attitudes relate to teachers’ practices in classrooms

(Silverman, 2006).

The reason for applying mixed-methodology approach is the researchers’ belief that any
research questions dealing with human phenomena are complex and cannot be answered by
using single approach. Also, using such approach could be connected to researcher’s belief
that the world is complex, and that no single truth is ever adequate, and that any truth isolated
from its complementary truth is considered as a half-truth. This study aims to explore middle
school teachers’ perceptions and understanding of mental health concepts. These perceptions
are complex: there are no single universally agreed definitions regarding these concepts
(Mental Health Foundation, 1999; LGIU & CSN, 2007), and there is no assumption that there
is a common shared understanding and experience of the same phenomena (concepts) among
all participants. Crotty (2003, p. 8) suggests that meaning is not so much discovered as
formed, and so it can be stated that individuals may differ in the meaning they assign to one
particular event, and objects and subjects may be considered as associated in the generation

of meaning.

Adopting a mixed-methodological approach in this current study can be also justified by
Silverman’s (2006) argument that there are areas of social reality that cannot be measured
merely by statistics, including attitudes, experience and interpretations. It has been argued by
Kiki & Miller (1986) that ‘attitudes’ are not necessarily linked with people’s minds, and so
there is the need to ensure comprehensive and in-depth analytical assumptions when

investigating them.

For the reasons outlined above, the concepts of ‘mental health’ and ‘promoting pupils’ mental
health’ in this study cannot have a single interpretation based only on positivist foundation.
The inadequacy of employing solely one approach in investigating teachers’ attitudes has
been debated by many authors (e.g. Merriam, 1998; Bell, 1993). Therefore, a mixed-
methodological approach has the ability to provide the researcher with more details which

could not be captured by using one approach (Creswell & Plano Clark, 2007).

Additionally, the literature suggests that attitudes cannot be measured through direct
observation; rather than they must be inferred; however, they can be deduced by considering
the way in which individuals behave, the beliefs they hold, as well as what they feel and
say(Ajzen & Fishbein, 1980). Therefore, the utilisation of a mixed-methodological approach
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may prove to be valuable for capturing the intricacy of the attitudes held by teachers in regard
to mental health promotion amongst pupils, gathering a more in-depth understanding from an
internal perspective. Moreover, a review of the literature in the field of mental health
education indicated that research related to attitudes has been mostly carried out within the
field of epidemiology or psychology, encompassing only positivist approach, using surveys,
which may be insufficient to address the complexity of the core attitudes (Norwich, 1998;
Brockington, Hall, Levings & Murphy, 1993). Surveys can help researchers to shed light on
attitudes; however, they cannot explain how these attitudes are shaped and might influence
behaviour (Secker & Platt, 1996). An additional criticism is that this positivist view will take
the ‘individual self’ as starting point and the core of analysis without addressing how social

interaction led to these attitudes being the way they are (Eiser, 1994).

Furthermore, whereas quantitative studies have the ability to compare scores across
populations and settings, qualitative studies have been viewed as providing a sense of the
meaning of a phenomenon. An integration of both approaches may provide a new sense of
the concept under investigation. In this respect, the current study aims to investigate teachers’
attitudes and perceptions about their role in promoting pupils’ mental health, while at the
same time seeking to explore the social reality of teachers’ understanding of these terms.
Teachers may work in similar conditions or have similar experiences, but this does not
necessarily mean that their views and perceptions relating to promoting mental health,
barriers and changes to implementation to the promoting process are identical; thus,
individuals could consider and understand meanings differently through their own

experiences and viewpoints within the same socio-cultural context (Maxwell, 1996).

4.5 Sampling of the study
Matching the two phases of the study, there were two phases of sampling. The questionnaire
sample was selected randomly and the qualitative sample was chosen purposively. The two

types of sample are discussed below.

4.5.1 Phase one: quantitative sample

A random cluster sample was selected for the survey (first phase of the study), covering
teachers of a variety of ages, gender, levels of education and teaching experience, from four
of Kuwait’s six provinces (Hawali, Al Farwanya, Mobarak AlKabeer, Al Jahra), as each

province has one administrative educational authority.
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The survey was administered to middle school regular education teachers employed by the
Kuwait Ministry of Education. All shared the same ethnic background, being Kuwaiti. In
February 2011, 600 copies of the survey were distributed and there were 479 returns,
representing 82.2% of the intended sample.

4.5.2 Phase two: qualitative sample

Purposive sampling provided the researcher with the capacity to target an ‘information-rich’
population, which is recognised as comprising individuals who can provide large amounts of
data in relation to the study aim (Patton, 2000, p. 169). Erlandson et al. (1993) reported that
being more aligned to the aims and views of the system overall increases the chances of

someone being happy to take part, so one is likely to get quite a narrow demographic
applying.

The survey ended with a postscript seeking participants willing to participate in the research
interviews. The researcher received 30 agreements, which is a satisfactory number if one
considers the rarity of the interview-based approach within the Kuwaiti education system.
However, more than 15 teachers withdrew from the interview sample either on the basis of
cultural sensitivity related to female/male face-to-face interview, or because of administrative
obstacles. In the end, twelve were selected purposively, targeting maximum variety of levels

of education, teaching experiences and varied teaching and educational qualifications.

4.6 Research design and data collection methods

The current study adopts a mixed-methodological research approach within mixed-method
complementary research design. The complementary design is one type of approach to
combine qualitative and quantitative research in mixed-methodological research, as it is
recognised that a more in-depth and comprehensive answer to a research question may be
garnered through complementary approaches (Bryman, 2008). This suggests that any gaps
inherent in the use of one method can be filled by another (Bryman, 2008). The general aims
were broken down into two groups of questions which can be approached through a research

design consisting of two phases (Figure 4.1).
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structured interviews
v v
Aim: Investigate teachers’ Aim: Elicit teachers’
attitudes perceptions and experiences
Methodology: Quantitative Methodology: Qualitative

* ¥

Method: Survey Method: Semi-structured
interviews
Collecting & analysing Collecting & analysing
guantitative data qualitative data

Qualitative and quantitative
data interpretation /

Figure 4.1: Research design of the study

However, this does not mean that the two phases are separated; rather they are linked in order
to give a clearer picture and to gain rich information about teachers’ attitudes towards
promoting pupils’ mental health, and perceptions about barriers and changes needed to put

this promotion into practice.

The idea behind using mixed-methods research design when investigating a social
phenomenon is that combining quantitative and qualitative sources of data yields more robust
understanding and interpretation of holistic perspectives of the phenomenon under
investigation, and as a result better-informed educational policies may be devised (Steckler,
Mcleory, Goodman, Bird & McCormick, 1992; Creswell, 2003). Additionally, there is

practical value in seeking a convergence of the findings between two or more methods
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utilised in the research design (Tashakkori & Teddlie, 2003). Mixed methods provide
researcher with a greater reliability in the interpretation of the data, demonstrated by the
agreement of different data sources. Generally mixed-method approaches are used when
seeking more validity for the data, needing to compare, contrast or validate quantitative
statistical results with qualitative findings (Tashakkori & Creswell, 2007). Furthermore, each
method of research has its strengths and weakness, which a combination of methods seeks to
overcome (Ritchie & Lewis, 2003). In the following sections research design including the

quantitative and the qualitative phases will be discussed.

4.6.1 Phase one: Quantitative phase (survey)
The first phase of the research design is aimed at answering the first group of research

questions:

- What are Kuwaiti middle school teachers’ attitudes towards promoting pupils’ mental
health?

- Is there any significant statistical correlation between the three components of teachers’
attitudes to pupils’ mental health (cognitive-affective-behavioural)?

- Are there any significant statistical differences in Kuwaiti middle school teachers’
attitudes towards pupils’ mental health that can be attributed to teachers’ gender, age,
years of teaching experiences or levels of education?

- What are Kuwaiti middle school teachers’ perceptions about barriers to promoting
pupils’ mental health?

- Is there any significant statistical correlation between the perceived barriers to

promoting pupils’ mental health and teachers’ attitudes?

This first phase of the research design consisted of a survey strategy. Bryman (1988a) defines
the survey as a ‘study approach involving the gathering of data on a number of units and
commonly at one point in time with the aim of systematically gathering a volume of data that
can be quantified in regard to numerous variables, which are subsequently analysed with the
aim of establishing association patterns and behaviours’ (p. 104). Using surveys could help to
provide the investigator with the views of a large number of participants, who perhaps could
not be interviewed owing to various reasons, such as location. Surveys are valuable for
gathering factual data, such as on attitudes, behaviours, beliefs, experiences and predictions
about mental health promotion, for example, as has been emphasised by Weisberg et al.
(1989).
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Among the greatest advantages of employing surveys in research are that it requires less time
to collect the data and the questions are always exactly the same for all respondents. Surveys
are an attractive method owing to the capacity to generalise within certain parameters, as well
as the capacity of the tool to make statements supported by a large volume of data, and the
potential to determine the level of confidence assigned to the findings subsequently garnered,;
however, a survey cannot explain why a situation occurred or why people behave in a
particular way in a situation (Cohen, Manion & Morrison, 2007). It has been noted by Pring
(2000, p. 54) that the use of surveys may be problematic as it could mean that similar answers
to a particular question may not give accurate depictions of the way in which certain

individuals feel about a specific situation.

4.6.1.1The sections of the survey

The survey is divided into three main sections; these will be described in the following

paragraphs (see Appendix (I11), p. 279, for the final version of the survey).

- Section one: Background information
This part of the survey informs the participants of the main aim of the survey and how they
should answer the questions. Teachers are asked to provide general information relevant to

their age, gender, educational level and years of teaching experience.

- Section two: Teachers’ attitudes scale
This part focuses on teachers’ attitudes towards promoting pupils’ mental health and is
organised as follows:

e A Likert scale (seventeen items) measures the ‘cognitive component’ of teachers’
attitudes towards promoting pupils’ mental health, which is heavily influenced by the
extent of teachers’ knowledge and beliefs. These items were formulated based on the
definitions of mental health concepts in the publications by the WHO (2001), the
Mental Health Foundation (1990), LGIU & CSN (2007), and the Surgeon General’s
report on Mental Health (2000). This cognitive scale (A) was divided into three
thematic units or domains. The first domain is intended to reflect teachers’ beliefs about
mental health problems as alterable problems. The second domain focuses on teachers’
beliefs about promoting pupils’ mental health in schools. The third domain focuses on

teachers’ beliefs regarding the requirements and outcomes of the promotion process.
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The second component of teachers’ attitudes towards promoting pupils’ mental health
is the ‘affective component’ (B) (five items). This measures teachers’ general feelings
towards promoting pupils’ mental health, teachers’ feelings towards including pupils
with mental health problems, teachers’ feelings towards recognizing pupils’ mental
health problems, teachers’ feelings towards dealing with pupils’ mental health problems
in their classroom, and teachers’ feelings towards managing a class that includes pupils
with mental health problems. In this part, a semantic differential scale encompassing
bipolar adjectives (Osgood, Suci & Tannenbaum, 1975) such as ‘comfortable-
uncomfortable’, pessimistic-optimistic’, negative-positive’, ‘interested-uninterested’,
and ‘happy-unhappy’ was employed to explore teachers’ affective and emotional
responses to promoting pupils’ mental health. Throughout the course of this section, the
participants were required to indicate which adjective most closely explained their
perspective, through a corresponding number on the scale from 1 to 5. The total of
these items was used to generate a compound score for the affective component; a
higher score indicates positive attitudes.

A Likert scale was employed to measure teachers’ ‘behavioural component’ attitudes
(C) including ten items which measure behavioural responses towards promoting
pupils’ mental health among teachers. Teachers were asked to indicate their degree of
agreement in respect of general statement provided at the beginning of this section “If |

have or recognize a pupil with mental health problems in my class, I will.......

- Section three: Teachers’ perceptions of barriers scale

This part focused on teachers’ perceptions about barriers to promoting pupils’ mental health.

Teachers were asked to indicate their responses to the question ‘To what degree does each

item represent a barrier to your participation in promoting pupils’ mental health?’ The

participants were asked to respond to 16 Likert type items, representing four barrier

dimensions - personal barriers, interpersonal barriers, structural-organizational barriers, and

social-cultural barriers.

In all the Likert scales, teachers were asked to provide the response which indicated their

degree of agreement with each statement. The Likert scale is one of the most common

statistical techniques for investigating attitudes. It is essentially a multiple-indicator of set

attitudes; the goal here is to measure intensity of agreement with certain themes or issues,
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namely cognitive, affective and behavioural intentions. The level of agreement was indicated
by a format consisting of a 5 point scale: strongly agree, agree, undecided, disagree, strongly
disagree. Scoring 5 is the highest and 1 the lowest for positive statements. Negative
statements are scored in opposite order: 1 for the highest positive response and 5 for the

lowest response (see Appendix (1), p. 279).

4.6.1.2 Construction of the survey

In the construction and development stage of the survey, many criteria were followed. Firstly,
a review was carried out of the literature related to mental health in schools, promoting
pupils’ mental health, teachers’ views and perceptions regarding their role in identifying and
recognizing pupils’ mental health problems, barriers which could undermine teachers’ role in
this area, and the changes required in order to put promoting pupils’ mental health into
practice (see Chapter 3). As highlighted by Bryman (2008), literature reviews provide the
investigator with knowledge of what is already known in the area in question, as well as the
various theories, methodologies and methods that have been utilised, and concepts considered

relevant to the area.

Secondly, reviews of previous studies gave insight into possible tools and approaches that
might be appropriate to this area of research. Very few useful instruments were evident in this
review. The researcher therefore constructed a new survey to use in the study. The researcher
based the design of the survey on the theories, definitions and assumptions found in
education text books, and in the literature review related to the areas of the current research,
including mental health terminologies, specifically, the positive concept of mental health, the
alterability of mental problems, the causations of mental health problems among young
people, the core principles of prompting pupils’ mental health, teachers’ role in this area, and
barriers to prompting pupils’ mental health and putting it into practice. Additionally, the
researcher benefited from the multi dimensional model (three components model) of attitudes
in forming the survey items, adopting three components, namely, cognitive, affective, and
behavioural (Eagly & Chaiken, 1993; Ajzen, 2005) (see Chapter 3).

4.6.1.3 Translation of the survey
As the first language of most Kuwaitis is Arabic, the English version of the survey was first

translated into Arabic for use. The main concern of the translation was to provide an accurate
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parallel meaning (with less emphasis placed on a word-for-word match). In order to check the
validity of the translation, assistance was sought from an English language lecturer in Kuwait
University, in the department of translation. As an initial step, the researcher translated the
survey into Arabic (see Appendix (XI), p. 378, for a copy of the survey in Arabic), and then
asked the lecturer to translate it back into English. A comparison between the two versions of

the translation was undertaken, before the final survey was approved.

The survey items were written in everyday language, free of any kind of scientific abstract
terms for some definitions, such as mental health, mental health problems, and promoting
mental health. Additionally, in order to check the content validity of the survey (that survey
statements cover the range of features under study), the researcher contacted her supervisors
and other specialists in mental health in the UK for assistance and suggestions regarding the
appropriateness and wording of the survey items. Then, the revised survey was piloted on 60

teachers before being distributed to a large number of participants.

4.6.1.4 Administration of the survey

The survey was conducted by the researcher. 600 copies of the surveys were distributed, of
which 520 were returned, though as some forms were incomplete, the final number of
surveys employed in the study was 479, representing a response of 82.2%. Ten schools (five
boys’ school and five girls’ school) were chosen randomly from four of the six provinces in
Kuwait. First, the researcher requested recent statistical numbers of the middle schools and
teachers working there from the Kuwait Ministry of Education. The researcher chose to
administer the survey to 10 schools in four provinces, with 600 male and female teachers,
contacting 60 teachers in each school. Official permission was sought from the Kuwaiti

Ministry to gain access to the schools, to administer the survey and conduct the interviews.

4.6.2 Phase two: Qualitative phase (semi-structured interviews)

The second phase of the study research design aimed to answer the second group of the
research questions:
- What are Kuwaiti middle school teachers’ perceptions about their pupils’ mental health and

promoting mental health?

- What are Kuwaiti middle school teachers’ perceptions about barriers to promoting pupils’

mental health?
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- What are Kuwaiti middle school teachers’ perceptions about the changes necessary to put

promoting pupils’ mental health into practice?

- What factors do Kuwaiti middle school teachers perceive as affecting their perceptions of

promoting mental health?

The second phase of the study involved employing qualitative methods through interviews.
The interview is a tool for encouraging individuals to discuss their views, perceptions and
interpretations in response to a particular situation or phenomena. Interview lies at the heart
of social research (Esterberg, 2002, p. 83). It allows the researcher to gain access to the
individual’s perceptions, intentions, experiences and wishes in participant’s words, rather
than investigator’s (Rubin & Rubin, 2005). Interviews also provide further insight into the

claims made by the respondents to the surveys, thus enriching the findings revealed.

There are several types of interviews: structured, unstructured and semi- structured (Robson,
2002; Flick, 2006). It is emphasised by Snape & Spencer (2003) that qualitative research
methods, such as interviews, deliver all-inclusive, general understanding of the actions and
views of participants in the context of their overall lives. In the current study, the researcher
utilised semi-structured interviews for many reasons. Firstly, semi-structured interviews
would give study participants a voice, and provide invaluable data and feedback that could be
critical for developing a variety of elements related to the learning and education
infrastructure, such as the content of the curriculum, teacher training, or learning materials
(Giannakaki, 2005). Additionally, semi-structured interviews are considered a powerful
method for collecting data, due to their ability to provide a chance to access participants’
perceptions, definitions of constructions of reality and situations and meanings, as there are
no specific questions or limited required responses (Punch, 2005; Tashakkori & Teddlie,
1998). Furthermore, semi-structured interviews have the potential to elicit rich data, as they
can provide unique access to the way in which participants view their activities and
experiences, and their opinions of such, and further help to explore the way in which
individuals perceive and comprehend their surrounding world (Kvale, 2007). This type of in-
depth interview offers the participants the chance to highlight the contextual factors
impacting on teachers’ attitudes and perceptions about promoting pupils’ mental health.
Bryman (2008) argues for semi-structured interviews as follows: ‘What is crucial is that the
questioning allows interviewers to get a sight of the ways in which interviewees view their

social world’ (p. 442).
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The topic and the questions of the interviews were mostly based on an analysis of pilot
interview questions submitted to three teachers, where a list of topics was set to cover the
study questions (see protocol of semi-structured interview, Appendix (IV), p. 287). The pilot
study helped me to address the appropriateness and the quality of questions and enable me to
refine the interview items through testing them within a real-life context (Yin, 2003). In order
to ensure that interviewees understood the meaning of the questions, some questions were
added as the interviews unfolded, and wording and ordering modified. The interviews were
piloted on three Kuwaiti middle schools teachers. Amendments were then carried out as a

result of the pilot interviews and feedback.

4.6.2.1 Conducting the interviews

The researcher contacted the twelve teachers who agreed to be interviewed. The researcher
contacted them by telephone to arrange a convenient appointment. The researcher was keen
to leave the choice of setting to the interviewee to ensure an appropriate, favourably quiet
interview environment. All the interviewees chose to meet me in their schools, specifically in
the library of the school, where they reported that they felt free, relaxed and encouraged to
expand on their views. However, religious and cultural considerations did not allow the
researcher (as a female) to be alone in a closed place with a male teacher. The researcher was
therefore obliged to keep the door of the room open or to ask the head teacher to attend the
session, which may at times have influenced interviewees’ expressions of their opinions and

views.

At the beginning of the interview, the researcher introduced herself and briefed the
participant about the purpose and significance of the study. The participants were assured of
the security and confidentiality of the collected data before permission to audio tape the
interview was requested. Each interview lasted for approximately 40-50 minutes, with an
emphasis being placed on listening to the interviewees, putting them at their ease and
ensuring that their contribution felt valued. Achieving rapport with the respondents is
important (Bryman, 2008), and throughout the interviews the researcher managed to establish
a good rapport with them; however, this engagement did not involve fully identifying with
the subjects (Cohen, Manion, & Morrison, 2007).
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4.7 Data analysis
Data analysis can be described as the way in which meaning, order and structure can be
assigned to large volumes of data (Marshall & Rossman, 1995, p. 111). In this current study,

there were different ways to analyse data based on the types of data obtained.

4.7.1 Quantitative data analysis

The quantitative data from the survey were fed into SPSS software (Statistical Package for
Social Science; version16.0 for Windows XP). Two kind of statistical analysis were
performed: descriptive and inferential. The descriptive statistics applied to means, frequency
counts, percentages, and standard deviation of the variables, while the inferential statics
included one-way analysis of variance [ANOVA], independent samples t-test, one-way and
correlation analysis, used to determine the differences between age, years of experience,
gender and level of education in relation to teachers’ attitudes, perceptions and scale
dimensions. In addition, factor analysis was employed in order to reduce the number of scale

items to a lower number of variables.

4.7.2 Qualitative data analysis

Data collection in qualitative research is not easily separated from data analysis (Miles &
Huberman, 1994). Therefore, the researcher began to do data analysis from the first contact
with participants during interviews. Different techniques were used to achieve this ongoing
data analysis, such as initial reading of transcripts post-interview analysis notes, and writing
memos (Maxwell, 1996). This early analysis of the data reduced the risk of problems that can
be faced when dealing with a huge amount of data gathered from multiple interviews, by
enabling the identification of important themes for future interviews (Cohen, Manion &
Morrison, 2007).

After the researcher finished the field study in Kuwait and returned to the UK, she started to
‘manage’ the qualitative data using general guidelines that many researchers propose. The
researcher used an interpretive analytic framework to analyze the data obtained from
interviews. For example, Miles & Huberman (1994) suggest that raw data in qualitative
research could be analysed using three main analytical stages: data management, data
reduction and data display. Data management involved transcribing, translating, editing and
typing up notes, then, formatting, paginating and indexing the data using computers or

notebooks.
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The recorded interviews were transcribed and translated, with the text then subjected to
coding. According to Delamont (1992), coding is recognised as categorising and classifying
data into concepts, issues, themes and topics. Furthermore, as highlighted by Coffey &
Atkinson (1996, p. 27), coding has the capacity to reflect analytical ideas, and may be further
utilised with the aim of dividing and categorising data into more general and simplistic
groups. This means that the researcher is required to progress through the data systematically,
word by word, phrase by phrase, line by line, and provide a descriptive code corresponding to
each item (Cohen, Manion & Morrison, 2000).

It was considered that noting down the data in this way helped to reduce the data size, thus
facilitating the analysis of the patterns and relationships found to have emerged during the
course of the study (Strauss & Corbin, 1990). The researcher made the decision to analyse the
data manually as opposed to employing a software package. This was because of a concern
that computer-based analysis directs more attention to reducing the data through linguistic
patterning, which subsequently means the information may be less valuable than that which is
ascertained through manual analysis, which can draw on data-researcher interaction.
Moreover, it should be recognised that some qualitative data, namely feelings, knowledge
and views, as provided through participants’ quotations (Patton, 2000), are often unclear and
imperceptible to computer programs. Following the management of the data, the researcher
sought to identify any common themes found to have emerged during the course of the study

which might provide answers to the study questions.

Initially, the researcher went through the transcripts used an interpretive analytic framework
to analyze the data obtained from interviews. This was made through data reduction and
management after interviews’ translation and transcription. Starting with highlighting the
significant items, providing descriptive code corresponding to each item, categorising items
into more general and simplistic groups of concepts, and classifying them into themes and
topics. The coding aims to break down the interviews into chunks. Subsequently,
organisation was carried out, which involved the various sections of information being
categorised so that segments could be quickly located and clustered before being assigned to
their relevant construct, theme or question. Coding was focused on ‘breaking down,
examining, comparing, conceptualizing and categorizing data.....[which] yields concepts,
which are later to be grounded and turned into categories’ (Strauss & Corbin, 1990, p. 61).
On a secondary level, the chunks of information were summarised into fewer constructs,

categories and sets through pattern-coding. Strauss & Corbin (1990, p. 116) suggest that this
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third level involves the selection of the main category, systematically linked with other
groups, supporting links and filling in groups requiring subsequent enhancement and
modification. In this particular phase, codes were assigned with names and operational
definitions considered to be most fitting to the ideas and models they describe (see Appendix

(1X), p. 320, for the samples of analysis and coding the emerged themes in interviews data).
4.8 The reliability and validity of the quantitative phase

For the quantitative phase, reliability was achieved by piloting the survey and measuring its
reliability. In December 2010, the survey was piloted with a sample of 60 teachers. In order
to determine the reliability and factorability of the ‘Inter-correlation Matrix’, the researcher
employed Cronbach Alpha (o), one of the commonly used tests of internal reliability, based
on the rationale that items measuring the same dimension will highly correlate (Bryman,
2008). The Cronbach Alpha reliability coefficient was used to test the reliability of the two
scales, attitudes (0.87) and perceptions of barriers scale (0.87) - which revealed a statistically
satisfactory level of reliability (Ibid.) (see Appendix (V), p. 290). Additionally, a factor
analysis approach (the principal component using Varimax rotation) was employed to reduce
the number of attitude scale items to a few interpretable factors that determine whether
groups of attitudes scale items tend to bunch together to form distinct clusters, referred to as
factors (dimensions) (Bryman & Cramer, 2001). The factor method was also used to explore
the possibility of finding patterns between questions based on the correlation matrix between
these questions. With the aim of removing data redundancy and accordingly highlighting any
basic or fundamental link between variables, factor analysis was applied. As a result, scales
factor loading was explored, which is an indicator of the degree of association between a

factor and its items.

4.9 The trustworthiness of the qualitative phase

With regard to the qualitative phase in this current study, it is recognised that quality could be
achieved by ensuring the trustworthiness of the findings through directing careful
consideration to the ways in which the data was gathered, analysed and interpreted, and how
the research study was conceptualized (Lincoln & Guba, 1985; Silverman, 2000; Miles &
Huberman, 1994). Trustworthiness can be broken down into four different criteria:
conformability, credibility, dependability and transferability (Lincoln & Guba, 1985;
Tashakkori & Teddile, 1998).
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Conformability is related to the principle that complete objectivity in social research is
impossible, but that it can be shown that research is conducted in good faith; briefly, it should
be clear that the researcher did not overtly control the conduct of the study and the derived
findings (Lincoln & Guba, 1985). The researcher attempted to ensure conformability by
employing two main strategies to ensure the credibility and dependability of the study namely

peer and member checks.

In addition, Conformability demands were met by adopting a mixed-methodological research
approach in form of a complementary research design consisting of a combination of
quantitative and qualitative phases and involving several and different methods to collect data
not only minimized the likelihood of misinterpretation but also provided the study with
richness of data to facilitate sorting and examining data from wvarious aspects. The
triangulation applied in this study supported the transferring insights to a wider population
(Erlandson et al., 1993). Stake (1995) suggests that triangulation is a crucial means of

validating research and ensuring accuracy.

In order to ensure credibility and dependability (validity), the researchers used peer
examination, also known as auditing. Lincoln & Guba (1985) claim that dependability is
concerned with identifying the overall credibility and worth of the study, with researchers
recommended to implement an auditing approach, which involves the maintenance and
storing of all data analysis decisions, fieldwork notes, interview transcripts, etc. In this way,
peers may adopt the role of auditors, most notably at the end of the study. Auditing has
grown in popularity because it increases the overall dependability and soundness associated
with qualitative research (Bryman, 2008). Auditing requires that manuscript drafts and entire
data are communicated to at least three peers, with their role being to highlight important
points for analysis, and subsequently critique the data and study, which will help in drawing
conclusions. During the study, the researcher used peer examination to evaluate the data and
enhance its credibility (Mertens, 2005). The researcher asked two peers at the Graduate
School of Education at the University of Exeter to go through the interview transcripts with
the aim of establishing whether the same codes would be assigned to corresponding data
segments. The overall aim here was to question whether it was possible that any themes had
been overlooked that would notably change the interpretation of the findings and the
conclusions subsequently drawn. The researcher also attempted to use a member check

strategy throughout the study for two reasons: firstly to ensure that interpretations were
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presented accurately, and secondly to make sure that data obtained really reflect participants’

beliefs.

Finally, in the current study, the criterion of transferability was met by providing a thick
description of the data and context. According to Merriam (1998), if rich, in-depth,
descriptive information is produced, transferability is then possible. Merriam goes on to state
that description enables an audience to see the degree of resemblance between their own
situation and that of the research context, and to subsequently establish whether the results
can be transferred (p. 211). In the current research, the researcher have delivered in-depth
descriptions of the research itself, as well as the target sample, information-gathering
techniques, and data analysis methods. Moreover, the researcher has included various sample
quotations in a bid to facilitate readers’ understanding and provide them with access to some
of the original data. Nevertheless, it is fundamental to recall that adopting a mixed-
methodological approach not only aims to make generalisable findings, but also seeks to
provide context-relevant insights. In this regard, the potential that findings derived from the
current study might be transferred and utilised by other researches carrying out studies in

other contexts is considerable.

In addition, employing a purposive sampling method in the qualitative phase of the current
study could be considered as a method of ensuring trustworthiness. Purposive sampling
provides me with the capacity to target an ‘information-rich’ population, i.e. individuals who
can provide large amounts of data in relation to the study aim (Patton, 2000, p. 169).
Similarly, piloting the interviews enabled me to address the validity and the quality of
questions (Yin, 2003), and offered another way to ensure the trustworthiness of the

qualitative phase in this current study.

4.10 Ethical considerations

A number of different ethical considerations require attention during the course of any
research study (Pring, 2000). Importantly, when researchers gather data relating to certain
individuals, attention must also be directed towards the responsibilities and right of all
involved - not only the sample itself but also the researcher (Cohen & Manion, 1994). This
research study was affected by a number of ethical considerations, which are discussed

further below.
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4.10.1 Gaining informed consent

Ethical considerations are various and wide-ranging, though the predominant concerns
include gaining informed consent from individual participants, providing the sample target
with the opportunity to withdraw from the study whenever desired, and safeguarding the
sample in terms of confidentiality and identity (Cohen, Manion & Morrison, 2007; Pring,
2000). ‘Informed consent and respondent validation represent a way to ethically ensure
participant understanding’ (Silverman, 2006, p.324). The BERA Revised Ethical Guideline
11 (BERA, 2004) stresses that researchers should ensure that all participants understand the
aims and processes of the research, what kind of participation is required from them, the
sources of the funding, how the data will be used, how and to whom it will be reported, if
there is any risk or any expected detriment to taking part in the process, and whether they
wish to be participants.

Before conducting this study, it was necessary for the researcher to pass through two different
types of gatekeeper: formal (i.e. institution-related authorities) and informal gatekeepers, who
may not have institutional power but who nevertheless are influential within the context of
the study. At the outset of the research, the researcher was provided with ethical approval
from the Ethics Committee of Exeter University to conduct my research, signed by her
supervisors (see Appendix (VII), p. 317). Additionally, an official letter was sent by the
investigator to the Kuwaiti Cultural Office in London - addressed to my academic supervisor
in the Kuwaiti Embassy in London - requesting permission from the Kuwait Ministry of
Education to carry out the research in Kuwait. The letter contained a number of important
research-related details, including the target sample number required, the methods of data-
collection, a letter noting the permission of my supervisors to carry out the work, and my
guarantee that the sample would remain anonymous and the confidentiality of the data
maintained. Subsequently, a letter was sent to various Kuwaiti middle schools by the Kuwait

Ministry of Education.

Upon arrival in Kuwait, the researcher established communication with the head teachers of
each of the schools, to request and arrange access. Although personal contact can prove to be
valuable in terms of building rapport and may ultimately result in a simple and easy way of
acquiring access, it is nevertheless emphasised that formal procedures need to be adhered to

(Celnick, 2002). The introduction that the researcher provided for the teachers was facilitated
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by the head teachers of the respective schools. Notably, such introduction did not necessarily
mean that the sample of teachers would want to be involved in the study; first, ethical issues
needed to be overcome and informed consent needed to be gained. Accordingly, all phases of
the research were explained, and the potential participants were advised that they had the
right to participate or withdraw (Cohen, Manion & Morrison, 2007), and that they were also

able to seek further clarification from me if this was deemed necessary.

Regarding the BERA Revised Ethical Guidelines 10 and 11 (BERA, 2004) which stress the
need for ‘Voluntary Informed Consent’, the researcher informed the participants that they
were volunteers and should not feel under pressure from school administrators or head
teachers to engage. As was mentioned before, only teachers who volunteered participated in

the study.

4.10.2 Anonymity and confidentiality

A further ethical issue to be raised relates to the confidentiality and anonymity of the
participants. So as to provide the target sample - both the teachers and the schools - with
suitable levels of anonymity, the researcher created a ‘data ownership’ contract, using the
Informed Consent Form which was distributed amongst the sample of teachers (see Appendix
(VIII), p. 318).

The concept of anonymity refers to ensuring the identity of all involved in the study is not
disclosed or identifiable through the data and information detailed in the study (Cohen,
Manion & Morrison, 2007). To facilitate this, direct references were not made, with the
individuals instead being assigned pseudonyms, namely alphabetical letters: H.M, S.S, H, K,
M, U T, Z F, L, M.S, R. The consideration of anonymity is intrinsically linked with
confidentiality, which emphasises the notion that any references made throughout the
research paper - whether in terms of reports, representations or other comments - should

ensure the source of the data is not identified.

Importantly, it is highlighted by Radnor (1994) that researcher must seek to build trust and
ensure participants have been assured of confidentiality and privacy and have been provided
with the opportunity to be listened to without prejudice, prejudgment or bias. With this in
mind, during the process of this study (4 months), the researcher provided the participants
with information relating to the overall purpose of the study, as well as the fact that any data

gathered would be utilised only for the purpose of the study. Permission from each
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participant was acquired— not only for this study but also for reference in future studies and

publications.

4.10.3 Protection from harm

Another ethical issue that can be raised is protection from harm. This involved ensuring that
the research would be conducted in a safe environment, which the researcher believes that
she was able to do in the current study, through administering the survey and conducting the
interviews in the schools. The researcher also attempted to reduce the stress or discomfort of
the participants by interviewing them in the library, where they mentioned that they felt more

comfortable.

4.11 Conclusion

This chapter has provided a breakdown of the methodological approach employed throughout
the course of the research, and further discusses those tools which have been implemented.
The ontological and epistemological philosophical assumptions underpinning the study were
discussed. Furthermore, the sampling approaches, the research design and procedures, and
data collection and subsequent analysis tools were presented and explained. The relevant

ethical considerations were also outlined.

However, despite the in-depth consideration and analysis of the ways in which this study was
designed and ultimately carried out, the researcher does not claim that this study is perfect or
that it necessarily employed the optimum combination of approaches and tools. As has been
stated by various scholars in the past, including Modood (1999), no methodology can ever be
claimed to be best or the most appropriate. This study is much the same: although the
researcher emphasises that every effort has been made to carry out a comprehensive study
and to gain good understanding, limitations and problems are nevertheless apparent, and
these should be taken into account during the analysis and discussion of findings, which will

be provided in the following chapters.
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Chapter 5: Findings of the survey

5.1 Introduction

This chapter is based on the analysis of quantitative and qualitative data from the survey. This
survey consisted of two scales: a scale of teachers’ attitudes towards their role in promoting
pupils’ mental health and a scale of barriers measuring teachers’ perceptions about barriers to
the implementation of programmes related to pupils’ mental health. In order to analyse the
closed-ended questions of the survey, the data was entered into a computer and an SPSS
software programme (v.16) was employed. The open-ended questions were analysed

qualitatively.

The chapter begins by presenting descriptive data of the survey variables followed by
teachers' general attitudes towards their role in promoting pupils’ mental health. This is
followed by detailed results from factor analysis regarding the dimensions of the three
components of attitudes, namely cognitive, affective and behavioural. Additionally, data
pertaining to teachers’ attitudes towards promoting pupils’ mental health in relation to the
demographic variables, namely gender, years of experience, age, and the level of education,
is presented. Also, teachers’ general perceptions about the barriers to the implementation of
promoting pupils’ mental health and the detailed results from factor analysis regarding the
dimensions of these barriers in relation to teachers’ demographic variables are presented.

Finally, the chapter concludes with a qualitative analysis of the open-ended questions.
5.2 Descriptive data

The survey of the current study was conducted on regular teachers in Kuwait governmental
middle schools in February 2011. Out of 600 copies of the survey, 520 were returned, a
number of which were incomplete. As a result, the final number of surveys employed in the
study was 479, a response rate of 82.2%. The sample, therefore, comprised 479 female and
male middle school regular education teachers employed by the Kuwait Ministry of
Education, all sharing the same Kuwaiti ethnic background. In accordance with cultural
norms, male teachers teach male pupils and female pupils are taught by female teachers. In
the first phase of the research, the survey was conducted in four of the six Kuwaiti provinces
(Al-Jahra, Hawali, Mubarak Al-kabeer, Al-Farwanya), as each province has one

administrative educational authority. Ten schools (five boys’ schools and five girls’ schools)
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were chosen randomly from across the provinces. In each school, 60 Kuwaiti teachers were
asked to complete the survey. The descriptive data of teachers’ demographic information will
be illustrated below. SPSS software was employed to analyse the findings of the survey, with
descriptive statistics used to determine the frequency counts, means, percentages, and
standard deviation of the variables. Factor analysis was utilized in order to reduce the number
of scale items to a lesser number of variables (dimensions). Independent samples T-test, and
one-way analysis of variance (ANOVA) were used to determine the differences between
gender, age, years of experience and level of education in relation to teachers’ attitudes and

scale dimensions.
5.2.1 Gender

Table (5.1) and Figure (5.1) below show the frequencies and percentages of females and

males participating in the study.

Gender Frequency Percentage
Male 211 44.1%
Female 268 55.9%
Total 479 100.0%

Table 5.1 Frequencies and percentages of participants’ gender

OMale mFemale

Figure 5.1 Percentage distribution of gender
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5.2.2 Age

Table 5.2 and Figure 5.2 below show that that majority of teachers participating in the current
study were between 31 and 35 years old. The smallest age group represented was 46 to 50.
This could be seen as a normal result, in that the compulsory retirement age of Kuwaiti

teachers is 50.

Age group Frequency Percent
From 21 To 25 Years 44 9.2%
From 26 To 30 Years 103 21.5%
From 31 To 35 Years 151 31.5%
From 36 To 40 Years 89 18.6%
From 41 To 45 Years 50 10.4%
From 46 To 50 Years 42 8.8%

Total 479 100.0%

Table 5.2 Frequencies and percentages of participants’ age

Age group

160 -
140
1201
1001

801

601
sy’
204"

From 21 From 26 from 31 From 36 From 41 From 46
To 25 To 30 To 35 To 40 To 45 To 50
Years Years Years Years Years Years

Figure 5.2 Frequency distribution of participants’ age
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5.2.3 Years of teaching experience

Table 5.3 shows that teachers who had between 1 and 5 years of teaching experience formed
the majority, which indicates that most of the middle school Kuwaiti teachers participating in

this study are recent graduates.

Experience Frequency Percent
From 1 To 5 Years 194 40.5%
From 6 To 10 Years 92 19.2%
From 11 To 15 Years 95 19.8%
From 16 To 21 Years 62 12.9%
Above 20 years 36 7.6%

Total 479 100.0%

Table 5.3 Frequencies and percentages of years of teaching experience

Experience

200 1

150 1

100 /
e

50 -

From1To5 From 6 To 10 From 11 To From 16 To Abowe20
Years Years 15 Years 21 Years years

Figure 5.3 Frequency distribution of participants’ years of teaching experience

5.2.4 Level of education

From Table 5.4 and Figure 5.4 it appears that 90.2% of the teachers hold a Bachelors degree.
It is worth pointing out that one of the recent graduation plans set by the College of
Education in Kuwait University is to equip new teachers with a Bachelors degree in

education.
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Level of Education Frequency Percent
Diploma 16 3.3%
Bachelor 432 90.2%

Master’s Degree 20 4.2%
PhD 11 2.3%
Total 479 100.0%

Table 5.4 Frequencies and percentages of participants’ level of education

Level of Education

4.2% 2.3.% 3.3%

[ Diploma [ Bachelor

B Masters [] PhD

Figure 5.4 Percentage distribution of level of education

5.3 Factor analysis for data deduction

A factor analysis statistical method (principal component using Varimax rotation) was
employed in a pilot study of 60 participants, in order to reduce the numbers of scale items to
a few interpretable factors that determine whether groups of attitudes scale items tend to
bunch together to form distinct clusters, referred to as factors (dimensions) (Bryman &

Cramer, 2001).
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5.3.1 Reliability analysis

In order to determine the factorability of the “Inter-correlation Matrix”, the researcher has
employed Cronbach Alpha (o)) which is one of the commonly used tests of internal reliability,
and is based on the rationale that items measuring the same dimension will correlate to a high
degree (Bryman, 2008). In this study, the reliability (i.e. Cronbach Alpha) of all 32 items of
attitudes scale was 0.86, reflecting a satisfactory and reliable internal reliability of scales,

indicating that the questions were correlated and related to each other.

5.3.2 Exploratory factor analysis

Factor analysis was employed to remove redundancy in data and reveal the underlying
correlation that may exist between the variables. It explored the factor loading, which is an
indicator of the degree of association between a factor and its items. After factor analysis, the
35 statements (items) given in the attitudes scale yielded 5 factors (dimensions) including 32
items. Therefore, there were items in the original factors of the attitudes scale that are not

included, as shown in Table 5.5.

Item No.(as it
appears on Factors/Dimensions Factor Explained | Cronbach's
attitude scale) Loadings | Variance o
Cognitive
component (1) Beliefs about mental 4.862 0.65
health problems as
alterable problems
C1 A mentally healthy person is someone 379
who can cope with, adjust to life’s
stressors, and adapt to changes.
C2 Somebody with a mental health problem 379
which is temporary would not be said to
have a mental illness.
C3 The majority of people who experience 592
mental health problems can recover if
they get help early on.
C4 Mental health problems that are not 588
recognized early can become more
severe.
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C5

Young people have the right and the
need to be mentally healthy.

.568

(2) Beliefs about promoting
pupils’ mental health in
schools

5.593

0.75

C6

Schools hold a unigue position in
positively affecting the mental health of

pupils.

.584

C7

Teachers play an influential role in
recognizing pupils with mental health
problems.

745

C8

It is not the teachers’ job to promote
pupils’ mental health in the class.

551

C9

Promoting pupils’ mental health means
supporting pupils to strengthen their
positive mental health.

419

C10

Promoting pupils’ mental health means
enhancing individual knowledge and
skills to foster their mental health.

.303

Cl1

Teachers are expected to assume some
responsibility in the early recognition of
pupils’ mental health problems.

321

Ci12

Professionals other than teachers should
take primary responsibility for
promoting pupils’ mental health.

Excluded item

(3)Beliefs about requirements and
outcomes of promoting pupils’
mental health

6.727

0.74

C13

Promoting pupils’ mental health requires
teachers to have specific training skills.

.565

C14

Promoting pupils’ mental health requires
teachers to have adequate knowledge of
mental health issues.

679

C15

Promoting pupils’ mental health has a
positive impact on their social and
emotional well-being.

611

C16

Referring pupils with mental health
problems for appropriate early support
reduces the risk of their developing severe

mental health problems.

412
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C17 Having pupils with mental health 397
problems in my class impedes the
learning of other pupils.

C18 Promoting pupils’ mental health has a 555

positive impact on their academic
achievement.
Affective (4)Affective response towards
component promoting pupils’ mental health 8.861 0.88

Al Including pupils with mental health .628

problems in your class.

A2 Recognizing pupils’ mental health 823

problems.

A3 Dealing with pupils’ mental health .837

problems in my classroom.

A4 Managing a class which includes pupils 737

with mental health problems.

A5 Promoting pupils’ mental health. T47
Behavioural (5) Behavioural response towards
component promoting pupils’ mental 9.652 0.83

health

B1 Accept responsibility for promoting 681

pupils’ mental health in my class.

B2 Increase my knowledge about mental .643

health issues and how they affect pupils.

B3 Hope his/her problems will go away. .348

B4 Be willing to implement a positive 592

mental health curriculum.

B7 Engage in developing training in the 594

appropriate skills to recognize and deal
with pupils’ with mental health issues.

B8 Co-operate with the school 586

administration in decision- making
concerning pupils’ mental health.
B9 Be willing to work with mental health 540

professionals in order to address
emotional/ behavioural issues in my
classroom.
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B10 Co-operate with the parents of pupils 545
with mental health problems.

B11 Suggest to the head teacher to move 341
pupils with mental health issues to
another class.

B12 Be aware of the mental health services 533
available for my pupils in the school.

Refer pupils directly to a school Excluded
B5 counsellor or social worker.
B6 Treat him/her just like the other pupils Excluded

regardless of his/her problems.

Table 5.5 Attitudes scale factor loadings

In addition, Table 5.5 on factor loading shows the latent constructs of attitudes besides the
items of each factor. It also shows the factors (dimensions) of the three attitude components
and the 'Explained Variance' of each factor and Cronbach Alpha results that determined the
factorability of the “Inter-correlation Matrix”. As a result, the attitudes scale consists of three
components, and each component has its dimensions: the cognitive component (beliefs about
mental health problems as alterable problems, beliefs about promoting pupils’ mental health
in schools, beliefs about requirements and outcomes), the affective component, and the

behavioural component, as shown in Table 5.6 and Figure 5.5.

Additionally, a Pearson’s product-moment correlation coefficient was used to investigate the
relationship between the excluded items (C12, B5, B6) from the attitudes scale and the
dimensions of the attitudes components scale. Table 5.7 revealed no and poor correlation
between the five dimensions of the attitudes components scale and the excluded items, based
on Cohen’s (1988) guidelines for correlation values interpretation. There was no correlation
between the excluded item C12 and the three dimensions of the cognitive component of
attitudes (Dim1, Dim2, Dim3), the affective component dimension (Dim4), and the behaviour
component dimension (Dim5) and the excluded items (p<.01). In addition, there was a poor
correlation (p<.01) between all the dimensions and the other two excluded items (B5, B6.) In
conclusion, the results of this correlational analysis agreed with the results of the factor

analysis which excluded the three items from the total items in the attitudes scale.
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N

Factors/Dimensions

Std.

Mean A
Deviation
(1)Cognitive Dim1: Beliefs about mental health problems
45
component as alterable problems 4.33
Dim2: Beliefs about promoting pupils’
mental health in schools 4.27 48
Dim3: Requirements and outcomes of
promoting pupils’ mental health 4.31 21
(2)Affective Dim4: Affective response towards
component promoting pupils’ mental health 3.47 .97
(3)Behavioural | Dim5: Behavioural response towards
promoting pupils’ mental health 4.14 49

component

Table 5.6 Means and SD of the three components of attitudes

4.5000

4.0000

3.5000

3.0000

2.5000

2.0000

1.5000

1.0000

.5000

.0000

Cognitive Cognitive Cognitive Affective
Dim1 Dim 2 Dim 3 component

Behavioural
component

Figure 5.5 Descriptive statistics for the three components of attitudes
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ltem Dim1 Dim2 Dim3 Dim4 Dim5

Cl2 054 087 137 047 034
B5 216" 269" 201" 127 348"
B6 170™ 139™ 150" 1307 273"

** Correlation is significant at the 0.01 level (2-tailed)

Table 5.7 Correlation between mean scores of the three components of attitudes scale and the
excluded items

5.4 Analysis of teachers’ attitudes towards promoting pupils’ mental health
The attitudes part of the survey (attitudes scale) was conducted and the data obtained was fed
into SPSS software (Statistical Package for Social Science; version16.0 for Windows XP).
The following section shows the analysis of teachers’ attitudes towards promoting pupils’
mental health. The purpose of this section of the chapter is to illuminate the first question of
the first stage of the study: What are the attitudes of Kuwaiti teachers in middle schools

towards promoting pupils’ mental health?

In this section, the analysis of attitudes aims to gain a clear and detailed picture of teachers’
attitudes towards promoting pupils’ mental health, focusing on the three components of the
attitudes scale, namely cognitive, affective and behavioural intentions. In the following
section, teachers’ general attitudes towards promoting pupils’ mental health will be presented,
to be followed by a detailed analysis of the relationship between the three components of

attitudes.
5.4.1 Teachers general attitudes towards promoting pupils’ mental health

The results of the attitude scale suggested that Kuwaiti teachers in middle schools tend to
hold mildly positive attitudes towards promoting pupils’ mental health. Examination of the
above Table 5.6 and Figure 5.5 show that the majority of Kuwaiti teachers in middle schools
tend to hold strong beliefs about the three dimensions of the cognitive component of
attitudes: teachers’ beliefs about mental health problems as alterable problems (M=4.33,
SD=.45), teachers’ beliefs about promoting pupils’ mental health in schools (M=4.27,
SD=.48), and teachers’ beliefs about the requirements and outcomes of promoting pupils’

mental health (M=4.31, SD=.51). In addition, teachers hold slightly positive feelings towards
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pupils’ mental health issues (affective component) (M=3.47, SD=.97). Moreover, teachers
have fairly positive intentions towards the implementation of promoting pupils’ mental health
(behavioural component) (M=4.14, SD=.49) (see also Figure 5.5). In the following section,
the relationship between the three components of attitudes will be presented before going on

to analyse them in detail.

5.4.1.1 Cognitive component of attitudes

The cognitive component of attitudes is mainly integrated with participants’ beliefs and
knowledge aspects. In this study, the cognitive component is measured by three dimensions
or thematic units: teachers’ beliefs about mental health problems as alterable problems,
teachers’ beliefs about promoting pupils’ mental health in schools, and teachers’ beliefs about
requirements and outcomes (psychological, social and academic) of promoting pupils’ mental
health. Teachers were asked to indicate the degree of their agreement with the statements
representing the previous three dimensions. The level of agreement was indicated by a format
consisting of a 5 point scale with the range: strongly agree (SA), agree (A), undecided (U),
disagree (DA), strongly disagree (SD). Scoring 5 is the highest and 1 the lowest for positive
statements. Negative statements were scored in opposite order: 1 for the highest positive
response and 5 for the lowest response (the responses of participants to these statements were
re-coded). Additionally, throughout the analysis of the data, the statements of the dimension
were put in descending order of mean score, starting with highest mean at the top.

o Beliefs about mental health problems as alterable problems

The main aim of this dimension (beliefs about mental health problems as alterable problems)
of the cognitive component of attitudes was to investigate Kuwaiti middle school teachers’
beliefs about the mental health concept and their perceptions of a mentally healthy person,
mental health problems and young people’s right to be mentally healthy. The results showed
that Kuwaiti teachers participating in this survey tend to have a high level of agreement with
beliefs about mental health problems as alterable problems. They had a mean overall
agreement score of 4.33 out of 5.00 for their beliefs about this area, and the associated

standard deviation of .45 shows relatively low variation in scores.

Specifically, Table 5.8 shows that most teachers (94%) have supported pupils’ right and need
to be mentally healthy. Also, teachers hold positive beliefs in terms of understanding mental

health problems. 90.5% of teachers also agreed strongly with the statement that temporary
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mental health problem would not be said to constitute a mental illness, 89.5% agreed with the
statement that people who experience mental health problems can recover if they get help
early on, and 87.9 % showed their agreement to the beliefs about the idea that mental health
problems that are not recognized early can become more severe. In addition, 90.3% of them
believe that being mentally healthy means being able to cope with and adjust to life’s

stressors, and adapt to changes.

N Items S A N D SD | Mean | std.D
Young people have the right
283 167 21 5 3
C5 and the need to be mentally
50.1% | 34.9% 4.4% 1.0% | 0.6% 4.50 .69
healthy.
Mental health problems that
. 221 200 50 7 1
C4 | arenotrecognized early can | ,e'100 | 41806 | 104% | 15% | 0.2 | 432 73
become more severe.
A mentally healthy person is
someone who can cope with 39 7
Cl . . 228 206 6
and adjust to life’s stressors, 476% | 43.0% 6.6% 15% | 1.3% 4.29 76
and adapt to changes.
The majority of people who
experience mental health
C3 _ 189 241 47 1 1
problems can recover ifthey | 39.5% | 50.3% | 9.8% | 0.2% | 0.2% | 4.28 .66
get help early on.
Somebody with a mental
health problem which is
C2 _ 181 253 39 5 1
temporary would not be said to | 37.7% | 528% | 83% | 1.0% | 02% | 4.26 .66
have a mental illness.

Table 5.8 Frequencies and percentages of beliefs about mental health problems

e Beliefs about promoting pupils’ mental health in schools

This section aims to investigate how Kuwaiti middle school teachers understand the concept

of promoting pupils’ mental health in terms of the school’s unique position in this area, and
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teachers’ responsibility for pupils’ mental health. The results showed that Kuwaiti teachers
participating in this survey tend to have a high level of agreement with beliefs about
promoting pupils’ mental health in schools. They had a mean overall agreement score of 4.27
out of 5.00 for their beliefs about this area, and the associated standard deviation of .45 shows

relatively low variation in scores.

Examination of Table 5.9 indicates that most teachers have strong fairly beliefs that stress the
school’s unique position in positively affecting the mental health of pupils (79.9%).
Additionally, most teachers (85.4%) agreed with the statement given about teachers’
expected and assumed responsibility in the early recognition of pupils’ mental health
problems. Consistently, teachers (87.9%) showed their agreement about their influential role
in recognizing pupils with mental health problems. In addition, most teachers strongly agreed
that promoting pupils’ mental health means supporting pupils to strengthen their positive
mental health (90.2%) and enhancing individual knowledge and skills to foster their mental
health (88.2%). 91.7% of teachers, however, hold the conflicting belief that promoting

pupils’ mental health in the class is not their job.

Such results give rise to many questions: why do the majority of teachers (94%) support
pupils’ right to be mentally healthy and that they agree that they have an influential role and
responsibility in recognizing pupils with mental health problems, and at the same time
believe that promoting pupils’ mental health is not their job? This could reflect, in a sense,
their lack of knowledge and skills in terms of promoting pupils’ mental health. In addition,
this may reflect the insufficient time teachers have to recognize pupils’ mental health issues
in the class, due to excessive teaching demands. Also, teachers’ responses to this item might
refer explicitly to their role in class: perhaps the teachers see that they have a role but not
specifically in class teaching. Therefore, this is a key finding which can be explored in semi-

structured interviews.
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N ltems SA A N D SD Mea Std.
n D
Schools hold a unique position
69
Cé in positively affecting the 176 207 14.4 9 18
. 36.7% | 43.2% 1.9% 3.8% | 4.40 .70
mental health of pupils. %
Teachers play an influential role
c7 in recognizing pupils with 193 228 45 9 4
40.3% | 47.6% | 9.4% 1.9% 0.8% | 4.34 .68
mental health problems.
Promoting pupils” mental health
c10 means enhancing individual 208 220 47 4 0
knowledge and skills to foster | 43.4% | 45.9% | 9.8% | 0.8% | 0.0% | 431 .68
their mental health.
Promoting pupils’ mental health
means supporting pupils to
c9 pp_ g_? P 186 246 36 6 5
strengthen their positive mental | 38.9% | 51.3% | 7.5% | 1.3% | 1.0% | 425 .69
health.
Teachers are expected to
o1l assume some responsibility in 169 240 15179 c g
the early recognition of pupils’ | 35.3% | 50.1% % 1.0% | 1.7% | 416 19
mental health problems.
It is not teachers’ job to
C8 romote pupils’ mental health 211 228 34 4 2
P PP 441% | 47.6% | 7.1% | 08% | 04% | 412 | .77
in the class *

Table 5.9 Frequencies and percentages of beliefs about promoting pupils’ mental health in
schools

Beliefs about requirements and outcomes of promoting mental health

This section aims to explore teachers’ views regarding the requirements for promoting pupils’

mental health and outcomes. Teachers tended to agree or agree strongly with the statements

given about the essential requirements for promoting pupils’ mental health and outcomes.

They had a mean overall agreement score of 4.31 out of 5.00 for their beliefs about this area,

and the associated standard deviation of .51 shows relatively low variation in scores.
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Mea | Std.
e SA A N D SD

Promoting pupils’ mental health

1
L . 275 171 24 8
C18 has a positive impact on their s7a% | 35.7% | 50% | 17% | 0006 | 4.4 -

academic achievement.

Promoting pupils’ mental health

- - 234 204 38 3 0
C16 reduces the risk of developing 189% | 4260 | 9% | 06% | 0.0% 4.39 .66
severe mental health problems.
Promoting pupils’ mental health
15 has a positive impact on their 236 201 35 3 4 438 -
social and emotional well- 49.3% | 420% | 7.3% | 0.6% | 0.8% | = '
being.

Promoting pupils’ mental health

requires teachers to have

211 219 33 2 14
Cl4 | adequate knowledge of mental 44.1% | 45.7% | 6.9% | 0.4% | 2.9% | 4.27 | .84

health issues.

Promoting pupils’ mental health

C13 requires teachers to have 201 216 52 2 8

ifi ini : 45.1% 10.9% 04% | 1.7% 421 85
specific training skills. 41.9%

Having pupils with mental
oL health problems in my class 105 200 60 17 7

pupils.*

Table 5.10 Frequencies and percentages of beliefs about requirements and outcomes of

promoting pupils’ mental health

As can be seen in Table 5.10, most teachers (87.0%) agreed that promoting pupils’ mental
health requires them to have specific training skills. Furthermore, 89.8% of teachers showed
their agreement with the statement given about the belief that promoting pupils’ mental
health requires them to have adequate knowledge of mental health issues. Additionally, the
results indicated that most teachers agree on the psychological outcomes of promoting pupils’
mental health. Specifically, results indicated that most teachers (91.3%) hold strong beliefs

that promoting pupils’ mental health has a positive impact on pupils’ social well-being.

123




Moreover, most of the teachers (91.5%) agreed with the statement that promoting pupils’
mental health is important in reducing the risk of developing severe mental health problems.
Although teachers agreed strongly with the statement about the positive academic benefits of
promoting pupils’ mental health, they were not as strong in the responses to the statements
about the psychological and social benefits. 93.1% of the teachers agreed with the positive
impact of promoting mental health on pupils’ academic achievement. However, 82.5% were
concerned about the negative effect of having pupils with mental health problems in their
class, as they believe that this could affect other pupils’ learning negatively. In order to
investigate the relationship between the three dimensions of the cognitive component of
attitudes, Pearson product-moment correlation coefficient was used. Table 5.11 indicates that
the three dimensions representing the cognitive component of attitudes had low-to-medium

significant correlations with each other.

Cognitive dimensions
Dim1 Dim2 Dim3

Dim1 Pearson Correlation 1 415" 3347

Sig. (2-tailed) 000 000

N 479 479 479
Dim2 Pearson Correlation 415" 1 462"

Sig. (2-tailed) 000 000

N 479 479 479
Dim3 Pearson Correlation 334" 462" 1

Sig. (2-tailed) 000 000

N 479 479 479

**_Correlation is significant at the 0.01 level (2-tailed).

Table 5.11Correlation between mean scores of the three dimensions of the cognitive component
of attitudes

5.4.1.2 Affective component of attitudes

The purpose of this section is to investigate teachers’ emotional responses and feelings
towards promoting pupils’ mental health. Teachers were asked to indicate their feelings
towards such a promotion process. Generally, examination of Table 5.12 shows that teachers

tended to agree slightly to positive feelings towards promoting pupils’ mental health. They
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had a mean overall agreement score of 3.47 out of 5.00 for their beliefs about this area, and
the associated standard deviation of .97 shows relatively high variation in scores. Teachers
slightly agreed with the statements given about helping pupils to foster their mental health,
recognizing mental health problems among their pupils, dealing with pupils’ mental health in
class, managing a class which includes those pupils, and including pupils with mental health
problems in their classes. This means that teachers feel predominantly less comfortable towards
promoting pupils’ mental health. The table shows the degree of teachers’ feelings, rated from
5 to 1, with 5 being the highest and 1 being the lowest for positive feelings (‘comfortable-
uncomfortable’, ‘interested-uninterested’, ‘pessimistic-optimistic’, ‘negative-positive’, and
‘happy-unhappy’). The 5 feeling ratings were averaged by the researcher for each participant,

to give an average feeling rating for each teacher.

Items Mean Std. D

Ag | Helping pupils with mental health problems.

3.92 1.02
A Managing a class which includes pupils with mental
health problems. 3.54 1.25
Dealing with pupils’ mental health problems in my
A3 | Classroom. 3.52 1.23
A2 Recognizing pupils’ mental health problems. 3.46 1.14

A1 | Including pupils with mental health problems in my 3.92
class. ' 1.02

Table 5.12 Means and SD of the affective component of attitudes

Such results give rise to a question: Are these less positive feelings because of their lack of
knowledge in the area of pupils’ mental health, and the required skills to recognize and deal
with mental health problems among pupils, impacting negatively on their self-confidence in
this area, and in turn on their attitudes to the implementation of promoting pupils’ mental

health? All those issues could be possible explanations for such results, but they cannot be
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captured through the analysis of the surveys, and need further investigation in the qualitative

stage.

5.4.1.3 Behavioural component of attitudes

This section aims to explore teachers’ intentions towards their role as pupils’ mental health
promoters and their willingness to change their behaviour to implement promoting pupils’
mental health in school. Teachers were asked to indicate the degree of their willingness to
show positive behavioural intension towards promoting pupils’ mental health. The findings
showed that teachers tend to hold fairly strong positive beliefs about behavioural intension
towards promoting pupils’ mental health. They had a mean overall agreement score of 4.14
out of 5.00 for their beliefs in this area, and the associated standard deviation of .49 shows
relatively low variation in scores. Examination of Table 5.13 indicates that there is a tendency
among most teachers (87.9%) to accept their responsibility for promoting pupils’ mental
health. This positive tendency could be seen in many facets: increasing their own knowledge
regarding pupils’ mental health issues (88.1%), engaging in developing training skills
(83.1%), being willing to implement a positive mental health curriculum (79.8%), co-
operating with the school administration in decision making concerning pupils’ mental health
(88.5%), being aware of the mental health services provided (83.7%), readiness to work with
mental health professionals (80.4%), and willingness to co-operate with parents (87.9%).
Finally, most of the teachers agreed fairly strongly with the negative statements which
represent the potential negative behavioural intentions towards promoting pupils’ mental
health: being willing to hope a pupil’s mental health problems will go away (77.6%) and
suggesting to the head teacher to move pupils with mental health issues to another class
(89.8%).

Std.
N Items SA A N D SD Mean

Be aware of the mental

B12 | health services available for | 158 243 61 13 4 426 74
33.0% 50.7% | 12.8% 2.7% 0.8% ' '

my pupils.
Co-operate with the parents
B10 | of pupils with mental health | 177 244 45 10 3 4.25 73
37.0% 50.9% 9.4% 2.1% 0.6%
problems.
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Accept responsibility for

B1 promoting pupils’ mental 193 228 45 9 4 494

i 9.4% 1.9% 0.8% : .76
health in my class. 40.3% | 47.6%

B9 Be willing to work with 157 228 60 26 8

mental health professionals. | 32.77% | 47.7% | 125% | 54% | 1.7% 4.21 74
Increase my knowledge
about pupils’ mental health 160 262 30 22 5
B2 . 33.4% | 54.7% | 63% | 46% | 1.0% | +1® | 79
issues.
Co-operate with the school 3 3
B8 S 204 220 49 412 79
administration. 426% | 45.9% | 10.3% | 06% | 0.6% ' '
B3 Hope his/her problems will 164 208 29 27 8 i .
go away.* 342% | 43.4% | 15.0% | 57% | 1.7% ' '

Be willing to implement a

B4 positive mental health 135 241 8 14 5 411 | 89
28.2% 51.6% | 16.3% 2.9% 1.0% ' '

curriculum.

Suggest to the head teacher

moving pupils with mental

B11 193 237 34 13 2 4.02 93
health issues to another 40.3% | 495% | 7.1% 2.7% | 0.4% ‘ '
class.*
Engage in developing
training in the appropriate 189 209 60 16 5
B Kill 39.5% 43.6% | 12.5% 3.4% | 1.0% 3.98 -89
skills.

Table 5.13 Frequencies and percentages of the behavioural component of attitudes

5.4.2 Correlation between the components of attitudes

The purpose of this section of the chapter is to illuminate the second question of the first stage
of the study: Is there any significant statistical correlation between the three components of
teachers’ attitudes to pupils’ mental health (cognitive-affective-behavioural)? In order to
investigate the relationship between the three components of attitudes, Pearson product-
moment correlation coefficient was used. Table 5.14 indicates that the three components of
attitudes (the cognitive component includes its three dimensions: beliefs about mental health

problems as alterable problems, beliefs about promoting pupils’ mental health in schools,
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beliefs about the requirements and outcomes of the promotion process), were slightly

correlated with each other. However, all these correlations were low to medium and shows

that the factors were only loosely inter-related. This corresponds with the initial analysis that

there were three distinct components of attitudes and that the three component model of

attitudes is relevant to this study.

Dimensions of attitudes’

components Cognitive | Cognitive | Cognitive

Diml Dim2 Dim3 [ Affective | Behavioural
Cognitive  Pearson Correlation 1 415" 334" 149" 264"
Dim1 Sig. (2-tailed) .000 .000 .001 .000
N 479 479 479 479 479
Cognitive  Pearson Correlation 415" 1 462" 1977 418"
Dim2 Sig. (2-tailed) .000 .000 .000 .000
N 479 479 479 479 479
Cognitive ~ Pearson Correlation 334" 462" 1 163" 364"
Dim3 Sig. (2-tailed) .000 .000 .000 .000
N 479 479 479 479 479
Affective Pearson Correlation 149" 197" 1637 1 4137
Sig. (2-tailed) .001 .000 .000 .000
N 479 479 479 479 479
Behavioural Pearson Correlation 264" 418" 364" 413" 1

Sig. (2-tailed) .000 .000 .000 .000
N 479 479 479 479 479

**_Correlation is significant at the 0.01 level (2-tailed).

5.5 Factors influencing teachers’ attitudes

Table 5.14 Correlation between mean scores of the three components of attitudes

This section of the analysis attempts to answer the third research question of the quantitative

stage of the study: Are there any significant statistical differences in Kuwaiti middle school

teachers’ attitudes towards pupils’ mental health that can be attributed to teachers’ gender,

age, years of teaching experience or level of education? A T-test and one-way ANOVA were

carried out in order to examine the relationships between the three attitude components
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(cognitive, affective, and behavioural), using gender, age, years of teaching and educational

level as independent variables, and the scores of attitude components as dependent variables.
5.5.1 Gender

An independent sample T-test was conducted (see Table 5.15). The T-test did not reveal
statistically reliable differences between male and female Kuwaiti teachers in the three
dimensions of the cognitive components of the attitudes scale: Dim1 (beliefs about mental
health problems as alterable problems), Dim2 (beliefs about promoting pupils’ mental health
in schools), and Dim3 (beliefs about requirements and outcomes of promoting pupils’ mental
health).

Cognitive component
Variable Dim1: Beliefs about | Dim2: Beliefs about Dim3: Beliefs about
mental health promoting pupils’ requirements and outcomes
problems as mental health in of promoting pupils
alterable problems | schools ’mental health
Gender | N M SD Sig M SD Sig M ) Sig
Male 210 [ 454 | 45 | 631 4.28 47 654 4.09 .58 335
Female | 268 | ,5, | 45 | (NS) 426 | 50 |(NS) 417 45 | (NS)
Affective component Behavioural component
Dim4: Affective response Dim5:Behavioural response
M SD Sig M SD | Sig
Male 3.29 | 1.00 | .000* 4.09 | .53 .088
Female 361 .92 417 49 | (NS)

Table 5.15 Means, SD, and Significant difference values for the dimensions of attitude

components and gender factor

Moreover, there were no statistically reliable differences between male and female Kuwaiti
teachers in the dimension of the behavioural component of attitudes scale (Dimb)
(behavioural response towards promoting pupils’ mental health). However, there was a
statistical difference between male and female Kuwaiti teachers in the dimension of the

affective component, as the descriptive statistics showed that the mean scores of female
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teachers in the affective component (M=3.61, 3.29; SD=.92, 1.00; respectively) were higher

than those of male teachers. This means that female teachers tend to hold more positive

feelings towards promoting pupils’ mental health.

5.5.2 Age

A one way ANOVA test was utilised to explore the effect of teachers’ age on the five

dimensions of components in the attitudes scale.

Cognitive component

Variable Dim1: Beliefs Dim2: Beliefs about | Dim3: Beliefs about
about mental promoting pupils’ requirements and
health problems mental health in outcomes of promoting
as alterable schools pupils *mental health
problems

Age group N M SD | Sig M SD | Sig M SD Sig
From2lto25years | 44 | 453 | 42 420 | 50 422 | .38
From26to 30years | 103 | 415 | 45 433 | 35 427 | 43
From31to3Syears | 151 | ;54| 5o | 039" | 436 | 53 430 63| .,
From36to40years | 83 | 459 | 5 435 | 41| % | saa| a7 (NS)
From4lto45years | 50 | 433 | 55 234| 47| M| 43| 54
S e 42 | 416 | .38 433 | .38 431| .38
Affective component Behavioural component
Dim4: Affective response Dimb5: Behavioural response
M [ SD [ Sig M SD | Sig

From 21 to 25 years 339 | 87 398 | 50
From 26 to 30 years 349 | 89 423 | 43
From 31 to 35 years 362 | 90 .004* 410 | 53
From 36 to 40 years 355 | 99 432 | 54 .031**
From 41 to 45 years 3.30 | 1.13 416 | 51

Table 5.16 Means, SD, and Significant difference values for the dimensions of attitudes

components and the age group factor

It is evident from the results in Table 5.16 above that there were statistically significant

differences between all the age groups of Kuwaiti teachers in Diml of the cognitive
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component (F=2.36, df=5,479, p=0.039, p< 0.05). Additionally, there were statistically
significant differences between all the age groups of Kuwaiti teachers in Dim4 (effective
component of the attitude scale) (F=3.47, df=5,479, p=.004, p< 0.05), and in Dim5 (the
behavioural intentions of attitude scale) (F=2.48, df=5,479 p=.031, p< 0.05). However, there
were no significant differences between all the age groups of teachers in Dim2 and Dim3 of
the cognitive component of the attitude scale. Post Hoc comparisons using the Bonferroni test
indicated that teachers aged 31 to35 years old held more positive beliefs regarding their
understanding the alterability of mental health problems (M=4.34, SD=.50) than teachers in
the other age groups. Also, the same age group held more positive feelings (Dim4) (M= 3.62,
SD= .90) towards promoting pupils’ mental health. Additionally, the results revealed more
positive behavioural intentions (Dim5) (M= 4.32, SD=.54) towards promoting pupils’ mental
health among teachers aged 36 to 40 years old than teachers in the other age groups.

5.5.3 Level of education

A one way ANOVA test was also conducted to explore the impact of teachers’ level of
education on their attitudes. The results of Table 5.17 reveal statistically significant
differences between teachers’ different levels of education in the three cognitive component
dimensions, Dim1 (F=2.35, df=4, 479, p=.053), Dim2 (F=2.26, df=4,479, p=.012, p< 0.05),
and Dim3 (F=3.54, df=4,479, p=.007, p< 0.05). However, the results revealed no statistically
significant differences in the affective component dimension (Dim4) (F=.249, df=4, 479,
p=.910, p0.05), and the behavioural component dimension (Dim5) (F=.658, df=4,479,

p=.621, p> 0.05) between teachers’ different levels of educations.

Post Hoc comparisons using the Bonferroni test indicated that teachers who had their Masters
degree held more positive cognitive attitudes towards promoting pupils’ mental health.
Particularly, they had more positive beliefs in all three dimensions or thematic units of the
cognitive component, which includes teachers’ beliefs about mental health (Dim1) (M=4.42,
SD=.43), promoting pupils’ mental health in schools (Dim2) (M=4.46, SD=.43) and
requirements and outcomes (psychological, social and academic) of promoting pupils’ mental
health (Dim3) (M=4.40, SD=.54), than other teachers in the other education groups.
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Affective component Behavioural component
Dim4: Affective response Dimb5: Behavioural response
M | SD Sig M | SD Sig
DT 3.46 | 1.00 403 | .46
Bachelor
346 | .97 | 919 | 414 | 52 621
Masters 345|107 | (ns) | 432 | 45 (NS)
_— 3.98 | .60 433 | 44

Cognitive component

Dim1: Beliefs Dim2:Beliefs about Dim3: Beliefs about
] about mental promoting pupils’ requirements and
Variable
health as alterable mental health in outcomes of promoting
problems schools pupils >mental health
Level of
education N M | SD Sig M SD Sig M SD Sig
=i 16 398 60 397 | 40 391 | .69
EEE 432 | 434 | a4 427 | 49 432 | 50
iR 20 | 442| 43 | 053** | 446 | 43 | 012** | 440 | 54 | 007
il 9 424 34 433 | .44 437 | 36

Table 5.17 Means, SD, and Significant difference values for the dimensions of attitude

components and education level factor

5.5.4 Years of teaching experience

A one way ANOVA was also utilised in order to explore the significant differences between
teachers’ years of experience and the five dimensions of attitudes components. The results of
ANOVA in Table 5.18 show that there were significant differences between teachers
according to their years of teaching experience. For example, in the affective component
dimension (Dim4)(F=3.21, df=4,479, p=.013, p< 0.05), and in the behavioural component
dimension (Dim5)(F=3.42, df=4,479, p=.009, p< 0.05) of their attitudes towards pupils’
mental health, but not in the three cognitive component dimensions: Dim1 (F=1.69, df=4,479,
p=.150), Dim2 (F=1.013, df=4,479, p=.400, p> 0.05), and Dim3 (F=1.43, df=4,479,p=.222,
p> 0.05). Post Hoc comparisons using the Bonferroni test indicated that teachers who had
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above 20 years teaching experience have more positive feelings towards promoting pupils’
mental health (Dim4) (M=4.40, SD= 53) than teachers in the other experience groups, and
more positive behavioural intentions towards promoting pupils’ mental health (Dim5)

(M=4.29, SD=.45) than teachers in the other experience groups.

Cognitive component

Variable Dim1: Beliefs Dim2: Beliefs about Dim3: Beliefs about
about mental promoting pupils’ requirements and
health as alterable mental health in outcomes of promoting
problems schools pupils mental health
Years of Teaching
experience N M | SD Sig M SD Sig M SD Sig
el 1 1D & e 194 1436 | 45 426 | .49 426 | 54
From 6 to 10 years 92 |\ 432 | 44 425 | .49 437 | .49
From1ltolSyears | 95 | 433 48 432 | 52 440 | 53
From16to2lyears | 62 | 437 | 45 | 190 | 408 | 46 | 400 | 431 | 45 222
RN 36 1415 a7 | ™ [ a1 [ 36| ™ | 428 | (NS)
Affective component Behavioural component
Dim4: Affective response Dim5: Behavioural response
M | SD Sig M SD Sig
From 1 to 5 years 356 | 92 412 51
From 6 to 10 years 347 | 97 414 | a7
From 11 to 15 years 353 | 1.01 414 62
From 16 to 21 years 3.41 | 1.05 2407 | 62
Above 20 years 440 | 53 429 | 45
.013** .009**

Table 5.18 Means, SD, and Significant difference values for the dimensions of attitude

components and years of teaching experience factor

In considering the results highlighted above, it is fascinating to note that the majority of the
results associated with the effects of demographic variables, i.e. age, gender, level of
education, and years of teaching experience, in relation to the three individual components of
the attitude survey, i.e. affective, behavioural and cognitive, were generally found to be in

line with the results garnered through the analysis of the effects of demographic variables on
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the dimensions of the components attitudes survey, i.e. Dim1, Dim2, Dim3, Dim4 and Dim5.
Regarding testing the normality of the data that subjected to ANOVA according to the age
groups factor, using Shapiro test shows p values are less than 0.05 so the data are not
normally distributed. The tests for the normality of the dependent variable for the different
years of experience are shown in the table of testing normaliyt (see Appendix (VI1), p. 294, an
example of how normality was tested of the data that was subjected to ANOVA according to
the groups of teaching years of experience). For smaller samples, the Shapiro Wilks test is
preferred. This shows p values below 0.05, so the data is not normally distributed. However
ANOVA is considered to be robust even for non-normally distributed data. So ANOVA can

still be used for this analysis.

Significantly, such results need to be carefully understood and translated owing to the fact
that small differences may be extremely statistically significant when a large sample is taken
(N=479). Furthermore, the results also highlighted that there was a major likelihood that the
findings could be merely coincidental, which thus emphasises the belief that both the
personal and social factors examined are not recognised as strong attitude predictors.
Although it was understood that statistical findings do provide some degree of direction or
otherwise a generalised overview of the topic at hand, it is nevertheless understood, as
highlighted by Pallant (2005, p. 219), that there should not be too much emphasis placed on

statistical significance; rather, there must also be consideration of other factors.

5.6 Analysis of teachers’ perceptions about barriers to promoting pupils’

mental health

This section of the chapter aims to illuminate the fourth research question of the quantitative
stage: What are Kuwaiti middle school teachers’ perceptions about barriers to promoting
pupils’ mental health? In order to answer this question, a scale of barriers measuring
teachers’ perceptions about barriers to the implementation of programmes related to pupils’

mental health was employed.

5.6.1 Factor analysis for data deduction

A factor analysis statistical method (principal component using Varimax rotation) was

employed in the pilot study, to determine whether groups of barriers scale items tend to
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bunch together to form distinct clusters, referred to as factors (dimensions) (Bryman &
Cramer, 2001).

5.6.2 Reliability analysis

In order to determine the factorability of the “Inter-correlation Matrix”, the researcher
employed Cronbach Alpha (o)) which is one of the commonly used tests of internal reliability,
which is based on the rationale that items measuring the same dimension will highly correlate
(Bryman, 2008). In this study, the reliability (i.e. Cronbach Alpha) of all 16-items of the
barriers scale was 0.83, which indicates a satisfactory and acceptable level of internal
reliability, and reflects that the items of the barriers scale were correlated to each other (see
Appendix (V), p. 290).

5.6.3 Exploratory factor analysis
After employing factor analysis, the 18 statements (items) given in the barriers scale yielded
4 factors (dimensions) including 16 items. Therefore, there were items in the original factors

of the barriers scale that are not included, as shown in Table 5.19.

Item No.(as
appearing Factors/Dimensions Factor Explained | Cronbach's
on attitude Loadings | Variance (V]
scale)
(1) Personal barriers 16.005
0.85
Bal Lack of awareness about my role and .766
responsibility.
Ba2 Inadequate knowledge and personal .852
education about pupils’ mental health
issues.
Ba3 Inadequate training to recognize the early .838
signs of pupils’ mental health problems.
Ba4 Teachers’ negative attitudes. Jq17
(6) Interpersonal barriers 11.907 0.75
Bal2 Lack of partnership between parents and .605
teachers.
Bal3 Resistance among administrators and 730
inspectors.
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Bal4 Lack of partnership between specialists .789

(e.g. counsellors, educational

Psychologists) and teachers.

(3) Structural-organizational 13.284 0.73
barriers

Ba7 Lack of information resources related to .606

pupils’ mental health.
Ba8 Concerns over workload and time limits. 122
Bag Absence of an educational policy which .665

expects teachers to be responsible in

promoting pupils’ mental health.
Bal0 Inadequate funding. .612
Ball Curriculum, pedagogy and the .563

examination system.

(4) Socio-cultural barriers 11.885 0.70

Balb Social stigma towards talking about 574

mental health problems and labelling.
Bal6 Alternative cultural and religious beliefs 745

about dealing with mental health

problems.
Bal7 Schools’ culture and ethos (social view of .7136

school and schooling).
Bal8 Inappropriate media representations of .624

mental health problems.
Ba5 Teachers’ interests in teaching. Excluded
Ba6 Absence of change in educational vision. Excluded

Table 5.19 shows the factors (dimensions) of the barriers scale and the 'Explained Variance'
of each factor and Cronbach Alpha results that determined the factorability of the “Inter-
correlation Matrix”. As a result of using factor analysis, the barriers scale sis composed of
four dimensions and each dimension has its items: the personal barriers dimension, the
structural-organizational barriers dimension, the interpersonal barriers dimension, and the

socio-cultural barriers dimension. Additionally, a Pearson’s product-moment correlation

Table 5.19: Barriers scale factor loadings
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coefficient was used to investigate the relationship between the excluded items (Bab, Ba6)
and the dimensions in the barriers scale. Table 5.20 reveals no and poor correlation between
the four dimensions of the barriers scale and the excluded items. There was no correlation
between Dim4 of barriers (social-cultural barriers) and the excluded item (Ba5) (r=.028,
p>01), and poor correlation between Dim4 and the excluded item (Ba6) (r=.130, p>01). In
addition, there was a poor correlation between the other three dimensions (Dim1, Dim2 and
Dim3) of barriers and excluded items (Ba5, Ba6) (r=.205, .175; .175, .139; .135, .150). In
conclusion, the results of this correlational analysis confirm the results of the factor analysis,

which excluded the two items from the total items of the barriers survey.

Item(N) Dim(1) Dim (2) Dim(3) Dim (4)
Bas 205™ 175" 135" 028
Bab 170" 139™ 150" 130"

**_Correlation is significant at the 0.01 level (2-tailed).
Table 5.20 Correlation between mean scores of the dimensions of barriers and the

excluded items

5.6.4 Analysis of teachers’ perceptions about barriers to promoting pupils’
mental health

In this study, teachers’ perceptions about barriers to promoting pupils’ mental health
encompass four main dimensions: personal, interpersonal, structural-organizational, and
socio-cultural barriers. The results of the survey suggested that Kuwaiti middle school
teachers generally perceived barriers to promoting pupils’ mental health mildly positively
(M=3.93, SD=.73). Teachers were asked to indicate their agreement with the statements
representing barriers that might undermine the movement to put promoting pupils’ mental

health into practice.

Examination of Table 5.21 and Figure 5.6 shows that Kuwaiti teachers in the middle schools
tend to hold fairly strong beliefs about personal barriers (M=4.06, SD=.76) and interpersonal
barriers (M=4.12, SD=.56). In addition, teachers showed moderately strong beliefs about

structural-organizational barriers (M=3.78, SD=.80) and social-cultural barriers (M=3.79,
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SD=.80) to promoting pupils’ mental health (see also Figure 5.6). In the following section,

the relationship between the four dimensions of barriers will be presented before a more

detailed analysis is provided.

Barriers dimensions Mean Std. Deviation
(1) Personal barriers 4.06 76
(2) Interpersonal barriers 412 56
(3) Structural-organizational barriers 378 80
(4)Social-cultural barriers 3.79 80

Table 5.21 Means and SD of the barriers dimensions

Barriers dimensions Average

Personal Interpersonal Structural-  Socio-cultural
barriers barriers organizational barriers
barriers

Figure 5.6 Descriptive statistics for the four dimensions of barriers scale

In order to investigate the relationship between the four groups of barriers, Pearson product-
moment correlation coefficient was used. Table 5.22 indicates that all the perceived types of
barriers are significantly inter-correlated, though most are at a low level. This is consistent
with the factor analysis which identified four distinct factors covering the range of perceived
individual barriers.
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Inter- Socio- Structural-

Barriers Personal personal cultural organizational

Personal Pearson Correlation 1 305" 252" 383"

Sig. (2-tailed) .000 .000 .000

N 479 479 479 479

Inter-Personal Pearson Correlation 305" 1 114 136"

Sig. (2-tailed) .000 013 .003

N 479 479 479 479

Structural- Pearson Correlation 252" 1147 1 383"

Organizational Sig. (2-tailed) .000 013 .000

N 479 479 479 479

Socio-cultural Pearson Correlation 383" 136" 383" 1
Sig. (2-tailed) .000 .003 .000

N 479 479 479 479

**_Correlation is significant at the 0.01 level (2-tailed).

Table 5.22 Correlation between mean scores of the four groups of barriers

5.6.4.1 Personal barriers

Personal barriers refer to factors related to the teachers themselves, such as lack of
knowledge, lack of training, lack of awareness of responsibility and the teachers’ attitudes.
Generally, the data derived from the survey indicate that middle school teachers in Kuwait
tend to hold tend to have a high level of agreement with beliefs about the existence of the
personal barriers to promoting pupils’ mental health. They had a mean overall agreement
score of 4.06 out of 5.00 for their beliefs about this area and associated standard deviation of

.76 shows relatively low variation in scores.

Examination of Table 5.23 indicates that 81.6% of the teachers perceived their negative
attitudes to issues related to pupils’ mental health as the most significant personal barrier
(M=4.10, SD=.86). Similarly, the next personal barrier identifies two barriers: a lack of
awareness about the teacher’s role and responsibility regarding pupils’ mental health
(M=4.09, SD=.89) was perceived by 81.8% of teachers, and inadequate training to recognize
the early signs of pupils’ mental health problems (M=4.09, SD=.89) was perceived by 83.7%

of teachers. Inadequate knowledge regarding pupils’ mental health issues was perceived by
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85.0% as the lowest rating of personal barriers to promoting pupils’ mental health (M=4.07,

SD=.85).

N ltems SA A N D SD Mean | Std. D

Bad | Teachers’ negative attitudes

towards pupils’ mental health 165 226 69 9 10

issues. 34.4% | 47.2% | 14.4% | 1.9% | 2.1% | 4.10 .86
Bal | Lack of awareness about the

teacher’s role and 185 207 52 16 19 4.09 89

responsibility regarding 38.6% | 432% | 10.9% | 3.3% | 4.0%

pupils’ mental health.

Ba3 | Inadequate training to

recognize the early signs of 161 240 55 7 16
pupils’ mental health 33.6% | 50.1% | 11.5% | 15% | 33% | +09 | &9
problems.
Ba2 | Inadequate knowledge and
personal education about 143 264 48 11 13
pupils’ mental health issues. 29.9% | 55.1% | 10.0% | 2.3% | 2.7% 4.01 85

Table 5.23 Frequencies and percentages of personal barriers

5.6.4.2 Interpersonal barriers

Interpersonal barriers refer to the influence of people with whom teachers deal during the
educational process, such as the school administration and inspectors, parents and
professionals. Table 5.24 shows that the majority of Kuwaiti teachers in middle schools tend
to have a high level of agreement with the existence of the interpersonal barriers to promoting
pupils’ mental health. They had a mean overall agreement score of 4.12 out of 5.00 for their
beliefs about this area, and the associated standard deviation of .56 shows relatively low

variation in scores.

Examination of Table 5.24 indicates that 83.9% of the teachers perceived a lack of
partnership between themselves and parents as the most significant interpersonal barrier
(M=4.21, SD=.85). Similarly, the next interpersonal barrier identifies two barriers: school
administration and inspectors’ resistance to change (M=4.10, SD=.84) was perceived as a
barrier by 81.8% of teachers and a lack of partnership between themselves and specialists
such as counsellors and educational psychologists (M=4.10, SD=.86) was perceived as a
barrier by 76.6% of the teachers.
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N Items S a2 i = SD | Mean | std.D
Lack of partnership
Bal2 between parents and 206 196 59 11 7
teachers. 43.0% | 40.9% 12.3% | 2.3% | 1.5% 421 .85
Resistance among
Bal3 administrators and 163 229 69 9 9 84
inspectors. 34.0% | 47.8% | 14.4% | 1.9% | 1.9% | 410
Lack of partnership
between specialists (e.g.
. 128 239 90 8 14
Bal4 counseII(_)rs, educational 26.7% | 499% | 18.8% | 1.7% | 2.9% 4.10 86
psychologists) and teachers

Table 5.24 Frequencies and percentages of interpersonal barriers

5.6.4.3 Structural-organizational barriers

Structural-organizational barriers refer to factors related to the educational system, school
context and daily practices, such as workload and lack of time, lack of information resources,
inadequate funding, curriculum, pedagogy and the examination system, and absence of an
educational policy for promoting pupils’ mental health. Generally, teachers tend to have a
moderate level of agreement with the existence of the structural-organizational barriers. They
had a mean overall agreement score of 3.78 out of 5.00 for their beliefs about this area and
associated standard deviation of .80.

Examination of Table 5.25 indicates that 88.1% of the teachers perceived workload and
limited time as the most significant structural-organizational barrier (M=4.07, SD=.85). Next,
79.3% of the teachers agreed that the lack of information resources related to mental health in
school is an important structural-organizational barrier to promoting pupils’ mental health
(M=4.01, SD=.94). Similarly, the third structural-organizational barrier identifies two
aspects: the absence of an educational policy which expects teachers to be responsible for
promoting pupils’ mental health (M=4.00, SD=.94) was perceived as a barrier by 74.1% and
inadequate funding (M= 4.01, SD= .94) was perceived as a barrier by 79.2% of teachers.
Finally, curriculum, pedagogy and the examination system, perceived by 81.2% of the
teachers as a barrier, received the lowest rating of the structural-organizational barriers
(M=3.95, SD=.85).
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N Items S A X D SD | Mean | std.D
Ba7 Concerns over workload and | 220 45 7 5
time limits. 4220 | a59% | 94% | 15% | 1.0% | 4.07 85
Absence of an educational
policy which expects
Ba9 | teachers to be responsible for | 153 215 87 12 12
promoting pupils’ mental | 31.9% | 44.9% | 18.2% | 2.5% | 25% | 401 94
health.
Lack of information
Bag | Tresources related to pupils’ 149 231 64 21 14 4.00 94
mental health 31.1% | 48.2% | 13.4% | 4.4% | 2.9%
Bal0 Inadequate funding. 145 210 78 20 26
30.3% | 43.8% | 16.4% | 4.1% | 54% | 3% -85
Curriculum, pedagogy and
Ball L 160 229 57 19 14 4.00 94
the examination system. | o500 | 47,806 | 11.9% | 4.0% | 2.9%

Table 5.25 Frequencies and percentages of structural-organizational barriers

5.6.4.4 Socio-cultural barriers

Socio-cultural barriers encompass those related to social context. They include factors related
to the social view of mental health and promoting mental health, such as cultural and religious
beliefs, media representations of mental health and social stigma around talking about mental
health problems and labelling. Generally, the data derived from the survey indicates that middle
school teachers in Kuwait tend to hold moderate levels of agreement with the existence of the
social-cultural barriers to promoting pupils’ mental health. They had a mean overall
agreement score of 3.79 out of 5.00 for their beliefs about this area, and an associated

standard deviation of .80.

Examination of Table 5.26 reveals that 74.7% of teachers perceive school culture and ethos
regarding promoting pupils’ mental health as the most significant social-cultural barrier
(M=3.90, SD= 87). Next, 83.5% of the teachers agreed that social stigma towards talking about
mental health problems and labelling is an important socio-cultural barrier to promoting pupils’
mental health (M=3.84, SD=.86). Similarly, the third socio-cultural barrier identifies two

aspects: inappropriate media representations of mental health problems (M=3.70, SD=.86) were

142




perceived as a barrier by 82.4% and alternative cultural and religious beliefs about dealing with

mental health problems were perceived by 83.1% of teachers as a barrier.

Items SA A N D SD Mean | Std. D
N
Bal7 | School culture and ethos
(social view of school and 152 206 77 13 31
schooling). 317% | 43.0% | 161% | 2.7% | 65% | 390 | &7

Bal5 | Social stigma towards
talking about mental health 140 260 30 21 28

problems and labelling. 202% | 54.3% | 63% | 4.4% | 58% | 384 | 86
Bal8 Inapproprla}te media 127 268 13 20 21

representations of mental 265% | 56.9% 3.70 86

health problems. 8.9% | 42% | 4.4% : :
Bal6 | Alternative cultural and

religious beliefs about the 168 230 a4 26 1 370 86

ways of dealing with

35.1% 48.0% 9.2% 54% | 2.3%
mental health problems. ’ ’ ’ ’ ’

Table 5.26 Frequencies and percentages of socio-cultural barriers

5.6.5 Correlation between barriers and attitudes

This section of the chapter aims to illuminate the fifth research question of the quantitative
stage: Is there any significant statistical correlation between teachers’ perceived barriers to
promoting pupils’ mental health and teachers’ attitudes? In order to investigate the correlation
between the three components of teachers’ attitudes (cognitive, affective, and behavioural)
and groups of barriers to promoting pupils’ mental health (personal, interpersonal, structural-
organizational, social-cultural), a Pearson product-moment correlation coefficient was
employed. Table 5.27 below indicates that most of the barriers were correlated negatively
with the teachers’ attitudes towards promoting pupils’ mental health, as would be expected.
However, teachers’ readiness to show behavioural intentions towards promoting pupils’
mental health was more strongly correlated with three of the four barriers: personal, social-
cultural and structural-organizational. This means that teachers who perceived higher
personal, interpersonal, social-cultural barriers and structural-organisational barriers have

lower behavioural intentions towards promoting pupils’ mental health.
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Barriers Cognitive Cognitive | Cognitive | Affective | Behavioral
Dil Di2 Di3
Personal Pearson Correlation - 166" _168" -331" - 215" -716"
Sig. (2-tailed) ‘000 ‘000 .000 ‘000 ‘000
N 479 479 479 479 479
Inter- Pearson Correlation -.088 -099" -104" -389" _270"
personal  Sig. (2-tailed) .053 .030 .023 ‘000 ‘000
N 479 479 479 479 479
Socio- Pearson Correlation - 021 -028 - 124" -007 -699"
cultural  Sig. (2-tailed) .054 537 ‘006 ‘000 ‘000
N 479 479 479 479 479
Structural- Pearson Correlation 146" 057 -090 076 704"
organizational Sig. (2-tailed) ‘001 211 .050 ‘098 ‘000
N 479 479 479 479 479

Table 5.27 Correlation between teachers’ attitude components and the four dimensions of

barriers to promoting pupils’ mental health

5.7 Analysis of the content of the open-ended questions

The participants were asked two questions following the conclusion of the survey. These
questions queried whether or not they considered there to be any additional barriers
concerning the implementation of mental health promotion amongst pupils, as well as what
changes needed to be made in order to facilitate the implementation of such a process within
a Kuwaiti context. Although the sample did not highlight any new barriers, they did provide a
number of suggestions for changes.

e Training skills

The majority (82.6%, N=396 teachers) of the sample suggested that teachers be provided
with adequate training in order to ensure they have the necessary skills to facilitate mental
health promotion amongst their pupils. Furthermore, it was also stated that such training
should be an on-going process so as to ensure teachers are continuously provided with up-to-
date information. Moreover, some of the sample also noted that training should teach how to

identify pupils with mental health issues.
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e Mental health education for teachers

Three hundred and forty seven teachers (72.4%) suggested providing teachers with the
appropriate knowledge and increasing their awareness, which could reinforce their role as
teachers in promoting pupils’ mental health. Some teachers suggested that these mental
health education courses should be offered as continuous workshops in order to be more
effective. Some teachers also suggested that pupils themselves need to be educated in mental

health issues in order to raise their awareness in this area.

e The quality of the teacher-pupil relationship

Fifty nine teachers (12.3%) mentioned that the teacher-pupil relationship has a great impact
on pupils” mental health. Some teachers mentioned that warmth, security and trust resulting
from this relationship have an effect on pupil’s cognitive, emotional, behavioural and

academic development.

e Collaboration between specialists and teachers

More than half of the participants (54.6%; N=262 teachers) stated that there should be some
degree of partnership between educational psychologists, mental health professionals,
psychological counsellors and the Ministry of Education in Kuwait, and teachers.

e Educational curricula

Furthermore, it was argued by 36.3% of the sample (174 teachers) that changes and
amendments need to be made to the school curriculum in order to ensure mental health
promotion is successful. They suggested reducing the content of the extensive and demanding
educational curriculum in order to leave a space in which pupils’ mental health issues could

be recognized and discussed.

e Mental health services for teachers

A common response, from 281 teachers (58.6%), was the consideration of teachers’ mental
health. Teachers mentioned that mental health services or self-care courses should be
provided under the supervision of mental health professionals and school psychologists, for

any teacher and at any time and in close proximity to their schools.
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e Workload and time

Two hundred and twelve teachers (44.3%) requested a decrease in teachers’ workload, as
currently there is insufficient time for teachers to recognize pupils’ mental health issues in the
class. They mentioned that excessive teaching demands and some additional activities make

the idea of promoting mental health issues currently unworkable.
e Classsize

Slightly less than half of the sample (47.2%; N=226 teachers) complained that the large
number of pupils in each classroom makes it very difficult, if not completely impossible, for
teachers to make use of cooperative activities, including pair work and group tasks, or to
otherwise find time to assign attention to mental health issues amongst pupils. With this in
mind, it is pertinent to highlight that, on average, middle school classes comprise between 45

and 50 pupils.
e Partnership with parents

Sixty two teachers (13.0%) argued that more effective partnerships with parents need to be
established. For example, they mentioned that parental opposition to teachers’ involvement in
their children’s mental health problems could be an essential factor in teachers avoiding

discussion of these issues.
e Socio-cultural and religious beliefs about mental health

A minority of the teachers (10.4%; N=50 teachers) stated that there are a number of cultural,
religious and social beliefs common amongst individuals, such as parents, in regard to pupils’
mental health issues; these need to be amended to assist successful implementation of change
regarding the promotion of mental health amongst pupils. In this regard, it has been
emphasised by teachers that mental health problems, and the patterns and recognition of such
within the context of Kuwait, are impacted upon by the socio-cultural heritage of attitudes,
beliefs and traditions.

e Challenging the bureaucratic and competitive education system

Although it has been noted by a number of teachers that the promotion of mental health

amongst pupils is fundamental, as it can lead to a number of positive results, psychologically
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and academically, it was nevertheless highlighted by 13.2% of the sample (N=63 teachers)
that such promotion is not currently realistic. For instance, one teacher highlighted that this
would not be possible unless the educational framework undergoes significant change.
Moreover, other teachers stated that education policies need to be amended with

consideration to pupils’ mental health.

Importantly, although the open-ended question analysis suggested that teachers accept their
own role in terms of promoting pupils’ mental health, there remains a lack of consensus
concerning how time limits and workload changes would ultimately affect teachers’ attitudes.
In this same vein, it is difficult to determine what type of training and courses teachers should
be provided with in order to succeed in mental health promotion, as the survey did not shed
light on such issues. Furthermore, the responses to the open-ended questions and the
teachers’ views on the perceived barriers provide a rationale for the inconsistency apparent in
their responses. Additionally, during the process of responding to the attitude scale

statements, it was clear that teachers considered such statements from a practical perspective.
5.8 Conclusion

The results of the survey stage of the current study indicated that attitudes in general are
multifaceted and complex. It was noted that a single score cannot be sufficient to capture
these attitudes. Therefore, the multi-dimensional model of attitudes, rather than the single-
component model, and factor analysis were utilised in investigating teachers’ attitudes
towards promoting pupils’ mental health in this study. The findings revealed three core
components of attitudes — the cognitive component (which includes beliefs about mental
health problems as alterable problems, beliefs about promoting pupils’ mental health in
schools, and beliefs about requirements and outcomes of promoting pupils’ mental health),

the affective component, and the behavioural intentions component.

Generally, the findings of the survey stage of the study indicated that Kuwaiti middle school
teachers participating in this study tend to hold mildly positive attitudes towards promoting
pupils’ mental health. At the level of the cognitive component of teachers’ attitudes, the
results show that the majority of Kuwaiti teachers in middle schools tend to hold strong
beliefs regarding the three dimensional area of the cognitive component of teachers’ attitudes.
Additionally, those teachers predominantly hold fairly strong beliefs about their behavioural

intentions towards promoting pupils’ mental health. On the other hand, they predominantly
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hold slightly favourable positive feelings about promoting process. Such results give rise to
many questions: Why do teachers predominantly hold less comfortable feelings towards their
role as promoters of their pupils’ mental health? Is it because of the way they perceive and
understand the term ‘mental health’? Does it reflect their lack of self-confidence in promoting
pupils’ mental health? Does it reflect their lack of appropriate skills and adequate knowledge
about promoting pupils’ mental health? Does it reflect the effects of socio-cultural and
religious beliefs associated with the term ‘mental health’ and the promotion of mental health
in Kuwai society? With these issues in mind, the subsequent qualitative phase might provide

reasonable explanations for the teachers’ responses.

Moreover, the findings from the survey revealed that statistically significant differences can
be attributed to the effects of demographic factors- namely, teachers’ gender, a0¢, level of
education, and years of experience-on teachers’ attitudes towards promoting pupils’ mental
health. The findings showed that the most significant difference was in terms of the affective

or behavioural dimensions.

In addition, the results of the survey suggest that Kuwaiti middle school teachers generally
perceived barriers to promoting pupils’ mental health mildly positive. Additionally, the
results of the study indicated that teachers’ perceptions about barriers to promoting pupils’
mental health encompass four main dimensions: personal, structural-organizational,
interpersonal and socio-cultural barriers. The results indicate that most of the barriers were
correlated negatively with the teachers’ attitudes towards promoting pupils’ mental health, as
would be expected. However, three of the four barriers, personal, social-cultural and
structural-organizational, were found to have large, negative correlation with teachers’

readiness to show behavioural intentions towards promoting pupils’ mental health.

Finally, it needs to be considered that the effort made through the survey to provide teachers
with the opportunity to disclose their views and opinions is not adequate in terms of gaining
insight into their more subtle conceptions concerning the promotion of mental health
practices amongst pupils. Although the adoption of the survey did deliver a quantitative
approach, making it possible to analyse varied beliefs concerning mental health and the
promotion of such amongst pupils, such an approach was not adequate in terms of
comprehensively examining the complexity of attitudes. Essentially, the survey provided an
avenue through which teachers’ lives could be viewed and their attitudes garnered about the

topic at hand.
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Chapter Six details the second stage of this research, with attention directed towards
conducting a comprehensive inquiry into teachers’ attitudes towards and perceptions about
promoting mental health amongst pupils. The chapter will also seek to provide some degree
of insight and understanding of the issues and questions highlighted during the course of the
survey. Importantly, a number of questions will be taken into account: How do teachers
understand the promotion of pupils’ mental health in schools, and the necessities and
outcomes associated with such processes, within the context of Kuwait? Why are they
generally less positive when it comes to what they feel about this promotion? What are their
fears and concerns that might impact on the intention to promote mental health amongst
pupils? To what degree can age, gender, level of education and teaching experience impact
on the views of teachers in terms of promoting pupils’ mental health? What other contextual
factors may affect the attitudes of teachers in regard to the promotion of pupils’ mental
health? Is there a link between the attitudes and views of teachers about the barriers
associated with promoting pupils’ mental health? How do teachers view the necessary
changes associated with promoting the mental health of pupils? In view of these questions,
the main results will be examined in depth and discussed accordingly, in addition to those

garnered in regard to promoting pupils’ mental health.
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Chapter 6: Findings from the Qualitative Stage

6.1 Introduction

This chapter presents the results obtained from the qualitative phase of the study (the second
stage). These findings include data collected from conducting interviews with a sample of 12
teachers who had completed the survey in the first stage of the study. This chapter addresses

the following study questions:

1. What are Kuwaiti middle school teachers’ perceptions about their pupils’ mental
health?

2. What are Kuwaiti middle school teachers’ perceptions about barriers to promoting
pupils’ mental health?

3. What factors do Kuwaiti middle school teachers perceive as influencing their
perceptions of promoting mental health and the barriers they experience?

4. What are Kuwaiti middle school teachers’ perceptions about the changes necessary to
put promoting pupils’ mental health into practice?

In this chapter, teachers’ perceptions are described and analysed through the data derived
from the semi-structured interviews. The interviews were fully transcribed and analysed in

relation to the research questions and the emergent themes.

Participants Gender Level of education | Years of teaching Age
experience
H/M Female BA 5 30
S/S Female BA 4 28
H Male Masters 11 45
K Female BA 7 32
M Female BA 15 37
U Male Diploma 20 40
T Female BA 5 26
Z Female Masters 12 36
F Male BA 15 39
L Male PhD 8 33
M/S Female BA 4 25
R Female BA 5 29

Table 6.1 Teachers interviewed in the second phase of the study
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Subsequent to the analysis, the data was categorised into four distinctive groups, according to

topic:

e Teachers’ perceptions about promoting pupils’ mental health and factors affecting
these perceptions.

e The socio-cultural context.

e Teachers’ perceptions about barriers to promoting pupils’ mental health.

e Teachers’ perceptions about changes needed for the promotion of pupils’ mental
health.

In order to adhere to ethical considerations and the preservation of anonymity, the sample
individuals were referred to through the use of alphabetical letters. As can be seen from Table
6.1, the sample of middle school teachers was diverse in terms of gender, age, levels of
education, and years of experience in middle-school teaching in Kuwait. A number of
categories were simplified through the assignment of a theme, with each category comprising
a number of subcategories. Although the majority of these groups and subcategories were
recognised as being interlinked, there was occasional disagreement. The categorisation and
themes are presented with the addition of participants’ quotations in this chapter. The key
themes will be described through in-depth analysis, provided for each of the theme-related

categories in the following sections.
6.2 Teachers’ perceptions about promoting pupils’ mental health

The themes of teachers’ perceptions about promoting pupils’ mental health derived from the
interviews covered two major categories. The first category relates to teachers’ perceptions
about mental health, and includes teachers’ understanding of the mental health concept,
mental health problems and mental illnesses, and the causes of mental health problems. The
second category was about teachers’ perceptions of the philosophy of promoting pupils’
mental health, which includes teachers’ perceptions about the meaning of promoting pupils’
mental health, the school’s role, the teacher’s role in promoting pupils’ mental health, and the

requirements and the outcomes of promoting pupils’ mental health.

6.2.1 Perceptions of mental health (terminological issues)

The analysis of the data derived from the interviews indicated that teachers hold a variety of
conceptions about mental health. These perceptions can be broadly divided into four main
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categories: teachers’ understanding of the terminological issues related to mental health (the
meaning of the mental health concept, understanding mental health problems, understanding
mental illness), causes of mental health problems, and young people’s right to live in a
mentally healthy way (see Figure 6.1).

Teachers’ perceptions about mental health

\

Young people’
right to live
mentally healthy

Terminological issues

o

Mental health Mental health Mental Causes of mental health
concept problems illnesses problems (aetiology)
Absence of mental Possibility of Medicine/ Biological
illness recovery Hospital
Psychological
Negative feelings Not serious Severe
Environmental
Balance in life
Temporary Long duration Interaction

Distinguishing right

between multiple
and wrong

factors

Achieving goals

Pure soul and
spirituality

Figure 6.1 Teachers’ perceptions about mental health concept

e Perceptions about understanding mental health concept

Teachers’ responses about the way they perceive and understand the mental health concept
did not vary widely. Most of teachers’ perceptions (eight teachers) were strongly associated
with the concept of mental illness, with the most frequently mentioned view about the
concept of mental health being the absence of mental illness. This view was exemplified by

the following response:
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“Personally, I think that mental health means not suffering from any kind of mental disorder.

It means to behave appropriately and normally” (H/M).

It seems that teachers found it easier to define poor mental health and negative feelings
associated with poor mental health than defying the mental health concept itself. Such views
are clearly represented by the following responses:

“Mental ill-health is feeling unhappy and feeling depressed’’ (K).
“Mental health is not to be being anxious and stressed” (R).
“Mental health is not having low self-confidence, feeling unwanted and feeling lonely” (T).

On the other hand, some interviewees (six teachers) used positive feelings to express their
view of the mental health concept; as one teacher said:

“Mental health is the inner happiness feeling and the feeling of satisfaction about your life
and relations, so that you can focus on your Work and achieve the tasks required of you” (H).

Interestingly, two teachers responded with a more positive understanding regarding the

meaning of the mental health concept.

“Once a person has achieved at least some of his goals in life, he will feel satisfied, happy
and relieved, and will be encouraged to do his best to face life's pressures and uphold his

responsibilities in life” (M).

“To have good mental health is to be happy, not bored with your life. It entails focusing on your life

and your work, and doing your best to achieve your goals” (M).

“Mental health is one's ability to distinguish between the right and the wrong. It is what leads
a person to develop himself in spite of pressures around him. It has the meaning of creating a
balance” (SIS).

Some teachers’ perceptions regarding the meaning of mental health appeared to be rooted in
participants’ religious beliefS, as one interviewee mentioned that mental health is “....to have
a good spirituality. Since the soul is functioning in many levels and comprised of spirit, heart
and intellect, all of these should be kept pure and guarded by God, so that no harm can come

to the soul and people can have clear minds” (L).
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In terms of teachers’ perceptions of the way they can recognise that pupils have mental health
concerns, teachers’ responses tended to avoid reference to mental health-related terminology,
due to their fears of labelling the pupils, and their feeling less confidence in doing so, because
of their lack of skills and knowledge in this area. This view was emphasised by some

teachers’ responses:

“When considering the needs and behaviours of pupils, terms would be concerned more with
learning-related difficulties or behavioural problems, with ‘mental health’ labels
avoided.....there is sometimes the feeling amongst teachers that a certain pupil may be
experiencing a mental health issue, which can come as a result of strange behaviours or

comments, but that this is more of a gut feeling” (M).

“I personally don’t use the term mental health. We feel ourselves in an inadequate position to
make judgements in this regard. We are not experts in the mental health area to provide a

clinical diagnosis” (F).

“Although some pupils can sometimes exhibit strange behaviours, teachers are not given any
form of criteria or checklist from which to establish whether or not a mental health issue is
present, and so their role, in the context of mental health, essentially rests on establishing

whether or not the individual is distressed in some way " (L).

“If something is wrong with the child in school, it generally shows up by their work standard

dropping” (M).

Regarding teachers’ recognition of mental health problems among pupils, five teachers
mentioned some signs that show that pupils might have mental health concerns. Such views

are clearly represented by the following responses:

“We can say that something is wrong when the pupil behaves abnormally and if he is not

following the rules in the school and classroom” (M).

“There is a pupil demonstrating strange actions and behaviours, who may also sometimes
make odd comments. This causes you to consider whether the child has mental health issues,

although this can be just a feeling” (F).
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“Some pupils exhibit other difficulties besides being academically challenged; there may be
issues in relationships, such as with other children or adults; there may be confidence and
self-esteem issues; there could be unusual behavioural patterns that may cause them to stand
out amongst other pupils. Essentially, some children experience troubles in relating” (M).

“We might be of the view that some behaviours are unusual; although a teacher cannot
generally use a checklist to determine whether or not a mental health problem exists, we do

strive to establish any areas of distress shown by the pupil” (K).

“Should a pupil demonstrate problems in school, this is commonly seen in deteriorating
academic work. It’s a type of red light, it can indicate that something might be wrong, that

they have reduced capacity to concentrate” (T).

Additionally, when teachers were asked to describe a mentally healthy person and how this
related to their perspectives on mentally healthy pupils, one teacher stated that “...we can say
that a person is mentally healthy when we feel that he is happy and has no problems. A
mentally healthy person is one who can adjust to life’s stresses, have the ability to adapt to

changes rather than just give up, letting their problems become worse” (S/S).

One teacher also said that a “mentally unhealthy person is one who behaves sometimes violently

with no control on his/her behaviour ” (L).

Another teacher mentioned that “to be mentally healthy you need to have some control over

your own emotions and choices” (Z).

A further teacher responded “I think that a mentally healthy person is one who is not
suffering from any mental health issues. A mentally healthy person needs to be completely

mentally healthy to be and be able to live happily and normally” (H/M).

e Perceptions about mental health problems and mental illnesses

Most of the interviewed teachers (eight) shared basic perspectives regarding mental health
problems and mental illness. Severity, duration and the possibility of recovery from mental
health problems were the main criteria used by teachers to distinguish between mental illness

and mental health problems. One teacher illustrated this common view saying that:
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“It is experiencing mental issues that require asking for psychiatric help and medicine.
Briefly, mental illness is being sad and lost. It is an illness which could lead others to lose
control of their behaviour and they might behave aggressively. Mental illness is a serious
problem and it might not be treatable” (H/M).

Another teacher said: “People who experience mental health problems might be hospitalised.
It is not a simple matter; it is something wrong with one’s mind. If we lose our minds, how

can we live normally in this stressful life? ” (S/S).

Additionally, five interviewees used a variety of behavioural and emotional expressions to
describe the term mental illness. One teacher said: “Mental health illness is to feel lacking in
energy and experience extreme tiredness with no ability to overcome your stresses. It is like

functioning unusually...sometimes stupidly and crazy’’ (U).

Another teacher said: “Mental illness can lead you to be antisocial and isolate yourself from

others, because you feel that you are different. This could lead you to feel sad and lack hope”

(F).

Other teacher reported “Sometimes, a mentally ill person can lose his desire to live, and
attempt suicide. | heard lots of stories about people who killed themselves because they were
experiencing mental health disorders - especially famous people. Once they became old and

felt that people were no longer interested in watching their work, they felt sad and lonely”
(S/S).

Teachers’ responses to the question ‘Do you think that people who experience mental health
problems can overcome these problems and how?” showed that few teachers understand that
mental health problems are alterable. One teacher illustrated this common view saying that:
“Sometimes mental health problems are less serious and if person can evaluate the situation
and think more logically, they might recover from mental health problems especially if they

get support and guidance” (H/M).

Another teacher stated: “I know one person who was diagnosed with depression, but he still
functions normally in his life. If these people were supported and provided with sympathy and
help early, | think that they might be able to cope effectively, because their problems are

temporary and might be treated” (S/S).
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e Perceptions about the causes of mental health problems

It appears that there were different aspects concerning the perceptions teachers commonly
have about mental health, regarding the overall causes of such issues amongst young people.
Some teachers illustrated this view in saying:

“Mental health problems could be inherited from parents, as parents’ genes not only transfer

physical illness, but also mental illnesses’’ (F).

“It could be the consequences of some bad environmental issues surrounding those pupils,

related to their family, friends for example” (H/M).

“It could be something related to their personal traits....as some young people are shy,
antisocial....this might lead them to isolate themselves from society and consequently have no

friends. Thus, this would make them unhappy ” (R).

“Sometimes, mental illness itself occurs if young people’s readiness to experience such
problems trigger with inherited reasons. So both genes and environment could cause such
problems” (R).

“Some circumstances related to family feuds; divorce, drug and alcohol addiction among

parents could result in pupils experiencing some mental health problems” (S/S).

o Perceptions about young people’s right to live mentally healthy

Teachers reported that all young people have an equal right and need to be mentally healthy.
These equal opportunities may be based on teachers’ religious beliefs. As one teacher
reported “I believe that all people are equal, so all young people are equal and have the right
to be respected and valued. Their right to be mentally healthy is equal to their right to be

physically healthy or their right to education ” (H/M).

Another teacher also stated that “I think that being mentally healthy is the right of all people
around the world. Just like any adult in society, | think that young people have the right to
live normally. Even if they have mental health problems, they have the right to live without
any stigma. | think that this is their right, and accords with the demands of our religion,

which emphasizes that all human beings are equal” (S/S).
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To sum up, the overall understanding of teachers in relation to mental health is centred on
five areas: views of the mental health concept, views on the alterability of mental health
problems (understanding mental health problems and mental illnesses), views on what
constitutes a healthy or mentally ill individual, views of the right of young people to enjoy a

mentally healthy life, and perspectives regarding mental health problems and their sources.

Accordingly, teachers showed a lack of familiarity regarding the positive concept of mental
health. Additionally, teachers’ distinguishing between mental health problems and mental
iliness based on severity, duration and the possibility of recovery. Moreover, teachers
described academic difficulties and unusual behavioural patterns among pupils as important
signs that could show that pupils are experiencing problems. Furthermore, the interviewees
attributed mental health problems to biological, environmental and psychological elements,
and to the interaction of these elements. In respect of the equal rights of pupils to be well in
terms of mental health, teachers hold religiously influenced ideals, which could be referred to
their particular belief system. Such an analysis leads to a question concerning whether or not
the ideological beliefs held by teachers are consistent with their more practical beliefs, and
further, whether or not teachers consider their understanding surrounding mental health to be
linked with an apparent absence of mental illness.

6.2.2 Perceptions of the philosophy of promoting pupils’ mental health

The section teachers’ perceptions of the philosophy of promoting pupils’ mental health
includes their perceptions of the meaning of promoting pupils’ mental health, their role and
responsibility in promoting pupils’ mental health, the school’s role in this area, and the

requirements and outcomes of the promotional process.

e Perceptions about the meaning of promoting pupils’ mental health

Some teachers (seven) showed a positive understanding of the meaning of promoting pupils’

mental health. Some teachers illustrated this common view as follows:

“It means supporting pupils and providing them with chances to acquire skills to deal with
their problems” (H).

“It means understanding pupils, knowing their problems and difficulties” (M/S).
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On the other hand, some other teachers (five) viewed the meaning of promoting pupils’ mental
health only through the lens of identifying deficits, or the medical model. They reported that

the promotion of pupils’ mental health already exists in schools, as it is the counsellors’ job:

“School already provides mental health intervention for pupils with diagnosed disorders,
through counsellors. Counsellors follow up on those pupils...It is the job of the professional”
(H/M).

e Perceptions about the school’s role
Teachers’ responses to the question ‘How can schools promote pupils’ mental health?’
indicated that most of the interviewed teachers (eight) believe that schools occupy a crucial
position in promoting pupils’ mental health. However, few teachers showed that they believe
that schools are currently prepared for this task. As one teacher responded: “Personally, 1

believe that schools are not ready yet” (F).

One teacher also stated that: “Promoting pupils’ mental health demands a change in the
school’s beliefs and ethos” (M).

Another teacher said: “Promoting pupils’ mental health in schools is not to do with
regulations or adding an extra curriculum project; it is about doing something with

awareness” (7).

Some teachers (eight) viewed school promotion of mental health as a matter of participation
all school staff, as one teacher said: “A whole range of teamwork is needed, and each
member of school staff should participate” (S/S).

Another stated that: “If you ask me to support these pupils, I need you to provide and update
me with everything related to those pupils. This requires co-operation between all members
of school staff” (M).

Additionally, other teachers offered examples of how schools can take part in promoting

pupils’ mental health, based on their unique position in young people’s learning and future

life:

“Personally, I think that promoting pupils’ mental health is supporting pupils not only when

they need support in difficult times, but also before they experience problems. Building a
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strong relationship with teachers is important, so that in times when they feel that they need

help, they can receive it from their teachers” (S/S).

Another teacher said: “Schools need to set new policies and regulations for school staff
regarding their role in promoting pupils’ mental health and providing training courses for
teachers, besides conducting intervention counselling programmes. | think that all members
of school staff should work collaboratively. Schools need to support teachers to reach this

goal as they are doing the hardest job in this educational system, ‘teaching’ ” (H/M).
e Perceptions about teacher’s role

Although most of the teachers (eight) held strong beliefs concerning their responsibility and
the influential role they play in recognizing pupils with mental health problems, their
responses also indicated contradictory beliefs that promoting pupils’ mental health in the
class is not their job and that professionals other than them, such as school counsellors and
social workers, should take primary responsibility for promoting pupils’ mental health. For
example, one teacher reasoned that: “Perhaps many teachers believe that promoting pupils’
mental health is not their responsibility... Maybe they are right. Personally, | think that it
should rest with mental health counsellors in schools. However, | also believe that teachers

have some role in this” (S/S).

Another teacher said: “It is important to keep in mind that the teacher's primary job is to
teach, not to become a psychologist or a social worker as well. A teacher’s job becomes more
difficult if given the additional tasks the new educational system demands, meeting the
required standards that pupils need to achieve. Yes, it could be a part of my job and
responsibility, yet it is not my job. I think that school counsellors and professional have the

adequate skills and experience to do that better than us” (H/M).

Despite the previous contradiction in teachers’ perceptions, a few teachers (two) viewed
promoting pupils’ mental health as a part of their role and responsibility, and they suggested

ways they could show this responsibility, as one teacher said:

“Honestly, I believe that there is a lack of awareness among individuals in the community
regarding these mental health issues and promoting mental health. Sometimes we feel that we
want to support these people, but we do not know how to do that or | can say feel scared to
help them” (M).
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Other teachers provided some suggestions by which teachers can reinforce their
responsibility in promoting pupils’ mental health. One teacher said: “Close relationships with
pupils could provide teachers with a clear picture of a pupil’s needs and any mental health
problems he/she might have. Such close relationships could help pupils to build their
confidence, give them a chance to talk about their feelings to their teachers; especially, if

teachers offer praise and encouragement” (F).

One teacher illustrated this theme by saying: “Teachers need to be careful in this relationship
as the judgments made by them about their pupils could result in negative outcomes, and an
absence of support from teachers could lead to young people falling behind with school
work’” (H).

One teacher also said: “Some teachers become angry because a pupil did not do his
homework or did not meet his teachers’ expectations. This is not the type of relation required.

Teachers should support them even if they show some weakness or difficulties’” (M).

e Perceptions about the requirements of promoting pupils’ mental
health

Running alongside the perceptions of teachers regarding schools and the mental health of
pupils, teachers were asked in the interview to give their opinions in regard to what is required
to implement the promotion of pupils’ mental health, with consideration of the most likely

results associated with promotional process.

There is enough evidence through the data derived from the interviews to show teachers’
perceptions of the way and the time in which promoting pupils’ mental health in schools
should be implemented. They reported that these promotional processes need to be
comprehensive, as one teacher argued “I think that promoting pupils’ mental health should
be a comprehensive and gradual process. | mean by comprehensive that it should involve all
the members of schools, parents and community in this business. We need united teamwork”
(S/S).

It could also be suggested from the data that teachers reported that promoting pupils’ mental
health is a matter of process, not merely a state. In this vein, teachers believe that the

promotional processes should be gradual. By ‘gradual implementation process’, one teacher
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ment that “Once the process has been evaluated and proved to be successful, we can move

towards applying these promoting processes in all schools” (M).

Another teacher recommend to: “.... start practically, by focusing on the main staff members
who have the most contact with pupils — teachers - and providing ongoing support once they
have been equipped with the necessary knowledge and skills to promote pupils’ mental health
in their classroom, first” (S/S).

Several teachers (seven) viewed the requirements to put the promotion of pupils’ mental
health into practice mainly in terms of providing them with education courses in mental
health and specifically in the area of pupils’ mental health, whether in their teaching career or
previously in their studies at college. One teacher said: “there is a need for educating

teachers on mental health issues, preferably incorporated within the college curriculum”

(H).

Another teacher emphasized raising teachers’ awareness as a main requirement for promoting pupils’
mental health in schools: “You need first to start with programs to raise teachers’ awareness of

their role in this area” (H/M).

One teacher viewed the requirements mainly in terms of attending training courses: “Training
is necessary. Many teachers are able to recognize that some kinds of misbehaviour could be a
sign of serious mental health problems, but equally could not. However, teachers are not yet
equipped with all the skills and knowledge necessary for all the demands of such a task”
(S/S).

e Perceptions about the outcomes of promoting pupils’ mental health

In specific consideration of the views of teachers regarding the outcomes of mental health
promotion amongst pupils, the data suggest that these views can be divided into two different
categories, namely academic outcomes and social and psychological outcomes (see Figure
6.2).

The findings from the interviews revealed that most of the interviewed sample (ten) held
similar views concerning the social and psychological advantages associated with promoting
the mental health of pupils, and further maintained that pupils will achieve a greater degree of

development in psychological and social aspects.
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Teachers’ perceptions about the outcomes of promoting
pupils’ mental health

Social and psychological Academic outcomes
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Acquire social skills progress learning process
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Improve self-esteem and Improve educational Time reduction
self confidence Bullying achievement Affect the expected
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achievement

Figure 6.2 Teachers’ perceptions about the outcomes of promoting pupils’ mental health

“When pupils feel valued and supported, they will be able to acquire good skills and

experience that could benefit them in their future” (L).

“This in turn might reflect in their feelings towards others, so that they will show empathy
towards their peers who are experiencing mental health problems” (S/S).

In contrast to such recognized psychological and social benefits of promoting pupils’ mental
health, some teachers (six) reported that the promotion process may cause some
psychological and social problems. Such disadvantages may include bullying, modelling bad
behaviour, and labelling. For example, one teacher said: “It is possible that if peers recognize
that teachers are paying particular attention to some pupils, they will label them as having
mental health problems and may bully them” (H/M).

The academic benefits of promoting pupils’ mental health were found to be debatable
through the data. Teachers’ beliefs about the academic benefits varied widely. Most of them
(ten) reported that promoting pupils’ mental health will help pupils to achieve better
educational progress and but that experiencing mental health problems could be a significant
barrier for other pupils’ academic achievement. As one teacher put it, “Pupils will be able to
manage academically because they will emphasize their academic achievement more.

Therefore, if they are psychologically well, I think they will learn more” (L). Another teacher
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stated that: “Their academic achievement will be improved because they will not feel that

they are different from their peers or behind them” (F).

Considering the over-emphasis placed on academic achievement within the educational
context in Kuwait, particularly in regards to Kuwait’s highly demanding education system,
many of the interviewed teachers (seven) considered some degree of negative academic
effects would be experienced by pupils as a result of the promotion process. They highlighted
a number of potentially detrimental effects associated with promoting mental health amongst
their pupils. One teacher put it this way:

“We are required by administrators and inspectors to cover all this extensive curriculum

content in a limited time. How can we find time to consider pupils’ mental health?” (M).

One teacher also reported that “Although promoting pupils’ mental health could lead pupils
to get better support, it might lead teachers to be busier than they already are and affect the

other children, especially the talented pupils; these gifted pupils may feel frustrated” (H/M).

Another teacher stated that the effect of promoting pupils’ mental health will be the impeding
or slowing down of the learning process and academic achievement of other pupils: “For
some educational stages, like middle school, the teaching process requires that teachers
conduct a variety of activities in order to allow pupils to acquire the necessary learning

skills. This in turn will demand time and might slow down their learning” (M).

With regards to the views of teachers of enhancing mental health, it may be stated that there
was much debate surrounding the academic results associated with promoting pupils’ mental
health, which thus emphasises the mixed views of teachers in this regard. Furthermore, there
was the view that pupils with good mental health are more likely to achieve promising
academic results; however, it was held by teachers that time spent on promoting this area

means teaching could be affected, impacting negatively upon the learning progress.

Furthermore, it was highlighted by teachers that the more years of teaching experience, the
greater the potential positives for the way in which teachers can recognise and interpret
mental health issues amongst their pupils. As one teacher put it: “Teaching experience can

show when there is a problem. Experience can give an indication of the norm” (7).
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Another said: “When teachers have more years of experience, this might give them good
experience of mental health issues. It might be the case that young teachers, with less
experience, might feel more concerned by pupils’ mental health issues, as they might be less

experienced in dealing with such situations” (L).

Teachers’ level of education was also found to repharse as influencing teachers’ perceptions
of promoting pupils’ mental health. One teacher suggested: “I think that teachers’ level of
education is important here. Better educated teachers are more aware about pupils’ mental
health issues, because when they study more, they will be more open-minded and will have
read in different areas” (S/S).

6.3 Teachers’ feelings about promoting pupils’ mental health

The findings from the interviews revealed a range of mixed affective responses and emotions
in relation to the promotion of mental health among interviewed teachers. For example, most
of the teachers (ten) showed positive feelings towards promoting pupils’ mental health.
Teachers’ responses indicated that teachers feel optimistic about promoting pupils’ mental
health and they think that it is a good idea. One teacher said: “Promoting pupils’ mental
health is an excellent idea and | strongly support it. | believe that it will help pupils to
maintain their life at all levels; academically, socially and emotionally” (K). In contrast,
some teachers expressed some fearful feelings and worries that outcomes may not be
desirable, owing to the concern that they may be unable to recognise mental health problems

in their pupils.

One teacher’s fears were justified by saying: “Personally, I would like to participate in
recognizing pupils’ mental health problems; however, | feel scared of these mental health
issues. I don’t think that I will feel comfortable if I have pupils with mental health issues in
my classroom. In addition, teachers will spend extra time on these issues, which could lead

them to feel stressed and uncomfortable ” (H/M).

Another teacher said: “We feel comfortable and enthusiastic about the idea. However, we
feel worried about the outcomes. The promotion process might affect the learning processes
for the whole class” (M).

Additionally, teachers also voiced concerns regarding the roles adopted by administrators,

head teachers, inspectors and policy makers, with such school staff commonly described as
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being unaware and uneducated concerning the requirements necessitated by the process,

particularly in a practical sense. As one teacher said:

“Administrators and head teachers may be less informed about the daily practices of
promoting pupils’ mental health, and the processes that teachers need to follow in their

classroom. So they need to be involved in these processes” (H/M).

In addition, the data derived from the interviews suggested that the degree (severity) and the
type of pupils’ mental health problems could be a source of these fears. One teacher
mentioned that: “Teachers might not be able to support these pupils in their classes.
Especially, if a pupil's problems are less serious and do not threaten the teacher’s safety, wWe
might be able to support them” (S/S).

6.4 Teachers’ intentional behaviours

Despite the contradiction of perceptions about their feelings and beliefs, teachers’ perceptions
about their behavioural intentions towards promoting pupils’ mental health were generally
positive. Such intentions were not always explicitly stated, though can be comprehended
from teachers’ responses to many issues related to the practice of promoting pupils’ mental
health. Although some other perceptions that emerged from participants’ responses were
brief, they were fundamental in impact, and can be categorised under the term ‘conditions’.
Teachers’ concerns represented the conditions that should be in place to put promotion into
practice. These conditions relate to other themes of the study, and they will be mentioned in

more detail in this chapter.

Teachers showed readiness to accept the undertaking of the promotional process. Such views

are clearly represented in the following response:

“I am happy to accept my responsibility regarding promoting pupils’ mental health, but I do
need support from the school’s head teacher and administrators. Also, | need information

sources regarding pupils’ mental health issues” (SIS).

Teachers also emphasised their inclination to alter and adapt their styles of teaching with the
aim of ensuring their responsibility was managed properly and the approach implemented as
required. As one teacher said: “Promoting processes could be actually and easily
implemented if teachers used more developed teaching strategies. By focusing on the

necessary information, space for pupils’ mental health issues will be offered *’ (T).
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In fact, a number of the teachers (six) were very enthusiastic about the prospect of changing
teaching styles and incorporating mental health considerations within their usual educational
plans. However, a lack of understanding of the ways in which this can be achieved
persiststed, with plans involving mental health issues still not implemented. As one teacher

said:

“We have not taught or delivered such mental health topics before, or planned any lessons
including this content. Personally, I normally try to change my mode during teaching so that
| can wake pupils who are not paying attention, or slow down to allow pupils to catch up with
me. Sometimes, | do my best to recognise all pupils’ attention. However, I have never

discussed pupils’ mental health issues in my class” (H/M).

One important point is that teachers’ readiness to promote of pupils’ mental health was
conditional upon a co-operative school environment or community. As one teacher stated:
“All the institutions in the community need to participate in this promotion, as this will
provide a co-operative and supportive school environment that leads teachers to feel

encouraged to implement these promoting processes” (L).

Additionally, some teachers (seven) viewed co-operation between teachers and parents as a
condition for the implementation of promoting pupils’ mental health. As one teacher
mentioned: “Co-operation and support from parents for teachers is important to ease the

task of considering pupils’ mental health issues” (M).

Moreover, most teachers (eight) reported that the level of awareness of everyone’s
responsibility in promoting pupils’ mental health needs to be raised. As one teacher said: “All
people, including parents, school staff, researchers, social workers, and all members of

society, need to know that they have a responsibility in this area” (K).

The need for training emerged again as a condition and requirement demanded by teachers in
order to promote pupils’ mental health; as one teacher reported: “We need more training in

mental health issues before we are asked to show our responsibility” (H/M).

To put it briefly, the data derived from the interviews suggests that most of teachers voiced

generally positive views in regard to their responsibility for promoting pupils’ mental health.
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However, responses of other teachers indicated teachers’ negative views about this role,
which were justified by either personal or administrative concerns. In general, teachers’
perceptions were concerned with the provision of personnel and environments that support
them. The data indicated that these conditions encompass providing regular teachers with
mental health information resources, mental health training and educational courses, and
creating collaborative partnerships between teachers and parents, social workers and mental

health counsellors.

The responses provided by teachers and the discussion of these indicate their understanding
in regard to the promotion of pupils’ mental health, as well as emphasising the complexity
associated with their perspectives; nevertheless, there is a lack of rationale for why teachers
choose to respond in this way, and why they show positive behavioural intentions towards
some points of the promotion processes, and negative ones to others. Why did they
understand the mental health concept differently? Although teachers showed positive beliefs
towards pupils’ right to live mentally healthy lives, they were predominantly less than
comfortable about the promoting process, especially the inclusion of pupils with mental
health problems in their classes, and their perceptions of the academically negative outcomes
of the promotion process. Is it just that there is insufficient time to recognize and support
pupils’ mental health issues in the class, due to excessive teaching demands, or is it reflective
of their general attitudes towards mental health issues? Alternatively, one may ask whether
these responses reveal that teachers feel they are not equipped with the knowledge and skills
needed to promote pupils’ mental health. How can this inconsistency be explained? These
questions need more in-depth analysis of teachers’ responses and this will be offered in the
discussion and implications chapter (Chapter 7), which aims to look beyond the text and

establish the context of the given responses.

6.5 Perceptions of the impact of the socio-cultural context

Following analysis, it was established that there are various socio-cultural contexts
understood as influencing teachers’ perceptions of promoting pupils’ mental health, and
consequently affecting the movement towards the implementation of promoting pupils’
mental health in Kuwait. This theme reflects many factors related to the socio-cultural
context in which the study was carried out, such as the common religious beliefs about the

causes of mental health problems and the approaches to dealing with such problems, the
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cultural beliefs associated with mental health issues, and the nature of the educational system
in Kuwait. In fact, this point was not explicit in teachers’ responses; rather it was implicit in

their shared way of thinking. This theme is represented in Figure 6.3.

Socio-cultural context

<

Contradictory religious _ Perceptiorls about
beliefs different social contexts
A\ 4
A 4 Y i
Experiencing Experiencing - Family’s role:
mental hez.ﬂth mental hez.:llth Parenting styles
problems is a problems is a
test from God punishment -School’s culture and ethos
from God

- Parents’ opposition to teachers’
involvement

Figure 6.3 Different socio-cultural contexts

6.5.1 Contradictory religious beliefs

Teachers’ responses indicated that there are two main common conceptions linking their
religious beliefs to beliefs about mental health and promoting mental health. First, most of the
teachers (ten) highlighted those beliefs regarding mental health as being a matter of the soul,
since the achievement of the inner happiness which guides one to mental health can be
attained through fulfilling religious duties towards God, ‘Allah’. These beliefs also stressed
that experiencing mental health problems is a test from ‘Allah’. Teachers reported that
promoting mental health, according to these beliefs, needs to be accomplished through
religious duties, strengthening of faith and believing in God. One teacher illustrated this view

clearly by the following response:

“These beliefs are linked to Arabic and Islamic culture. For example, people in the past, and
even now, have considered mental health problems to be the result of the ‘evil eye’ or ‘touch
of jinn’, and have held that a traditional healer is able to drive the ‘evil eye’ away. Many
people here in Kuwait believe that experiencing mental health problems is a test from God,

given to certain people to understand their level of belief in God” (S/S).

169



She added: “If their children have mental health problems, this means that God is testing
them through their children. They think that God, “Allah”, is testing peoples level of
religiosity, patience and confidence in Allah; those who succeed in this test will get a very
great reward in the hereafter” (S/S).

She concluded: “As a result, people need to face their problems without complaining,
increase their prayers and strengthen their deep relationship with ‘Allah’, as this is the only
way to heal their problems. | believe that people are still affected by these cultural and

religious beliefs in dealing with children and their mental health problems ” (S/S).

Another teacher stated that “The right way to promote pupils’ mental health is through
teaching pupils their religious duties and how to strengthen their relationship with God,
‘Allah’” (L).

On the other hand, six teachers expressed the opinion that mental health-related problems are
occasionally considered to be punishment from God, and that this view is held by some

parents, who prefer to hide their children due to their fears of stigma. One teacher explained:

“Parents for example might be affected by these beliefs and take their children who have
mental health problems to those healers. Then, they will not communicate with and inform
their children’s teachers, counsellors and social workers about their children’s problems,

because parents are hiding their children’s suffering even from family and cousins” (H/M).

He continued: “Some parents could avoid seeking help from a school counsellor because
they don’t want their children to feel stigmatized and ashamed before their teachers and
peers. They are scared of acquiring social stigma; they are concerned that others will know
about their children’s mental problems” (H/M).

Some teachers (ten) reported that these beliefs could lead teachers to feel more sympathetic
and supportive of those pupils. One teacher said “they might avoid pupils with mental health
problems because they are scared that ‘evil touch’ will be transferred to them, as they
believe. Thus, this will be reflected in the amount of support teachers will provide to pupils.

Nevertheless, these beliefs might be reflected in more sympathy and support from teachers to
pupils” (M).
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To conclude, the two main common contradictory religious beliefs about mental health issues
in the Kuwaiti context could either support or undermine the movement towards promoting
pupils’ mental health. Regarding mental health problems as a test from Allah may be
expected to support the promotion of pupils’ mental health, while viewing mental health
problems as a punishment from Allah, may undermine the promotion process. The
implication here is that these religious beliefs about mental health problems, either positive or

negative, could affect teachers’ perception and attitudes towards promoting pupils’ mental
health.

6.5.2 Perceptions about different social contexts

Teachers’ responses indicated that there are a number of social contexts which impact on
teachers’ perceptions and attitudes towards promoting pupils’ mental health in Kuwaiti
schools, consequently either facilitating or discouraging such a promotional process.
Regarding social contexts, the opinions of teachers are predominantly centred on parents’
expectations of teachers, based on their parenting styles, and teachers’ perceptions about the

family’s role in promoting pupils’ mental health.

Parents who consider their children to be experiencing mental health issues may be reluctant
to voice such concerns owing to the stigmatisation and shame associated with such a
problem. In relation to the family context, which is recognised as being the intermediary
between school and society, it was highlighted by some of the sample (eight teachers) that
parental styles may also negatively impact on the way in which pupils experiencing mental
health issues may be dealt with, which may be the case amongst parents who are overly
protective or sympathetic. As one teacher said: “We still have some parents who try to hide
their children’s problems and have not allowed them to go to the school. Many parents insist
on hiding their children’s mental problems from the beginning until the problems become
serious.... how can we work toward promoting pupils’ mental health with such beliefs in

parents’ minds? ”(L).

Some parents oppose the involvement of professionals or even teachers in issues related to
their children’s mental health in school. This view might discourage teachers and
professionals from supporting pupils experiencing mental health, pupils who are at risk, or

even other pupils.
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One teacher stated that “Some parents refuse any kind of talk regarding their children’s
mental health; they are very sensitive about these issues. They believe that we are here only
to educate” (M).

Another teacher said: “Some parents show their frustration about their children’s mental
health and ask others to support them; then, if support is made available, they do nothing at
all. They think that it is only our responsibility, not a shred of responsibility lies with them or
school staff” (H).

Some parents also ignore the mental health issues of their children and emphasise only
educational issues. They show no co-operation in this area; as one teacher said, “They don’t
care for their children’s mental well-being, they just come to discuss their grades, and if you

express your concerns, they show carelessness in their responses” (F).

Additionally, many teachers (eight) stressed the impact of the family on pupils’ mental health
and the development of mental health problems. They emphasised the vital role of the family
in supporting pupils with mental health issues and protecting pupils from developing mental
health problems. One teacher said: “I believe that families have a critical role in promoting
their children’s mental health. Family is an important information resource for teachers....It
depends on how much the family pay attention to their children; if they support them, devote
time to discussing their concerns, they will bring up mentally healthy pupils who are able to

deal with their stresses, or at least talk about them and ask for help ” (5/S).

She added: “Other families consider their children'’s mental health issues as a private matter
and teachers are not thought to be qualified or allowed to deal with them. So, teachers will
refuse to deal with these children’s mental health problems. As a result, teachers will feel

more restricted in addressing pupils’ mental health issues” (S/S).

It appears that the school educational context, including schooling system and ethos, is one
concern mentioned by eight teachers as another social context that could affect teachers’
perceptions and attitudes towards promoting pupils’ mental health. Those teachers reported
that schools need to adopt a mental health approach at the core of their ethos, by setting
policies and regulations and expecting all school staff to be responsible for promoting pupils’
mental health. As one teacher stated: “It should be a whole school context, not only related to
teachers: it must be relevant to the school system. Everyone should believe and work under

the theme that mental health is a vital component of a young person’s overall health. There
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should be a policy that obliges teachers to participate in this responsibility” (L). Another
teacher said: “Teachers are not adequately equipped with a reasonable mental health
background. So if you need them to participate effectively in this domain, all who are
working in school need to collaborate with them and support them, including counsellors,

head teachers, social workers...etc. It is a team task” (F).

To sum up, the data indicated that there is an interconnection between teachers’ perceptions
of promoting pupils’ mental health and the different socio-cultural contexts with the wider
context of Kuwait. The analysis of this interconnection has revealed many features of these
themes, related to the requirements of promoting pupils’ mental health (highlighted
previously), the barriers to, and changes required for, putting the promotion of pupils’ mental

health into practice, which will be highlighted in the following section.

6.6 Teachers’ perceptions about barriers to promoting pupils’ mental
health

This section focuses on the second question of the second stage of the research: What are
Kuwaiti teachers’ perceptions in relation to the barriers to promoting pupils’ mental health?
The data identified that a number of barriers were perceived by teachers in the context of this
study that have an impact on teachers’ perceptions of promoting pupils’ mental health. These
barriers have been broken down into four main groups: personal, interpersonal, structural-
organizational, and socio-cultural barriers. Each of these groupings comprises categories and

sub-categories.

Firstly, personal barriers relate to the teachers themselves. Secondly, interpersonal barriers
refer to the impact of various individuals with whom the teacher comes into contact
throughout the educational process. Thirdly, structural-organizational barriers are associated
with the education system, school context and daily practices. Fourthly, the socio-cultural
barriers relate to the social context. All the groups and categories were linked and interact,
which affects the way in which teachers perceive mental health promotion amongst pupils,
the attitudes of teachers concerning pupils’ mental health promotion, and the application of

the promotion process.
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Personal barriers

Lack of awareness about role and
responsibility

Inadequate knowledge about mental
health

Inadequate training
Teachers’ negative attitudes

Being stressed and under pressure

Interpersonal barriers

Lack of communication between
parents and teachers

Lack of co-operation between
specialists and teachers

Resistance among administrators
and inspectors

Structural-
organizational
barriers

Lack of information
resources

Barriers to
promoting
pupils’ mental
health

Concerns over workload
and time limits

Absence of an educational
policy

Inadequate funding

Curriculum & examination
system

Socio-cultural barriers
School’s culture and ethos (social view of schooling)
Social stigma towards mental health issues
Cultural and religious beliefs

Inappropriate media representations of mental health issues

Figure 6.4 Barriers to promoting pupils’ mental health

6.6.1 Personal barriers

These barriers include different personal levels related to areas of teachers’ awareness of

responsibility for promoting pupils’ mental health, teachers’ attitudes, their knowledge, their

training skills regarding promoting pupils’ mental health and teachers’ feelings of being

stressed and pressured. The following section will present a description of how teachers

participating in the study perceived these personal barriers.

o Teachers’ negative attitudes

The data derived from the interviews revealed that most respondents (ten) perceived teachers’

negative attitudes towards pupils’ mental health issues as an important barrier that could

undermine the promotion of pupils’ mental health. One teacher said:
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“Yes, promoting pupils’ mental health will be great for most pupils. But I do not think that
the task will be easy for teachers” (H).

Another teacher said: “How teachers feel about pupils’ mental health issues correlates with
what they believe. Personally, what | normally know about mentally disturbed people is that
they can be violent and dangerous. Sometimes, | feel scared when | hear that some pupil has
shown signs of these mental difficulties in other teachers’ classes. I don't like to talk about it.

I hope I will not face it in my class” (5/S).

¢ Inadequate awareness about teachers’ role and responsibility

The data suggested that the viewpoints of teachers regarding their responsibility were
perceived by them as an important barrier to promoting pupils’ mental health. Teachers
believe that they might have some responsibility but not all the responsibility in this

promotional approach. The following response is indicative of many teachers’ views:

“Perhaps many teachers believe that promoting pupils’ mental health is not their
responsibility... Maybe they are right. Personally, | think that it should rest with mental
health counsellors in schools. However, | also believe that teachers' significant position
requires them to participate in this responsibility, since pupils’ mental health is crucial and

affects academic achievement” (S/S).

However, many teachers considered that part of their responsibility and role is to identify
barriers to educational progress, rather than to recognise mental health issues: “An individual
can be taught a subject provided there is receptiveness and the willingness to learn.

Accordingly, barriers to learning need to be identified and managed” (M).

e Lack of knowledge about mental health issues

Ten out of twelve participants indicated that they lacked knowledge about issues related to
pupils’ mental health. They perceived this lack as a barrier that could hinder the movement
towards promoting pupils’ mental health. One teacher said: “The area of pupils’ mental
health issues is wide, and we need to know more about it before any promoting processes are
undertaken. Knowledge will assist us to understand pupils’ mental health issues more. Also,
we will feel more confident in discussing and sharing their concerns and asking for advice if

they recognise our knowledge in this area” (H/M).
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e Inadequate training skills

It is also clear from the data that most teachers (ten) perceived their inadequate training skills
as the main barrier to pupils’ mental health promotion. Thus, this training could reinforce
teachers’ capacity to help pupils to deal with stress and to solve mental problems, and
teachers’ capacity to identify such problems. It was further emphasised that training is critical
in the arena of mental health issues, not only in terms of enhancing their overall capacity to

promote mental health but also in changing their attitudes, as is highlighted below:

“Being equipped with the appropriate skills can be useful in allowing us to be reassured and

confident that pupils with mental health problems can be helped” (H).

“I think that teachers need to learn more to adapt their teaching approaches to help pupils in

the area of their mental health” (M).

One teacher reported that teachers might resist these training programmes: “We might find it
hard when we start training, but by the time we get more training, we will begin to be more

able to deal with these issues” (F).

The data suggested that inadequate training in the promotion of pupils’ mental health is
predominantly owing to the shortage of mental health courses delivered through the MOE.
One teacher said: “The ministry do not provide us with mental health training workshops. |

could not remember having been involved in such programmes’’ (M).

Some teachers (eight) expressed their views on what such courses should comprise, and the
ways in which they could be delivered:

“I think that training needs to be approached in two ways: mental health issues in general,

and training specialized in a certain area of mental health’’ (S/S).

“If training was provided through a trained educational and mental health professional, this
would be useful in increasing and maintaining awareness amongst teachers. In this situation,
training could be carried out in an educational context...looking at the mental health

problems that could be experienced by pupils in an educational environment’’ (M).

“Once we have the appropriate training and knowledge courses relevant to what can help us
to be able to recognize mental health problems among our pupils in the classroom, and

support them, we will be more self-confident and able to participate in the promoting
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processes. If they are serious about their training and educational courses, they should plan

and organize them carefully, and they should be continuous” (S/S).

“Training could prove to be invaluable if there was someone able to teach the skills and

knowledge needed to identify mental health issues and the actions to be taken’’ (F).

“Training should comprise techniques on how to deal with someone in a classroom

environment” (L).

“Personally, I have not enrolled on any training course concerning mental health, although

if this was needed, it should be taken. It should be on-going and not sporadic or short-term ™’

(H).
e Being under pressure

Generally, most of the sample (eight teachers) held the view that the educational policy
currently implemented within Kuwait places too much emphasis on academic attainment,
which creates a significant issue in the promotion of pupils’ mental health. The teachers
further voiced their opinion that this policy causes a great deal of stress in various areas,
including accountability, administration and inspection issues, examination, parents’

expectations, and responsibility, as illustrated in the following responses:

“The extra demands that we are required to do to participate in the task of promoting pupils’
mental health and recognizsng their mental health issues could lead us to feel more stressed

and overwhelmed than we already are” (S/S).

“Teachers need to be taught how to overcome our stresses before being asked to help our
pupils to do that’’ (H/M).

6.6.2 Interpersonal barriers

Interpersonal barriers include parents, school administrators, inspectors and peers. These
barriers could include lack of communication between parents and teachers, lack of co-
operation between specialists (e.g. counsellors, educational psychologists) and teachers, and

resistance from administrators and inspectors.
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e Lack of communication between parents and teachers

Although it was highlighted by many teachers (eight) that a number of parents are involved
and co-operative in discussing children’s mental health issues with teachers, it was noted that
parents could be reluctant to do so. One teacher comented on that: “Some parents have fears
of talking about their children’s mental health. They believe that teachers should not be

involved, because they don’t have the right or the experience to do so” (H/M).

Most teachers (ten) referred to parents’ limited participation for other reasons, related to
parents’ lack of confidence and trust in some teachers. One teacher said: “I know that some
parents do not show the expected participation with us regarding their children’s mental
health issues, because they consider us as non-expert and perhaps not trustworthy” (K).
Another teacher said: “They are afraid that their children’s mental health issues will become

the chief topic in the teachers’ room” (M).

Another reason reported by teachers that could make parents tend to not talk to teachers in
schools about their children’s mental health issues is their fear about labelling and social
stigma. Teachers mentioned that parents may feel that this stigma would follow their children
for the whole of their lifetime. One teacher said: “They believe that they will be labelled with
these mental disorders, and will subsequently not have the opportunity to get a good job in
the future, or choose a certain faculty, or even a specific major at university, as their medical
history will be recorded in their Civil ID. As a result, they might prefer to discuss their
pupils’ mental health issues with private specialists in outside clinics, and refuse to allow
school counsellors or teachers to take part, and they might remain silent regarding their
children’s mental problems” (H/M).

e Lack of collaboration between specialists and teachers

Nine teachers mentioned that the lack of collaboration between mental health specialists in
schools and out of school is a critical interpersonal barrier to promoting pupils’ mental health:

“Counsellors and teachers need to work as a team to maintain pupils’ mental health” (L).

Another teacher claimed: “We often need to get help from specialists if we feel that
something is wrong. Having a good connection with them will benefit pupils effectively. We
need to work as a team. | mean all people who work at school need to work together to

support pupils’ mental health” (M).
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¢ Resistance among school administrators and inspectors

Several responses (eight teachers) emphasised the views held about school administrators that
difficulties and issues could potentially worsen if mental health promotion was implemented,

as indicated by the following response of one teacher:

“As a teacher, it is common to feel irritated by the school administrators and the way in
which they handle staff; it decreases motivation and willingness to teach. We end up holding
the belief that inspectors and head teachers may not be capable enough to control the
process. Such people may not be prepared enough to deal with such issues and may be
unaware of what is happening. Some issues and conflicts may subsequently arise between all
involved” (M).

The role of administrators and inspectors was highlighted by another teacher, who stated that:
“Teachers’ preparation notebooks are the main concern of inspectors and head teachers
alike. There is no flexibility regarding the preparation of lessons and teaching plans. There is

uncertainty concerning how permission will be given to discuss mental health issues” (H/M).

One of the most important points raised by the sample in this regard is that they are worried
about their professional career, owing to the fact that administration could impact on
teachers’ annual reports by giving formal reports to higher bodies. One participant claimed
that: “The annual reports of pupils essentially depend on memorisation and academic
attainment. Accordingly, any additional plans or activities might not correspond with
teachers’ reports. Any subsequent plans of promotion would need to be viewed by teachers as

additional to their curriculum tasks” (H).

The data suggested that the lack of collective educational leadership, as was clear through
school staff partnerships, was a possible issue with regard to the adoption of a programme
aimed at enhancing pupils’ mental health. All of the staff involved in education within a
school environment need to work together so as to establish a school culture that facilitates

pupils’ mental health, subsequently affecting educational achievement.

6.6.3 Structural-organizational barriers

Structural-organizational barriers relate to workload and lack of time, lack of information and
resources, lack of funding, absence of an educational policy for promoting pupils’ mental

health and the restrictions imposed by the curriculum and examination system.
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e \Workload and lack of time

Most of the sample (ten teachers) hold the view that they will be forced to shoulder additional
responsibilities and work if pupils’ mental health promotional initiatives are adopted,
claiming that there will not be enough time to prepare and plan lessons and educational

materials as well as to manage in-classroom behaviours.

One teacher said: “Most of the time I don’t have the chance to prepare different materials for
my pupils within the regular daily lesson plans; how can you ask me to plan to teach my
pupils about mental health issues, or even think about recognizing signs of mental health

problems among those pupils?” (M).

According to teachers’ perceptions, a further concern interrelated with workload and time
was a lack of teachers, in addition to teachers’ hectic schedules. This is seen through the
following comment of one teacher: “As you know, teachers’ schedules are often changeable
because of the shortage of teaching staff or the absence of some teachers. Also, our schedules

are very crowded” (L).

Moreover, many teachers (eight) thought that they would sacrifice other pupils if they spend
more time in dealing with, recognising or managing ways to assist pupils with their mental
health concerns. As one teacher said: “Paying extra attention to pupils who are experiencing
mental health problems, or recognizing their mental health issues in my class will require me
to take attention away from other pupils, and waste time that should be spent in teaching the
class” (H).

Moreover, the majority of teachers (ten) were worried that they would be exploited and over-
worked through having to adopt a number of roles, with one of the sample claiming that the
instructional routine would be interrupted with the promotion of pupils’ mental health. One

said:

“If I am to think about promoting the mental health of pupils, I immediately think I will need
to take on additional roles to the usual teaching routine. We will be required to carry out
extra activities and tasks, which is likely to result in a lack of time being directed towards
pupils’ academic attainment. How can mental health issues be afforded attention when there

are other tasks to be carried out?” (H/M).
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e Lack of information resources

It has been ascertained through the data that all of the participants felt, to some degree, that
they were not ready to address pupils’ mental health issues, with a lack of information
sources commonly cited as being responsible for their perceived inadequacy to deal with such

an area. One teacher said:

“Unfortunately, there is a lack of information sources, like booklets, brochures or books for
teachers to acquire more information related to pupils’ mental health. I know that we have
counsellors; however, their role is not effective in schools. We noticed that the only thing they
usually do was to refer those pupils to specialists if the situation got worse. | think that
schools are not adequately equipped yet. Sometimes, if we recognize that any pupil has
mental health problems, we feel that we need to know more about his problem, but sources

are poor or sometimes not available at all”(S/S).

e Lack of funding

Lack of funding to finance the promoting process was not perceived by all teachers as a
major barrier, though one teacher expressed her concern regarding the funding barrier saying

the following:

“Head teachers and administrators of schools usually receive an annual budget for their
schools from the Ministry of Education in Kuwait and they always report that this budget
barely satisfies the financial needs of schools. Personally, I don 't think that they will spend a
major part of this budget on mental health issues. Their excuse will be that psychological
counsellors are already appointed in schools. I think that we need more funding to be able to
provide what teachers need to take part in this promoting task. Kuwait is a rich country and it
should be a priority to finance projects and school approaches related to promoting pupils’
mental health” (S/S).

Another issue which is closely related to funding is the salaries of teachers. It emerged as a
concern, with most interviewees (eight teachers) complaining about their low salary
compared to the salaries of other jobs. The comment of one teacher reflects this view: “I
think that any new policy implemented would need financial support. Teachers need to be
rewarded also. Their job is hard and salaries they receive are low. Why do they not raise our

salaries if they are asking us for extra tasks?” (H/M).
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Nevertheless, most teachers (ten) indicated a somewhat more humanitarian belief that
involvement in promoting mental health amongst pupils concerns not only fiscal factors but
also moral responsibility and commitment: “Even if we have limited support, poor resources,

and low salaries, I think that our responsibility is a sense of humanity” (M).

e Absence of an educational policy for promoting pupils’ mental health
It was acknowledged by a few teachers that considerations regarding pupils’ mental health
should be shouldered by the School Mental Health Service Department; however, an
educational policy geared towards teachers’ involvement in promotion is currently lacking, as
several teachers (seven) commented. One said: “Unfortunately there is no policy set within

the education system in Kuwait that would oblige them to take up this responsibility” (L).

Another teacher reported: “The only thing I know in this area is that if anything serious
emerges we are required to refer pupils to the school counsellor. I know that there are

policies for teaching pupils with special needs or retardation” (S/S).

e Curriculum and examination system
According to the data, participants maintain that the examination system and curriculum
raised a number of issues in regard to mental health promotion, with a strong link recognised
between the two. However, the teachers did not voice any concern regarding the objectives of
the curriculum; as one teacher said: “I do not think that we need to change the aims and goals

of the curriculum; what we need to change is the content and the examination system” (S/S).

From the teachers’ perspective, the examination system is fundamentally responsible for the
lack of progress in mental health promotion amongst pupils. Ten teachers stated that there is a
conflict between the examination system and the teaching curriculum, with the latter
emphasising that pupils should be assessed in terms of their capacity to memorize textbook
content. Accordingly, pupils’ evaluations are based on achieving good levels in this regard,
although this ultimately fails to address other factors, including difficulties associated with
family, physical or mental health. One teacher stated that, “/n exams, only one format is used,
and this can only demonstrate the level of memorization of the text. Thus, we need to think
about alternative forms of evaluation and assessment, considering other areas of pupils’ lives

when evaluating their academic achievement” (S/S).
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6.6.4 Socio-cultural barriers

Teachers’ perceptions of socio-cultural barriers included the school culture and ethos (i.e. the
social view of schooling), cultural and religious beliefs about ways of dealing with mental
health problems, inappropriate media representations of mental health, and the social stigma
attached to mental health issues, which have their impact on teachers’ attitudes towards

promoting pupils’ mental health.
e Social view of schooling

Many of teachers (nine) have a strong belief that the lack of a school ethos that considers
pupils’ mental health to be at the core of school could be a potential barrier to promoting
pupils’ mental health. Teachers reported that the culture of school needs to go beyond the
traditional culture which assumes that schools are not a place for socialization, but a place for
providing learning and meeting academic needs. Despite the fact that most of teachers
(eleven) reported that such promotion needs to be the central role of schools, they were
concerned that this description does not represent reality at the current time. Almost all the
teachers argued that the current Kuwaiti system has no social role, and this could be
considered a significant barrier to the implementation of promoting pupils’ mental health.
One teacher said: “The majority of pupils are enrolled in education to fulfil parents’ and
teachers’ expectations, satisfy attendance requirements, and achieve promising grades.
Practically, such needs mean that pupils are usually not able to spend much time becoming

involved in social roles” (M/S).

Furthermore, a number of the teachers (eight) also recognied the apparent inconsistency
between the teaching and learning reality within schools and educational policymakers’

objectives. This was noted by one teacher in the following comment:

“‘It is necessary for us to adhere 10 specified teaching plans and subjects, and diverting away

from this could mean the teacher into trouble’(R).

In the view of some of the sample (nine teachers), school failure in implementing pupil’s
mental health could be due to the overall nature of the curriculum, which is very
comprehensive, demanding and informative, and this ultimately means there is no room left
for additional activities that could help promote pupils’ mental health. This is highlighted by

one of the participants, who claimed the following:
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“The curriculum adopted by schools is somewhat unproductive. The key role, as a teacher, is
to ensure pupils are provided with knowledge and information, and so there is little time left

for additional activities” (M).

Another teacher made reference to the ethos and overall position of the social perspective

within the school’s system, stating the following:

“In reality, teaching is very different from the theory taught at university. Essentially, it is a
competition to fill pupils’ minds with the most knowledge and information in preparation for
tests and examinations, and attendance levels. There is no additional time or space for
emotional and social considerations. Ultimately, high grades and academic attainment are

most important, but this results in poorly prepared citizens” (H/M).
e Cultural and religious beliefs and social stigma

The data suggested that the overall understanding of the public in terms of mental health and
the promotion of such is significantly influenced by a number of key factors, such as culture,
religion, and spiritual background. This understanding is seen as particularly strongly

influenced within societies such as Kuwalit.

The effects of religious beliefs on the way that people deal with mental health issues, and the
encouragement given to seek religious healing rather than counselling, were highlighted by
nine teachers; as one teacher said, “Many people believe that mental health problems could

be a result of ignoring religious duties and signs of weakness of faith” (F).

Another teacher stated that “They believe that mental problems are the results of a lost soul
and attraction to the devil. People can cope with these mental health problems through a
deep relationship with their God and seeking help from religious healers, which could give
hope of relief through God, "Allah’” (H/M).

A teacher also emphasised the priority placed on seeking religious help to promote one’s own
mental health and assist other to do so: “Our religion encourages people to help individuals

facing mental problems and guide them to the right way through the Holy Book” (M).

Seven teachers reported that these cultural and religious beliefs could be reflected in how
parents deal with their children’s mental health. One teacher related the following:
“Some parents might seek help from religious and traditional healers instead of seeking help

from professionals. Then, parents also might continue treating their children through those
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healers in spite of the fact that many of them believe that their children need to go to mental
health specialists ” (S/S).

She continued: “One explanation could be the healers’ desire to secure parents’ endowments,
as they convince parents that their child has a "jinn touch™or "evil eye", and that they should
keep coming to them or their child may die. What normally happens is that these religious
healers provide some blessed water and recite from the Holy Book, the "Qur ‘an”. Traditional
healers provide incense and medicines based on herbs to treat people with mental health
problems ” (S/S).

She also mentioned this story: “I still remember a story from one of my cousins, whose
daughter was suffering from a mental health problem. The teachers informed her father that
his daughter was not participating in the class activities, not interacting with her peers and
teachers, and spent most of her time alone in the school. Thereafter, her father prevented her
from going to school, and hid her in the house. He did not allow her to sit with us when we
visited. Sometimes | could hear her hysterical screaming. He sought the help of some of the
healers, and they told him that his daughter was a demoniac or had a “touch of jinn”. The
healer hit her and used his traditional tools to treat her. Her case got worse until she lost her

appetite and ability to sleep. Then finally she died ” (S/S).

Society’s view of mental health issues, and the negative attitudes towards the subject of
mental health and those who have experienced mental health problems, were mentioned as
important barriers in the area of promoting pupils’ mental health. The two following

responses are indicative of this view:

“The misconceptions and stereotypes they hold about mental health issues derive from the
stories they heard from their family and cousins when they were children. These stereotypes
could strengthen the stigma around mental health issues. As a result, if they experience any
mental health issue, they will feel embarrassed to talk about it with anyone because they are
scared of being labelled” (H/M).

Such views are consistent with what teachers say about the negative attitudes towards mental
health issues and mentally ill persons. This point was also highlighted in the personal barriers
section (6.6.4); it also seems that the moral code of Islam is contradictory in terms of dealing

with those people in need. Less than half of the participants (five teachers) hold the view that

185



religious and social contexts associated with mental health understanding are a key barrier to
the promotion of such. For instance, the following was stated: “The negative view of these
mental health issues puts blame on our departure from the Islamic religion. People need to
follow the manners of their prophet, who dealt with those persons gently and respectfully, as

our religion encourages us to do” (U).

The interviewed teachers viewed attitudes and social views concerning mental health issues
in a negative light, arguing that Islamic morals and such views are not complementary, and
further recognising that social behaviours are a key concern. Furthermore, they indicated that
social behaviours and beliefs have been affected by non-spiritual practices, with one teacher

stating:

“The key problem is individuals’ social behaviour. In my opinion, religion is not to be
blamed for this social stigma. There is no difference between people in our religion. Our

religion encourages us to be careful to not label anyone for his flaws” (F).

The data suggested that the social attitudes towards individuals with mental health issues may
be viewed as a possible barrier to the application of pupils’ mental health promotion, with
such perspectives essentially influenced by socio-cultural beliefs. An interesting theme which
may result from this is the inconsistency between mental health issues and their social
construction, and the religious ideals held by people in relation to such issues. People may be
seen to treat people suffering from mental health issues well, but obstructive behaviours also
continue to be witnessed; thus, when considering the attitudes of people towards mental
health issues, particularly teachers, some degree of attention must be directed towards the

broader social context, the educational context, and the religious context.
« Inappropriate media representations of mental health issues

The data provided a great deal of evidence to support the view that public perceptions of
mental health issues are significantly affected by the media, such as through the inappropriate
representation of those suffering from mental health illnesses. One teacher stated that, “/
think it is the impact of the media. The way that the media presents mental health issues
negatively gives people incorrect assumptions about mental health issues. The image of
mentally ill people represents danger, crime and violence. In fact, the media feeds these
images of the mentally ill. Maybe these are realistic images, maybe not. However, it is
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scary... a threat to our lives if we so much as talk to them. They sometimes represent them in

a way that leads others to laugh at them” (S/S).

Another teacher said: “Mental health issues bring to my mind those crazy, dangerous people
with messed-up hair, smelling bad and having an ugly appearance, being dressed

inappropriately and homeless......I hope that I do not face anything like this in my class” (M).

“How can we ask teachers to recognise pupils’ mental health issues, when many teachers feel
scared about even discussing issues about mental health? Before you ask teachers to
participate in the responsibility of promoting pupils’ mental health, the media need t0 change

their representation of these mental health issues and act to raise public awareness of them
(S/S).

“Though there might be an inner desire among teachers to help pupils with mental health
concerns, such inappropriate representations make them hesitate. 1 was in such a situation

with one of my pupils ” (F).

The teachers recognized a number of different elements as potentially impacting on the
adoption of pupils’ mental health promotion. It is clear that such elements are linked and
work together to affect attitudes towards, and understanding of, the approaches and processes
involved in enhancing mental health amongst pupils. Furthermore, it should be acknowledged
that such barriers and their categorisation are not well-defined; essentially, the boundaries
between such categories are hypothetical owing to the fact that something may be viewed as
structural-organizational at one point but as interpersonal at another. However, regardless of
such interconnectedness, it is evident that there are various clashes between the various

barriers and their individual aspects.
6.7 Teachers’ perceptions about changes

Throughout the course of the interviews, there was discussion surrounding the factors able to
support the implementation of mental health promotion amongst pupils. Four key factors
were highlighted, each related to a key category and recognised as potentially contributing to
changes in terms of pupils’ mental health promotion. The four factors are developing
educational policies, organizational and structural changes within schools, societal awareness,

and teachers’ commitment (see Figure 6.5).

187



Teachers’ perceptions about change
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Figure 6.5 Teachers’ perceptions about change

These categories appeared to be able to interact with and subsequently affect the ways in
which teachers’ attitudes, the promotional process, and the adoption of pupils’ mental health

promotion are understood, as shown from the data.

In an attempt to deliver understanding and insight, each of the aforementioned categories is
presented separately. Furthermore, as can be seen from the data, in which teachers commonly
questioned how barriers to change can be overcome, it is necessary to highlight that the

theme of change is significantly linked with barriers.

“I believe life’s nature is centred on change, this cannot be argued. Nevertheless, so as to
progress, there is the need to ensure that all staff within an educational institution, including
teachers, recognise the value of this process, and then work to overcome any obstacles

potentially restricting the adoption of promotional strategies ~(M).
6.7.1 Societal awareness

Most of the teachers interviewed (ten) believe that the social view held by the public in
regard to mental health issues and individuals suffering with such should be amended and

that enhanced public awareness is needed. The teachers placed considerable emphasis on the
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ways in which pupils’ mental health promotion could be achieved in schools, with the sample
recognising numerous key areas able to facilitate such change, namely attitudes towards

counselling, governmental orientation, local communities, media, and parents.

Teachers suggested increasing awareness among teachers, pupils, parents and the school staff
towards seeking counselling, to facilitate dealing with and reducing the negative impacts of
these problems. As one teacher said, “School staff need to be fully aware of the importance
assigned to the mental health of pupils. The Ministry should have a department dedicated to
this area. This department needs to be responsible for arranging activities and lectures to
raise awareness about promoting mental health” (H).

It was suggested by nine teachers that the government, institutions and organisations all have
a role to play in facilitating change. The need for further cooperation to achieve this goal,

such as from local communities, was also noted:

“The government and social institutions are responsible for dealing with the mental health
issues of pupils, not only schools or professional entities. Accordingly, there is the need to

encourage the participation of local communities, businessmen, parents, etc” (H/M).

The Media was also another significant theme needing to be considered as part of the broad
social context in this domain; as one teacher said: “There is the need to change the societal
view of mental health issues if teachers are to feel more comfortable with dealing with this
aspect. It should be recognised that the media is fundamental in changing such views and

increasing awareness, which could help teachers to address mental health” (L).

Another teacher also stated that, “The media are very powerful in terms of enhancing mental
health issues awareness, which can be achieved through campaigns seeking to provide
people with knowledge of the problems and the ways in which help can be received.

Traditional and religious solutions only worsen the problem” (M).

Furthermore, it was highlighted by nine of the participants that the involvement and support
of teachers is fundamental and directly related to local community involvement when seeking
to promote pupils’ mental health in the context of Kuwait. Teachers hold the view that
parents are an essential means to achieving this change as they are able to deliver different
material and moral support, not only for the change itself but also for the school and its

teachers. This belief is highlighted by one teacher as follows:
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“Parents have some degree of responsibility to promote mental health amongst their children,
and they should actively teach and consider the ways in which such problems can be

overcome through communication, both with their children and teaching staff ” (M).

This suggests that the involvement of parents should extend not only to education in the
classroom environment but also to teachers’ concerns with the mental health issues of pupils

and taking part in educating their own children, as proposed below:

“I think that parents also can share the responsibility and give a hand in promoting their
children’s mental health. It is assumed that they should teach them some skills to overcome
and solve their troubles; at least they should be required to support us by telling them to talk

about their concerns with teachers in schools” (H/M).

Most of the sample (ten teachers) stated that social awareness can be achieved through
ensuring that actions take the place of words; as one teacher put it:

“Speeches are of limited value and only a short-term method; processes need to be practical
and consider the design and implementation of clear plans and rules, with the necessary

facilities and resources provided to facilitate change” (H/M).
6.7.2 Policies and regulations

According to the data, most of the participants (ten) hold different opinions regarding the
importance of legislative systems and educational policies in implementing promotional
processes. All of the teachers were in favour of a top-down approach. As one teacher
commented: “Establishing policies supporting pupils’ mental health promotion should be
viewed as obligatory, and so there is the need for the Ministry of Education to establish

policy and legislation to ensure promotion and awareness” (S/S).

In contrast, the data suggested that teachers were also concerned with establishing more
efficient and positive ways through which parents, teachers and pupils could play a role in

terms of policy-making:

“Enhancing the mental health of pupils should not depend on educational or government
policy or regulations; teachers should be creative and inventive to facilitate processes and

their success” (F).
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Although such teachers did give some consideration to their own role in supporting change in
educational policy, there was a call for consideration of the views and opinions of parents,

teachers and pupils prior to any change.

“Parents’, pupils’ and teachers’ voices need to be listened to and taken on board prior to
implementing change. However, realistically, it is recognised that a number of professionals
fail to do so and instead adopt plans without considering the practicalities within the

educational environment’’ (L).

Furthermore, it was also generally held by the teachers (nine of the sample) that the
perspectives of professionals, in combination with study findings, need to be considered by
policymakers, rather than simply taking into account the views of Education Ministers, etc.,
who may not have direct experience with the practical aspects of education. As one teacher

said:

“Professionals, researchers and universities should be utilised as much as possible to make
use of their skills and knowledge, with programmes and policies concerned with enhancing

the mental health of pupils taking into account moral and cultural considerations” (H/M).

The views of policymakers in relation to education overall and the specific consideration of
pupils’ mental health received much criticism from the respondents, who requested that such

views be changed, as can be seen from the following responses:

“The thoughts and views of policymakers affect the decisions ultimately made in regard to

pupils’ mental health issues and promotion in this arena ~ (M).

“There is the need to change policy makers’ thoughts and beliefs if the right approach is to
be selected and adopted, as such individuals are able to make decisions concerning teaching
staff, schools and pupils” (S/S).

The beliefs held by teachers as to the role of policymakers has resulted in them feeling
frustrated concerning any changes to be implemented within the Kuwait education system

and the status of the system itself. This is seen through the following comment:

“Memorisation seems to be prioritised within the educational system, meaning individuals

are forced to neglect their interests and instead follow labour choices” (S/S).
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Furthermore, nine teachers reported that setting a new education policy to implement the
promotion of pupils’ mental health is crucial. As one teacher said: “Pupils’ mental health
policies should be implemented as early as possible, such as from nursery age, as doing so at

a stage of advanced education may be problematic” (S/S).

Finally, as highlighted earlier, teachers feel there is an urgent need for schools’ educational
systems to be changed, with head teachers and administrators needing to be more flexible.
Administrators need to be more concerned with leading and setting examples as opposed to
addressing only traditional issues and adopting a more rigid, authoritarian stance, as this is
recognised as hindering the development of pupils. Such individuals need to be actively
involved in promoting processes so that there is a greater chance of success. As one teacher
said: “Head teachers need to show more flexibility and more interest in learners’ social and

emotional, as well as academic, development” (H/M).

It can be seen through the data that change needs to be two-way, with the needs, views and
roles of parents, teachers and pupils all taken into account alongside the school context and
supported throughout the policy-making process. Furthermore, it was recognised that there is
a great deal of value associated with considering the cultural ethos of Kuwait during the
process of reforming the education system, as opposed to simply implementing policies from
other cultures: “It is known that society holds a number of views and resources, and so the
country’s individual context should be taken into account before applying changes witnessed
in other countries, owing to the differences amongst societies. Importantly, experiments

should not be carried out in the area of education” (M).
6.7.3 Organizational and structural changes in schools

The teachers interviewed emphasised that a number of structural and organizational barriers
are apparent and need to be overcome before pupils’ mental health can be promoted. A

detailed description of these suggestions follows.
e Classsize

A number of teachers (nine) stated that smaller classes are needed in order to ensure such a
promotional process could be implemented effectively, with one of them stating: “If the

process of promotion is to be successful, class size need to be reduced” (F).
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Many teachers (eight) stated that too many pupils in one classroom would cause issues
conflicting with the overall purpose of mental health promotion, and so there should be only a

certain number of pupils in one classroom: As one teacher said:

“Overcrowding in classrooms means the identification of pupils’ mental health issues is
near-impossible. Around 20 or fewer pupils is an ideal number, meaning that mental health

status can be recognised by teachers and issues handled and overcome effectively” (HIM).
e Curriculum and examination system

The data revealed that participants were concerned about the curriculum in respect of its
aims, content, the examination system, overall goals, and pedagogy in general. In this regard,
the participants took into account the content of textbooks and claimed that the curriculum is
far too detailed and that time does not permit the implementation of the process of pupils’
mental health promotion. It was found that, overall, the teachers are dissatisfied with the
curriculum and there is the need to ensure that any surplus or otherwise unnecessary content
is removed. Moreover, it was recommended that the examination system undergo change.
The teachers highlighted that such amendments would ensure adequate time to address the

mental health needs of pupils; as these teachers commented:

“The curricula are full of useless information. They need to be updated and focus on the
important themes required for effective learning. The curriculum should be condensed and
freed from unnecessary information, and made less boring. It should include flexible and
supportive activities. When you ask teachers to recognize pupils’ mental health problems, you
are asking them to take time from their original teaching time which is required to cover this

curriculum. This will make the task hard for teachers” (S/S).

“There is a pressing need to establish new evaluation criteria, with movement away from
memorisation, which may help in passing tests but not in long-term success for future
citizens. Evaluation should consider group work and activities emphasising learning
effectiveness and flexibility, and ensuring there is the time to recognise the health issues of
pupils” (H/M).

“Owing to the examination system currently utilised, traditional teaching styles are used by

staff; this needs to be updated so as to be more technological and creative, and ensure
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teaching staff do not become overburdened with additional tasks, e.g. the promotion and

recognition of mental health issues amongst pupils” (S/S).

Furthermore, most of the teachers (ten) hold a strong belief that styles and approaches to
teaching are critical, with the view held that the responsibility for adapting, changing and
varying teaching methods falls to the teachers, and so these need to be aligned with pupils’
requirements, delivering opportunities to understand and acknowledge the mental health
issues of pupils. As one teacher commented:

“In the arena of teaching, flexibility is fundamental, although this means that pupils and
teaching staff will not be forced to strictly adhere to extensive curriculum information.
Essentially, this would mean that tasks are eased in terms of pressure, thus facilitating the

time and space for enhancing awareness of pupils’ mental health” (M).
On the other hand:

“The most realistic and suitable approach for implementing mental health awareness is to
adapt the current curriculum, which will help to ensure this field receives attention without

inflicting additional pressures and stresses upon teaching staff” (L).

The third view of this concern about change relates to providing emotional and social
educational curricula (mental health education) for teachers and their pupils, as a step towards
supporting teachers in the task of promoting their pupils’ mental health; as one teacher stated:
“Teachers must receive a curriculum providing adequate data and information so as to
increase their levels of awareness regarding mental health issues and the ways in which such
problems can be managed and overcome. Such documentation will help to ease job-related
stress” (K).

Although some teachers (seven) showed interest in delivering this type of mental health
education curriculum for pupils, they reported that such ambitions could be hard to achieve if
we consider the aims of the policymakers, which are achievement based and do not provide
room for such a curriculum. One teacher said: “I’'m ready to deliver this sort of curriculum.
However, the curriculum in our schools is so extensive and we have to cover it within a
certain time. | think it will be too difficult to specify time to teach such a curriculum. I think

that the administration of school will refuse to apply this curriculum” (S/S).
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It can be seen from the above that there is a lack of consensus amongst teachers in terms of
the curriculum, and that changes need to be implemented to ensure pupils’ mental health
promotion can be facilitated. Such changes need to be introduced to address the content,
assessments system and teaching strategies of the curriculum. In addition, it seems that the
objectives of policymakers restrict teachers in terms of the promotion of mental health
amongst pupils, simply because more conventional teaching approaches are utilised with an
emphasis on the delivery of the curriculum alongside the management of the classroom.
Importantly, it is considered that there is very little flexibility in terms of acknowledging and

addressing the mental health issues of pupils in the classroom environment.
e Teachers need support

Generally, the sample involved in the research can be seen to have very sound and well-
defined beliefs in terms of the promotion of pupils’ mental health, which centre on the fact
that teachers need to support such a process if this is to be successful. It was emphasised by
the teachers that education policy within Kuwait places too much importance on academic
achievement, so that academic results are stressed to a significant degree. Furthermore, such
excessive academic demands also mean that teachers are so stressed that there is no room to
address mental health concerns amongst their pupils. In this regards, one teacher said: “If we
want to consider issues relating to pupils’ mental health, we need someone to consider our
mental health. Sometimes we feel stressed and overwhelmed, and we need support, but we
can't find it. People within education need to consider our mental health and provide us with

suitable services” (F).

Additionally, ten teachers reported that they need support to implement a successful
promotion process of pupils’ mental health. It was reiterated amongst the sample that support
in all of these areas is lacking and is therefore unsatisfactory. Moreover, they reported that
such support would help teachers to feel less pressured, as one teacher said: “In my opinion,
what teachers can get from support will be these agents’ participation in saving teachers’
time and effort, which in turn could lead to them accomplishing good progress in terms of

promoting their pupils” mental health” (L).

Such support must come mainly from human sources, with professionals, parents, school
administration and communities involved. One teacher said: “Co-operation between us and

mental health professionals will make it easier to refer pupils to the appropriate and timely
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mental health services. At least, we will find them if we need help with how to deal with

mental issues” (L).

Another teacher said: “We need the support of administrators, head teachers and inspectors.
In particular, head teachers’ support may be considered among the most important, as they
need to be flexible and open-minded in decreasing the amount of demanding work required

from us. Thereby, we can gain enough time to address pupils’ mental health” (M).

Another teacher stated: “Co-operation and support from parents for teachers is important to

ease the task of considering pupils’ mental health issues” (M).

One teacher reported that there should be support for teachers emotionally, as they experience
considerable stress due to their difficult job and extensive associated demands. One teacher
said: “We need our mental health to be considered first before we consider our pupils’
mental health. 4s you know, healthy minds bring up healthy minds” (M). One teacher
suggested a way to support teachers emotionally: “There should be specific mental health
courses and workshops provided by the government for teachers. This might help them to
learn how to overcome their stresses. At least we need the school counsellors to arrange

special programs or advice in this area” (K).

Furthermore, nine teachers asked for support in the form of material: “There is a lack of
information sources in the schools that could tell us if the pupil has mental health problems,

how to deal with these problems, how we can support them” (H/M).

As one teacher mentioned, “These materials should not be limited to written information sources.
There should be practical information sources provided for teachers, for example, training
programs” (S/S).

6.7.4 The commitment of teachers

Teachers are commonly directed through their attitudes, beliefs and values in regard to
change; thus, teachers need to be convinced of the rationale and justification behind such
change. According to the data, most teachers (eleven) reported that mental health promotion
amongst pupils will not be successful unless there is commitment to change by those who are

in a position to support the teaching establishment. One teacher said:
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“There should be a change in order to implement promoting pupils’ mental health and we
are looking forward to this change. However, this change is the responsibility of the Ministry

of Education,; we cannot do the change ourselves” (HIM).

Another teacher reported: “Promoting pupils’ mental health should be a gradual process
because it is not easy to ask people to change suddenly. You have to convince them that there
are worthwhile reasons for change. Administrators in schools and inspectors need to be
convinced of the importance of these processes and their demands so that they can assist
teachers to overcome any difficulties they will face in order to achieve this goal. They need to
be more flexible with teachers, especially with those who have pupils with mental health

concerns in their classes” (5/S).

Most of the participants (ten teachers) further hold the belief that change will only be
supported by the teachers if their own needs are fulfilled, such as in terms of ensuring they
are able to enjoy a good standard of living through wages and rewards, which will
subsequently help to increase commitment. One teacher said: “If we ask teachers to work
effectively in the area of pupils’ mental health, we need to support them financially so that
they will not look for extra work which affects their performance in their class. For example,

if you want to train teachers in this area, you need to give them rewards” (M).

Another teacher stated that, “Policymakers need to consider the teachers’ role very seriously
when they make decisions relating to pupils, because this will be instrumental in increasing
teachers’ feelings of responsibility and commitment. Applying any policy or programmes to

promote pupils’ mental health needs to suit our society culture and morals” (H/M).

In addition, the teachers also emphasised the view that they need to be actively involved in
the promotional process, including training in this area, which would ultimately help to

improve and enhance their levels of commitment.

The conclusion may be drawn that change, together with teachers’ commitment to such, is
not simple, but is rather complicated and requires a great deal of support - both internal and
external - and from a number of sources, both material and human. Teachers are of the
opinion that they require in-depth and systematic training so as to ensure confidence and
competence in identifying and dealing with mental health issues amongst their pupils, which
should include the most appropriate and suitable practices for implementation, as identified

through research. Furthermore, in relation to such strategies, there is also a pressing need to
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ensure teachers’ roles are taken into account by policymakers. Teachers need to feel secure
and that they are adequately rewarded for their contributions, and also that their stress and
pressures are taken into account; this is believed to help facilitate good performance. The
teachers’ responses have provided important insight concerning the various aspects, i.e.
financial support, intrinsic motivation, psychological and emotional rewards, and religious

commitment, which can support the adoption of mental health promotion amongst pupils.
6.8 Reflection on the findings, and conclusion of the chapter

Thus far, this chapter has provided a general overview concerning the perceptions of teachers
in the context of pupils’ mental health promotion. These perceptions were subcategorized
through the analysis of the data into three main categories: perceptions of promoting pupils’
mental health, which includes teachers’ perceptions about the mental health concept and
promoting pupils’ mental health; feelings towards pupils’ mental health issues; and
behavioural intentions towards (readiness to participate in) promoting pupils’ mental health.
Additionally, the subsequent analysis has also highlighted the heterogeneous perceptions
commonly held by teachers, spanning a large range of various aspects and areas including
cultural and social context, perceptions of barriers to, and the change required for, mental

health promotion, and requirements and outcomes of promotion.

Furthermore, through the analysis of the data, it can be seen that teachers’ conceptualisations
of mental health and the promotion of mental health amongst their pupils are considerably
influenced by their cultural perspective. The perceptions of teachers are formed and shaped
by their Islamic religious beliefs in relation to equal rights, the necessity to provide sympathy
and support to those experiencing difficulties, and equality amongst human beings;
accordingly, the majority of responses depict a socio-ethical discourse.

In relation to implementation barriers in the context of pupils’ mental health promotion, the
qualitative data analysis revealed the role of contextual factors, subsequently supporting the
view that promotion-related barriers are not solely attributable to resources; in actual fact, this
is a very complex issue comprising a number of contextual and intercorrelated factors, all of
which need to be taken into careful consideration so as to ensure successful and effective
promotional process. Moreover, consideration of the impacts of various factors in relation to
daily routines should also be taken into account in the implementation of promoting pupils’

mental health.
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When reviewing the findings from this study, there is the need to ensure all of the issues are
addressed in a comprehensive and in-depth manner. The fact is that teachers are working
within environments and contexts which notably restrain them; accordingly, change must be
implemented which takes into account the education system context, the broader social
context, and school and classroom contexts. The perceptions and understanding of teachers in
relation to this issue must be assigned an adequate degree of value and attention. With this in
mind, the emergent issues highlighted previously necessitate a comprehensive review, with
teachers’ responses taken into account, together with the adoption of a holistic view of the
data. This will be carried out in the discussion chapter (chapter 7) which will consider the

wider context.
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Chapter 7: Discussion the findings and implications of the study

7.1 Introduction

This chapter aims to present a thorough discussion of the key findings obtained from the
quantitative and qualitative data. This discussion takes into account responses to the research
questions and the interpreting of these findings in relation to the relevant perspectives of the
existing literature on teachers’ attitudes to and perceptions of promoting pupils’ mental health
in school. In this chapter, the findings from the survey will be discussed first and then the
findings from the interviews. Additionally, the chapter provides a discussion of the
limitations faced in the study. It concludes with a discussion of the project’s practical,
theoretical and methodological research implications, mapping out the contribution of the
current study to the promotion of pupils’ mental health and teachers’ attitudes to that process.

As also a number of recommendations for future studies will also be provided.

7.2 Discussion of survey findings
The findings derived from the survey highlight three main themes, which will be discussed

in detail in the following sections. These themes are:

1. Teachers’ attitudes towards promoting pupils’ mental health.
2. Factors influencing teachers’ attitudes towards promoting pupils’ mental health.

3. Barriers to promoting pupils’ mental health and making changes.

7.2.1 Teachers’ attitudes towards promoting pupils’ mental health

The analysis of teachers’ attitudes towards promoting pupils’ mental health aims to illuminate
the first question of the first stage of the study: What are the attitudes of Kuwaiti teachers in

middle schools towards promoting pupils’ mental health?

Generally, the findings of the survey suggest that the majority of Kuwaiti middle school
teachers tend to hold moderately positive attitudes towards promoting pupils’ mental health.
Accordingly, the mean of teachers’ responses to the three components of teachers’ attitudes -
the cognitive, the affective and the behavioural - ranged from a minimum of 3.47 to a
maximum of 4.33 on the Likert scale, which ranges from 1-5, with a mid-point of 3. The
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findings reveal three main components of teachers’ attitudes, namely cognitive, affective and
behavioural. Factor analysis shows the multi-dimensional nature of teachers’ attitudes
towards promoting pupils’ mental health in the survey, identifying five core dimensions. The
first of these is the cognitive dimension, measured by teachers’ beliefs about mental health
problems as alterable, teachers’ beliefs about promoting pupils’ mental health in schools, and
teachers’ beliefs about requirements and outcomes (psychological, social and academic) of
promoting pupils’ mental health. The second, affective dimension measures teachers’
emotional responses and feelings towards promoting pupils’ mental health. The third,
behavioural dimension aims to explore teachers’ intentions towards their role as pupils’
mental health promoters and their willingness to change their behaviour to implement
promoting pupils’ mental health in school. Additionally, in terms of the second question of
the first stage of the study, which aims to investigate any significant correlation between the
three dimensions of teachers attitudes towards promoting pupils’ mental health, the findings
indicate that the three components of attitudes, including their dimensions, are slightly
correlated with each other. This corresponds with the initial analysis that there are three
distinct components of attitudes and that the three-component model of attitude is relevant to

this study.

These findings stand in contrast to the single component model which emphasises a one-
dimensional conception of attitude, considering the term ‘attitudes’ to pinpoint a
psychological tendency communicated through the measurement of individuals’ feelings (of
liking/disliking; equivalent to the affective component alone). This study follows Stevens
(1975) in treating attitude as a multi-dimensional construct, which should be regarded as an
‘abstraction’ rather than a single, identifiable quality (cited in Ajzen, 2005: p. 17). In the
following section, the findings related to the three components of attitudes will be discussed.

7.2.1.1 Teachers’ beliefs (Cognitive component)

The survey findings reveal three core factors related to the cognitive component of attitudes:
teachers’ beliefs about mental health problems as alterable problems, teachers’ beliefs about
promoting pupils’ mental health in schools, and teachers’ beliefs about requirements and

outcomes (psychological, social and academic) of promoting pupils’ mental health.

The first dimension of the cognitive component of teachers’ attitudes towards promoting

pupils’ mental health concerns teachers’ beliefs about mental health problems as alterable
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problems, and aims to investigate Kuwaiti middle school teachers’ beliefs about the nature of
the mental health concept, the mentally healthy person, mental health problems, mental
illness, the importance of early recognition of mental health problems among pupils in
preventing these problems to become severe problems, the possibility of recovering from
mental health problems, and young people’s right to be mentally healthy. The survey findings
indicate that the majority of teachers show strong positive beliefs towards promoting pupils’
mental health on the Likert scale (M=4.33, SD=.45). The findings show that teachers believe in
the right of young people to live mentally healthy, a principle that accords with the
Convention on the Rights of the Child (United Nations, 1989). In addition, the findings reveal
that the majority of teachers believe in the positive concept of mental health, such that young
people can cope with and adjust to life’s stressors, and adapt to changes positively, as well as
it being possible to prevent temporary mental health problems becoming long-term and
severe, and young people being able to recover from mental health problems through early
recognition of, and support for such problems. This corroborates the view of ‘positive
psychology’, which declares that the term ‘mental health’ needs to be viewed in a positive
light, and can be defined beyond the narrow definition which views good mental health as
merely the absence of mental illness (Seligman & Csikszentmihalyi, 2000; Kitchener & Jorn,
2002; WHO, 2001; Surgeon General’s Report, 2000). In this vein, it has also been argued by
Keyes, through his continuum model, that one’s mental health can be enhanced regardless of
a mental illness diagnosis. Keyes argues that this positive view has been proven to have an
impact on gaining insight and understanding of the ways in which mental health promotion
can be geared towards a particular individual with mental health concerns, if support exists to
assist this person in overcoming their problems (2002, p. 208). Linking this view with the
context of the current study, this means that teachers’ early recognizing of pupils’ mental
health problems is helpful in preventing these problems becoming severe, even if pupils are

not experiencing a diagnosed mental illnesses.

The second dimension of the cognitive component of teachers’ attitudes concerned teachers’
beliefs about promoting pupils’ mental health in schools. In this section, the study explores
how Kuwaiti middle school teachers understand the concept of promoting pupils’ mental
health in terms of the school’s unique position in this area, teachers’ understanding of
promoting pupils’ mental health, and teachers’ responsibility for pupils’ mental health. The
results of the survey show that almost all teachers strongly believe in these aspects (M=4.27,

SD=.45). Essentially, the majority of teachers believe that schools are in a unique position to
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promote and affect pupils’ mental health. This finding is supported by the recent view that,
alongside delivering academic curriculums, schools have an influential role in young people’s
emotional and behavioural development (Wells, Barlow & Stewart-Brown, 2003; Rutter &
Smith, 1995). The findings also indicate that most of teachers believe that they are
responsible for, and play an essential role in recognizing pupils with mental health problems;
however, they also held the contrary belief that promoting pupils’ mental health in the
classroom is not their job. Additionally, the findings show that most teachers strongly believe
that promoting pupils’ mental health is about learning skills and enhancing individual pupils’
knowledge, to support their mental health. This finding supports the argument of many
authors in the field of mental health promotion (e.g. Rowling, Martin & Walker, 2008;
Hodgson, Abbasi & Clarkson, 1996; Adelman & Taylor, 2006), that the promotion of mental
health should direct attention towards reducing risk factors, improving attitudes and levels of

knowledge and the skills required to facilitate mental well-being.

The third dimension of the cognitive component of teachers’ attitudes towards promoting
pupils’ mental health aims to investigate teachers’ views regarding the requirements for
promoting pupils’ mental health and its outcomes. The results of the survey show that almost
all teachers strongly believe in this aspect (M=4.31, SD=.51). The findings indicate that
teachers strongly believe that promoting pupils’ mental health requires teachers to be
educated, and well-equipped with knowledge and training in the area of pupils’ mental
health. This echoes Atkinson & Hornby (2002), who argue that providing knowledge and
support for teachers can help them to function effectively in identifying mental health
problems among pupils and referring them to professionals. Additionally, the survey
indicates that the majority of teachers believe that such a promotion process impacts
positively on pupils’ social and emotional well-being, as it could reduce the development of
severe mental health problems. Teachers also agree strongly that promoting pupils’ mental
health has positive impacts. This finding is in line with Adelman & Taylor (2000), Wyn et
al., (2000) and Mental Health Foundation (1999), which provide evidence of overall positive
outcomes in regard to academic achievement and the adoption of processes geared towards
mental health promotion. However, the findings from the survey in this study also indicate
that teachers perceive negative outcomes to the promotion process, in terms of impeding the

learning of other pupils.
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7.2.1.2 Teachers’ feelings (Affective component)

Analysis of the findings about how teachers feel towards promoting pupils’ mental health
(affective component) indicated that teachers’ feeling level are slightly positive (M=3.47,
SD=.97). However, the standard deviation of almost 1 shows wider variation about the mean
than for the cognitive factors, on the Likert scale (SD=.45, SD=.45, SD=.51). This suggests
that the scores of teachers’ responses in this area are widely distributed. Some of the teachers
had affective scores below the neutral midpoint in the negative range. Such a discrepancy has
also been noted by Cohall et al. (2007), who found that teachers accept the idea that they
have an important role to play in promoting pupils’ mental health; however, they feel less
comfortable when discussing pupils’ mental health problems, as they feel insufficient
prepared and supported to be involved in this responsibility of promotion. Similarly, Rothi et
al. (2008) found that teachers felt that promoting pupils’ mental health could be an extra
burden, in terms of managing the classroom, which is a factor also commonly responsible for

teachers’ stress levels, and teachers wanting to change their career path.
7.2.1.3 Teachers’ behavioural intentions (Behavioural component)

Although teachers show their agreement with both the positive and negative statements
representing their willingness to show positive behavioural intension towards promoting
pupils’ mental health, overall, the majority of teachers show fairly strong beliefs in this

category (M=4.14, SD=.49).

In other words, what teachers saying is that they hold positive beliefs about the ideology of
promoting pupils’ mental health, and that they are willing to fulfil their responsibility in
recognising pupils’ mental health issues. However, they feel uncertain and lack confidence
about the promotion process. They feel that they will go along with the implementations of
all the processes of promotion within Kuwait’s education system, despite the barriers they

perceive (which will be highlighted in the barriers section later in this chapter).

7.2.2 Factors influencing teachers’ attitudes and perceptions

The analysis of the findings in this section attempts to answer the third research question of
the quantitative stage of the study: Are there any significant statistical differences in Kuwaiti
middle school teachers’ attitudes towards pupils’ mental health that can be attributed to

teachers’ gender, age, years of teaching experience or level of education?
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The survey findings establish that several factors are associated with the attitudes and
perceptions held by teachers towards promoting the mental health of pupils. Gender, age,
years of teaching experience, and level of education were found to be the most significant of
teachers’ demographical characteristics in this respect. Specifically, female teachers tend to
hold more positive feelings towards promoting pupils’ mental health than male teachers. This
finding could in part be explained by the role of women in Kuwaiti society and the division
of labour undertaken in Kuwait, as well as large parts of the rest of the world, based on the
perceived roles appropriate to women. In Kuwait society women do not commonly work.
Most dedicate themselves to looking after their children and attending to domestic matters,
while men spend most of their time at work and out of the house. Even when women do have
a job, they are usually allocated to ‘emotional’ employment areas, such as teaching and care-
giving, rather than the traditional male sectors. However, surprisingly, when reviewing the
literature, it became clear that the effect of gender on teachers’ attitudes towards promoting

pupils’ mental health has not been investigated by any other research.

Additionally, the survey shows that teachers who had Masters degrees held stronger positive
beliefs about promoting pupils’ mental health. This accords with Roeser and Midgley (1997)
who provide evidence that a teacher’s level of professional education is positively linked with
the need to recognise mental health problems amongst pupils. This might be explained by the
notion that teachers who have had further education in the area of pupils’ mental health could
be more idealistic, fresher and have perhaps not yet been ‘ground down’ by the demands of
the education system. However, although these teachers with Masters degrees might have
more knowledge and coherent beliefs in the area of promoting pupils’ mental health, when it
comes to how these teachers feel and what they plan to do to implement the promotion
process, it makes little difference, because they do not show a greater degree in practice of
promoting pupils’ mental health. In fact, they do not feel any more comfortable or more

willing to involve themselves in the promotional process.

Moreover, the survey shows that teachers’ attitudes towards promoting pupils’ mental health
are influenced by their age. The survey results indicate that teachers aged 31 to35 years old
held more positive beliefs regarding their understanding the alterability of mental health
problems than teachers in the other age groups. This could be explained in that most of
teachers in this age group to some degree are mostly new graduated and they still have a fresh
mind for their information or they are interested in learning more about mental health. The

findings also show that the same age group tend to hold more positive feelings towards
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promoting their pupils’ mental health. Additionally, the results revealed more positive
behavioural intentions towards promoting pupils’ mental health among teachers aged 36 to 40
years old than teachers in the other age groups. This could be explained with the fact that the
more years teachers spend in teaching, the more experience they can get in the appropriate
dealing with pupil’s mental health. Unfortunately, the literature review showed a lack of
previous studies carried out into the effect of teachers’ age on their attitudes towards pupils’
mental health. Thus, further research should be carried out to investigate any differences in
the attitudes held by teachers regarding their age.

Furthermore, the survey shows that teachers’ attitudes towards promoting pupils’ mental
health are influenced by their years of teaching experience. Teachers who have more than 20
years of teaching experience held more positive feelings and behavioural intentions towards
promoting pupils’ mental health. This could be due to the fact that those holding teaching
roles for a longer period of time develop a greater depth of experience in recognizing and
dealing with pupils’ mental health. This finding is in line with previous studies that proclaim
that the number of years of teaching experience held by teachers is associated with their
capability in dealing with the mental health needs of pupils, whereby staff felt more
comfortable in tackling such problems when they had a greater amount of teaching
experience (Roeser & Midgley, 1997; Rabinow, 1960).

7.2.3 Barriers to promoting pupils’ mental health and making changes
The analysis of data in this section aims to illuminate the fourth research question of the
quantitative stage: What are Kuwaiti middle school teachers’ perceptions of barriers to

promoting pupils’ mental health?

The survey analysis shows that barriers hindering the promotion of pupils’ mental health can
be categorised into four types: personal, interpersonal, structural-organisational and socio-
cultural. The decision to apply this categorising system is based on an appreciation of the
complexity and context-dependent nature of the barriers that are relevant to teachers.
Highlighting the need to consider so many aspects reaffirms this study’s commitment to take
seriously the specific, lived experience of teaching, and reflects the choice of methodology
employed. The findings show that the majority of teachers agree with the existence of the
above barriers to promoting pupils’ mental health. In fact, teachers perceive these barriers as

significant factors undermining their readiness to involve themselves in the process of
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promoting pupils’ mental health. The findings indicate that teachers agree strongly with the
existence of interpersonal and personal barriers, on the Likert scale, which ranges from 1-5
points, where 3 is the midpoint (M= 4.06, SD=.76; M=4.12, SD=.56); however, the overall
mean score of their beliefs about the existence of structural-organizational and socio-cultural
barriers were more neutral (M=3.78, SD=.80; M=3.79; SD=.80).

The findings of the survey also illuminate the fifth research question of the second stage: Is
there any significant statistical correlation between the perceived barriers to promoting
pupils’ mental health and teachers’ attitudes? The findings indicate that most of the barriers
related negatively to the teachers’ attitudes towards promoting pupils’ mental health, as
would be expected (see Table 5.27). On the behavioural level, the findings indicate that the
teachers’ readiness to show behavioural intentions towards promoting pupils’ mental health
correlated more strongly with three of the four barriers - personal, social-cultural and
structural-organisational. Based on these findings, it seems that behavioural intentions among
teachers to promote pupils’ mental health are the most predictable component of teachers’
attitudes when it comes to how these teachers perceive these different types of barriers.
Perhaps, the importance of this behavioural intention component of teachers’ attitudes lies in
the idea that when teachers talk about barriers or planning to promote pupils’ mental health in
practice, they are talking about what can stop them from getting involved in the promotion
process and what barriers they come up against in the implementations of these process.

Overall these analyses indicate that it is not only what teachers know, but also about how they
feel and intend to behave that ultimately counts. Also, those teachers who have lower mental
health promotion behaviour intentions tend to be those who see more barriers to promoting
pupils’ mental health. This means that knowledge about mental health might be important in
relation to promoting pupils’ mental health, but not in itself sufficient to induce positive
mental health promotion behaviours among teachers. Therefore, findings regarding barriers
could hold two main explinations for perceiving these barriers. Firstly, these barriers could
reflect actual and real ‘perceieved’ reasons for not implementing pupils’ mental health
promotion, though whether these are valid reasons. Secondly, it seems from the findings that
teachers were using what psychologists called’ the psychological defensive mechanisim’, in
building rationalisations or excuses, cannot be determined from this kind of study, to justify

reasons of not being able to ptomote pupils’ mental health sufficiently.
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7.3 Discussion of the findings from the interviews

The analysis of data in this section aims to illuminate the first research question of the
qualitative stage: What are Kuwaiti middle school teachers’ perceptions about promoting

their pupils’ mental health?

Findings from the interviews reveal a variety of perceptions among middle school teachers in
Kuwait about promoting pupils’ mental health. The results show that teachers hold positive
perceptions about promoting pupils’ mental health, and the requirements and outcomes
thereof. However, the data derived from the interviews indicates a contradiction in teachers’
perceptions about their role and responsibility in promoting pupils’ mental health; the
findings from the interviews show that some teachers believe that they have responsibility
and an influential role in recognizing pupils with mental health issues in the class. However,
the findings also indicate that other interviewed teachers viewed promoting pupils’ mental
health as not being their job that professionals such as school counsellors and social workers,

should take primary responsibility for promoting pupils’ mental health.

In this vein, a numbers of themes arose from the interview analysis that could rationalise and
help to explain such contradictions in teachers’ perceptions about their role in promoting
pupils’ mental health. These themes are interrelated with teachers’ beliefs and rooted in two
forms of context, namely, the socio-cultural and educational. These themes also provided
answers to the second, third and fourth questions of the qualitative stage of the study: What
are Kuwaiti middle school teachers’ perceptions about barriers to promoting pupils’ mental
health? What factors do Kuwaiti middle school teachers perceive as affecting their
perceptions in promoting mental health? What are Kuwaiti middle school teachers’

perceptions about the changes necessary to put promoting pupils’ mental health into practice?
7.3.1 Themes within the socio-cultural context

Several themes emerged from the interview analysis that related to the socio-cultural context
of Kuwait, which could explain the contradiction within teachers’ perceptions about their role
in promoting pupils’ mental health. These themes include parents’ expectations of teachers,
religious beliefs about mental health, social stigma, and media representation of mental health

issues. These themes will be addressed in the following sections.
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o Parents’ expectations of teachers

Interviewed teachers’ perceptions about their role in this area might be influenced and formed
by the expectations of other adults in the school and the community, and how teachers
respond to these expectations. Parents form one group of adults who frequently expect
teachers to work with children to ensure that achievement and mental health are the
consequences of learning. Some teachers highlight that most parents would accept the idea
that mental health is an asset to children as they learn and that mental health is essential to
effective learning. However, teachers occasionally meet parents whose desire for their
children to learn the subject matter is so strong that they forget the child’s mental or physical
health. In such cases, the idea that mental health is conducive to effective learning is
relegated to an afterthought, especially when parents place their children’s achievement of
good grades in the exams above the promotion of their mental health. Therefore, some
interviewed teachers perceive a lack of partnership between themselves and parents, which
could hinder teachers’ role in the mental health promotion process. This finding aligns with
Rones & Hoagwood (2000) who assert that successful prevention of mental health problems
is influenced markedly by the levels of cooperation between parents of children and teachers.
According to Keyes (2002), parents should be encouraged to share their views and concerns
with teachers, which could be achieved by delivering the sufficient information to assist

pupils to deal with their mental health issues.

e Religious beliefs about mental health

Teachers’ perceptions about their role and responsibility in promoting pupils’ mental health
show that religion and culture within the context of Kuwait have an influence on their views
and their encouraging of sound mental health among pupils. Teachers reported that parents
are affected by some religious and cultural beliefs associated with the causes of their
children’s mental health problems, and the way that they deal with them. Additionally, the
interviewees reported that parents perceive mental health problems as God punishing people
for neglecting their religious duties and God testing a person’s piety and patience. In fact,
some interviewed teachers also relate that the impact of these beliefs can be seen clearly
through parents’ tendency to ignore the possibility of counselling for their children’s mental
health, and rather to seek help from traditional and religious healing, where they are treated

by recitation of some ritual words, drinking ‘blessed water’, and the use of incense.
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This finding is supported by Mukalel & Jacobs (2005), Funk (2005), El-Islam (2006) and Al-
Ansari et al. (1989), which report that some cultural and religious beliefs profoundly affect
peoples’ understanding and the way that they deal with their children and their mental health
problems in Islamic countries. Thus, what some teachers suggest is that there is no point in
them becoming involved in promoting pupils’ mental health while such beliefs still exist
within the socio-cultural and religious heritage of people in Kuwaiti society. This could
undermine the teachers’ role in assisting pupils to enhance their mental health, in that
communication and co-operation between teachers, counsellors, and parents is undervalued,

and counselling by professionals in schools is distrusted by parents.

e Social stigma surrounding mental health issues

One of the issues raised most frequently by some interviewed teachers that could hinder the
teachers’ role in promoting pupils’ mental health is the social stigma surrounding mental
health issues and negative attitudes towards mentally ill people. Some interviewed teachers
may view themselves as unable to participate in reducing the impact of these problems on
pupils due to the extent of this stigma. In fact, some interviewed teachers reported that the
stigma affects the parents of pupils and can lead them to hide, exclude or isolate their
children from society, including not permitting their children with mental health issues to
attend school. The findings show that teachers believe that this stigma not only has a
significant impact on the co-operation between teachers, parents and counsellors, but also

hinders teachers in promoting pupils’ mental health.

The effect of such social stigma could affect the degree of parents’ partnership in the
promotion of their children mental health, as some interviewed teachers connect the lack of
co-operation between themselves and parents, which could impact on the teachers’ role in
discussing pupils’ mental health issues, with parents’ lack of confidence and trust in teachers’
skills and experience in the area of mental health. The way in which pupils are treated by
their teachers was found to be affected by the stigma the teachers perceive and believe in, and
that parents show towards their children’s mental problems (Corrigan & Kleinlein, 2005). In
addition, interviewed teachers believe that the impact of parents’ belief in stigma can be seen
clearly through the preferences of parents for private clinics when dealing with their
children’s mental health problems, due to their fear of anything that could be added to their

children’s ID, and affect their opportunities for working and studying in the future.
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e Media representation of mental health issues

Media representation of mental health issues and mentally ill people might explain teachers’
contradictory perceptions about their role in promoting pupils’ mental health, as the
interviews reveal fears among teachers about dealing with pupils’ mental health problems
that correlate with such depictions. This finding agrees with the argument that the media play
a crucial role in the way that people perceive mentally ill people and understand mental
health problems around the globe (Edney, 2004; Wahl, 1995, 2003; Hottentot, 2000; Smith,
2002) and in the Arabic and Islamic world, forming the context of the current study (Al-
Maleh, 2009). Kuwaiti teachers, as a part of this society, are no exception.

7.3.2 Themes within the educational context

A number of themes were found within the educational context in Kuwait that could be
related to and explain the contradictions within teachers’ perceptions about their role in
promoting pupils’ mental health. These themes were found to be related to teachers
themselves and the education system. These themes will be addressed in the following

sections.

7.3.2.1 Teachers

Teachers and their inadequate knowledge and training, the lack of support available for
teachers’ own mental health, their teaching style, teachers’ lack of understanding of the
terminology of mental health, and teachers-pupils relationship, are important themes that can
be used to explain the contradictions within teachers’ perceptions about their role in

promoting pupils’ mental health.

o Teachers’ inadequate knowledge and training skills

The contradictions within teachers’ perceptions about their role in promoting pupils’ mental
health could be explained by teachers’ belief that they have insufficient knowledge in the area
of pupils’ mental health. This suggestion supports the findings of previous researches (e.g.
Walter, Gouze & Lim, 2006; Rothi, Leavey & Best, 2008; Repie, 2006), which assert that
teachers’ lack knowledge about mental health affects their views of, and ability to deal with

mental health problems among pupils in their classrooms.
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In addition, some teachers reported feeling uncomfortable due to a lack of training skills, a
resolution of which would be reflected in appropriately dealing with pupils’ mental health,
and further result in more confident and skilled staff, able to recognise issues and capable of
making appropriate referrals to psychiatric and mental health professional services; teachers
need a sense of confidence in their own ability to act. Accordingly, the findings show that
some teachers have become aware that a number of new skills need to be added to their
portfolio of traditional pedagogic skills, so that pupils’ mental health is not left to chance. The
effectiveness of such training for teachers has been reported by several previous studies -
specifically for teachers who teach in middle school - in increasing teachers’ ability to
identify and recognize early signs of mental health problems, e.g. in preventing suicide
(Crawford & Caltabiano, 2009) and reducing instances of eating disorders (Yager & O’Dea,
2005). Some interviewed teachers stated that promoting pupils’ mental health requires them to
be equipped with knowledge and awareness of mental health issues, and to have appropriate
training skills to facilitate the task of promoting pupils’ mental health in the school setting.
The interviews address more detailed views of teachers’ suggestions for these requirements, in
terms of the ‘quality’ and the ‘nature’ of the training and educational courses that should be
provided for them. Teachers suggest a need for training plans to be well-outlined and planned,
beginning with general information and skills, before progressing to more specific and
targeted sessions. The interviewed teachers also propose that administrators and inspectors
need to be involved in mental health education and training, which would result in a greater
degree of flexibility in promotion strategies, as the nature and challenges associated with such

promotion, would be understood among all administration staff.

e Support for teachers’ mental health

The findings raise a number of concerns about the lack of support given to teachers, and the
consequences for their own mental health. Such shortcomings in the education system in
Kuwait may result in teaching staff feeling so stressed due to excessive academic demands,
that they do not feel that there is any room to address mental health concerns amongst their
pupils. Some interviewed teachers ask for support in order to be able to take on
responsibilities, and highlight two different forms of support as fundamental: material support
concerned with delivering practical and written documentation, providing mental health
education courses and training workshops, as well as reconsideration of rewards and salaries,

and human support from parents, professionals and the school administration, with teachers
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requiring greater flexibility and open-mindedness in terms of promotional implementation. In
fact, based on my personal experience as both a teacher and school counsellor, combined
with discussions with counsellors and teacher, it is clear that most teachers are not equipped
to deal with the necessary information resources, such as written or specialist individual

Sources.

Moreover, some interviewed teachers highlight the need to ensure that school teachers are
supported emotionally, owing to the high levels of stress and pressure associated with their
job. More specifically, most of the teachers voiced their belief that they would be unable to
promote mental health amongst their pupils if they themselves were not provided with
support. These results are in line with the concept of ‘burnout’, which is apparent in
numerous studies and considered to be a direct result of challenging classroom behaviour,
together with stress levels and teachers’ class management skills, as many teachers are
inclined to change careers due to this factor (Evers, Tomic & Brouwers, 2004; Lynn, McKay
& Atkins, 2003). This finding does raise the question of why some teachers ask for their
mental health to be considered by education leaders, yet at fail to regard promoting pupils’

mental health as being part of their job.
e Teaching style

One other important theme that could explain teachers’ feeling of being less positive about
participating in their role in promoting pupils’ mental health is the traditional pedagogic style
they adopt in teaching. Owing to the examination system currently utilised, traditional
teaching styles are utilised by staff. The findings suggest that teachers desire to alter and
adapt their styles of teaching with the aim of ensuring their responsibility in promoting
pupils’ mental health is met. Teachers’ attitudes concerning the promotion of pupils’ mental
health were found to be influenced by the teaching style adopted (Midgley, Feldlaufer &
Eccles; 1989). This suggests the need to change teaching styles in Kuwaiti schools from the
traditional ways, which conceive of teachers as senders and pupils’ as receivers of
information, rather than collaborators in learning, to more creative ways of presenting
information, through appropriate technology and techniques.This required shift in teaching
style could assist in leaving room and offer time for teachers to recognize pupils’ mental

health in the class.
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e Teachers’ understanding of the terminology of mental health

The findings from the interviews indicate that some participants view the promotion of
pupils’ mental health as a medical and professional area. This understanding may arise from
how teachers understand the concept of mental health. The findings reveal less familiarity
amongst some interviewed teachers with the positive conception of mental health; teachers
tend to perceive mental health as the absence of mental disorder. These findings relate to
Rothi, Leavey, Chamba & Best (2008), which showed that teachers often felt confused by the
terminology used by mental health professionals. This lack of understanding of the positive
concept of mental health could further affect the way they are able to identify and recognize

these problems among pupils (Rogers & Pilgrim, 2005).

Responses in the interviews made it clear that this difficulty in understanding the positive
conception of mental health led teachers to avoid the use of terms surrounding mental health.
This avoidance could also be explained by the teaching boundaries, ethos and tradition, and
the common perceptions that using this mental health language could be both harmful and
stigmatising. The teachers assert that they are not mental health experts who understand the
clinical terminology of mental health issues and they do not possess in-depth understanding
of clinical diagnostic criteria for mental health disorders. Thus, teachers appear to be more
comfortable using language that is grounded in education, using terms such as ‘emotional and
behavioural difficulties” (EBD) or special educational needs. EBD is a term widely accepted
by the educational community as covering a wide range of inappropriate behaviours
including mental health problems (Fox & Avramidis, 2003; Clare & Maitland, 2004). This
might explain teachers’ preference for this to using less familiar mental terms in their

classroom.

Another theme relating to the difference in teachers’ understanding of the mental health
concept is teachers’ concerns about the fact that it could be perceived differently in the light
of cultural and social considerations: most terms used in the field of mental health were
constructed in Western cultures and carried over into the Kuwaiti context. Teachers are also
of the opinion that they might not use these terms because they believe that what is seen as
‘mentally healthy’ may differ from one culture to another. This view is supported by
Rosenhan and Seligman (1989), who argue that the concept of mental health can refer to
moral code violation and social judgements, as the concept could be seen as a bound by

culture (Gross & Mcllveen, 1996). Moreover, in my view, the teachers’ decision to avoid
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using mental health language may have a practical purpose, in that it suggests an intention to
keep the responsibility of such promotion on the shoulders of the mental health professionals,

thus freeing them, as teachers, of their responsibility towards pupils’ mental health.

It is clear from the findings derived from the interviews that teachers’ views of the concept of
mental health are affected by their cultural and religious beliefs, as the term ‘mental health’ is
conceptualised as conformity of individuals’ behaviours to religious values and cultural
morals, where such behaviours are judged by others (El-Islam, 2006). Additionally, the
influence of cultural and religious beliefs appears clearly in how teachers define the concept
of mental health, as they linked good mental health with the idea of a pure soul - happy and
protected from harm by God. Good mental health can be enhanced only through the
continuous fulfilment of religious duties and being closer to the God, where person can feel
more secure and achieve a pure soul. This means that culture and religion have an impact on
the way that people within Arabic and Islamic countries conceptualise mental health and the
way it should be promoted. Therefore, any change or strategy for promoting mental health in
general or that of pupils in particular, as in this study, should consider the cultural and
religious context within which the promotion process is to be applied.

Teachers’ understanding of the mental health concept is reflected clearly in their responses
regarding their views of the mentally healthy person and how they can know if their pupils
have mental health issues. Their views are mainly based on explicit signs of pupils’
externalised problems, considering such pupils to be troublemakers. Importantly, when
questioned about the ways in which pupils with mental health issues are identified, the
respondents indicated a number of factors, including academic achievement, undesirable
behaviour, social integration and rule-following. Such conceptions suggest a ‘deviancy’
model for the identification of issues, with teachers emphasising that they commonly evaluate

pupils’ problems in terms of ‘deviation from the norm’.

These findings are not surprising and are supported by previous research (e.g. Bowers, 1996;
Meltzer et al., 2000; Farmer et al., 2003; Poulou & Norwich, 2000) which found that teachers
are more likely to express their concerns about the behaviour of disruptive pupils than their
mental health or emotional problems. Therefore, this difference in understanding of the
positive concept of mental health could undermine teachers’ role and responsibility, and

might affect their attitudes towards pupils’ mental health (Repie, 2006), as teachers will
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perceive promoting’ pupils’ mental health as a professional medical concern, in which they

do not have a role.

e Teacher-pupil relationship

The findings of the present study suggest that teachers feel that the relationship between them
and their pupils is a matter of delivering the curriculum and evaluating academic
performance. Interviewed teachers suggested that this relationship need to be shifted from the
need to satisfy teachers’ expectations and doing homework to another type of support
relation, emphasise close relationship provide teachers with a clear picture of all pupil’s
needs. Interviewed teachers rationalised the significant of such close relationship with the
secure feelings that pupils might get and the freedom they will show in expressing their
feelings and problems, which in turn could facilitate the task of teacher in recognising pupils’
mental health. This finding seems to be in line with Birch and Ladd (1997), who report that
relationships between pupil and teacher are linked to positive behaviours illustrated by the
pupil, including academic competence, classroom participation and liking school. It is also
known that confrontational relationships between such parties are linked to negative
behaviours, including classroom disengagement, poor academic performance, school

avoidance and undesirable attitudes.
7.3.2.2 The education system

The analysis of the interviews data show a number of themes connected to the education
system in Kuwait that could rationalise teachers’ contradictory perceptions of their role in
promoting pupils’ mental health such as education policy, curriculum, examination system,
workload, limited time and class size, academic outcomes of promoting pupils’ mental
health, resistance among administrators and inspectors to change,school counsellers’ job, and

young people’s right to the promotion of their mental health.
e Education policy, curriculum and examination system

It has been ascertained from the interview findings that teachers have mixed views
concerning the value of educational policies and legislative systems in fulfilling promotional
approaches, highlighting the need for new and more detailed legislative frameworks and
educational policies, so as to ensure pupils’ mental health promotion is both assisted and

supported. Interviewed teachers emphasise that the change needs to function in two ways -
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top-down and bottom-up - where teachers’ voices are listened to, respected and taken into
account during the policy-making. Nevertheless, although teachers may consider promoting
pupils’ mental health in a positive light, as a vital part of the learning process, and call for
new policies to ensure that pupils’ mental health is supported, when it comes to practice, they
mention various excuses that inhibit their involvement in such a promotion process From the
researcher’s point of view this indicates that the teachers are adopting a ‘Yes...but...” stance,
which might be recognised as a self-contradictory ideology that needs to be examined at a
deeper level.

The examination system is another part of the education system that could be considered a
major factor in teachers’ perception of their role in promoting pupils’ mental health. Some
interviewed teachers suggest that pupils in the class are likely to demonstrate lower academic
performance if there are adjustments made during the promotional process, providing a
rationale for their doubts. This may be a result of teachers’ interest in achieving what is
outlined in the curriculum, in terms of outcomes and the time needed to achieve them. With
this in mind, it was recognised through the findings that teachers feel pressured by academic

outcome targets, which are known to shape the Kuwaiti education system.

In this context, the findings of the current study highlight that the issue lies in the way
education is conceptualised rather than in the promotion of pupils’ mental health. Without
question, the educational system implemented within the country of Kuwait is competitive
and very exam-focused. Accordingly, teachers are required to satisfy policymakers’
educational aims, which are essentially concerned with academic attainment. Some
interviewed teachers reported that they will be required to focus only on promoting academic
achievement as long as the Kuwaiti education system is concerned with exam outcomes and
places less value on social outcomes than the academic. Judging from the interview findings,

such practice could ultimately result in the promotion process being undermined.

Additionally, based on some interviewed teachers’ perceptions, school failure to implement
pupil’s mental health promotion could be due to the overall nature of the curriculum, which is
very comprehensive, demanding and information-heavy, and this ultimately means there is no
room left for additional activities that could help promote pupils’ mental health. Teachers
suggest changes to the curriculum, specifically to its content: they complain that the
curriculum is far too detailed, and that time does not permit proper contextualisation of

textbook content. They are also in general agreement that any surplus or otherwise
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unnecessary information should be removed. Such amendments would ensure adequate time

to address the mental health issues of their pupils.

The interviewed teachers also refer to the examination system as fundamentally responsible
for the lack of progress in mental health promotion amongst pupils. They claim that there is a
conflict between the examination system and the teaching curriculum, with the latter
emphasising that pupils should be assessed in terms of their capacity to memorise textbook
content. As a result, pupils’ evaluations ultimately fail to address other areas, including

difficulties associated with family, physical or mental health issues.

Hargreaves et al. (1998) argue that examinations are regarded as fundamental, and a critical
component of the socio-cultural context within the educational systems of the majority of
developing countries, particularly in the Middle East. The authors add that, ‘while
examinations serve an important certificatory and selective role for pupils, parents and
teachers, submission of their results has an accountability purpose for government along with
reports from inspections, which put government in a powerful position over individual in
schools’ (p. 256). They further argue that a competitive atmosphere is achieved through the
examination system, meaning schooling establishments, as well as individual teachers, are
held accountable for grades and that examinations have one critical aim, which is to develop
individual learning in an academic context (1998). However, these findings relating to the
impact of the extensive school curricula and examination system raise another question: Is
promoting pupils’ mental health about having particular content within the curriculum, or is it
about the ethical and moral values that teachers believe in, and that guide teachers in their

work, or the quality of the human relationships between them and their pupils?
e Workload, limited time and class size

Workload and limited time emerged from the findings of the interviews as an important
theme that could colour teachers’ perceptions about their role in promoting pupils’ mental
health. Teachers hold the view that they will be forced to shoulder additional responsibilities
and work if pupils’ mental health promotional initiatives are adopted, claiming that there will
not be enough time to prepare and plan lessons and educational materials, or to manage in-

class behaviour.

This finding concords with the suggestion by Nelson and While (2002) that lack of time

could lead teachers to feel stressed, considering the pressures they could experience due to
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the curriculum’s content and demands. It is also in agreement with Lewis (2001), Burke
(2002) and Paternite (2004), that teachers are already spending extra time in each academic
class period each day handling such behaviours, and this means that they will need more time
to be able to recognise pupils’ mental health issues if promotional process are implemented.
Furthermore, the findings of the interviews show that class size (over 50 pupils in one class)
could be one of the structural environment barriers that might hinder teachers in promoting
pupils’ mental health. Interviewed teachers stated that smaller classes are needed in order to

ensure such a promotional process could be implemented effectively.

e Academic outcomes of promoting pupils’ mental health

Teachers’ views about the expected outcomes of promoting processes constitute one of the
results which most support the overall positive attitudes towards promoting pupils’ mental
health. The interviewed teachers stated that promoting pupils’ mental health is
psychologically and socially beneficial to all pupils in assisting pupils to acquire more self-
confidence to face stresses in life, establish and maintain positive relationships. Additionally,
other pupils may show empathy and support towards their peers experiencing mental health
problems.

Despite their largely positive view of the psychological and social outcomes of the promotion
process, it was nevertheless found that teachers were concerned about their lack of
instructional skills relating to the academic outcomes associated with mental health
promotion amongst pupils. The results of the interviews show that teachers hold mixed views
about the academic outcomes of the processes of promoting pupils’ mental health: although
they view it as a supportive process for pupils to achieve better educational progress, they
simultaneously consider it a significant barrier to other pupils’ academic achievement, with a
danger that their learning might be impeded. Teachers seem to be worried that they would be
exploited and over-worked through having to adopt a number of roles, with one of the sample
claiming that the instructional routine would be interrupted by the promotion of pupils’

mental health.

Another area of inconsistency in teachers’ perceptions about the academic outcomes of
promoting pupils’ mental health could be seen clearly through what I term ‘mental health-
related attention’. The findings show that teachers believe that promoting pupils’ mental

health could impact on gifted pupils in their classes by reducing the amount of time available
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to cover the academic demands. This may indicate teachers’ lack of awareness and
knowledge regarding pupils’ mental health issues, as implicitly assumes that gifted pupils are
exempt from experiencing mental health problems. This does not concur with the findings of
other studies, which have argued that gifted pupils might be more at risk - due to the
adjustment problems they may face - than non-gifted pupils, and that giftedness could
increases vulnerability to adjustment problems, related to gifted pupils’ often higher
sensitivity to interpersonal conflicts and the greater degrees of stress and alienation they
might experience than their peers, as a result of being ‘different’ and their higher cognitive

capacities (Janos, Fung & Robinson, 1985; Freeman, 1994).

This finding also highlight a conflict in teachers’ perceptions about the equal rights of all
pupils to have their mental health taken into consideration and to live mentally healthy lives,
and their beliefs that the implementation of mental health promotion will affect the academic
achievement of the talented pupils in the class negatively. This is also not in line with those
aspects of educational policy in Kuwait which demand equal opportunities for all pupils to
reach their full potential, by meeting their individual emotional, educational and physical
requirements (MOE, 2008). Therefore, there is a contradiction between, on the one hand,
teachers’ beliefs that all pupils have the right to enjoy mental health and to be supported
emotionally and socially, and on the other hand, teachers’ perceptions about the negative

outcomes of promoting pupils’ mental health.

Teachers seem to perceive that paying more attention to mental health issues (or pupils facing
such issues) is a ‘wrong use of time’ in class, as there is an underlying assumption that time
should be used appropriately and only for fulfilling educational demands, in order to meet
academic standards. This raises important questions about what education is for: Is education
for helping learners to achieve academic standards set by policymakers, while marginalising
the social role of schools in fostering pupils’ social and mental development? Is promoting
pupils’ mental health not a part of education? Is promoting pupils’ mental health considered a
less productive use of time than supposedly separate academic classroom activities? If
teachers believe that all pupils have the right to be educated and live mentally healthy lives,
why do they think that they sacrifice other pupils if they spend more time dealing with,

recognizing or managing ways to assist pupils with their mental health concerns?
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e Resistance among administrators and inspectors to change

Another factor can potentially help to explain the contradictory perceptions among teachers
about their role based on their view of administrators and inspectors in school. Some
interviewed teachers report difficulties and express their frustration with the school
administration; they reported that there is resistance on the part of the school administration
to teachers becoming actively involved in the promotion process. The policy adopted by the
school administration in the education system in Kuwait situates teachers in the field of
education as educating pupils and following specific teaching plans to achieve the required
academic standards within a specific time-frame, leaving no room for flexibility. In fact,
within the education system in Kuwait, administrators and inspectors are the only people who

have the power to authorise teachers’ teaching plans and teachers’ annual reports.

The interviews show a clear concern on the part of some teachers that, should mental health
promotion be implemented, this would then affect teachers’ annual reports, which could
result in that teacher’s record being tarnished, potentially affecting their professional career in
the future. This suggests that some interviewed teachers believe administrators to be
inflexible in terms of their teaching plans and lesson preparation, with teachers dictated to
through guidelines. It appears that some interviewed teachers worry that there is insufficient
time in their schedules to incorporate mental health and that the administrators provide very
little flexibility to acknowledge and address the mental health issues of pupils in the
classroom. Additionally, some interviewed teachers suggest that making such a change in the
education system could deliver a greater degree of flexibility as well as more opportunities
for staff to conduct activities concerned with addressing mental health problems and ensuring

the promotion of mental health.

Hargreaves et al. (1998) describes how the education system implemented within a number
of non-industrialised countries is an absolute, undeniable system, which has made a number
of entities — the education system, as well as administrators, teaching staff and pupils —
unable to act and behave in a free manner. In consideration of this view, it could be
emphasised that such an environment has the potential to weaken mental health promotion,
should such implementation take place. In fact, teachers reported that administrators within
the education system are in a position to compound the feelings of teachers, i.e. pressures and
stresses, or to otherwise facilitate in easing their burdens, and that the majority of stress and

similar concerns can be traced back to administrative issues.
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e School counsellors’ job

Another theme related to teachers’ contradictory views regarding their role as pupils’ mental
health promoters is their belief that the promotion of pupils’ mental health already exists in
schools, since this is the counsellors’ job. This relates to the conflict between the education
policy discourse and the practice discourse of promotion, within the context of the Kuwaiti
education system. According to the Constitution of the State of Kuwait, education is the right
of all citizens, and the main goal of education is to prepare individuals with knowledge and
training skills to become active citizens in academic, physical, technological, social, and
psychological terms (MOE, 2008). The goal of education suggests that schools need to
consider the ‘whole person’ of each pupil; schools therefore have a fundamental role in not
only delivering academic development but also in ensuring mental health problems amongst
young people are recognised and treated, alongside the provision of a healthy and safe
environment conducive to mental well-being, promoting pupils’ mental health. Accordingly,
it is assumed that teachers will be more involved in promoting pupils’ mental health, as they
are expected to take some responsibility in the early identification of pupils’ mental health
problems and to refer these young people for appropriate support as required (Meldrum,
Venn & Kutcher, 2009). In fact, the education policy in Kuwait encompasses all aspects of
pupils’ lives - academically, socially, psychologically, and physically — but does not reflect
the actual practice of schools in Kuwait. In fact, although some interviewed teachers reported
that they have responsibility in this area, they believe that promoting pupils’ mental health
should be the responsibility of the School Mental Health Services Department in the Ministry
of Education in Kuwait, who assign counsellors to schools.

This finding might also reflect that teachers perceive a lack of partnership between
themselves and specialist such as counsellors and educational psychologists as a significant
interpersonal barrier, which could hinder teachers’ role in the pupils’ mental health
promotional process. Teachers’ views and opinions were found to be helpful and supportive
in the area of promoting pupils’ mental health (Loeber, Green & Lahey, 1990; Sanford et al.,
1992), but their expertise is undervalued, underutilized and rarely taken into account by
mental health professionals (Roeser & Midgley, 1997; Nelson & While, 2002). Therefore,
school counsellors need to think out of the ‘professional boundaries’ box, and allow teachers
the chance to participate in promoting pupils’ mental health effectively, through creating

more co-operation and communication with them.
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e Young people’s right to the promotion of their mental health

The findings show that some interviewed teachers believe strongly that young people have
the universal right to live mentally healthy. Teachers’ perceptions of pupils’ right to enjoy
mental health could be seen clearly through the findings relating to the socio-cultural-
religious discourse that teachers adopt when speaking of their overall awareness of young
people’s right to live mentally healthy lives and the promotion of such, with discussion of this
recognised as being driven not only by political correctness but also by religious principles
and values. In line with Islamic religious beliefs, which emphasises equality of all
individuals, teachers are guided by their beliefs in this respect, as became clear in the ethical
discourse emphasised in the views of the sample: This could be rationalised by the impact of
the broader social context, moulding and influencing the way in which people understand

social phenomena.

The findings from the interviews indicate that most teachers are oriented morally towards
what I call a ‘value discourse’ founded on their religious beliefs, relating to the equality of
rights amongst human beings, and the necessity to provide sympathy and support to those
experiencing difficulties, which are key and valued aspects of Islam. Thus, in this regard,
social connectedness is viewed as having high value, with all individuals willing to both offer
and accept help and assistance from one another. However, it should be considered that equal
treatment and ensuring justice are not necessarily the same. The abilities, needs and strengths
of individuals need to be taken into account, rather than simply implementing one generic
standard, which may not be suitable for all. Absolute equality is not a state advocated by
Islam, since this could potentially result in neglect of individual differences and the intrinsic
differences between people. Enforced uniformity could result in insufferable complications.
Teachers’ conceptualisations of mental health and the promotion of mental health amongst
their pupils are considerably influenced by their cultural perspective, especially in an Arabic
and Islamic society like Kuwait, where values and morals are significant components of
people’s ethical heritage. Long (2000) notes that education is, to a significant degree,
impacted by general cultural influences, since both staff and pupils bring into the school

environment their own values and beliefs.

This view has perhaps been reflected in the way some teachers illustrated a somewhat more
humanitarian strategy, holding the belief that involvement in promoting mental health

amongst pupils is not only a concern in terms of fiscal factors but also concerns moral
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responsibility and commitment: “Even if we have limited support, poor resources, and low
salaries, I think that our responsibility is based in a sense of humanity” (M). It is the demand
of morality that all pupils should be treated with respect and valued equally, and thus
provided with opportunities to progress within the school environment. However, there is a
contradiction between teachers’ perceptions in every pupil’s right to be mentally healthy, and
that they as teachers have an influential role and responsibility in recognising pupils with
mental health problems, and on the other hand, their objection in practice that promoting
pupils’ mental health is not their job, and that it is primarily the responsibility of school
counsellors and mental health professionals. According to some interviewed teachers, the
negative, stigmatised social view of mental health issues runs counter to the moral codes of
Islam, in terms of dealing with people in need, which emphasises providing further support
for them. The reason behind this contradictory belief may relate to individual personal
behavioural and non-spiritual practices for dealing with this type of person, and not to Islamic
morals and values. This contradictory view could be seen clearly in teachers’ perceptions of
the academic outcomes of promoting pupils’ mental health, as teachers believe that such a
promotional process could slow the learning of other pupils, especially gifted ones. This is in

conflict with teachers’ beliefs that all pupils have an equal right to mental health.

7.4 The overall discussion of the findings

The mixed-methodological approach utilised in the current study allowed the researcher to
reflect and contrast results. While the quantitative results do provide some important general
indicators and patterns, the more in-depth interviews allow nuanced analysis and a greater
representation of the specific context of the study (Tashakkori & Teddlie, 2003; Creswell &
Plano Clark, 2007). In this way, the mixed-methodological approach has proven valuable in
drawing out similarities and contrasts within the research tools employed, and ensured a
broad view of the context in results (Johnson & Onwuegbuzie, 2004). Although the survey
offered some insights into teachers’ attitudes towards promoting pupils’ mental health, the
inconsistencies in teachers’ responses in this survey could not be fully understood without

conducting the semi-structured interviews.

Employing interviews in addition to the survey allowed gaps inherent through the use of one
method to be filled by another (Bryman, 2008). For instance, the data derived from the

interviews give a clearer picture and richer information about themes that might underlie the
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divergence between teachers’ positive beliefs about their role and responsibility in promoting
pupils’ mental health and their behavioural intentions. This provides evidence for the
practical value of the mixed-methodological research approach in seeking a convergence of
the findings between multiple methods utilised in the research design; the two research

approach are complementary (Tashakkori & Teddlie, 2003).

A mixed-methodological approach also has the ability to offer the opportunity to answers
research questions that cannot be answered using a single approach, and deliver rich, in-depth
responses to complicated social phenomena (Tashakkori & Teddlie, 2003). It has also been
argued by Creswell (2003) that the approach helps to provide explanations for the

contradictory views of the positivist (quantitative) and interpretivist (qualitative) paradigms.

In light of the three core findings above, revealed by this study’s survey, firstly, while the
majority of teachers reported fairly high cognitive and behavioural attitudes towards
promoting pupils’ mental health, teachers’ affective attitudes were lower. This discrepancy
was clarified by the fears that teachers expressed in the interviews, of being ill-equipped to
recognise mental health problems among their pupils and their lack of familiarity and
understanding of the positive terminology of mental health concept, consequently viewing the
term as belonging to a medical and professional context. Also, teachers’ fears might be
explained by parents’ expectations and attitudes towards teachers, as parents consider them as
neither expert, trustworthy, qualified or allowed to deal with their children’s mental health
issues. Inappropriate representation in the media of mentally ill people could lead teachers to
feel uncomfortable and even scared of dealing with or talking about mental health issues.
Thus, such worries and fears could lead teachers to feel less confident and comfortable in

tackling the task of the promoting pupils’ mental health.

Secondly, the survey findings show a number of factors associated with attitudes held by
teachers towards promoting the mental health of pupils. They indicate gender differences in
teachers’ feelings about promoting pupils’ mental health, as female teachers tended to hold
more positive feelings in this area than male teachers. In addition, teachers with more years
of teaching experience held more positive feelings and behavioural intentions towards
promoting pupils’ mental health than teachers with less experience. Level of education was
also found to have a significant impact on shaping teachers’ attitudes as promoters of pupils’

mental health, as teachers with further education tended to hold more positive beliefs about
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promoting pupils’ mental health. Also, age was found throught the data as an important factor
attributed with teachers’ attitudes towards promoting pupils’ mental health, as younger
teachers tend to hold more cognitive and effective attitudes, while older people high attitudes
were more associated with behavioural intention to deal and participate in the responsibility
of promotion process. Analysis of the interviews also highlight gender, age, level of
education and years of teaching experience as important demographical factors that impact on
teachers’ perceptions of promoting pupils’ mental health; however, further factors were also
highlighted. For example, young person-related variables such as the severity and type of
mental health problems was reported by interviewed teachers as important factors that could
influence their attitudes and perceptions in this area. This finding agrees with Loades &
Mastroyannopoulou (2010) and Rothi & Leavey (2006), who suggest a direct link with
teachers’ views about recognising pupils’ mental health needs and problems. The findings
derived from the interviews show that this factor may be interconnected with teachers’ fears
of dealing with serious degrees of mental problems. Teachers appear to be influenced by the
misconceptions and stereotypes they have about mentally ill people. These misconceptions
seem to derive from the way that media represent such people as violent, evil, criminal, and
sometimes portrayed as being like a bomb ready to explode (Smart & Wenger, 1999). In fact,

on this point, teachers care about their safety.

Thirdly, the findings from the survey reveal four groups of barriers perceived by teachers that
were negatively related to teachers’ attitudes and perceptions about the promotion of pupils’
mental, namely personal, interpersonal, socio-cultural, and structural-organisational barriers.
Teachers’ readiness to show behavioural intentions towards promoting pupils’ mental health
was stronger when they perceive lower personal, socio-cultural and structural-organisational
barriers. The study suggest that behavioural intent among teachers to promote pupils’ mental
health is the most predictable component of teachers’ attitudes when it comes to the effect of
these different types of barriers on the practical implementation of such a promotion process.
However, the qualitative data derived from the interviews show that those teachers who show
lower behavioural intentions attitudes towards promoting pupils’ mental health identify more
barriers to the promotional process in two ways. One is that the barriers they perceive are real
for them and so they are discouraged from intending to promote pupils’ mental health, while
those teachers who have higher behavioural intention attitudes regard the perceived barriers
as not affecting them, perhaps because of their commitment to mental health promotion.

Secondly, and alternatively, teachers with low behavioural intention attitudes may be

226



justifying their low behaviour intentions by using external barriers as ‘reasons’ for not
intending to promote mental health - a kind of rationalisation. Thus, this study draws
attention to the likely and practical repercussions of removing or reducing the impact of these

barriers in order to promote pupils’ mental health effectively.

Additionally, the qualitative data obtained from the interviews draws a sophisticated picture
of how these barriers impact on teachers’ attitudes to and perceptions of promoting pupils’
mental health, and how these barriers interconnect with the wider socio-cultural and the state-
wide education contexts. This accords with Karl and Gordon (1992), that individuals’
perceptions are formed through personal knowledge, which is sourced in a social setting
through social interactions. For example, the findings from the current study show that
interpersonal barriers include parents failing to appropriately promote their children’s mental
health, reflected in a lack of collaboration between teachers and parents and a lack of

communication between teachers and school counsellors.

These were found to be interrelated with the socio-cultural, religious context, since teachers’
responses in the interview suggest that religious cultural beliefs affect views of causes and
appropriate treatment for mental health problems; parents may prefer religious and traditional
healing over counselling in dealing with their children’s mental health problems, because
they believe that mental health problems are test or punishment from Allah. In addition,
teachers mentioned worries about the impact of social stigma on parents, who may feel
ashamed about their children’s mental problems, making it harder and less comfortable for
teachers to address pupils’ mental health issues. This in turn was found through the current
study to affect teachers’ attitudes towards taking on responsibility for promoting pupils’
mental health, as they avoid participating in this task and their readiness to show positive
behavioural intentions towards promoting pupils’ mental health might be reduced, due to
their beliefs that such socio-cultural, religious beliefs exist in parents’ minds. Figure (7.1)
highlights the core findings of the current study in relation to the qualitative findings that

allow a more detailed picture of each to emerge.
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Semi-structured
interviews (In-depth and
detailed picture of the
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Figure 7.1 Overall core findings of the current study
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The interconnections between teachers’ attitudes and the educational context, which were
seen clearly through the current study, could be a good example of the correlation between
structural-organisational barriers and teachers’ behavioural attitudes towards the
implementations of promotional processes. It is unsurprising that teachers may be feel
stressed, over-worked and disempowered, and that there is no room for them to recognise
pupils’ mental health within the educational system adopts in Kuwait. Such feelings could be
normal if one consider the nature and the policy of the education system in Kuwait. It has a
number of features that could hinder teachers in having positive attitudes towards promoting
pupils’ mental health. First, it adopts an extensive and demanding academic curriculum to be
covered in limited time, with an examination system based on memorisation. Second, it
places power in the hands of administrators and inspectors to control the educational process,
where they consider the academic achievements of pupils as the only evaluation standard for
teachers, and they resist change in this domain. Third, the educational system has no effective
education policy or legislation to promote pupils’ mental health. Finally, schools tend to have
large class sizes and the teaching style is predominantly of the traditional ‘by rote’ type,
discouraging the use of creative and technological approaches in teaching. Thus, the
application of pupils’ mental health promotion in Kuwaiti education seems to be a significant
challenge, with the process associated with designing and adopting such a framework

necessitating a great deal of reform of the education policy and system in Kuwait.

7.5 The limitations of the study

All research faces various limitations. Accordingly, investigators are required to make
decisions and prioritise what they view as being valuable when seeking to gain insight into
and comprehension of certain phenomena. Thus, it is fundamental that limitations are
recognised and understood; these may be found in the data collection tool design or the
approach itself, or otherwise in regard to access, availability, place and time, or

administrative or cultural barriers.

One of the limitations recognised in the current research concerns the study context, in terms
of place and time, with the research carried out across four Kuwaiti provinces, thus
demanding travel between areas and further difficulties in establishing contact with and
access to participants. Thus, so as to ensure that access to both schools and teachers could be

gained, permission was sought from the MOE in Kuwait as well as from administrative
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educational authorities. However, this meant the time available for gathering data was

reduced, which also meant the number of interviews was limited.

Additionally, the distribution within the school environment was problematic in a number of
different ways. Firstly, teachers worked within a number of different schools located in
different places; secondly, introduction was necessary, followed by a request for teachers be
involved in the research; and thirdly, not all teachers were willing to participate on a

particular day, which meant wasted journeys and time.

There was another limitation related to the survey utilised for the research. It is recognised
that the survey would have been more accurate and dependable had there been greater
emphasis on the research phenomenon itself, which could have been achieved had there been
a preliminary interview carried out beforehand, targeting a small number of teaching staff.

This could have provided greater insight into the reasons behind teachers’ actions.

One limitation faced relates to cultural considerations. Mental health issues are not familiar
topics for Kuwaiti pupils and teachers because of the social stigma and the misconceptions
around mental health in Arab and Gulf countries; consequently, participants’ responses could
be affected by that cultural stigma (Al-Thakeb, 1985). To overcome this problem, the
researcher attempted to ensure that all participants understood the aim of the study, how the

data would be used, and to whom it would be reported.

A further limitation relates to the research sample. In focusing on investigating teachers’
attitudes and perceptions, a number of key individuals, including mental health counsellors,
Ministry of Education mental health professionals, policymakers, parents and pupils, were
excluded. Accordingly, future work should ensure that the views of all involved are garnered
and taken into account (Alradaan, 2010).

Additionally, there is another limitation related to the study sample. The researcher was
planning to choose a sample for the qualitative stage. The plan was to select a sample of two
groups; one including teachers who show strong attitudes and another comprised of those
teachers who showed less favorable attitudes towards promoting pupils’ mental health in the
survey in the quantitative stage, and meet them separately in order to examine in depth the
factors behind their differences in attitude. Unfortunately, selecting such samples was out of

the researcher’s control once factors such as socio-cultural issues, the demands of the
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education system, the need to obtain administrators’ agreement, teachers’ hectic timetables,

and the sensitivity of the interview topic were taken into account.

Another limitation relates to the lack of awareness among some teachers of the topic of
mental health and promoting pupils’ mental health, which made it difficult for them to reflect
on and relate their experiences and attitudes. One way to overcome this difficulty was to
reduce the amount of scientific terminology used in the interviews and employ language
which could be understood. Using semi-structured interviews gave the opportunity for more

interaction, providing room for any questions from the participants.

The researcher was also faced with a problem of time in conducting the study. Methods of
data collection required consideration of periods of school vacations as well as teachers’ daily
schedules. Before conducting the interviews, the researcher asked teachers first to suggest
convenient times. The school administrations were also requested to allow more flexibility, in
order to make the participants feel more comfortable about reducing their teaching schedule
on the day of the interviews.

Furthermore, although interviews were selected owing to the benefits of the approach,
discussed earlier, it is nevertheless understood that this study tool has various limitations.
Carrying out interviews in Kuwait was problematic owing to the dominance of a positivistic
or scientific approach in the country’s research culture. Accordingly, a number of contextual
factors were experienced while conducting the interviews, such as cultural and religious
issues, and timetable constraints. For instance, male teachers could not be freely interviewed
owing to the cultural belief that a woman should not be left alone with a man; open rooms
needed to be used for interviewing male participants, which may have impacted on the

responses given.

Comprehending the study limitations is known in the educational research field to reduce the
risks inherent in generalising the results garnered through the study’s qualitative phase.
Accordingly, this study positions the findings in the correct context, meaning they are more
valid. This is appropriate to the research approach utilised, the aim of which was not to make
sweeping generalisations; the study was far more concerned with gaining in-depth insight
into the studied phenomenon. Nevertheless, despite the fact that generalisation was not

considered to be an aim of the study’s qualitative phase, it is recognised that what has been
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established and learned may apply in other similar contexts, as highlighted by Lincoln &
Guba (1985). In sum, the aforementioned limitations should all be taken into account and are
all viewed as being important, and can therefore be incorporated within any future researches
and studied in-depth.

A final limitation may relate to the possibility of utilising other methods to collect data in the
current study, such as observation, analysis diaries, group interviews or focus groups, which
might have been in various ways suitable to achieving the aims of the study. However, taking
the socio-cultural and religious considerations into account was important here. For example,
the researcher could not conduct group interviews or focus group because teachers could not
be interviewed at the same time, given the restrictive timetable they follow in school (cover
for classes could not be provided en masse) and the fact that male teachers and female
teachers cannot be gathered in the same place, considering the religious principles of Islam.
Also, the researcher could not have utilised observation or diaries in the study due to the
sensitivity of the mental health issues and the limited possibility to talk about these issues
with people living in an Arab and Islamic culture, especially females who are less free to talk

about their feelings with others.
7.6 Implications of the current study

The results of the current study carry a range of theoretical as well as practical implications
for mental health promotion in schools in Kuwait, with a view to education reform. These
implications should be understood against the limitations inherent in context-sensitive
approaches that account for cultural and social factors, such as those highlighted in the

current study.
7.6.1Theoretical implications

The present research’s theoretical implications possess potential for developing the theoretical
assumptions held about promoting pupils’ mental health in Kuwait’s schools and teachers’

attitudes in this area.

The current study challenge the ‘psychological’ and the ‘individualistic’ concept of the term
‘attitude’, that has been presented in psychological studies on attitudes as a matter of liking
and accepting or disliking and rejecting. The results of the current study argue against the

simple assumption that once teachers hold positive feelings towards promoting pupils’ mental
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health, promotional process will take place. Rather, it shows that teachers’ attitudes towards
promoting pupils’ mental health are complicated and context-dependent, and they not an
aspect that can be easily understood in isolation from the wider circumstances. Whereas
teachers show positive ethos towards promoting pupils’ mental health, they appear to be
constrained by different educational practice, cultural, and structural issues, which lead them
to adopt certain intentions. Therefore, the current study delivers additional support for the
social constructivist view of attitudes as being reactive to a number of factors in numerous

socio-cultural contexts (Eiser, 1994; Brockington et al., 1993).

Accordingly, and based on the multi-dimensional (three component) model of attitudes
utilised in the current study, the findings provide evidence that promoting pupils’ mental
health in schools is about more than what teachers feel about promoting pupils’ mental
health. Teachers’ attitudes could be measured by three components, namely cognitive (what
teachers know), affective (what teachers feel), behavioural intentions (what teachers are
ready to do). However, the current study highlights that teachers’ attitudes towards promoting
pupils’ mental health are more about behavioural intentions than cognitive knowledge or the
emotions teachers show. In the context of this study, it should be highlighted that, since its
objective was to analyse the attitudes of middle-school teachers with regard to the promotion
of pupils’ mental health; rather, the emphasis of this research was placed upon the way in
which attitudes are established and shaped, and how attitudes and beliefs about mental health
inform and influence behaviour. However, a number of different behavioural tools could be

utilised to predict teachers’ behavioural intentions in this area.

Additionally, teachers’ readiness to show behavioural intentions towards promoting pupils’
mental health was found in the current study to be affected by various barriers they perceive.
Therefore, it would not be fair to assign blame to the teacher by only concentrating on their
reluctance to participate in promotion processes. Several contextual circumstances and
factors need to be taken into account in order to ensure that teachers’ attitudes and
perceptions are understood, rather than engaging in simplistic ‘victim blaming’ (Ingstad &
Whyte, 1995). Thus, the implication here is that policymakers should not underestimate the
impact of those contextual factors on teachers’ attitudes if pupils’ mental health promotion is

to be realistic and practically implemented.

Moreover, the current study challenges the negative understanding of the mental health

concept. It argues that teachers are conceptualising mental health concept within a medical
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context and as a lack of mental illness accompanied by widely negative associated
perceptions. The study supports the worldwide awareness of mental health and its global
positive conceptualisation, affecting the way in which mental health has been defined with
respect to young people. For instance, the Mental Health Foundation’s definition of ‘young
people’s mental health’ has been adopted by the Department for Education and Skills (2001)
in the UK, which highlights the belief that young people are considered to be mentally
healthy if they are able to establish and maintain good relationships, succeed in playing and
learning, progress through good psychological development, and develop good morals.
Teachers’ understanding of and familiarity with the positive term of mental health, which
views mental health issues as alterable problems that could be recovered from by additional
support and early recognition, remains to be low or absent by the findings of the interviews.
Such lack was clearly a cause of the fears reported by teachers, as were the personal,
interpersonal, socio-cultural and organisational-structural barriers explained previously,
which have a significant impact on undermining teachers’ readiness to promote pupils’
mental health. This means that teachers need to be well-equipped with knowledge and skills
to view the mental health of pupils as more than an absence of mental illnesses symptoms,
deviation from norms or disruptive behaviour. They need to be aware what the signs of
mental illness could be, and should not be alarmed by mental concerns. Most important here
is that teachers’ early recognition of these mental health problems could help in minimizing
the impact of these problems and helping to prevent potential severe problems. Such
awareness among teaching staff can be raised through knowledge and training courses in the
area of pupils’ mental health, through media content, and with rewarded activities and
programmes arranged by society and education leaders for that purpose. Teachers’ attitudes
towards promoting pupils’ mental health is shown to be critical, because their support of
young people can be a protective factor that can prevent young people from developing
severe mental health problems, by recognising early the signs of mental health problems
among pupils. Therefore, there is a need for teachers’ understanding of mental health to be
altered from the pathological to the positive concept. This different understanding and
conceptualisation of mental health concept could further affect the ways in which they are
able to identify and recognize these problems among pupils (Rogers & Pilgrim, 2005). Thus,
this study provides a foundation for the educators to deal with the misconceptions of teaching
staff relating to young people in the context of mental health-related illnesses. Further

research is required to explore teachers’ conceptualizations of mental health issues and how
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they understand the mental health concept, mental health problems and illness, and factors in

mental health.

7.6.2 Practical implications

The current study contains a range of practical implications for reforming policy and
developing practice in the field of promoting pupils’ mental health in school in Kuwait, with
a suggestion to reform the educational system, encouraging the provision of teacher training
programmes and education in the arca of pupils’ mental health issues, and designing

strategies to encourage complementary teamwork to promote pupils’ mental health.

This study challenges the current policy and practice of promoting pupils’ mental health in
the schools of Kuwait. It argues against the ‘deficit model’ of promoting mental health
undertaken Kuwait’s schools, providing evidence to support the ‘asset model’ of promoting
mental health, focusing on protective factors, empowerment and encouraging individuals’
levels of self-esteem, resulting in lesser dependence on professional services (Masten &
Reed, 2005). Based on this model, young people’s mental health is conceptualised as a
positive term within the context of resiliency, where mental health can be enhanced and
young people can cope even if they are experiencing mental health issues, especially if they
get support (Werner & Smith, 1992; O’Grady & Metz, 1987).

Unfortunately, the choice of promoting pupils’ mental health under the asset model does not
exist within the context of schools in Kuwait, at least in cultural-ideological terms, since
several barriers to empowerment are related to the socio-cultural and educational context. As
the study shows, teachers conceptualise promoting pupils’ mental health as a special area
under the remit of on-site mental health professionals and school counsellors appointed by
the Ministry of Education (Alradaan, 2007). This reactive policy for attending to pupils’
mental health in Kuwait’s schools may lead educators - particularly teachers - to situate the
promotion of pupils’ mental health within a medical and professional area, putting
responsibility in the hands of designated specialist staff, but also disempowering teachers
from becoming involved, and mitigating against effective partnership between the people of
education and people of mental health in addressing pupils’ mental health issues. This is
reflected in teachers’ feelings of having little or no role and responsibility in promoting

pupils’ mental health (Repie, 2006).
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Changing the conception of mental health to a more positive view is a multi-faceted and
long-term undertaking, so the current study calls for initial steps to be taken to reform the
policy of promoting pupils’ mental health in Kuwait schools by shifting away from the more
conventional pathological perspective, towards a wide-ranging ecological and interactive
position that addresses mental health issues among all pupils, not only those who are
diagnosed with problems (Adelman & Taylor, 2010). To accomplish this, school teachers
must truly believe in young people’s innate capacity for change and resilience against
stresses, in order to create a supportive environment that taps into resilience and promotes
pupils’ mental health (Mills, 1991; Lifton, 1993). The starting point for creating classrooms
and schools and programmes that tap into pupils’ capacities is the deep belief of all staff that
every young person is resilient. This means that every teacher and adult must be equipped
with the awareness, knowledge, and skills that allow them to connect this knowledge to what
they do in the classroom to promote their pupils’ mental health (Bernard, 1996). Thus, the
study implies the need to adopt practices that looks beyond a problem-oriented strategy, to
those adopted in many Western countries. However, educators and policy makers need to be
careful when adopting any new strategy. They should consider constructing the policy based
on the national Kuwaiti ethos and the ethos of the education process as understood in the
Kuwaiti social, cultural and Islamic context, rather than borrowing a new policy based on a
different context’s assumptions about the mental health concept and promoting mental health
in schools.

Additionally, the current study highlights the impact of the socio-cultural context on teachers’
attitudes towards promoting pupils’ mental health, as it addressed the influence of religious
and cultural beliefs on the way that parents approach their children’s mental problems, and
consequently their co-operation and communication with teachers in this area. This
connection suggests the potential for harnessing cultural values to develop the promotion of
pupils’ mental health within Kuwait, by raising social awareness and establishing anti-stigma
programmes and co-operation across schools and communities, between teachers and parents.
Thus, the current study highlights the need for all involved to attend to socio-cultural issues
apparent within a specific context, i.e. being context-sensitive when establishing any process
of mental health promotion in schools (Fullan, 2002: 2008). This includes acknowledging the
impact of the media on people’s views of mental illness and those affected by it, through their
generally negative representations. This same influence will impact on teachers and their

attitudes to pupils with mental health issues. This factor has been highlighted by the
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interviews in this study, and demands further study as part of a comprehensive view of the

context of mental health promotion in Kuwait’s schools.

The holistic approach inherent in such context-sensitivity clearly points to the importance of
collaborative teamwork to ensure the effective promotion of pupils’ mental health, an issue
raised by the teachers in this study. Because of the lack of communication and co-operation
between teachers and mental health professionals, schools counsellors, parents and other
members of school staff, a significant interpersonal barrier is in place that could hinder the
promotion of pupils’ mental health. The study encourages good school ethos and wide-
ranging partnerships to ensure equal opportunities and well-defined policies for promoting
pupils’ mental health in schools (Rowling, Martin & Walker, 2008; Atkinson & Hornby,
2002). Pupils’ mental health is everyone’s business, and should not be confined to school-
based specialists or merely be the concern of outside agencies and mental health
professionals (Weare, 2000). Developing effective teamwork can tackle a number of mental
health-oriented objectives, such as the promotion of academic, behavioural, contextual,
emotional and social systems that promote mental health in young people, whilst also
pursuing the reduction of barriers to this process (Greenberg et al., 2003; Paternite, 2004).

A key finding of the study was therefore how important it is that teachers have a sense of
responsibility towards their role in promoting pupils’ mental health. This requires their
empowerment to act in collaboration with other members of a mental health team, valued by
mental health professional colleagues. Structurally, implementing a multi-disciplinary
approach of this kind could help to achieve a great deal of continuous support for mental
health promotion within schools (Paternite, 2004). Therefore, the success of any initiatives to
promote pupils’ mental health depends on teachers considering promoting pupils’ mental
health to be a key part of their job, rather than something additional. Embedding the idea of
mental health promotion in the culture of teaching will push teachers to take on these
responsibilities, and connect them with the school as a whole. Hargreaves argues that, ‘local
cultures give meaning, support and identity to teachers and their work. Physically, teachers
are often alone in their own classroom, with no other adults for company, psychologically,
they never are’ (p. 165). Moving mental health promotion from a marginal to a key part of
the culture of the school, and allowing teachers to influence policy through their unique
knowledge will encourage participation and reduce the sensation that policy is something
‘imposed’ by the Ministry of Education, for which teachers are not responsible.
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As part of this shift, this study argues for a reform of the education system’s focus in Kuwait,
away from the heavy prioritisation of exams and specified academic outcomes, towards
social outcomes, helping to support students with mental health needs, and remove barriers to
their learning. As well as the prescriptive demands of the curriculum, the means by which
teachers are assessed should be changed, from a results-driven to ‘whole-person’ assessment
of how pupils progress. This would free teachers to be more creative and responsive in their
classroom, making them more able to include the promotion of mental health, and encourage
a more rounded view of pupils’ achievements. In short, the social, political and cultural
elements of schooling must all be considered (Hargreaves et al., 1998). This study presents
evidence that education system needs to be more flexible, giving schools and educational
authorities greater freedom over instructional choices. This would allow the use of diverse
teaching approaches to meet the needs of all pupil, freeing up time and learning space where
teachers can feel less pressured, meaning the promotion of pupils’ mental health would be

welcomed by them.

As the foregoing practical recommendations and warnings imply, change is best managed on
an incremental and flexible basis. Policy should not be imposed through dramatic or uniform
approaches, since it must be responsive to specific contexts, and teachers must have the
opportunity to integrate the process and its values into their practice. Stern and Keislar
(1977), in their extensive review of attitudes and attitude change in teachers discovered that
attitudes of teachers can be altered, though certain attitudes are more resistant to change than
others. They argue that allowing teachers to express their concerns, and taking their views
into account, would facilitate the adoption of new perspectives. This study calls for the
perspectives of teachers in Kuwaiti schools to be taken into account by policymakers prior to
the adoption of any changes regarding the education system. Further, given the wide variety
of agents involved in the promotion of pupils’ mental health, the view of administrators,

learners, parents and others should be included, and their understanding sought.

As well as policy and structural consideration, material and training aspects should be
assessed as part of implementing the promotion of pupils’ mental health. This study
demonstrates the need to provide teaching staff with professional facilities such as
educational and training courses, information sources, targeted support for teachers’ mental
health, and material recognition of the effort, knowledge, determination and time

management needed to put the promotion process into practice. Stern and Keislar (1977)
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argue that changing teachers’ attitudes, as with participants in any programme, must be made

rewarding.

Dealing with the concerns of teachers about adopting mental health promotion among pupils
requires the publication of a strategy by curriculum developers and education policymakers in
Kuwait. Curriculum planners should consider various approaches to ensure the curriculum is
more attractive and absorbing, and should further enable teachers to customise teaching for
all pupils. In this way, various approaches, such as designing a curriculum that addresses
mental health may be adopted. Nind and Weare (2009) recommend that this type of
curriculum needs to integrate the development of all pupils’ social and emotional skills
within all subject areas; supplying mental health education and information can also raise
pupils’ awareness of and ability to cope with such issues, promoting their emotional, mental
and physical well-being (Department for Children, Schools and Families, 2010). Because of
their unique position in delivering such a curriculum to pupils (Woolfson et al., 2007)
teachers should be consulted in its design. This will also help to ensure that the curriculum is
realistic in terms of the time and resources required to apply it in the classroom, and facilitate
the design and deployment of training programmes tailored to the specific needs of teachers

in this area.

That teachers are well informed and motivated around mental health issues in school was
confirmed as important by the responses given in this study, an insight applicable both to
Kuwait and to teachers in other countries and contexts. Their attitudes and knowledge
profoundly affect their skills in recognising early signs of mental health problems among
pupils. Training courses to target mental health awareness, as distinct from behaviour
management, will make teachers better able to identify and support pupils with mental health
issues (Chazan, 1993; Cooper, 1989; Bowers, 1996). Such courses should not be offered only
to teachers in active employment, but also those at college and university. Piland (1999)
argues that the failure to equip teachers with reasonable knowledge about pupils’ mental
health issues during their college education could limit their knowledge of such issues,
leading teachers to deal with them negatively. Therefore, education in this area must begin
before graduation (Teacher Training Agency, 2005). However, it is not realistic to expect the
availability of training workshops alone to produce the improvements needed. Change should
harness the wider culture of schools, involving all staff, in particular leaders, equipping them
to monitor and evaluate each other’s work, and to disseminate good practice from other

education contexts (Fullan, 2002). The importance of such involvement for administrators,
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inspectors and head teachers can be seen in teachers’ view that the roles and responsibilities
of teachers will not be considered valuable unless administrators are educated and

knowledgeable about the mental health of pupils.
7.6.3 Methodological implications

Methodologically, the mixed approach utilised in the current study is supported by Snape and
Spencer (2003), who suggest that it can ensure a suitable ‘fit” between the research questions
posed and the study approaches utilised. Adopting the mixed-methodological approach
allowed the researcher to explore teachers’ perceptions of promoting pupils’ mental health in
more detail than could be captured by using a single approach (Creswell & Plano Clark,
2007). Additionally, the current study concurs with the arguments of Kiki & Miller (1986),
Levitt (2001) and Ajzen and Fishbein (1980), that it is not possible to directly observe
attitudes, beliefs or perceptions; rather, they need to be deduced by considering what people
feel and say, and the ways in which they behave in regard to their beliefs. Individuals’
perceptions and attitudes also need to be considered as responsive to, and dependent on,
context, within specific socio-cultural environments, and their investigation should not be
restricted to a reductive positivist interpretation. Also, the use of a mixed-methodological
approach demonstrates how attitudes and perceptions relate to and affect teachers’ practice in
the classroom, validating Silverman’s argument that there are areas of social reality which
cannot be measured merely by statistics, including attitudes, experience and interpretations
(Silverman, 2006) (see Chapter 4).

In regard to the approach itself, the utilisation of a mixed-methodology strategy in the present
research has proved to be extremely valuable, in contrast to dependence on a positivistic-
scientific framework, the most prevalent strategy in Kuwait. The study provides evidence that
utilising a single quantifiable instrument may suppress participants’ subjectivities and deprive
them of the chance to have their voices heard. The study highlights the richness and the
effectiveness of mixed-methodology research approaches in exploring the complexity of
participants’ attitudes and perceptions. This has connotations for what I term the ‘researcher-
researched relationship’, since in adapting this type of flexible approach allows researchers to
establish a more detailed and comprehensive picture of participants’ views. In this respect,
the current study has initiated an opportunity for researchers within Kuwaiti education to

follow this example, to implement appropriate mixed-methodology strategies, especially for
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studies requiring both in-depth knowledge and data concerning the event under examination,
where the qualitative and quantitative aspects may be combined within one study. This
richness has facilitated the current study in considering the phenomena from a number of
different perspectives, enabling the interpretation and review of data to be improved and
further enriched. This emphasises that researchers in Kuwait should implement more flexible
strategies rather than depending on a fixed approach, which may (whether consciously or not)
be set up to twist the phenomena under examination to ensure the researcher’s expectations
are fulfilled. The current study has provided the foundations and opened opportunities for the
implementation of a mixed-methodology approach within the context of the educational
environment in Kuwait. This may assist other researchers in this same context, helping to
provide answers to questions that could not be answered through the use of one individual
strategy, by providing a clear and in-depth image concerning social phenomena.

Moreover, the utilisation of interviews in the current study has proven to be significantly
valuable, with qualitative data analysis providing an in-depth understanding of the views of
teachers, despite the relatively small number of participants. It would not have been possible
to garner so deep an understanding through the implementation of a survey approach alone,
owing to the restricted space for the subjects to communicate their views and opinions. The
present research has questioned whether attitude surveys and the results of such can be an
adequate foundation for the promotion of mental health amongst pupils. Other researchers in
Kuwait are thus invited to examine the possibility of implementing various context-rich data
collection methods, such as diaries, focus groups, group interviews, reflective journals, and
autobiography, all of which could help to analyse teachers’ attitudes. As emphasised by
Silverman (2006) and Snape & Spencer (2003), these have the potential to establish greater
knowledge of the complex and interwoven strategies linked with attitudes, practices and
personal experience. My argument for adopting the mixed-methodological position does not
aim to denigrate the scientific mode of inquiry or the experimental research design popular in
Kuwait for educational research. Rather, it encourages educational researchers there to take
the challenge to adopt other paradigm of inquiry and therefore cater for what can be called
the ‘multi-dimensionality’ of social phenomena, instead of relying so heavily on one

approach.
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7.7 Conclusion

The current study stresses the need for understanding that the mental health of young people
is not a private concern; rather, it should be a subject for public consideration and seen as a
part of young people’s overall well-being (Adelman & Taylor, 2006). In order to achieve
such a standing, there must be a philosophical change in how young people’s mental health is
approached. That increased importance be placed on mental health promotion is a demanding
change, given how the majority of agencies working with and around young people operate.
It would necessitate a mutual vision and understanding of what mental health promotion
means and involves, and also what outcomes can be expected — not only for those directly
involved but also for those affected on a wider scale (Adelman & Taylor, 2006). Markedly,
the teachers in this study also recognised that there is a need to see commitment across the
communities, which would help to enhance teachers’ own levels of commitment to the

initiative.

Following the current study, it is clear that teachers’ views are not the only consideration in
promoting of pupils’ mental health and the success thereof. Success would not be prevented
should teachers possess negative views, nor would positive views guarantee success. Thus, it
is important to conduct subsequent research to ensure an adequate number of factors linked
with schools, teachers and young individuals, and the interconnections between them, are
considered in regard to their impact on mental health promotion amongst young people.

It is the hope of this researcher that this study’s results may help to direct education reform
towards alternative approaches. As opposed to focusing solely on meeting academic
achievement standards, there is a need to consider enhancement through improving
educational quality in Kuwait. In fact, the promotion of mental health amongst pupils is not
concerned only with understanding mental health; rather, it is centred on educational
reconstruction, social change, and school policy reform. Nevertheless, such change should be
regarded as multi-faceted and thus be focused on the number of interlinked aspects that shape
both agency and structure (Power, 1992).

Lastly, the study suggests further research is conducted into the adoption of the promotional
process within the education system in Kuwait. Such studies would have ample opportunity
to critically deliver direction and assistance in the formulation of policies, which would

ultimately help in the promotion of mental health. Accordingly, change flourishes in a
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cooperative and co-ordinated environment, with good levels of prepared and trained staff, all
of whom should hold positive attitudes and perspectives concerning the promotion of mental
health, with such professionals also afforded the right resources - administrative, educational,
financial and political. It should be emphasised that change takes time and should be an on-
going process. As noted by Bennett, Crawford & Riches (1992), it should be taken into
account that change is not only centred on the design and adoption of new approaches and
policies, but also places value on personal approaches, through which individuals may aim to
impose structural and cultural change, and react to it. Any studies subsequently carried out by

this researcher will certainly take into consideration such recommendations.
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Map of Kuwait
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Appendix (1)

Map of Arab Peninsula
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Appendix (I11): The study survey

“Middle school teachers’ attitudes and perceptions about promoting pupils’ mental
health in the State of Kuwait”

Dear teacher,

This study aims to ascertain the attitudes and perspectives of middle school teachers in regard
to their role in enhancing the mental health of students in the context of Kuwait. The overall
purpose of this survey is to gather data that may facilitate deeper understanding and
awareness of the factors concerning mental health promotion across schools, and accordingly
establish the elements that could potentially undermine or support the implementation of the

pupils’ mental health promotion process in Kuwait.

It is essential that the responses provided are honest and sincere, and that they are your own
and not those of colleagues or other influential individuals or entities. Importantly, no
judgement is made about whether specific standpoints are in themselves preferable or correct.
Moreover, so as to ensure anonymity and confidentiality, personal identification will not be
necessary. However, should you be willing to be interviewed in relation to the study context,

please do advise of this by providing your details at the end of the survey.

Please provide one response to each of the statements, according to the scales and criteria
detailed.
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Part one: Background information:
Please put a tick where appropriate:

1. Gender: [ ] Male [ | Female

2. Age Group:

[ ]21-25 [ ]26-30 [ ]31-35 [ |36-40

3. Years of teaching experience:

[]15 []610 []1115 [] 16-21

4. Level of education:

[ ] Diploma [] BA [] Master [_]PhD
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[ ] 41-45 [ ] 46-50

[]

more than 20



Part Two: Teachers’ attitudes towards promoting pupils’ mental health.

Please consider the statements made in the following section and accordingly highlight the
degree to which you either agree or disagree by utilising the scale. Answers are neither

correct nor incorrect; they need only be honest.

A. Teachers’ cognitive response to promoting pupils’ mental health.
5=strongly agree  4=agree 3=undecided 2=disagree  1=strongly disagree
N Statements SA A U D SD
1 A mentally healthy person is someone who can cope 5 4 3 2 1
with, adjust to life’s stressors, and adapt to changes.
2 Somebody with a mental health problem, which is 5 4 3 2 1
temporary, would not be said to have a mental illness.
3 The majority of people who experience mental health 5 4 3 2 1
problems can recover if they get help early on.
4 Mental health problems that are not recognised early 5 4 3 2 1
can become more severe.
5 Young people have the right and the need to be 5 4 3 2 1
mentally healthy.
6 Schools hold a unique position in positively affecting 5 4 3 2 1
the mental health of pupils.
7 Teachers play an influential role in recognising pupils | 5 4 3 2 1
with mental health problems.
8 It is not teachers’ job to promote pupils’ mental 5 4 3 2 1
health in the classroom.*
9 Promoting pupils’ mental health means supporting
pupils to strengthen their positive mental health. 5 4 3 2 1
10 Promoting pupils’ mental health means enhancing
individual knowledge and skills to foster their mental 5 4 3 2 1
health.
11 Teachers are expected to assume some responsibility in
the early recognition of pupils’ mental health problems| 5 4 3 2 1
12 Promoting pupils’ mental health required teachers to
have specific training skills. 5 4 3 2 1
13 Promoting pupils’ mental health requires teachers to
have adequate knowledge in mental health issues. 5 4 3 2 1
14 Promoting pupils’ mental health has a positive impact
on their social well-being. 5 4 3 2 1
15 Referring pupils with mental health problems for
appropriate early support reduces their risk of 5 4 3 2 1
developing mental health problems.
16 Having pupils with mental health problems in my
class impedes the learning of other pupils.* 5 4 3 2 1
17 Promoting pupils’ mental health has a positive impact
on their academic achievement. 5 4 3 2 1
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B.

Teachers’ affective response towards promoting pupils’ mental health

1. If a pupil with mental health problems were about to join my class, | would feel: :

Not comfortable
Very negative
Not optimistic
Not interested

Unhappy

2. Recognising pupils’ mental health problems makes me feel:

Not comfortable
Very negative
Not optimistic
Not interested

Unhappy

1

1

1

1

2

2

2

2

3

3

3

3

4

4

4

4

5

5

5

5

Very comfortable
Very positive
Very optimistic
Very interested

Very happy

Very comfortable
Very positive
Very optimistic
Very interested

Very Happy

3. Dealing with pupils’ mental health problems in my classroom makes me feel:

Not comfortable
Very negative
Not optimistic
Not interested

Unhappy

1

1

2

2

3

3

4

4

5

5

Very comfortable
Very positive
Very optimistic
Very interested

Very happy

Managing a class which includes pupils with mental health problems makes me feel:

Not comfortable
Very negative
Not optimistic
Not interested

Unhappy

1

1

2

2

3

3

4

4
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5

5

Very comfortable
Very positive
Very optimistic
Very interested

Very happy



5. Promoting pupils’ mental health makes me feel:

Not comfortable 1 2 3 4 5 Very comfortable
Very negative 1 2 3 4 5 Very positive
Not optimistic 1 2 3 4 5 Very optimistic
Not interested 1 2 3 4 5 Very interested
Unhappy 1 2 3 4 5 Very happy
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C.

Teachers’ behavioural response towards promoting pupils’ mental health.

5=strongly agree 4=agree  3=undecided 2=disagree

1=strongly disagree

N If I have or recognise a pupil with mental health
problems in my class, | will..... SA A U D SD
1 Accept responsibility for promoting pupils’ mental 5 4 3 2 1
health in my class.
2 Increase my knowledge about mental health issues 5 4 3 2 1
and how they affect pupils.
3 Hope his/her problems will go away.* 5 4 3 2 1
4 Be willing to implement a positive mental health 5 4 3 2 1
curriculum.
5 Engage in developing training in the appropriate
skills to recognise and deal with pupils with mental 5 4 3 2 1
health issues.
6 Co-operate with the school administration in
decision-making concerning pupils’ mental health. 5 4 3 2 1
7 Be willing to work with mental health professionals
in order to address emotional/ behavioural issues in 5 4 3 2 1
my classroom.
8 Co-operate with the parents of pupils with mental
health problems. 5 4 3 2 1
9 Suggest to the head teacher to move pupils with
mental health issues to another class.* 5 4 3 2 1
10 Be aware of the mental health services available for
my pupils in the school. 5 4 3 2 1
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Part Three: Teacher’s perceptions about barriers to promoting pupils’ mental health.

5=strongly agree 4=agree 3=undecided 2=disagree 1=strongly disagree

N To what degree does each item represent a
barrier to your participation in promoting SA SD
pupils’ mental health?

1 Lack of awareness about my role and responsibility 5 1
regarding pupils’ mental health.

2 Inadequate knowledge and personal education about 5 1
pupils’ mental health issues.

3 Inadequate training to recognise the early signs of 5 1
pupils’ mental health problems.

4 Teachers’ negative attitudes towards mental health 5 1
iSsues.

5 Concerns over workload and time limits. 5 1

6 Lack of partnership between specialists (e.g. 5 1
counsellors, educational psychologists) and teachers
regarding pupils’ mental health.

7 Lack of information resources related to pupils’ 5 1
mental health.

8 Absence of an educational policy which expects 5 1
teachers to be responsible in promoting pupils’
mental health.

9 Inadequate funding. 5 1

10 Curriculum, pedagogy and the examination system. 5 1

11 Lack of partnership between parents and teachers. 5 1

12 Resistance among administrators and inspectors. 5 1

13 Social stigma around talking about mental health 5 1
problems and labelling.

14 Alternative cultural and religious beliefs about the 5 1
ways of healing mental health problems.

15 School culture and ethos (social view of school and 5 1
schooling).

16 Inappropriate media representations of mental 5 1

health problems.
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» Could you please mention any other barriers to teachers’ role in promoting pupils’
mental health?

» What changes would you recommend for promoting pupils’ mental health in the
classroom?

Dear Colleague,

I might like to conduct an interview with you to discuss your views on some aspects of
promoting pupils’ mental health. Please tick the following choice to show whether you agree

to this further contact.

Yes[ ] No[ ]

Name: Your phone number: Your e- mail:

The personal details of the researcher, including telephone number and email address, are
provided below, should there be any need to change or cancel an appointment or even to ask

questions. You can also provide your own contact details should you wish to do so.

My phone Number: 99744487.

My e-mail: dafa201@ex.ac.uk.

Thank you for your co-operation and interest.
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Appendix (1V): Protocol of the Semi- Structured Interviews

The semi-structured interviews aimed to elicit and elaborate on the participants’ perceptions

about their understanding of some mental health concepts, their role in promoting pupils’

mental health, awareness, knowledge, and training skills, and their perceptions of barriers and

changes involved in promoting pupils’ mental health. The order in which the questions are

presented in this protocol does not imply that interviews were conducted in the same

sequence, since the participants’ abilities to articulate their views about certain issues

provided outlets for some probing or minor questions, leading to further discussion. The

questions sometimes unfolded without probing, and some questions were added, varied or

their wording and order modified. The following sections represent the themes the interviews

addressed.

Understanding and perceptions of some mental health concepts

If [ say ‘mental health’, what do you understand by this term?
What comes to mind if I say ‘mental illness’?

What do you think has led you to forming these opinions?

In your view, would somebody with a mental health problem be said to have a mental
illness? Does the severity make difference?

Do you think that people who experience mental health problems can overcome these
problems? How?

How do you know if pupils have mental health problems?

Teachers’ role and school’s role in promoting pupils’ mental health

What does ‘promoting mental health’ mean?
How is ‘promoting mental health’ related to your pupils and your school?
Do you think that all pupils have the right to be mentally healthy?

To what extent do you think schools are resourced and ready for promoting pupils’
mental health?

If you recognise a pupil with a mental health problem, what role and responsibility
would you as a teacher have in responding to his/her problem?
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In your view, is it a part of your job to recognise or deal with pupils’ mental health
problems? If not, whose responsibility should be?

In your view, to what extent could the idea of teachers having a responsibility in
promoting pupils’ mental health be acceptable in Kuwaiti schools today?

In your opinion, are there any common socio-cultural beliefs regarding mental health
issues in Kuwaiti society could have impact on the implementation of prompting
pupils’ mental health in Kuwait’s school?

From your point of view, to what extent could the media’s representation of mental
health issues in Kuwaiti society affect teachers’ attitudes towards the implementation
of prompting pupils’ mental health in Kuwait’s schools?

What does promoting pupils’ mental health make you feel? For example, including
pupils with mental health problems in your class, or dealing with pupils having mental
health problems?

In your opinion, what are the factors related to teachers or young people that could
have an impact on teachers’ perceptions about promoting pupils’ mental health?

Awareness, knowledge, and training skills

In you view, do regular teachers have adequate awareness and knowledge about
promoting pupils’ mental health? What are the appropriate ways to increase teachers’
knowledge and awareness about pupils’ mental health issues?

In your opinion, what sort of training do they need? Is it general training in pupils’
mental health or are there particular areas they need to be trained in?

Do you think that a lack of teacher’ knowledge and training skills regarding pupils’
mental health issues could affect teachers’ attitudes towards promoting pupils’ mental

health?

Are you ready to participate in any training workshops or educational courses related
to promoting pupils’ mental health?

In your opinion, does the process of promoting pupils’ mental health imply specific
requirements to be implemented in practice?

In what way does promoting pupils’ mental health benefit pupils?

In your opinion, to what extent would the delivery of a mental health education

curriculum by teachers to their pupils be acceptable?
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Perceptions of barriers to and changes needed for promoting pupils’ mental health

e What are the barriers that you feel limit your taking up of this responsibility?
e Are there any changes that should be made to put the promotion of pupils’ mental

health into practice in Kuwait’s schools?
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Appendix (V): Reliability of the scales

e Reliability for the attitudes scale in the pilot study

Cronbach's Alpha

No. of ltems

.870

35

290

Iltem Statistics

Mean Std. Deviation
cl 3.0522 1.34265 479
c2 4.2965 .76249 479
c3 4.2693 .66951 479
c4 4.2860 .66253 479
c5 4.3215 .73537 479
c6 4.5073 .69023 479
c7 4.4092 .70829 479
c8 4.3403 .68384 479
c9 4.1253 .77956 479
c10 4.2568 .69880 479
cll 4.3194 .68169 479
cl2 4.0731 .95991 479
c13 4.1628 .79919 479
cla 4.2109 .85778 479
cl5 4.2756 .84540 479
cl6 4.3820 .72187 479
cl7 4.3967 .66066 479
cl8 4.1670 .88294 479
Al 2.9144 1.23198 479
A2 3.4656 1.14364 479
A3 3.5219 1.23200 479
A4 3.5491 1.25311 479
A5 3.9228 1.02290 479
Bl 4.2463 .76663 479
B2 4.1670 .79570 479
B3 4.1190 .89655 479
B4 4.0292 .80997 479
BS 4.3257 .73353 479
B6 4.0438 .90568 479
B7 3.9896 .89273 479
B8 4.1232 .79187 479
B9 4.2150 JT4717 479
B10 4.2589 .73453 479
B11 4.0292 .93244 479
B12 4.2651 74222 479




Reliability test for the barriers scale in the pilot study

Reliability Statistics

Cronbach's Alpha

No. of Items

.871

32
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Iltem Statistics

Mean Std. Deviation
cl 3.0522 1.34265 479
c2 4.2965 .76249 479
c3 4.2693 .66951 479
c4 4.2860 .66253 479
c5 4.3215 .73537 479
c6 4.5073 .69023 479
c7 4.4092 .70829 479
c8 4.3403 .68384 479
c9 4.1253 77956 479
c10 4.2568 .69880 479
cll 4.3194 .68169 479
cl3 4.1628 .79919 479
cla 4.2109 .85778 479
cl5 4.2756 .84540 479
cl6 4.3820 .72187 479
cl7 4.3967 .66066 479
cl8 4.1670 .88294 479
Al 2.9144 1.23198 479
A2 3.4656 1.14364 479
A3 3.5219 1.23200 479
A4 3.5491 1.25311 479
A5 3.9228 1.02290 479
Bl 4.2463 .76663 479
B2 4.1670 .79570 479
B3 4.1190 .89655 479
B4 4.0292 .80997 479
B7 3.9896 .89273 479
B8 4.1232 .79187 479
B9 4.2150 JT4717 479
B10 4.2589 .73453 479
B11 4.0292 .93244 479
B12 4.2651 74222 479




e Reliability of the attitudes scale after conducting the factor analysis and excluding
items C12, B5, B6)

Item Statistics

Reliability Statistics
Cronbach's Mean Std. Deviation N
Alpha Based on cl 3.0522 1.34265 479
Cronbach's Standardized c2 4.2965 76249 479
Alpha ltems N of ltems c3 4.2693 66951 479
862 871 32 c4 4.2860 .66253 479
c5 4.3215 73537 479
c6 45073 .69023 479
c7 4.4092 .70829 479
c8 4.3403 .68384 479
c9 4.1253 77956 479
cl0 4.2568 .69880 479
cl2 4.0731 195991 479
cl3 4.1628 .79919 479
cl4 4.2109 .85778 479
cl5 4.2756 .84540 479
cl6 4.3820 72187 479
cl7 4.3967 .66066 479
cl8 4.1670 .88294 479
Al 2.9144 1.23198 479
A2 3.4656 1.14364 479
A3 3.5219 1.23200 479
A4 3.5491 1.25311 479
A5 3.9228 1.02290 479
B1 4.2463 .76663 479
B2 4.1670 .79570 479
B3 4.1190 .89655 479
B4 4.0292 .80997 479
B7 3.9896 .89273 479
B8 4.1232 .79187 479
B9 4.2150 74717 479
B10 4.2589 .73453 479
Bll 4.0292 .93244 479
B12 4.2651 74222 479

*C stands for cognitive item and B for behavioural intention item.
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o Reliability test for the attitudes scale after employing the factor analysis and
excluding Bab and Ba6.

Iltem Statistics

Reliability Statistics Mean Std. Deviation N

Bal 1.8410 91105 478

Cronbach's Alpha No of Items Ba2 1.8828 79495 478
.835 18 Ba3 1.8787 .86021 478

Ba4d 1.9372 .85183 478

Ba7 1.9121 .83717 478

Ba8 2.0084 .88780 478

Ba9 1.8619 .81249 478

Bal0 1.8598 .79781 478

Ball 1.9791 .94923 478

Bal2 2.0084 .84918 478

Bal3 2.1883 1.03912 478

Bal4d 2.2259 1.03158 478

Bal5 2.1862 1.09547 478

Bal6 2.1883 1.07677 478

Bal7 2.0628 .96709 478

Bal8 2.0377 1.03129 478

Ba5 1.7029 .72369 478

Ba6 1.7385 .78550 478

*Ba stands for barrier.
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Appendix (VI): An example of testing normality of the data that subjected to

ANOVA

Teaching years of experience Categories

Case Processing Summary

a. Lilliefors Significance Correction

294

Cases
Teaching years of Valid Missing Total
experience N Percent N Percent N Percent
cognitive dimension 1-5 194 100.0% 0 .0% 194 100.0%
6-10 92 100.0% 0 .0% 92 100.0%
11-15 95 100.0% 0 .0% 95 100.0%
16-21 62 100.0% 0 .0% 62 100.0%
above 20 36 100.0% 0 .0% 36 100.0%
Tests of Normality
Teaching Kolmogorov-Smirnov® Shapiro-Wilk
years of
experience Statistic df Sig. Statistic df Sig.
1-5 .061 194 .080 975 194 .002
6-10 .105 92 .014 .946 92 .001
© _5 11-15 139 95 .000 .927 95 .000
:‘é é 16-21 118 62 033 957 62 031
O 0O above 20 .150 36 .039 .902 36 .004




Descriptives

Teaching years of experience Statistic Std. Error
cognitive dimension 1-5 Mean 4.2130 .02630
95% Confidence Interval for Lower Bound 4.1611
Mean Upper Bound 4.2648
5% Trimmed Mean 42215
Median 4.2105
Variance 134
Std. Deviation .36638
Minimum 2.68
Maximum 4.95
Range 2.26
Interquartile Range .54
Skewness -.350 175
Kurtosis .580 .347
6-10 Mean 4.2426 .03637
95% Confidence Interval for Lower Bound 4.1703
Mean Upper Bound 4.3148
5% Trimmed Mean 4.2609
Median 4.3158
Variance 122
Std. Deviation .34885
Minimum 3.26
Maximum 4.79
Range 1.53
Interquartile Range A7
Skewness -.802 .251
Kurtosis .303 498
11-15 Mean 4.2726 .03834
95% Confidence Interval for Lower Bound 4.1965
Mean Upper Bound 4.3487
5% Trimmed Mean 4.2972
Median 4.3158
Variance 140
Std. Deviation .37366
Minimum 2.68
Maximum 4.95
Range 2.26
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Interquartile Range

A2

Skewness -1.230 .247

Kurtosis 3.002 490
16-21 Mean 4.2504 .04768

95% Confidence Interval for Lower Bound 4.1551

Mean Upper Bound 4.3458

5% Trimmed Mean 4.2626

Median 4.3158

Variance 141

Std. Deviation .37540

Minimum 3.37

Maximum 4.95

Range 1.58

Interquartile Range A7

Skewness -.583 .304

Kurtosis -.034 .599
above 20 Mean 4.1184 .05831

95% Confidence Interval for Lower Bound 4.0000

Mean Upper Bound 4.2368

5% Trimmed Mean 4.1433

Median 4.1842

Variance 122

Std. Deviation .34988

Minimum 3.11

Maximum 4.68

Range 1.58

Interquartile Range .37

Skewness -1.240 .393

Kurtosis 2.439 .768
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Histograms

Frequency
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Mean =4.21
Std. Dev. =.366
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Frequency

Histogram

for experience= 6-10
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Stem-and-Leaf Plots
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Detrended Normal Q-Q Plots
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Appendix (VI1):
The Ethical Approval from the University of Exeter

STUDENT HIGHER-LEVEL RESEARCH
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For further information on ethical educational research access the guidelines on the BERA web site:
http://www.bera.ac.uk/publications/guidelines/ and view the School’s statement on the GSE student
access on-line documents.

READ THIS FORM CAREFULLY AND THEN COMPLETE IT ON YOUR
COMPUTER (the form will expand to contain the text you enter). DO NOT
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| hereby certify that | will abide by the details given overleaf and that | undertake in my
dissertation / thesis (delete whichever is inappropriate) to respect the dignity and privacy of those
participating in this research.
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Appendix (VII): Informed Consent Form

Title of the study: ‘Middle school teachers’ attitudes and perceptions about their role in
promoting pupils’ mental health in the State of Kuwait’

1. Purpose of the study

The purpose of this study is to explore teachers’ attitudes towards their role as promoters of
pupils’ mental health, their perspectives about barriers to implementing the promoting
process and changes required to put promoting pupils’ mental health in practice. Generally
and most importantly, the study outlines a vision to attain the ambition of applying a mental
health curriculum in the middle schools of Kuwait.

2. Procedures to be followed

Your involvement in this research will include completing a questionnaire, which will take
no more than 10 minutes of your time. There is the potential for you to be involved in an
interview should you wish. Interviews are expected not to exceed 40 minutes in duration.

Interviews will be recorded, and thereafter stored securely.

3. Discomforts and Risks:

Involvement in this study comprises no risks, although it should be noted that some
questions posed may be considered personal, and it is possible that some interviewees
would prefer not to answer them. While stressing the value of honest and fulsome
responses, the interviewer wishes to emphasise that you are entirely free to choose not to

answer any uncomfortable questions.

4.  Benefits:

a. You may develop a deeper insight into yourself and your views.

b. You may become more aware of the attitudes and beliefs you hold that may impact on
your instructional practices.

c. The research results may be adopted to deliver a skills training programme for
teachers, geared towards facilitating the effective promotion of mental health amongst
students.

5.  Statement of Confidentiality:
The researcher is the only individual who will know your identity. Should the study

undergo publication, no personal data able to identify you will be detailed.
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6.  Your Right to Ask Questions:

At any point in the process you have the right to questions relating to the study, either
through direct contact with the researcher or otherwise through telephone or email. My
phone no is: 99744487. My e-mail is: dafa201@ex.ac.uk.

7. Compensation:
No compensation is offered for your involvement in this research process.
8.  Voluntary participation:

There is no obligation for you to participate in this research; your involvement is voluntary.
Accordingly, you may choose to end your involvement at any stage simply by advising the
investigator of your intention to do so. Moreover, there is no obligation to answer any

questions you do not wish to.
9.  Data ownership:

The data you provide is owned by you personally and nobody else, and so you have the
right to request access or details relating to any such information and copies thereof. If such
a request is not made, the data will be destroyed following the completion of the study.
Moreover, during the conducting of the research, the investigator will provide you with
draft transcripts, thus providing you with the opportunity to correct any factual inaccuracies
or to otherwise suggest changes be made to comments or understanding, or to otherwise

provide alternative statements.

Should you consent to participating in this study and to all that has been outlined above,

please show your agreement by signing your name below. A copy of this consent form will

be provided, which you may then keep for your own records.

Thank you for giving me your time.

Participant Signature Researcher’s Signature

Date Date
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Appendix (IX): Sample of analysing and coding the emerged themes from interviews

Sample (1) of Interview Script

| started the interviews by explaining the purpose of my research and developing trust
relationships with the participants. Then, | asked permission to audio tape the interviews, to
use the obtained data for research purposes. The interviewed participants were given

assurances about the confidentiality and the privacy of the data.

-Researcher: If | say ‘mental health:, what do you understand by this term?
-Interviewee S/S: To have good mental health is to be happy, not bored with your life. It

entails focusing on your life and your work, and doing your best to achieve your goals.

-Researcher: So you think that the concept of mental health is associated with
achieving life goals; could achievement lead people to be mentally healthy?

-Interviewee S/S: Yes, to some extent, because once a person has achieved at least some of
his goals in life, he will feel satisfied, happy and relieved, and will be encouraged to do his

best to face life's pressures and uphold his responsibilities in life.

-Researcher: Are there any other meaning, in your opinion?
-Interviewee S/S: Personally, | think that mental health is one’s ability to distinguish
between right and wrong. It is what leads a person to develop himself in spite of pressures

around him. It has the meaning of creating a balance.

-Researcher: What comes to mind if I say ‘mental illness’?
-Interviewee S/S: Mental illness is something that prevents a person from living normally

within his family, work and society.

-Researcher: | see what you mean. What else?
-Interviewee S/S: Mental illness is to feel lacking in energy and experiencing extreme
tiredness with no ability to overcome your stresses. It is like functioning unusually.

sometimes stupidly and crazily.

-Researcher: So, you think that mental illness is linked to these feelings?
-Interviewee S/S: Sometimes, a mentally ill person can lose his desire to live, and attempt

suicide. I’ve heard lots of stories about people who Killed themselves because they were
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experiencing mental health disorders - especially famous people. Once they became old and

felt that people were no longer interested in watching their work, they felt sad and lonely.

-Researcher: | see. What else?
-Interviewee S/S: People who experience mental health problems might be hospitalised. It is
not a simple matter; it is something wrong with one’s mind. If we lose our minds, how can

we live normally in this stressful life?

-Researcher: Do you think that people who experience mental health problems can
overcome them?

-Interviewee S/S: Yes, if their mental problem is not serious. I know one person who was
diagnosed with depression, but he still functioning normally in his life. If these people were
supported and provided with sympathy and help early, | think that they might be able to
cope effectively, because their problems are temporary and might be treated.

-Researcher: Does this require them to have some kind of particular ability?

-Interviewee S/S: This depends on the extent of their awareness, and what skills they have.
For example, if they are aware of the importance of seeking advice and support from
specialists, they will be definitely able to cope with their problems. What they need is only

to understand, accept and trust themselves and ask for help and talk about their problems.

-Researcher: So, who is the “mentally healthy person” in your opinion?

-Interviewee S/S: In my opinion, we can say that a person is mentally healthy when we feel
that he is happy and has no problems. A mentally healthy person is one who can adjust to
life’s stresses, have the ability adapt to changes rather than just giving up, letting their

problems become worse.

-Researcher: What do you think has led you and others to form these opinions about
mental illness?

-Interviewee S/S: | think it is the impact of the media. The way that the media presents
mental health issues negatively gives people incorrect assumptions about mental health

issues. The image of mentally ill people represents danger, crime and violence.

-Researcher: In your opinion, how does the media represents mental health issues?
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-Interviewee S/S: In fact, the media feeds these images of the mentally ill. The media
represent these people in an awful way that nonetheless convinces people to believe it.
Maybe these are realistic images, maybe not. However, it is scary. Mental health issues
bring to my mind those crazy, dangerous people with messed-up hair, smelling bad, having
an ugly appearance, being dressed inappropriately and homeless. | hope that | do not face

anything like this in my class.

-Researcher: Does media has an impact on public understanding of mental health
issues?

-Interviewee S/S: Yes. | believe that the media has an impact on forming public awareness
of mental health issues, and with all of the Inappropriate ways that the media presents
images of mentally ill people, you can imagine how people conceptualise mental health

issues, and consequently deal with mentally ill people.

-Researcher: From your point of view, what other factors could affect people's
understanding of mental health issues?

-Interviewee S/S: In a conventional society like Kuwait, I think that there are some common
cultural beliefs or religious beliefs which might affect the way that people understand

mental health issues.

-Researcher: Would you please give examples of some of these beliefs?

-Interviewee S/S: These beliefs are linked to Arabic and Islamic culture. For example,
people in the past, and even now, have considered mental health problems to be the result of
the ‘evil eye’ or ‘touch of jinn’, and have held that a traditional healer is able to drive the
‘evil eye’ away. Many people here in Kuwait believe that experiencing mental health
problems is a test from God, given to certain people to understand their level of belief in
God. If their children have mental health problems, this means that God is testing them
through their children. They think that God, ‘Allah’, is testing people’s level of religiosity,
patience and confidence in Allah; those who succeed in this test will get a very great reward
in the hereafter. As a result, people need to face their problems without complaining,
increase their prayers and strengthen their deep relationship with Allah, as this is the only
way to heal their problems. I believe that people are still affected by these cultural and
religious beliefs in dealing with children and their mental health problems.

-Researcher: To what extent do you think that these beliefs could affect parents?
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-Interview S/S: | think that these some parents might seek help from religious and
traditional healers instead of seeking help from professionals. Then, parents also might
continue treating their children through those healers in spite of the fact that many of them
believe that their children need to go to mental health specialists. One explanation could be
the healers’ desire to secure parents’ endowments, as they convince parents that their child
has a ‘jinn touch’or ‘evil eye’, and that they should keep coming to them or their child may
die. What normally happens is that these religious healers provide some blessed water and
recite from the holy book, the Qur’an. Traditional healers provide incense and medicines
based on herbs to treat people with mental health problem. I still remember a story from one
of my cousins, whose daughter was suffering from a mental health problem. The teachers
informed her father that his daughter was not participating in the class activities, not
interacting with her peers and teachers, and spent most of her time alone in the school.
Thereafter, her father prevented her from going to school, and hid her in the house. He did
not allow her to sit with us when we visited. Sometimes | could hear her hysterical
screaming. He sought the help of some of the healers, and they told him that his daughter
was a demoniac or had a ‘touch of jinn’. The healer hit her and used his traditional tools to
treat her. Her case got worse until she lost her appetite and ability to sleep. Then finally she
died.

-Researcher: Do you think that if your cousin had had sufficient awareness that his
daughter was experiencing mental health issues, he would have sought help from those
religious and traditional healers?

-Interviewee S/S: | believe that if he was aware of the mental health issues, I think he would
not have taken her to those healers, and he probably would have sought specialist advice.

No one would have reason to make their children lose their lives.

-Researcher: What might cause pupils’ mental health problems?

-Interviewee S/S: Some mental health problems emerge as inherited problems from their
parents or any one who had mental illnesses in their family. However, some circumstances
related to family feuds, divorce, drug and alcohol addiction among parents, could result in

pupils experiencing some mental health problems.

-Researcher: Have you ever recognised mental health problems among your pupils in

the class?
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-Interviewee S/S: Yes. | have. | have recognized many such instances.

-Researcher: How do you know that they have mental health problems?

-Interviewee S/S: The task might seem to be easy, but in fact, teachers might find it difficult
to recognise these sorts of problems. Sometimes, teachers judge low achievement by pupils,
not paying attention in lessons, disturbing the class, or any alteration in a pupil's behaviour,
such as being aggressive in the class or in the playground, as evidence of mental health

problems. And they could be wrong.

-Researcher: If you recognise any mental health problem, do you think that you are
able to deal with it?
-Interviewee S/S: Even if we recognise any mental health problem, we are not equipped

with sufficient knowledge or skills to deal with mental health issues among pupils.

-Researcher: What does ‘promoting pupils’ mental health’ mean to you?

-Interviewee S/S: Personally, I think that promoting pupils’ mental health is Supporting
pupils not only when they need support in difficult times, but also before they experience
problems. It is building a strong relationship with teachers; it is important in times when

they feel that they need help, that they can receive it from their teachers.

-Researcher: Is this type of relationship important?

-Interviewee S/S: Yes. This relationship can give teachers the chance to be closer to their
pupils, understand them more and recognise early on any changes that may emerge in their
mental health. This relationship could have a positive impact on teachers’ satisfaction with
their class' academic performance, and consequently mean improvements in the teachers’

evaluation reports.

-Researcher: What else do you understand by the phrase ‘promeoting pupils’ mental
health’?

-Interviewee S/S: It means to provide them with support, knowledge and the necessary
skills they might need to cope with stressful situations.

-Researcher: In your opinion, do you think that you are well equipped to provide this
support for them?
-Interviewee S/S: Not at all. | think that we need to be well educated in the area of pupils’

mental health issues and trained well to deal with pupils’ mental health needs and problems.
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This training and education needs to be within school plans and policy. Unfortunately there
is no policy set within the educational system in Kuwait that would oblige them to take up

this responsibility.

-Researcher: So, you think that setting a policy would be beneficial?

-Interviewee S/S: Establishing policies supporting pupils’ mental health promotion should
be viewed as obligatory, and so there is the need for the Ministry of Education to establish
policy and legislation to ensure promotion and awareness. Even if we have limited support,

poor resources, and low salaries, | think that our responsibility is a sense of humanity.

-Researcher: Is promoting pupils’ mental health a part of your job?

-Interviewee S/S: Yes. Although I believe that treating pupils’ mental health issues is a
specialist activity that a mental health professional should deal with, | think that teachers
have a critical role in this responsibility. This responsibility starts after they accept a job in
the field, and swear at their graduation to do their best to support their pupils, both

emotionally and academically.

-Researcher: So, whose responsibility is it?

-Interviewee S/S: Perhaps many teachers believe that promoting pupils’ mental health is not
their responsibility...... Maybe they are right. Personally, | think that it should rest with
mental health counsellors in schools. However, | also believe that teachers' significant
position requires them to participate in this responsibility, since pupils’ mental health is

crucial and affects academic achievement.

-Researcher: In your view, what are the issues that could prevent teachers from taking
on this responsibility?

-Interviewee S/S: Training and knowledge are critical when you ask teachers to participate
in this responsibility. Also, the degree of the mental health problems is important here.
Teachers might not be able to support these pupils in their classes. For example, if a pupil's
problems are less serious and do not threaten the teacher’s safety, they might be able to

support them.

-Researcher: Are there any other issues?
-Interviewee S/S: The first impression I get if you say to me ‘promoting pupils’ mental

health’ is of additional roles being added to our instructional routine as teachers - roles such
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as preparing teaching plans and tools, checking attendance, controlling pupils in the
morning queue, etc. We will be asked to do something extra, which could lead to feelings of
not being able to provide as much time for supporting pupils’ academic achievement. How
can | pay attention to such mental health issues among my pupils if at the same time | am
required to do so many other tasks? One of them is teaching a large number of classes,
besides taking part in administrative affairs. School administrators need to reduce these

pressures that come from massive teaching demands.

-Researcher: What else?

-Interviewee S/S: I think that teachers’ levels of education are important here. Better
educated teachers are more knowledgeable and aware about pupils’ mental health issues,
because when they study more, they will be more open-minded and will have read in

different areas.

-Researcher: If you recognise a pupil with a mental health problem, what role and
responsibility would you as a teacher have in responding to his/her problem?

-Interviewee S/S: As a teacher, if | recognise a pupil with mental health problems, I will try
to open a dialogue with this pupil and talk with him about his problem. A teacher needs to
be careful in his approach, and ask him indirectly about his problem, in a way that does not
cause harm or embarrassment for this pupil. The teacher should attempt to form a closer
relationship with him. However, this closeness should not be sudden matter. Teachers need
to build strong relationships with their pupils from the beginning of the year, so that pupils
can feel comfortable, encouraged and confident when they talk to their teachers about their
problems. Then, the role of the counsellors comes into play; if I cannot help the pupil. | can

ask for help from counsellors in school, by transferring the pupil to them.

-Researcher: What about the media?

-Interviewee S/S: 1 assume that teachers are affected by the way that the media present
people with mental health issues. How teachers feel about pupils’ mental health issues
correlates with what they believe. Personally, what I normally know about mentally
disturbed people is that they can be violent and dangerous. Sometimes, | feel scared when |
hear that some pupil has shown signs of these mental difficulties in other teachers’ classes. I
don’t like to talk about it. | hope I will not face it in my class. Before you ask teachers to

participate in the responsibility of promoting pupils’ mental health, the media need to
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change their representation of these mental health issues and act to raise public awareness of

them.

-Researcher: In your opinion, what is the effect of common socio-cultural and religious
beliefs on teachers’ attitudes towards pupils’ mental health issues today?

-Interviewee S/S: 1 think that these beliefs lead pupils’ parents to seek help from religious
and traditional healers, which may result in dealing wrongly with their children’s mental
problems, and these problems getting worse. Some parents also hide their children’s mental
problems to avoid social stigma. In addition, parents might fear transferring their children to
the professionals in the psychiatric hospital, since everything will be documented, and their
children will be labelled as having mental problems. In such cases, how can teachers
support those pupils, seeing as they have no idea about their mental health problems? Thus,

these beliefs decrease the level of communication between parents and teachers.

-Researcher: What else?
-Interviewee S/S: I believe that families have a critical role in promoting their children’s
mental health. Family is an important information resource for teachers regarding a child’s

mental health.

-Researcher: What responsibility does the family have in this domain?
-Interviewee S/S: We need to consider the family’s role before the school’s role; then we

can think about co-operation between school and home.

-Researchers: What else?

-Interviewee S/S: I believe that families have a critical role in promoting their children’s
mental health. Family is an important information resource for teachers... It depends on how
much families pay attention to their children; supporting them, devoting time to discussing
their concerns will bring up mentally healthy pupils who are able to deal with their stresses,
or at least talk about them and ask for help. Other families consider their children’s mental
health issues as private matters and teachers are not thought to be qualified or allowed to
deal with them. So, teachers will refuse to deal with these children’s mental health
problems. As a result, teachers will feel more restricted in addressing pupils’ mental health

issues.
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-Researcher: In your opinion, does the process of promoting pupils’ mental health
demand additional requirements for it to be implemented in practice?

-Interviewee S/S: Training first. Unfortunately, there is a lack of information sources, like
booklets, brochures or books for teachers to acquire more information related to pupils’
mental health. 1 know that we have counsellors; however, their role is not effective in
schools. We noticed that the only thing they usually do is to refer those pupils to specialists
If the situation gets worse. | think that schools are not adequately equipped yet. Sometimes,
iIf we recognise that any pupil has mental health problems, we feel that we need to know

more about his problem, but sources are poor or sometimes not available at all.

-Researcher: What is your view of how is training should be?

-Interviewee S/S: Once we have the appropriate training and knowledge courses relevant to
what can help us to be able to recognise mental health problems among our pupils in the
classroom and support them, we will be more self-confident and able to participate in the
promoting process. If they are serious about their training and educational courses, they
should plan and organize them carefully, and they should be continuous. | think that
promoting pupils’ mental health should be a comprehensive and gradual process. | mean by
comprehensive that it should involve of all the members of schools, parents and community
in this business. We need a united work. And gradual means that once the process has been
evaluated and proved to be successful, we can move towards applying these promoting
processes in all schools. 1 think that training needs to be approached in two ways: mental
health issues in general, and training specialised in a certain area of mental health. You do
not want teachers to feel bored, and that these issues are hard, which could lead them to feel

uncomfortable towards these issues.

-Researcher: Are there any other requirements you can think of?

-Interviewee S/S: It is not easy to ask people to change suddenly. You have to convince
them that there are worthwhile reasons for change. Administrators in schools and inspectors
need to be convinced of the importance of these process and their demands so that they can
assist teachers to overcome any difficulties they will face in achieving this goal. They need
to be more flexible with teachers, especially with those who have pupils’ with mental health

concerns in their classes.

-Researcher: In what way does promoting pupils’ mental health benefit pupils?
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-Interviewee S/S: Promoting pupils’ mental health could benefit the whole society. If we
have mentally healthy pupils, this will impact on their families and their future. It also could
reduce the emergence of mental health problems. Pupils who find their teachers and school
staff caring about them, showing empathy towards them, supporting them, listening to them
and respecting their feelings and concerns, will be more self-confident to face stressors in
life.

-Researcher: Would you please explain more about these benefits?
-Interviewee S/S: This in turn might be reflected in their feelings towards others, so that

they will show empathy towards their peers who are experiencing mental health problems.

-Researcher: What else?
-Interviewee S/S: If they feel mentally healthy, they will be functioning healthily and able to

achieve better academically.

-Researcher: Are there any negative outcomes from promoting pupils’ mental health?
-Interviewee S/S: When you ask teachers to recognize pupils’ mental health problems, you
are asking them to take time from their original teaching time, which is required to cover the

curriculum. This will make the task hard for teachers.

-Researchers: Do you believe that pupils have a right to be mentally healthy?

-Interviewee S/S: | think that being mentally healthy is the right of all people around the
world. Just like any adult in society, | think that young people have the right to live
normally. Even if they have mental health problems, they have the right to live without any
stigma. | think that this is their right, and accords with the demands of our religion, which

emphasizes that all human beings are equal.

-Researcher: How does dealing with and recognising pupils with mental health
problems make you feel?

-Interviewee S/S: It leads me to feel uncomfortable and unable to deal with such pupils.

-Researcher: From a practical point of view, are you ready to accept any changes to

participate in promoting pupils’ mental health process?

-Interviewee S/S: What do you mean by changes?
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-Researcher: | mean if you are asked to participate in educational courses or training
workshops regarding pupils’ mental health issues, for example.

-Interviewee S/S: | am happy to accept my responsibility regarding promoting pupils’
mental health, but | do need support from the school’s head teacher and administrators.
Also, | need information sources regarding pupils’ mental health issues. These materials
should not be limited to written information sources. There should be practical information
sources provided for teachers, for example, training programmes. The area of pupils’ mental
health issues is wide, and we need to know more about it before any promoting processes
are undertaken. Knowledge will assist us to understand pupils’ mental health issues more.
Also, we will feel more confidence in discussing and sharing their concerns and asking for

advice if they recognize our knowledge in this area.

-Researcher: In your view, to what extent do you think that delivering a mental health
curriculum to pupils would be acceptable?

-Interviewee S/S: I’'m ready to deliver this sort of curriculum. However, the curriculum in
our schools is so extensive and we have to cover it within a certain time. | think it will be
too difficult to specify time in which to teach such a curriculum. | think that the
administration of school will refuse to apply this curriculum. They will only understand it as
an extra work and this might be the point of view of all teachers. You need to ask teachers
whether they agree, and how they recommend delivering this curriculum, because they are
the people who are going to do the teaching. In my view, teachers will not accept any extra
curriculum, or if they do, the outcomes will not be accomplished, since they will teach the

curriculum without any interest in it.
-Researcher: What should be the nature of this mental health curriculum?

-Interviewee S/S: | suggest that this type of curriculum be included in the general topics of
other school subjects. | think that pupils need a curriculum that can provide them with
information they need to raise their awareness of mental health issues they might face and

how to overcome their stresses, and handle their job stresses.

-Researcher: What are the appropriate ways to increase teachers’ knowledge and
awareness about pupils’ mental health issues?
-Interviewee S/S: Many teachers are able to recognise that some kinds of misbehaviour

could be a sign of serious mental health problems, but equally could not. However, teachers
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are not yet equipped with all the skills and knowledge necessary for all the demands such a
task. One should start practically, by focusing on the main staff members who have the most
contact with pupils — teachers - and provide ongoing support once they have been equipped
with the necessary knowledge and skills to promote pupils’ mental health in their classroom,

first.

-Researcher: Are there any other barriers?

-Interviewee S/S: How teachers feel about pupils’ mental health issues is correlated with
what they believe. Personally, what | normally know about mentally disturbed people is that
they can be violent and dangerous. Sometimes, | feel scared when | hear that some pupil has

shown signs of these mental difficulties in other teachers’ classes.

-Researcher: Are there any other barriers you can think of?

-Interviewee S/S: In exams, only one format is used, and this can only demonstrate the level
of memorisation of the text. Thus, we need to think about alternative forms of evaluation
and assessment, and the examination system, considering other areas of pupils’ lives when

evaluating their academic achievement.

-Researcher: In what ways do you think that school curricula could be a barrier to the
implementation of promoting pupils’ mental health?

-Interviewee S/S: The curricula are full of useless information. They need to be updated and
focus on the important themes required for effective learning. The curriculum should be
condensed and freed from unnecessary information, and made less boring. It should include
flexible and supportive activities. WWhen you ask teachers to recognize pupils’ mental health
problems, you are asking them to take time from their original teaching time, which is

required to cover the curriculum.

-Researcher: Would you please explain these extra roles more?

-Interviewee S/S: If | am to think about promoting the mental health of pupils, |
immediately think I will need to take on additional roles to the usual teaching routine. We
will be required to carry out extra activities and tasks, which is likely to result in a lack of
time being directed towards pupils’ academic attainment. How can mental health issues be

afforded attention when there are other tasks to be carried out?
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-Researcher: In your view, how far could the idea of teachers having a role in
promoting pupils’ mental health be acceptable in Kuwaiti schools today?

-Interviewee S/S: Personally, I believe in the important role of teachers in promoting pupils’
mental health. | think that this idea will be acceptable among teachers in Kuwaiti schools, if
all barriers are reduced and appropriate facilities provided.

-Researcher: Do schools have adequate finance to put this process into practice?

-Interviewee S/S: Head teachers and administrators of schools usually receive an annual
budget for their schools from the Ministry of Education in Kuwait and they always report
that this budget barely satisfies the financial needs of schools. Personally, I don’t think that
they will spend a major part of this budget on mental health issues. Their excuse will be that
mental health counsellors are already appointed in schools. I think that we need more
funding to be able to provide what teachers need to take part in this promoting task. Kuwait
is a rich country and it should be a priority to finance projects and school approaches related

to promoting pupils’ mental health.

-Researcher: In your opinion, are there any changes that should be made to put the
promotion of pupils’ mental health into practice in Kuwait’s schools?

-Interviewee S/S: If we want teachers to feel more comfortable in dealing with pupils’
mental health issues, society’s view of mental health should be changed. | think that the
media has a significant role in this. The media can raise awareness among teachers, parents
and even among members of the community of the role of schools, in how school could
affect pupils’ mental health and maybe teachers’ role in this more specifically. The process

should be practical more than about giving speeches.

-Researcher: Would you like to see any other changes?

-Interviewee S/S: Teachers need to be educated and equipped with the appropriate skills to
deal with pupils’ mental health issues, but not only teachers. A whole range of teamwork is
needed, and each member of school staff should participate. Communication with parents is
important to achieve this goal. There is the need to change policymakers’ thoughts and
beliefs if the right approach is to be selected and adopted, as such individuals being able to
make decisions concerning teaching staff, schools and pupils. Memorisation seems to be
prioritised within the educational system, meaning individuals are forced to neglect their

interests and instead follow labour choices. Pupils’ mental health policies should be

332



implemented as early as possible, such as from nursery age, as doing so at a stage of

advanced education may be problematic.
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Sample (2) - Interview Script
-Researcher: If | say ’mental health’, what do you understand by this term?

-Interviewee H/M: Personally, I think that mental health means not suffering from any kind

of mental disorder. It means to behave appropriately and normally.
-Researcher: What else?

-Interviewee H/M: As you know, people experiencing mental health issues are unable to

live normally or function well in their life.
-Researcher: What comes to your mind if | say ‘mental illness’?

-Interviewee H/M: It is experiencing mental issues that require asking for psychiatric help
and medicine. Briefly, mental illness is being sad and lost. It is an illness which could lead
others to lose control on their behaviour and they might behave unconsciously and maybe
aggressively. Mental illness is a serious problem and it might not be treatable.

-Researcher: Do you think that people who experience mental health problems can

overcome these problems?

-Interviewee H/M: Yes, Sometimes mental health problems are less serious and if a person
can evaluate the situation and think more logically, they might recover from mental health

problems, especially if they get support and guidance.
-Researcher: So, who is the ‘mentally healthy person’ in your opinion?

-Interviewee H/M: | think that the mentally healthy person is one who is not suffering from
any mental health issues. A mentally healthy person needs to be completely mentally
healthy and be able to live happily and normally.

-Researcher: What do you think has led you and others to form these opinions about
mental illness?

-Interviewee H/M: The misconceptions and stereotypes they hold about mental health issues
derived from the stories they heard from their family and cousins when they were children.
These stereotypes could strength the stigma around mental health issues. As a result, if they
experience any mental health issue, they will feel embarrassed to talk about it with anyone

because they are scared of being labelled.
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-Researcher: Who else has a role in affecting the public’s assumptions and beliefs
about mental health issues?

-Interviewee H/M: The Media. Many people feel scared of mentally ill people, they call
then crazy and they avoid dealing with them. They see them behaving aggressively in
movies and sometimes killing others. Personally and according to what we usually hear and
see through media, | see that mentally ill people are scary people. The media have a vital
effect. Nowadays, you can travel to any place in the world through computers and your TV
remote control. People spend huge amount of time using computers, reading newspapers
and watching TV. Surely what we perceive from different media streams has its impact on

our lives.

-Researcher: From your point of view, what other factors could affect public
understanding of mental health issues?

-Interview H/M: They believe that mental problems are the result of a lost soul and
attraction to the devil. People can cope with these mental health problems through a deep
relationship with their God and by seeking help from religious healers, which could give
hope of relief through God, ‘Allah’.

-Researcher: As a teacher, do you think that these beliefs affect parents?

-Interviewee H/M: Parents for example might be affected by these beliefs and take their
children who have mental health problems to those healers. Then, they will not
communicate with and inform their children’s teachers, counsellors and social workers
about their problems. Because parents are hiding them, children suffer even among family
and cousins. Some parents could avoid seeking help from the school counsellor because
they don’t want their children to feel stigmatized and ashamed before their teachers and
peers. They are scared of acquiring social stigma; they are concerned that others will know

about their children’s mental problems.

-Researcher: What else?

-Interviewee H/M: Yes | believe it will affect the partnership between parents, mental health
counsellors and teachers. Teachers might need to be aware of any change in pupils’
behaviour that may point to mental health problems. If there is no co-operation with
teachers and professional in schools, those pupils will not get the chance to be treated early.

Some parents believe that teachers should not be involved, because they don’t have the right
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or the experience to do so. Parents can be in contact with school regarding their children’s
problems, which could result in updating parents with any recognised signs of mental

problems and help to maintain their mental health.

-Researcher: Have you ever recognised mental health problems among your pupils in
the class?

-Interviewee H/M: Yes. | have recognised many of these mental health problems.

-Researcher: How do you know that they have mental health problems?

-Interviewee H/M: With almost no mental health background, we might sometimes explain
some unusual behaviour among pupils as mental health problem and we could be wrong.
For example, a shy pupil or a very active pupil might be labelled with mental health issues,
rather than being supported, due to the real necessity for teachers to acquire skills and

knowledge in the area of pupils’ mental health.

-Researcher: So, if you recognise any mental health problem, do you think that you
are able to deal with it?

-Interviewee H/M: No, I don’t think I have sufficient skills to deal with these problems.

-Researcher: In your opinion, what causes pupils’ mental health problems?
-Interviewee H/M: It could be the consequence of some bad environmental issues
surrounding those pupils related to their family or friends. On other hand, the support of
family, school and others could strengthen this person in the face of their stressors.

-Researcher: Can you explain more?

-Interviewee H/M: Let’s talk about school. Sometimes school can be a good support for
pupils when it shows care for pupils’ concerns. Teachers could play a significant role here.
They can in this case build a good relationship with their pupils and encourage them to talk

about their academic as well as mental health issues.
-Researcher: What does ‘promoting pupils’ mental health’ means to you?

-Interviewee H/M: It has the meaning of supporting pupils on all levels, academically and

emotionally. School already provides mental health intervention for pupils with diagnosed
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disorders, through counsellors. Counsellors follow up on those pupils. And we are

supporting them academically.

-Researcher: To what extent do you think schools are resourced and ready for

promoting pupils’ mental health?

-Interviewee H/M: | think that schools need to set new policies and regulations for school
staff regarding their role in promoting pupils’ mental health and providing training courses
for teachers, besides conducting intervention counselling programmes. | think that all
members of school staff should work collaboratively. Schools need to support teachers to

reach this goal, as they are doing the hardest job in this educational system - teaching.

-Researcher: As a teacher, what kind of support you are looking for in order to

participate in this promoting task?

-Interviewee H/M: Teachers need to be supported morally and materially. If you want them
to achieve the goal of promoting pupils’ mental health, you need to provide them with
rewards. The task could be hard because teachers have a lot of teaching demands, which
could not leave a room for teachers to recognise pupils’ mental health problems.
Administrators and head teachers may be less informed about the daily practices of
promoting pupils’ mental health, and the processes that teachers need to follow in their
classrooms. So they need to be involved in these processes. There should be a change in
order to implement promoting pupils’ mental health and we are looking to this change.
However, this change is the responsibility of the Ministry of Education; we cannot make the

change ourselves.

-Researcher: Do you think that promoting pupils’ mental health is a part of your job
and responsibility as a teacher?

-Interviewee H/M: It is important to keep in mind that the teacher's primary job is to teach,
not to become a psychologist or a social worker as well. A teacher’s job becomes more
difficult if given the additional tasks the new education system demands, meeting the
required standards that pupils need to achieve. Yes, it could be a part of my job and
responsibility, yet it is not my job. I think that school counsellors and professional have the

adequate skills and experience to do that better than us.
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-Researcher: In your opinion, whose responsibility is it to promote pupils’ mental

health?

-Interviewee H/M: The government and social institutions are responsible for dealing with
the mental health issues of pupils, not only schools or professional entities. Accordingly,
there is the need to encourage the participation of local communities, businessmen, parents,

etc.

-Researcher: In your view, what issues might discourage teachers from taking part in

this responsibility?

-Interviewee H/M: Firstly and lastly, it is teachers’ lack of training skills and knowledge in

the area of pupils’ mental health.
-Researcher: Are there any other issues, in your opinion?

-Interviewee H/M: Media needs to play a vital role in educating public about these issues in

order to reduce public unawareness about mental health.
-Researcher: What else?

-Interviewee H/M: Teachers with long experience might be able to deal with pupils’ mental
health issues because they saw some cases through their teaching. Also, if teachers have an
advanced education degree, they will be more educated about these issues. | think that old
teachers might be more patient about promoting pupils’ mental health; however, they might
be too Inactive to participate effectively. You know, they may have lost their passion,

because they have become stressed by their teaching job.

-Researcher: If you recognise a pupil with a mental health problem, what role and

responsibility would you as a teacher have in responding to his/her problem?

-Interviewee H/M: Personally, the first thing | would do is talk about it with the school
counsellor. Then I will see if there is anything | can do to support this pupil. It Is unfair to
be asked to do others’ work. In fact, | feel happy to partuicipate in this responsibility, but I
feel anxious to do it.

-Researcher: From your point of view, are there any issues related to the social context
in Kuwait that could impact on teachers’ attitudes towards prompting pupils’ mental

health in schools?
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-Interviewee H/M: Yes, the media has a crucial impact on how teachers will deal with
pupils’ mental health problems, as many teachers feel scared and not able to guarantee those
pupils’ reactions in different situations. Nevertheless, these beliefs might produce more
sympathy and support from teachers of pupils. Teachers might avoid pupils with mental
health problems because they are scared that an ‘evil touch’ will be transferred to them, as
they believe. This may be reflected in the amount of support teachers will provide to pupils.

Nevertheless, these beliefs might result in more sympathy and support from teachers of

pupils.

-Researcher: In your opinion, does the process of promoting pupils’ mental health

have requirements for it to be implemented in practice?

-Interviewee H/M: By being reasonably knowledgeable and skilled in this area, it will be
possible for teachers to understand their pupils’ mental health issues. Also, it will be easy
for teachers to assist their pupils confidently in reducing the effects of their mental problems

on their academic progress.
-Researcher: In what way does promoting pupils’ mental health benefit pupils?

-Interviewee H/M: It is possible that if peers recognise that teachers are paying particular
attention to some pupils, they will label them as having mental health problems.

-Researcher: What else?

-Interviewee H/M: Although promoting pupils’ mental health could contribute to pupils
getting better support, it might lead teachers to be busier than they already are and affect the

other children, especially the talented pupils; these gifted pupils may feel frustrated.
-Researchers: Tell me, do you believe in pupils’ right to be mentally healthy?

-Interviewee H/M: | believe that all people are equal, so all young people are equal and have
the right to be respected and valued. Their right to live mentally healthy is equal to their
right to live physically healthy or the right to education.

-Researcher: What does promoting pupils’ mental health and dealing with pupils’

mental health issues make you feel?

-Interviewee H/M: Personally, I would like to participate in recognising pupils’ mental

health problems, however, | feel scared of these mental health issues. In addition, teachers
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will spend extra time on this issue, which could lead them to feeling stressed and
uncomfortable. Administrators and head teachers may be less informed about the daily
practices of promoting pupils’ mental health, and the processes that teachers need to follow
in their classroom. So | feel as a teacher that |1 need to be involved in these training and
education courses. We are ready to help our pupils. In the end, teachers will take on the
whole responsibility, and will be blamed for anything that happens. In my opinion, if head
teachers, administrators and inspectors are interested in this process, they will share the
responsibility with teachers, which will result in teachers being interested and feeling more

comfortable and happy about this process.

-Researcher: From a practical point of view, are you ready to accept any changes to

participate in promoting pupils’ mental health?

-Interviewee H/M: Yes, | will accept any changes regarding pupils’ mental health because I
believe that it is a part of our responsibility to participate in this process. A teacher’s
personality is critical, as not just any one can work as a teacher. However, we need to be
supported in what we will do, in terms of recognising early signs of mental health problems,
supporting pupils with mental health problems, overcoming stresses or even teaching a
mental health curriculum. We need the support of head teachers, inspectors, social workers,
and counsellors. Sometimes it might require help from mental health professionals, to learn
how to deal with mental health issues. In particular, head teachers’ support may be
considered among the most important, as they need to be flexible and open-minded about
the demands of promoting pupils’ mental health process. It is a matter of teamwork. It is a
task for all members of the school. Everyone should work together to ensure the benefits of

the promoting processes.

-Researcher: What about if you are asked to participate in educational courses or

training workshops regarding pupils’ mental health issues?

-Interviewee H/M: Yes, I’'m ready and happy to do that because these courses will increase

our awareness and responsibility in the area of pupils’ mental health.

-Researcher: In your view, how far could the idea of teachers having a role in

promoting pupils’ mental health be acceptable in Kuwaiti schools today?

-Interviewee H/M: 1 think the idea will not be too much accepted because you are asking

them to do extra tasks; you need to support them and be flexible with them. Head teachers
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need to show more flexibility and more interest in learners’ social and emotional - as well as
academic - development. Teachers’ preparation notebooks are the main concern of
inspectors and head teachers alike. There is no flexibility regarding the preparation of
lessons and teaching plans. There is uncertainty concerning how permission will be given to

discuss mental health issues.

-Researcher: From your point of view, to what extent do you think that delivering this

sort of curriculum would be acceptable?

-Interviewee H/M: | do not think that this idea will be acceptable in the beginning.
However, they might show their interested later. You need first to start with programmes to
raise teachers’ awareness of their role in this area. Schools need to encourage staff to work
as an effective team, as each member has obligations towards promoting pupils’ mental
health. We have not taught or delivered such mental health topics before, or planned any
lessons including this content. Personally, I normally try to change my mode during
teaching so that | can wake pupils who are not paying attention, or slow down to allow
pupils to catch up with me. Sometimes, I do my best to recognise all pupils’ attention levels.
However, I have never discussed pupils’ mental health issues. You need to support teachers

financially.
-Researcher: Do schools have adequate finance to put this process in practice?

-Interviewee H/M: | think that any new policy implemented needs financial support.
Teachers need to be rewarded also. Their job is hard and the salaries they receive are low.
Why they do not raise our salaries if they are asking us to perform extra tasks?

-Researcher: So, you think that a policy should be set to oblige teachers to promote

pupils’ mental health in schools?

-Interviewee H/M: People in charge of education need to set a new policy to promote
pupils’ mental health in schools. However, policymakers need to consider the teachers’ role
very seriously when they make decisions relating to pupils, because this will be
instrumental in increasing teachers’ feelings of responsibility and commitment. Applying
any policy or programmes to promote pupils’ mental health needs to suit our society,
culture and morals. Professionals, researchers and universities should be utilised as much as

possible to make use of their skills and knowledge, with programmes and policies
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concerned with enhancing the mental health of pupils taking into account moral and cultural

considerations.
-Researcher: In your opinion, what sorts of training do teachers they need?

-Interviewee H/M: Of course we need more training in mental health issues before we are
asked to show our responsibility. We need training that covers most of pupils’ mental health
issues and our mental health issues, as teachers could face stressors in their teaching jobs.
Teachers need to be trained to overcome their problems before they are asked to help their

pupils to do that.
-Researcher: What are the barriers that you feel limit your responsibility in this area?

-Interviewee H/M: There is the pressing need to establish new evaluation criteria, with
movement away from memorisation, which may help in passing tests but not in long-term
success for future citizens. Evaluation should consider group work and activities
emphasising learning effectiveness and flexibility, and ensuring there is the time to

recognise the health issues of pupils.
-Researcher: Are there any other barriers, in your opinion?

-Interviewee H/M: The massive curriculum that teachers are required to cover might be
another significant barrier. There should be a change in these curricula. What we learnt in
university is completely different from what we are doing in schools. In practice, teaching is
very different from the theory taught at university. Essentially, it is a competition to fill
pupils’ minds with the most knowledge and information in preparation for tests and
examinations, and attendance levels. There is no additional time or space for emotional and
social considerations. Ultimately, high grades and academic attainment are most important,

but this results in poorly prepared citizens.

-Researcher: In your opinion, are there any changes that should be made to put the

promotion of pupils’ mental health into practice in Kuwaiti schools?

-Interviewee H/M: From my point of view, | think that change is the nature of life. We
cannot refuse it. However, | think that in order to move towards the promoting process from
the current status, we need to make sure that all personnel among school staff, including
teachers, believe in the necessity of this process, and then we should work to overcome

barriers that could limit the implementation of promoting processes. First of all,
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overcrowding in classrooms means the identification of pupils’ mental health issues is near-
impossible. Around 20 or fewer pupils per class is ideal, meaning that mental health statuses
can be recognised by teachers and issues handled and overcome effectively. Speeches are of
somewhat limited value and only a short-term method; processes need to be practical and
consider the devising and implementation of clear plans and rules, with the necessary

facilities and resources provided to facilitate change.
-Researcher: Do any other changes come to mind?

-Interviewee H/M: Personally, | think that parents also can share the responsibility and lend
a hand in promoting pupils’ mental health within school. The media again need to accept
their role in raising public awareness about mental health issues and reduce stigma around
them. Especially, religious counselling, or what can be seen as using religion as an
alternative way of dealing with mental health problems, could play a role in increasing
social awareness of mental health issues, and how to deal with and accept their associated

problems and people having these problems.
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(1) Codes based on the breaking down, reducing, simplifying, and categorising the data

derived from the transcript interviews (highlighted data in the previous transcripts).

Data Codes

Good mental health, happy, not bored with your life- to M.H Concept
achieve your goals- feel satisfied-happy-relieved-face and
adjust life's pressures- ability to distinguish between right
and wrong- creating a balance- adapt to changes- not
giving up- evaluate the situation- think more logically- get

support and guidance- able to live happily and normally.

Still functioning normally- supported and provided with M. H Pro
sympathy and help early- able to cope effectively-

temporary- might be treated- less serious.

Something prevents a person from living normally- lacking M. ill
in energy- experiencing extreme tiredness- no ability to
overcome stresses- functioning unusually- lose his desire to
live- killed themselves- no longer interested- felt sad and
lonely- might be hospitalised- something wrong with mind-
unable to function well in life- medicine- lose control-

behave unconsciously- aggressively- might not be treatable.

Inherited problems- family feuds, divorce, drug and alcohol M.H.P Cause
addiction among parents- combination of genes and

environmental factors surrounding young people.

Being aware- enhance skills to cope- seeking advice- ask P.M.H Mean
for help- support- understand -accept - trust themselves-
supporting pupils all times- building strong relationship with
teachers to give teachers- be close to understand pupils more
and recognise early changes- supporting pupils on all levels,

academically and emotionally.
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Not equipped-no sufficient knowledge and training skills-
specialist activity- teachers have a critical role and significant
position to promote pupils’ maintain emotionally and
academically- counsellors should rest with mental health-
teacher's primary job is to teach- school counsellors and
professional have the adequate skills and experience to do
that better than us.

Role of T

School can be a good support- shows care apply curriculum-
train and educate pupils and teachers- school already
provides mental health intervention for pupils with
diagnosed disorders through counsellors- it is the
responsibility of the Ministry of Education.

Role of Sc

Need to be well educated and well trained in the area
(difficult to recognise these sorts of problems-teachers judge
low achievement, less attention, disturbing the class,
alteration in a pupil's behaviour, aggressive behaviour as
mental health problems) - need for plans, legislation and
policy establish by the Ministry of Education to ensure
promotion and awareness- teachers might not be able to
support if there are barriers- more flexibility from

administration- support.

Req

Time from their original teaching time- slow other pupils’
learning-affect progressing of gifted pupils- lead pupils to
feel being respected and valued, raised self-esteem and
confidence- affect learning and social relationships
positively-showing empathy and support for other pupils-

benefit pupils in more academic achievement.

Out

Feel happy to participate in this responsibility, but | feel

anxious to do it.

Mixed F

Happy to accept my responsibility.

Positive F

Hope not to face anything like class-degree of severity-

feeling scared when hearing that some pupil has shown

Negative F
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signs of these mental difficulties in other teachers’ classes-
viewing mentally ill people are scary people- become stressed
by their teaching job and not interested in any other extra

tasks.

Ask counsellors for help in appropriate time- ready to
deliver this sort of curriculum- teach the curriculum without
any interest in- feel as a teacher that there is a need to be
involved in these training and education courses- ready to
help their pupils- will accept any changes regarding pupils’
mental health because they believe that it is a part of our
responsibility to participate- courses will increase their

awareness and responsibility in the area of pupils’ mental

health.

Behav

Media presents mental health issues negatively- image of
mentally ill people represents danger, crime and violence-
media feeds these images- represent these people in an
awful way ( messed-up hair, smelling bad- ugly appearance-
being dressed inappropriately- homeless)- Arabic and
Islamic culture beliefs of mental health- evil eye’ or ‘touch
of jinn’- traditional healer is able to drive it away- mental
health problems is a test from God testing level of
religiosity, patience and confidence in Allah- face their
problems without complaining- increase their prayers and
strengthen their deep relationship with Allah- father
prevented her from going to school, and hid her in the
house- parents to seek help- avoid social stigma- fear of
documented in the psychiatric hospital- misconceptions and
stereotypes they hold about mental health issues derived
from the stories they heard from their family- scared of
being labelled- mental health problems are result of a lost

soul and attraction to the devil.

Barr- Socio &Cult
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Less knowledge and training in the area- no mental health
background- unable to recognise mental health issues among
pupils and deal with it- less confident- job pressured-fears to

talk about mental health issues.

Bar. Per

Parents opposite- considering teachers as unqualified or
allowed to deal with their children mental health issues-
mental health counsellors are already appointed in schools-
counsellors don’t consider teachers’ views- lack of
communication with counsellors and social workers- lack of
partnership with parents regarding pupils’ mental health

issues.

Bar. | nter

Additional roles added to instructional routine- something
extra- no much time for supporting pupils’ academic
achievement- large number of classes- administrative
affairs- school inspectors- massive teaching demands-
extensive curriculums- examination system based on
memorisation of the text- higher bodies evaluation based on
pupils’ achievement grades- lack of information sources-
resistance of administration for change- school budget
barely satisfies the financial needs of schools- useless

information in curriculums.

Bar. Struc

Better educated teachers are more knowledgeable and aware
about pupils’ mental health issues- more open-minded- more
years of experience lead to ability to deal with problems-

pupils’ severity and type of mental health problems.

Fact
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Forming public awareness- teachers need to open a dialogue
and build relationship- being close to pupils lead them feel
comfortable and confident, media representation for mental
health issues need to be changed- family role in preventing-
co-operation between school and home- government and
social institutions are responsible for dealing with the
mental health issues of pupils-anti stigma programs- avoid

counting only on religious counselling.

Chang. Soc

United team and work collaboratively- pupils’ mental health
need to be everyone’s business- Set new policy and
regulations for schools and teachers to participate in the

area- rewards- raise awareness- support- hearing voices.

Chang. Pol

Providing education and training in comprehensive and
gradual process- multi-agencies team- mental health
curriculum be included in the general topics of other school
subjects- flexible and supportive activities- flexible
administration-support teachers morally and materially-
administrators and inspectors need to be more flexible and
open-minded about the demands of promoting pupils’
mental health process- new evaluation criteria- reform
educational system- around 20 or fewer pupils per class is

ideal- provide space for learning.

Change. Org & Stru

Change suddenly not what is not required-teachers need to
be aware and convinced with change- rewarded- supported
to raise their commitment-young people’s right to live
mentally healthy- teachers’ commitment to participate in the

responsibility(humanitarian and religious).

Change. Te. Comm
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(2) Analytical themes related to area of teachers’ perceptions about promoting pupils’

mental health

(A)

Teachers’ understanding
and perceptions about
mental health
(Major themes)

Sub-themes

Codes

Understanding of mental
health concept
‘Terminological Issues’

-Perspectives on mental health concept.

Absence of mental illness.
Negative feelings.

Balance in life.

Distinguishing right and wrong.
Achieving goals.

VVVYY

-Perspectives on mental health problems.

» Meaning of mental health
problems.

» Possibility of recovery.

» Temporary.

-Perspectives on mental illness

» Medicine

» Hospitalisation
» Severe symptoms
» Long-lasting

-Perspectives on the causes of mental

health problems

» Biological

» Psychological

» Environmental

» Interaction between multiple

factors

M.H Concept

M. H Pro

M. ill

M.H.P Cause

Perceptions of promoting

pupils’ mental health

-Perceptions of the meanings of promoting
pupils’ mental health
-Perceptions of teachers’ role

-Perceptions of school role

P.M.H Mean

Roleof T

Role of Sc
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Perceptions of the

Req

requirements -Awareness (responsibility & role) Req. Aw
-Training skills Req. Tr
-Knowledge Req. Know
Perceptions of the outcomes Out
-Social and psychological benefits Out. Soc
-Social and psychological problems Out. Soc
- Academic benefits Out. Ac
-Academic problems Out. Ac
(B)
Teachers’ feelings about
promoting pupils’ mental Sub-themes Codes
health
(Major themes)
Mixed feelings -Positive feelings Positive F
» Feel comfortable
» Feel interested
» Feel happy
-Fears Negative F
» Feel uncomfortable
> Feel uninterested
» Feel unhappy
» Feel scared
» Feel anxious
(©€)
Teachers’ intentional » Ready to engage
behaviours » Willing to be educated, trained and Behav
(Major theme) aware
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(2) Analytical themes related to teachers’ views of the socio—cultural context regarding

promoting pupils’ mental health

Socio—cultural context
(Major theme)

Sub-themes

Codes

A. Contradictory
religious beliefs

Experiencing mental health problems
Is a test from God

Experiencing mental health problems
IS a punishment from God

Socio- Re

B. Views about different
social contexts

YV VVY

VVVY

YV V

-Community

Lack of awareness and negative views
Social stigma and labelling

Fear of people with mental health
problems

-Family

Parenting styles
Relationships

Parents’ opposition

Family socioeconomic status

-School

School social view
Teacher-pupil relationships
Peer relationships

Socio-Com

Socio-F

Socio-S

(2) Analytical themes related to teachers’ perceptions about barriers to promoting

pupils’ mental health

Teachers’ perceptions Sub-themes Codes
about barriers to
promoting pupils’
mental health
(Major theme)
» Teachers’ negative attitudes
Personal barriers » Lack of awareness about teachers’ role and
responsibility Bar. Per
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Lack of teacher training
Lack of teachers’ knowledge about mental
health issues

Interpersonal barriers

Y

Lack of partnership between parents and
teachers

Resistance among administrators and
inspectors

Lack of partnership between specialists and

teachers

Bar. | nter

Socio-cultural barriers

YV VYVYV

Social stigma and labelling

Alternative cultural and religious beliefs.
School culture and ethos (social view of
schooling)

Inappropriate media representations of
mental health problems

Barr-
Socio
&Cult

Structural-organizational
barriers

YVVYVYY

Lack of information resources
Concerns over workload and time limits
Absence of an educational policy
Inadequate funding

Curriculum, pedagogy and examination
system

Bar. Struc

(3) Analytical themes related to teachers’ perceptions about change

Teachers’ perceptions
about changes
(Major theme)

Sub-themes

Codes

Societal awareness

VVVVYVYYYVYYVY

Beliefs

Family

Media

Society

Social organizations
Schools
Government

Action not words

Chang. Soc

Policies and regulation

Y VYV

Education policy

Laws& regulations

Involving teachers, pupils & parents
Educational research

Chang. Pol
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Policymakers’ views
Cultural perspectives
Early identification
Time

Administration

Organizational &
structural changes

Y VYV VVVVY

Class size

Curriculum, pedagogy& examination
system

Support

Change.
Org & Stru

Teachers’ commitment

VVVVVVYVYY

Non-resistance
Support

Attitudes and beliefs
Training

Personality
Collaboration
Involving teachers
Flexibility

Change. Te.

Comm
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Appendix (X) Samples of interviews scripts in Arabic
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