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Preface

The unfolding pandemic in the twenty-first century reopened debates on how to
communicate diseases without causing harms. Every disease, through interaction
with humans, has developed its own socio-psychological properties in different
cultures. Some can cause tremendous fears and anxiety like cancer and some can
cause guilt, shame, isolation, like HIV/AIDS and dementia. The pandemic illustrates
that stigma can cause harms in many ways to people infected with the disease. Disease
stigmatisation is connived in many cultures and is ongoing with many diseases that we
lack knowledge of, affecting more concentrated, vulnerable populations like elderly
people with dementia.

Stigmatising language can be a stumbling block to treatment and support and
increase the likelihood of dementia worsening before treatment is instituted. Unfor-
tunately, stigmatisation of dementia is rooted in many cultures. For example, in
multicultural Australia, the prevalence of dementia is higher among English-speaking
people (8.8%) than those with Chinese (4.9%), Vietnamese (4.8%), Arabic (4.6%)
cultural backgrounds, reflecting decreasing openness, willingness to report, and diag-
nose dementia, due to concerns of stigma within cultural communities despite stigma
is a universal experience, it can manifest differently across cultural and language
contexts.

Research has found that inclusive language in English is highly effective to help
destigmatise mental health conditions. Based on similar research evidence supporting
inclusive language reforms, mental health research and promotion organisations such
as Dementia Australia released the national guidelines of inclusive language for
dementia care and aged care. Inclusive terms like ‘impact of supporting people
with dementia’, ‘changed behaviours’, ‘condition’, ‘stressful’ were proposed to
replace discriminatory words like ‘carer burden’ ‘unbearable’ ‘difficult behaviours’,
‘illness’, ‘devastating’, etc. In multicultural English-speaking countries, translation
from English to migrant languages serves as a major source of health knowledge
for multicultural Australians. Despite the availability of new guidelines of inclusive
English language use in mental health, it remains unknown whether and how new
English language guidelines can be translated, effectively, to community languages
and cultures that are distinctively different from English.



vi Preface

In this book, we discuss some key steps and procedures of translating mental
health scales into linguistically and culturally appropriate translations in Mandarin
Chinese. Through illustrative case studies, we demonstrate that traditional forward
and backward translation have significant methodological limitations when applied
in mental health scale translation, such as linguistic and cultural inaccessibility and
inaccuracy in the clinic. We wish our book will stimulate more academic debates
and further systematic research into the significant, interdisciplinary area of mental
health scale translations in translation studies.

Sydney, Australia Meng Ji
Shanghai, China Yi Shan
September 2023
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Chapter 1 )

Pressing Need for Chinese Translation e
of Mental Health Scales

Abstract People from different cultural backgrounds express mental disorders
diversely. Investigating mental health disorders in different cultures is controversial
and can best be explained by two positions embedded in cross-cultural psychiatry:
the universalistic position versus the relativistic position. Culture can play a signifi-
cant role in variations in behaviour, and measurement of behavior in a cross-cultural
context calls for the use of adapted instruments. The global population (cultural)
diversity entails a pressing need for cross-culturally validated measures or scales
which can be used to ascertain the varying mental health needs of diverse populations
from multicultural societies. Given the high prevalence of mental disorders and the
lack of mental health scales in China, it is necessary to translate and cross-culturally
adapt mental health scales to Chinese.

Keywords Cultural backgrounds - Variations + Mental disorders - Pressing need -
Mental health scales + Translation + Cross-cultural adaptation

1.1 Variations in How Mental Disorders Are Expressed

As is shown by large-scale epidemiological studies, mental disorders are prevalent
in diverse societies and cultures (Flaherty et al., 1988). However, different global
prevalence rates of major mental disorders imply that there are variations in how
these disorders are expressed (Flaherty, 1988; Draguns & Tanaka-Matsumi, 2003).
These variations may partly be explained by the fact that people living in diverse
social contexts experience and communicate emotional distress in different ways
(Ballengeretal., 2001). As such, psychiatric disorders can be seen as cultural conven-
tions, which mainly define appropriate forms and expressions of suffering (Kirmayer,
2002), resulting in largely variable manifestations, diverse presentations and unique
illness categories across cultural settings (Desjarlais et al., 1995; Kirmayer, 2007).
For example, Kirmayer (2002) has identified several different forms of mental illness
specific to particular cultural settings that are expressed by means of idioms of
distress.

© The Author(s) 2024 1
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Investigating mental health disorders in different cultures is controversial and
can best be explained by two positions embedded in cross-cultural psychiatry:
the universalistic position versus the relativistic position (Smit et al., 2006). The
former holds that emotions result from neurophysiologic processes in the limbic
system and are thus biological phenomena, and that there is a limited repertoire
of universal emotional experiences (Panksepp, 1998). Advocated in biomedicine,
this position highlights categorizing and labeling syndromes (Kleinman & Good,
1985). By contrast, the relativist position argues that emotional expression is socially
constructed and thus specific to a given historical, societal and cultural system (Lutz,
1985). Held by ethnographic and anthropological studies, this position asserts that
tools developed in one cultural setting may fail to capture the idiosyncratic ways that
emotional distress is expressed in other cultural settings because the context within
which people from other cultures live and experience the world may be ignored
(Kleinman & Good, 1985).

Both positions have been criticized for their limitations. The universalistic position
runs the risk of being imperialistic because it ignores cultural differences and insists
on using concepts developed in a Western context as a blueprint for perceiving
other cultures (Kleinman & Good, 1985). The relativistic position risks concretizing
dissimilarities by ignoring the impacts of acculturation and cultural assimilation
(Swartz, 1998), therefore revealing little about similarities (Kirmayer, 2001).

The relativistic position and the universalistic position align respectively with
the emic and etic approaches, two traditional methods of observation adopted in
cross-cultural research (Flaherty et al., 1988). These orientations are concerned with
the origin of concepts in question (Draguns & Tanaka-Matsumi, 2003; Kinzie &
Manson, 1987). As “an insider’s view of culture,” the emic approach, comparable
to the relativistic position, aims at the description of the language and customs
of the culture at a specific time by using “culturally defined, within-group inde-
pendent and dependent (outcome) variables” to gain a granular understanding of
concepts relevant to one cultural setting but possibly irrelevant to other cultural
settings (Flaherty et al., 1988: 257). This approach can enable us to give a fine-
grained description of behaviors within a particular culture at a given time, allowing
for descriptively comparing particular phenomena between two cultures and theo-
ries to explain observed phenomena. In contrast, within the paradigm of the etic
approach, comparable to the universalistic position, the concept of a behavior and
techniques for measuring this behavior in one culture is applied to another culture,
shedding little light on cultural disparities in the purpose and meaning of behavior
(Flaherty et al., 1988). As a result, signs and symptoms of a prevalent disorder (i.e.,
depression) specific to a particular culture will be overlooked if diagnostic criteria
established in a specific Western culture is applied to a non-Western cultural context
(Kleinman, 1977). In brief, the emic approach focuses on the meaning that a specific
cultural group attaches to a particular notion while the etic approach focuses on the
description of phenomena that is independent of meaning (Kinzie & Manson, 1987).

In the final analysis, the nature of emic and etic approaches could largely be
revealed by Murphy’s (1969) claim that culture enters psychiatric inquiry in two
ways: as a distortion and as an object of research. Specifically, the emic approach is
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adopted when one aims to compare the symptoms of commonly occurring syndromes,
such as depression, cross-culturally; on the other hand, the etic approach is used when
one seeks to identify the impact of acculturation on depressive symptoms across two
particular cultures, and the objective of this approach is to minimize the distortion
by culture to make cross-cultural comparisons meaningful (Flaherty et al., 1988).

Attempts have been made to integrate the relativistic and universalistic positions
through combining the emic and etic approaches (Smit et al., 2006), with concepts and
descriptions that are derived from anthropological studies (an emic orientation) being
incorporated into measuring scales, an etic orientation (Draguns & Tanaka-Matsumi,
2003). Such integration finds its full expression in the process in which cultural equiv-
alence is established through the cross-cultural adaptation of psychiatric research
instruments (Smit et al., 20006).

In the context of a growing number of populations who could benefit from mental
health materials written in their native language, it is necessary to determine an
approach to language translation that prioritizes the world view of the target readers
(Black, 2018). Such an approach is most likely to identify the variations in how
mental disorders are expressed in the target language and cultural settings.

1.2 Pressing Need to Translate and Cross-culturally Adapt
Mental Health Scales

Translation is essentially a multilingual and multicultural endeavor that can provide
far-reaching implications for the growth and development of the mental health
domain worldwide (Black, 2018). Culture can play a substantial role in variations
in behaviour, and measurement of behavior in a cross-cultural context calls for the
use of adapted instruments (Herdman et al., 1997). The global population (cultural)
diversity entails a pressing need for cross-culturally validated measures or scales
(Sousa & Rojjanasrirat, 2011), which can be used to ascertain the varying mental
health needs of diverse populations from multicultural societies. This need necessi-
tates the translation and cross-cultural adaptation of mental health scales. “Transla-
tion, adaptation and validation of an instrument or scale for cross-cultural research is
time-consuming and requires careful planning and adoption of rigorous methodolog-
ical approaches to derive a reliable and valid measure of the concept of interest in the
target population.” (Sousa & Rojjanasrirat, 2011) Mental health materials thus trans-
lated, adapted and validated are most likely to identify the variations in how mental
health disorders are expressed in diverse language and cultural settings and therefore
capture the varying health needs of multicultural populations across national bound-
aries and within multicultural communities. To facilitate comparability and deliver
appropriate interventions, the best way to identify and assess mental disorders is
likely to be an integration of adapting Western instruments (van Ommeren et al.,
1999), exploring additional symptoms and expressions that would not be captured
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through an adaptation-only approach (Kohrt & Hruschka, 2010) and investigating
far-reaching influences, including function impairment (Bolton & Tang, 2002).

When reviewing the literature on and proposing guidelines for cross-cultural
adaptation of health-related quality of life measures, Guillemin et al. (1993: 1417)
observes that “With a few exceptions, all the measures so far developed are in the
English language and are intended for use in English-speaking countries.” This is
also true for other health-related materials, including various instruments like mental
health scales. It is, therefore, necessary to have materials available in languages other
than English for comprehensive and accurate cross-cultural research, assessment, and
education (Johnson & Cameron, 2001; Miranda et al., 2002) in non-English-speaking
countries and among a growing number of immigrants in English-speaking commu-
nities. Such necessity confirms the settings for cross-cultural adaptation of scales
identified by Guillemin et al. (1993). The degree of adaptation depends on similari-
ties and disparities between the languages and cultures of the populations concerned
(Brislin et al., 1973). Immigrants recently settled in a host culture may have a low
level of acculturation and thus need a measure that is cross-culturally adapted to
their native language and culture. For example, immigrants living in America or
Australia may encounter specific problems in communicating their needs in English
with regard to health-related issues, and they may also assess their health status and
perceive health materials of various types based on their language and cultural origin
and the degree of being assimilated into the host language and culture. Besides, a
scale to be administered in a country other than that where it has been developed
may necessitate cross-cultural adaptation since different cultural beliefs have been
imprinted in the mind of the people concerned, who are accustomed to referring to
their native culture when assessing their health conditions and understanding health
materials.

A wide range of English health-related measures have been developed and vali-
dated to administer various health-related assessment, screening, interventions, and
education. “There is nonetheless a need for measures specifically designed to be used
in non-English-speaking countries and also among immigrant populations, since
cultural groups vary in disease expression and in their use of various health care
systems.” (Guillemin et al., 1993: 1417). To meet this need, two approaches can be
adopted: developing new tools and using tools already developed in another language.
Developing new scales is time-consuming (Shan et al., 2023), with the bulk of the
effort made to conceptualize the scale and select and reduce its items (Guillemin
et al., 1993). When previously developed measures are transposed through simple
translation from their source cultural settings to target cultural contexts, they are most
unlikely to be successful due to language and cultural differences (Berkanovic, 1980)
and to cultural variations in the perception of particular concepts and constructs and
the ways that health issues are expressed (Kleinman et al., 1978). Success in this
approach calls for a systematic toolkit that can entail the effective cross-cultural
adaptation of original English measures.

Cross-cultural adaptation consists of two essential components: the translation
of the measures under investigation and its adaptation. It requires “a combination
of the literal translation of individual words and sentences from one language to
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another and an adaptation with regard to idiom, and to cultural context and lifestyle”
(Guillemin et al., 1993: 1421). The quality of an adapted instrument is then subjected
to assessment with regard to its sensibility, the essential elements of which include
the designed purpose, comprehensibility, content and face validity, replicability and
suitability of the scale studied (Feinstein, 1987).

The individuals’ perceptions of the scales studied and the ways that health prob-
lems are expressed, and health situations are assessed vary from culture to culture
(Guillemin et al., 1993; Kleinman et al., 1978). As a result, translating and adapting
previously developed instruments cross-culturally may most likely accommodate the
varying needs of the populations studied in the target language and culture. This is
particularly true for the cross-cultural translation and adaptation of already developed
mental health scales, given the growing global prevalence and magnitude of mental
health disorders and the resulting burdens on and negative outcomes for the indi-
vidual and society. Trans-culturally adapting and validating previously developed
instruments can facilitate communicating research findings to international audi-
ences who are likely to fund mental health service development (Kohrt et al., 2011).
Besides, adapting standardized measures for depression and anxiety can be benefi-
cial regarding administering treatment approaches tailored to such disorders (WHO,
2008). Filling the written language gap in mental health through translation and
adaptation not merely helps increase the availability of multi-language written mate-
rials, but also helps open educational opportunities that are conventionally delivered
through psychoeducation, parenting, preparedness workshops or other oral means
(Black, 2018). Additionally, culturally and linguistically appropriate written educa-
tional materials promise not only to offer essential information, but also to reduce
stigma socially attached to mental health concerns and relevant help-seeking (Black,
2018).

1.3 Prevalence of Mental Disorders in China
and Translation of Mental Health Scales into Chinese

In the early 2000s, approximately 17% of adults in China were found to have a
mental disorder (Phillips et al., 2009), making China one of the most mentally ill
countries worldwide (Demyttenaere et al., 2004). As many as 92% of individuals
with mental disorders in China had never sought any type of professional help for
their disorder (Phillips et al., 2009). In this background, it is necessary to use scales
to assess people’s beliefs about, attitudes towards, and knowledge and literacy about
mental disorders and to rate and screen mental disorders. However, such scales are
very few in China. Therefore, there is a pressing need for the Chinese translation of
mental health scales developed in other languages to conduct tailor-made assessment,
screening, education, intervention, prevention and treatment in mainland China and
possibly in Chinese-speaking communities worldwide.
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Chapter 2
Exemplification of Mental Health Scales e

Abstract The chapter exemplifies mental health scales with (1) the Multidi-
mensional Health Locus of Control (MHLC) Form C which has been made
depression-specific and (2) the Dementia Public Stigma Scale (DPSS).

Keywords Mental health scales - Health locus of control - Attitude assessment
tools

2.1 Mental Health Scales

“Mental health problems are a growing public health concern.” (Mental Health Foun-
dation, 2016) “Nearly one billion people worldwide suffer from some form of mental
disorder, according to latest UN data—a staggering figure that is even more worrying,
if you consider that it includes around one in seven teenagers.” (UN News, 2022) A
recent index of 301 diseases discovered that mental health issues ranked among the
major causes of the global overall disease burden (Vos et al., 2013). It has been esti-
mated that 35-50% of individuals living with severe mental health issues in developed
countries, and 76—-85% in developing countries, receive no treatment (Demyttenaere
et al., 2004).

Given the worldwide prevalence of mental health issues and the imbalance
between the global disease burden caused by mental health issues and attention paid
to these conditions, various types of mental health-related scales have been developed
and validated to serve different purposes. These scales can roughly be grouped under
four broad headings: (1) mental health locus of control scales; (2) attitude assess-
ment tools; (3) knowledge and literacy scales; and (4) psychiatric rating scales. In
the following sections, we will focus on and exemplify the first two categories.
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2.2 Mental Health Locus of Control Scales

Since their advent in the mid-late 1970’s, the Multidimensional Health Locus of
Control (MHLC) Scales Forms A and B have been in use as the “general’ health locus
of control scales (Wallston, 2023) and remained “one of the most frequently used
measures of health-related beliefs” (Wallston et al., 1994). Both forms comprise three
6-item subscales: internality; powerful others externality; and chance externality.
They have been used in more than a thousand studies and cited in literature hundreds
of times in the past 30 years (Wallston, 2023).

Health locus of control refers to a person’s belief regarding where control over
his/her health lies (Wallston et al., 1994). “It the person believes that his/her own
behavior influences his/her health status, the person is said to possess an internal
locus of control orientation with regard to his/her health. If, on the other hand, the
person believes that his/her health status is influenced by the actions of other people
or is due to fate, luck, or chance, the person is said to have an external health locus of
control orientation.” (Wallston et al., 1994: 534) A person’s health locus of control
orientation is one of several factors that determine his/her health-related behaviors,
which, in turn, partially determine his/her health condition (Wallston et al., 1994).

Drawing on Wallston et al. (1994), we can say that mental health locus of control
means a person’s beliefs about an existing mental condition, and that mental health
locus of control scales refer to instruments that measure a person’ beliefs about
an existing mental condition. To our knowledge, there are no scales exclusively
designed for measuring people’s mental health locus of control. However, the Multi-
dimensional Health Locus of Control (MHLC) Form C (Wallston et al., 1994) could
be a helpful alternative. As Wallston et al. (1994) claim, the MHLC Form C, designed
to be “condition-specific,” can be used to study individuals with an existing health/
medical condition by substituting whatever condition (e.g., arthritis, diabetes, pain,
etc.) the subjects have for the word “condition” in each item with. As thus, we adapted
it to a depression-specific instrument, as shown in Table 2.1, in which each item is a
belief statement about depression with which a person may agree or disagree.

The construct above contains three subscales of depression locus of control:
Internal (Items1, 6, 8, 12, 13, and 17), Powerful Others (Items 3, 7, 5, 10, 14, and 18),
and Chance (Items 2,4, 9, 11, 15, and 16). Drawing on Wallston et al. (1994), we can
propose that the Internal depression locus of control refers to the extent to which one
believes his/her depression status is a function of his/her own behaviors; the Powerful
Others depression locus of control refers to the belief that a person’s depression status
is determined by the actions of “powerful” doctors, family members, friends, etc.;
and the Chance depression locus of control refers to the belief that chance, fate, or
luck determines one’s depression status.

The MHLC Form C can be used to measure a person’s belief about where control
over any of his/her specific mental conditions lies when we replace “condition” in
all the items on the scale with a specific mental condition, like anxiety, personality
disorder, etc. As argued by Wallston et al. (1994: 535), “in predicting behaviors or
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Table 2.1 Multidimensional health locus of control scale for depression
Number | Question SD* |MDP | D¢ | Ad | MA® | SAS
1 If my depression worsens, it is my own 1 2 3 14 |5 6
behavior which determines how soon I will feel
better again®
2 As to my depression, what will be will be 1 3
If I see my doctor regularly, I am less likely to | 1 3
have problems with my depression
4 Most things that affect my depression happen to | 1 2 3 14 |5 6
me by chance
5 Whenever my depression worsens, I should 1 2 3 14 |5 6
consult a medically trained professional
6 I am directly responsible for my depression 1 2 3 14 |5 6
getting better or worse
7 Other people play a big role in whether my 1 2 3 14 |5 6
depression improves, stays the same, or gets
worse
8 Whatever goes wrong with my depression is my | 1 2 3 14 |5 6
own fault
9 Luck plays a big part in determining how my 1 2 3 14 |5 6
depression improves
10 In order for my depression to improve, itisup to | 1 2 3 14 |5 6
other people to see that the right things happen
11 Whatever improvement occurs with my 1 2 3 14 |5 6
depression is largely a matter of good fortune
12 The main thing which affects my depressionis |1 2 3 14 |5 6
what I myself do
13 I deserve the credit when my depression 1 2 3 |4 |5 6
improves and the blame when it gets worse
14 Following doctor’s orders to the letter is the best | 1 2 3 14 |5 6
way to keep my depression from getting any
worse
15 If my depression worsens, it’s a matter of fate 1 3 |4 6
16 If I am lucky, my depression will get better 1 3 6

(continued)
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Table 2.1 (continued)

Number | Question SD? |MDP | D¢ | A4 | MA® | SAf
17 If my depression takes a turn for the worse, itis | 1 2 3 14 |5 6
because I have not been taking proper care of
myself
18 The type of help I receive from other people 1 2 3 14 |5 6

determines how soon my depression improves

41 = SD (Strongly Disagree)

b2 = MD (Moderately Disagree)

¢ 3 = D (Slightly Disagree)

44 = A (Slightly Agree)

¢ 5 = MA (Moderately Agree)

f 6 = SA (Strongly Agree)

& Beside each statement is a scale ranging from strongly disagree (1) to strongly agree (6). For
each item we would like you to circle the number that represents the extent to which you agree or
disagree with that statement. The more you agree with a statement, the higher will be the number
you circle. The more you disagree with a statement, the lower will be the number you circle. Please
make sure that you answer EVERY ITEM and that you circle ONLY ONE number per item. This
is a measure of your personal beliefs; obviously, there are no right or wrong answers

outcomes in specific psychological situations, expectancies specific to that situation
would perform better than more generalized expectancies.”

We will discuss how to translate and adapt the MHLC Form C to Chinese and
validate the reliability and validity of the translated and adapted Chinese measure in
Chap. 3.

2.3 Attitude Assessment Scales

People living with mental disorders are far more stigmatized than individuals living
with other medical conditions, leading to unfavorable individual, social, political,
economic, and psychological consequences (Baumann, 2007; El-Badri & Mellsop,
2007; Marwaha & Johnson, 2005). It is, therefore, imperative to measure stigma
attached to mental disorders and those living with these conditions to launch targeted
stigma reduction initiatives. To this end, various instruments have been designed to
capture various, mental illness-related stigma, including Day’s Mental Illness Stigma
Scale (Day et al., 2007), the Dementia Attitudes Scale (O’Connor & McFadden,
2010), Stigma questionnaire (Cheng et al., 2011), the Family Stigma in Alzheimer’s
Disease Scale (Werner et al., 2011), STIG-MA (Piver et al., 2013), Dementia Stigma
Questionnaire (Woo & Chung, 2013), the Prejudice towards People with Mental
[llness (PPMI) scale (Kenny et al., 2018), the Stigma-9 Questionnaire (STIG-9)
(Gierka et al., 2018), the Dementia Public Stigma Scale (DPSS) (Kim et al., 2022),
among many others.
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Stigma, “generated in social contexts” (Goffman, 1986: 138), mainly comprises
public stigma (a negative reaction to a stigmatized individual or group from non-
stigmatized others), affiliated stigma (the experience of stigma in individuals associ-
ated with a stigmatized person), and self-stigma (the negative attitudes that a stigma-
tized person perceives from society and internalizes in himself or herself) (Corrigan &
Watson, 2002). Public stigma underpins affiliated stigma and self-stigma, as found by
Jones and Corrigan (2014). Based on this finding, we think it imperative to examine
public stigma before studying affiliated and self-stigma. We, therefore, exemplify
mental disorders-related attitude assessment tools with the Dementia Public Stigma
Scale (DPSS) (Kim et al., 2022), as shown in Table 2.2.

In the DPSS, five distinct dementia-related stigma factors have been identified:
“Fear and discomfort,” “Incapability and loss,” “Acknowledgement of personhood,”
“Burden,” and “Exclusion.” The “Fear and discomfort” factor reflects the emotional
domain of stigma and discomfort around people living with dementia; the “Incapa-
bility and loss” factor reflects the cognitive domain of stigma especially lack of capa-
bility and loss of personhood; the “Acknowledgement of personhood” factor reflects

Table 2.2 The Dementia Public Stigma Scale (DPSS)

Question items SD?® | D | MD | Neutral | MA | A | SA
I feel confident around people with dementia @) o|o0 |O O |0|0
I am comfortable touching people with dementia @) o|0 |O O |O0|O
I feel relaxed around people with dementia e} o0 e} e} o0
I am afraid of people with dementia @) o|o0 |O o |0|0
People with dementia should always be supervised @) o|0 |O o |O0|0O
People with dementia are unpredictable e} o0 e} e} o0
People with dementia are very much like children @) o|0 |O O |O0|0o
People with dementia are incapable of making any @) o|0 |O O |O0|0O
personal decisions

People with dementia are no longer themselves because |O | O |O | O o |o|o
they have dementia

People with dementia can enjoy life e} o0 e} e} o0
People with dementia can feel when others are kindto |0 |0 |O |O o |o|O
them

It is possible to enjoy interacting with people with @) o|0 |O O |O0|0o
dementia

People with dementia are a burden to their family @) o|O0 |O O |O0|O
People with dementia are a burden on the healthcare @) o|0 |O O |O0|0o
system

I would exclude people with dementia from activities e} o0 e} e} o0
I would ignore people with dementia @) o|O0 |O O |0|O

4 SD = Strongly Disagree; D = Disagree; MD = Moderately Disagree; Neutral = Not disagree
nor agree; MA = Moderately Agree, A = Agree; SA = Strongly Agree
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the cognitive domain of stigma and understanding of people living with dementia; the
“Burden” factor reflects the cognitive domain of stigma and perceptions that people
living with dementia are a burden to family and society; and the “Exclusion” factor
reflects the behavioral domain of stigma and the display of discriminatory behaviors
(Kim et al., 2022).

We will discuss how to translate and adapt the DPSS to Chinese and validate the
reliability and validity of the translated and adapted Chinese instrument in Chap. 4.

2.4 Summary

In this chapter, we present two main categories of mental health scales: (1) mental
health locus of control scales and (2) attitude assessment tools. The mental health
locus of control scales measures a person’ beliefs about an existing mental condition,
like the Multidimensional Depression Locus of Control Scale Form C. The attitude
assessment tools are designed to measure people’s attitudes towards mental disorders,
as illustrated by the Dementia Public Stigma Scale (DPSS). The translation and
adaptation of these two types of scales will be discussed in Chaps. 3 and 4 respectively.
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Chapter 3 ®)
Translating and Adapting e
the Multidimensional Health Locus

of Control Scale FORM C to a Chinese

Scale Specifically Used for Measuring

People’s Beliefs About the Prevention

and Treatment of Depression

in Mainland China

Abstract Depression is a common mental disorder that besets an estimated 5% of
adults worldwide. The health locus of control construct is likely to mediate health
status and outcomes, and it has proven helpful in predicting and explaining specific
health-related behaviors. However, it has never been used to investigate health beliefs
about the prevention and treatment of depression. This chapter translates and adapts
the MHLC Form C to Chinese and makes the Chinese version depression specific.

Keywords Health beliefs - Multidimensional Health Locus of Control -
Translation and adaptation - Prevention and treatment - Depression + Chinese
patients - Latent class analysis + Low efficacy - Contributing factors

3.1 Background

Depressive disorder (also known as depression) is a common mental disorder that
involves a depressed mood or loss of pleasure or interest in activities for long periods
of time (World Health Organization, 2023). Different from regular mood changes
and feelings about everyday life, depression can impact all aspects of life, such
as relationships with family, friends and community (World Health Organization,
2023). It can stem from or result in problems at school or at work.

Depression may afflict anyone, especially those who have experienced abuse,
severe losses or other stressful events (World Health Organization, 2023). It is esti-
mated that about 3.8% of the population worldwide suffer from depressive disorder,
including around 5% of adults (4% of men and 6% of women), and 5.7% of older
adults aged over 60 years (World Health Organization, 2023). About 280 million
people worldwide have depression (Institute of Health Metrics and Evaluation, 2023).
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Women are more likely to develop depression than men: depression is estimated to
be about 50% more common among women than among men (World Health Orga-
nization, 2023). Over 10% of pregnant women and postpartum women suffer from
depression (Woody et al., 2017). Depression can lead to suicide, which claims the
life of more than 700,000 people annually and ranks the fourth leading cause of death
among those who are aged between 15 and 29 years (World Health Organization,
2023).

Regardless of known, effective treatments of mental illnesses, over 75% of people
in low- and middle-income countries are untreated (Evans-Lacko et al., 2018) due
to various obstacles to effective care, including a lack of investment in mental health
care, a lack of trained healthcare providers and social stigma attached to mental
disorders (World Health Organization, 2023).

Depressive disorder stems from the complex interplay between social, physical,
psychological, and biological factors (World Health Organization, 2023). Individ-
uals who have experienced adverse life events (e.g., unemployment, bereavement,
traumatic events, etc.) are more likely to develop depression, which can, in turn,
result in more stress and dysfunction and worsen the affected person’s life situ-
ation (World Health Organization, 2023). Many factors that influence depression
(e.g., physical inactivity, abuse of alcohol, etc.) are known risk factors for diseases
including cardiovascular disease, cancer, diabetes and respiratory diseases, which,
in turn, make people experience depression because of the difficulties in managing
their condition (World Health Organization, 2023).

Depression can be effectively treated. Effective treatments include psychological
treatment and antidepressant medications. Psychological treatments include teaching
new ways of thinking, coping with or relating to others, talk therapy with profes-
sionals and supervised lay therapists, behavioral activation, cognitive behavioral
therapy, interpersonal psychotherapy, and problem-solving therapy (World Health
Organization, 2023).

Depression can be effectively reduced through some prevention programs. These
programs include school-based programs to enhance a pattern of positive coping
in children and adolescents, interventions for parents of children with behavioral
problems, exercise programs for older persons, and self-care (World Health Organi-
zation, 2023). Self-care can effectively facilitate managing depression symptoms and
promoting overall well-being (World Health Organization, 2023). It takes on many
different forms, including trying to keep doing activities one used to enjoy, exercising
regularly, sticking to regular eating and sleeping habits as much as possible, avoiding
or cutting down on alcohol and not using illicit drugs, staying connected with friends
and family, talking to someone one trusts about one’s feelings, seeking help from a
healthcare provider, joining a support group, etc. (World Health Organization, 2023).

WHO’s Mental Health Action Plan 2013-2030 emphasizes the essential steps
to provide appropriate interventions for individuals with mental illnesses including
depression. Two categories of interventions are highlighted: increasing services for
people with mental, neurological and substance use disorders through care provided
by health workers, and developing psychological, group-treatment, and cognitive-
behavioral intervention manuals (World Health Organization, 2023).
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The treatments, prevention programs and interventions above can fall into three
types of locus of control: the affected person’s internal motivation, health and medical
professionals and other people (e.g., family, friends, those one trusts, etc.). These
three types of health locus of control have already been captured in previous studies
(Donovan & O’Leary, 1978; Gebhardt et al., 2001; Lewis et al., 1978; Macleod &
Macleod, 1998; Martin, 1999; Martin & Jomeen, 2004; Martin et al., 1990; Pastor
etal., 1993; Saltzer, 1982; Strudler-Wallston & Wallston, 1978; Wallston et al., 1976).
However, the treatments, prevention programs and interventions proposed by World
Health Organization (2023) have not involved the affected people’s belief about the
influence of chance on the prevention and treatment of depression, which has been
proven important for health-related behaviors and health outcomes by Wallston et al
(1994). Informed by these studies, we hypothesized that the prevention and treat-
ment of depression could be impacted by four different types of health locus of
control measured by the four subscales of the Multidimensional Health Locus of
Control Scale (MHLC) Form C, ‘internal,” ‘chance,” ‘powerful other people,” and
‘doctors,” respectively, which should be investigated to deliver tailor-made educa-
tion and interventions. Based on this hypothesis, we raised our research questions:
how many clusters can the study participants be grouped into based on their atti-
tudes towards and beliefs about the prevention and treatment of depression, specif-
ically their beliefs about the source of reinforcements for health-related behaviors
if they develop depression? Can such beliefs be associated with the participants’
demographic features and health literacy status?

Patients’ attitudes towards the conditions from which they are suffering can be
measured by the locus of control (LOC) construct, as extensively demonstrated by
a huge variety of pathology (Donovan & O’Leary, 1978; Lewis et al., 1978; Saltzer,
1982; Martin et al., 1990; Macleod & Macleod, 1998; Pastor et al., 1993). It had been
clinically observed that the LOC construct can mediate health status and outcomes
(Gebhardt et al., 2001; Martin, 1999; Martin & Jomeen, 2004; Strudler-Wallston &
Wallston, 1978; Wallston et al., 1976), and it has proven helpful in predicting and
explaining specific health-related behaviors (Strudler-Wallston & Wallston, 1978).
Based on the LOC construct, individuals can be categorized into two main classes:
those believing that their health status (or sickness) results from their own behaviors
(‘health-internals’) and those considering that their health status is generally deter-
mined by factors over which they have poor control, like chance or powerful others
(‘health-externals’) (Wallston et al., 1976). Wallston et al. later proved the impor-
tance of assessing beliefs in the influence of chance and powerful others separately
(Wallston et al., 1978). More recently, Wallston et al. (1994) have shown that it is also
helpful to distinguish between expectations related to doctors and those related to
significant others (e.g., relatives, friends, etc.) within the ‘powerful others’ construct.
Health LOC has been conceptualized as a construct comprising at least 3 dimensions
(Wallston et al., 1978). The most extensively used, validated instrument of LOC in
health is the Multidimensional Health Locus of Control Scale (MHLC) (Wallston
et al., 1978). This measure consists of 18 items that are rated on a 6-point Likert
scale ranging from strongly disagree (= 1) to strongly agree (= 6). These 18 items
are divided into 3 6-item subscales that measure ‘internal,” ‘chance, and ‘powerful
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others’ LOC. Higher scores for each subscale indicate greater belief in that subscale
domain in relation to health. There are 3 refined versions of the MHLC, namely, the
MHLC Form A, the MHLC Form B, and the MHLC Form C (Wallston et al., 1994).
The MHLC Form C consists of 4 subscales, ‘internal’ (6 items), ‘chance’ (6 items),
‘powerful other people’ (3 items), and ‘doctors’ (3 items) (Wallston et al., 1978).

The MHLC Form C has been applied to enhance the knowledge about the HIV
+ patients’ point of view of their complex health condition (Ubbiali et al., 2008),
determine how LOC relates to health care use, medication adherence, missed school,
and readiness for transition to adult medical care for youths with chronic conditions
(Nazareth et al., 2016), explore the relationship between LOC and pregnancy (Green
et al., 1990; Lavender et al., 1999; Pang et al., 2001; Scott-Palmer & Skevington,
1981; Tinsley et al., 1993), etc. However, it has never been translated and adapted
to Chinese and used exclusively for measuring people’s beliefs about the prevention
and treatment of depression in mainland China. In the context that there is no such
a scale that has been designed in Chinese for this particular purpose, it is necessary
to translate and adapt the MHLC Form C to Chinese for research. Considering that
the MHLC Form C is a “general purposes condition-specific locus of control scale
that could easily be adapted for use with any medical or health-related condition”
(Wallston et al., 1994), we adapted it for use with depression in the questionnaire
we designed for our study. We believe that this adapted scale is most likely to solicit
patients’ attitudes towards the prevention and treatment of depression, based on which
tailor-made education, intervention and treatment could be delivered for the benefit
of the prevention and treatment of this disease. However, it has never been used in
this respect. Considering the magnitude of depression among people in China, it is
imperative to examine patients’ attitudes towards and beliefs about the prevention and
treatment of this disease to deliver more targeted education, intervention, prevention
and treatment so as to reduce its prevalence and the mortality rate caused by it.

The objective of this study was threefold. First, we aimed to translate and adapt the
MHLC Form C to Chinese and make the Chinese version depression specific. And
then, we used the depression-specific Chinese version to classify the patient partic-
ipants into different latent classes according to their attitudes towards and beliefs
about the prevention and treatment of depression, and identified significant factors
that were closely associated with the low-efficacy cluster to provide essential impli-
cations for the delivery of tailored education and interventions and the administering
of targeted prevention and treatment.
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3.2 Methods

3.2.1 Translation and Adaptation of the MHLC Form C

The symmetrical translation approach was adopted to ensure more accurate adap-
tation and cross-cultural validation of the Chinese version of the MHLC Form C.
This approach is the most recommended methodology due to the top priority it gives
to faithfulness of meaning and colloquial expressions in both the source and target
languages rather than to word-for-word literal translation (Jones & Kay, 1992). It
is the only method that facilitates the comparison of responses provided by indi-
viduals from one culture with those given by people from another culture (Jones &
Kay, 1992; Jones et al., 2001) and the establishment of the most relevant types of
cross-cultural equivalence (semantic, conceptual, content, technical and criterion)
(Hilton & Skrutkowski, 2002). Although back-translation was the most commonly
used methodology in the translation of mental health materials (Barger et al., 2010),
back-translation cannot really ensure equivalence, particularly when many terms
associated with mental health are extremely challenging or even impossible to trans-
late directly (Barger et al., 2010). As a result, we used the “decentering” strategy
rather than backward translation to increase the likelihood of translation success
(Brislin et al., 1973). Decentering enables translators to consider the target and
source texts equal in importance by allowing modification of the source text during
the process of translation (Brislin et al., 1973). It is designed to facilitate estab-
lishing equivalence between the source and target texts. In the decentering process,
we not only allowed both the source and target languages to shape decision-making
in translation but also allowed the target language and culture to influence the source
text (Black, 2018). In the whole translation process, we adhered to the “center-
ing” (Brislin, 1970) principle, which attaches equal importance to both the source
(English) language and the target (Chinese) language.

In this chapter, we will go through the steps of the cross-cultural validation of
depression scales. These steps, as shown below, “incorporated the most recom-
mended ones in a user-friendly guideline to facilitate adoption, consistency and use”
(Sousa & Rojjanasrirat, 2011: 269).

3.2.1.1 Forward Translation of the MHLC Form C into Chinese

The MHLC Form C in the source English language was forward translated to the
target Chinese language by two independent translators (Meng Ji and Yi Shan),
whose mother language is the desired target Chinese language. These translators are
bilingual (i.e., fluent in English and Chinese) and bi-cultural (i.e., having in-depth
experience in Chinese and English culture. Both translators are trained in the use of
“health care terminology and the content area of the construct” (Sousa & Rojjanas-
rirat, 2011: 269) of the MHLC Form C in Chinese, and the use of “colloquial phrases,
health care slang and jargon, idiomatic expressions, and emotional terms in common
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use” (Sousa & Rojjanasrirat, 2011: 269). We developed two translated versions using
words and sentences that cover both the medical and the usual spoken (colloquial)
language with its cultural nuances. After that, we discussed the two versions with
three medical professionals (Zhaogang Dong, Zhaoquan Xing, and Xiaofei Xu from
Qilu Hospital of Shandong University, China) to minimize inconsistencies potentially
introduced by the two independent translators.

3.2.1.2 Comparison of the Two Translated Chinese Versions
of the MHLC Form C

A third bilingual and bi-cultural translator (Weiwei Chu) compared not only the
instructions, items and responses of the two forward-translated Chinese versions but
also the two Chinese versions with the original English version of the MHLC From
C to identify “ambiguities and discrepancies of words, sentences and meanings”
(Sousa & Rojjanasrirat, 2011: 269). Any potential ambiguities and discrepancies
were discussed and resolved through discussions among the research team (Meng
Ji, Yi Shan, Weiwei Chu, Zhaogang Dong, Zhaoquan Xing, and Xiaofei Xu). When
consensus was reached among all members of the research team, the preliminary
initial translated Chinese version of the MHLC From C was generated.

3.2.1.3 Pilot Testing of the Preliminary Initial Translated Chinese
Version of the MHLC from C with a Chinese Sample: Cognitive
Debriefing

The preliminary initial translated Chinese version of the MHLC From C was pilot
tested among native Chinese patient participants to evaluate the instructions, items,
responses of the translated instrument for clarity. Since a sample size of 10—40 infor-
mants is recommended in previous studies (Beaton et al., 2000; Sousa et al., 2009), we
recruited ten volunteers for a cognitive interview, including five women and five men
with year 6, year 9, year 12, and university education who were aged 32 to 66 years
old. Based on the “think-aloud protocol” (Jadskelidnien, 2010), they were asked to
provide open feedback on whether and how they understood the questionnaire while
“thinking aloud” (Zeugfang, 2018). This step aimed to test the comprehensibility
of the preliminary initial translated Chinese version of the MHLC From C. Subse-
quently, the 10 volunteers and all researchers of this study (Meng Ji, Yi Shan, Weiwei
Chu, Zhaogang Dong, Zhaoquan Xing, and Xiaofei Xu) resolved problems with the
question organization, the instrument layout (including the font size), and elusive
questions or concepts (Barros et al., 2022). We focused on challenging questions
and concepts related primarily to cultural relevance (whether they were relevant to
the participants’ daily life) and linguistic accessibility (whether they were compre-
hensible or ambiguous to the participants) (Shan & Ji, 2023). This step ensured the
face validity (Shan & Ji, 2023) and the conceptual, semantic and content equivalence
(Sousa & Rojjanasrirat, 2011), and further allowed the structure of sentences used in
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the translated Chinese tool to be easily understood by the target patient population
before psychometric testing (Sousa & Rojjanasrirat, 2011).

3.2.2 Using the Chinese MHLC Form C to Classify Patients
and Identifying Factors Associated with Low

Self-efficacy

3.2.2.1 Questionnaire Design

We designed a five-section questionnaire, including (1) Section 1: age, gender, educa-
tion, and self-reported disease knowledge, (2) Section 2: the Chinese version of the
All Aspects of Health Literacy Scale (AAHLS) (https://healthliteracy.bu.edu/docume
nts/34/AAHLS%?20Tool.pdf; Chinn & McCarthy, 2013), (3) Section 3: the Chinese
version of the eHealth Literacy Scale (eHEALS) (Koo et al., 2012), (4) Section 4:
the Chinese version of the General Health Numeracy Test (GHNT-6) (https://health
literacy.bu.edu/documents/36/GHNT_6%20.pdf; Shan et al., 2023a, 2023b), and (5)
Section 5: the translated and adapted Chinese version of the Multidimensional Health
Locus of Control Scale (MHLC) Form C (Wallston et al., 1994). Literacy in health
information is becoming a critical factor that is essential for health status (Berkman
et al., 2011). The ASHLS consists of three sub-scales, functional, communicative,
and critical, which play different roles (Chinn & McCarthy, 2013; Nutbeam, 2000;
Shan et al., 2023a, 2023b). The functional health literacy (FHL) sub-scale contains 3
related questions regarding one’s ability to comprehend health information (FHL1),
seek help (FHL2), and complete formal documents (FHL3) (Nutbeam, 2000). The
sum of the FHL sub-scale increases with one’s functional health literacy, as higher
FHL sum scores are indicative of greater capability to independently comprehend
health materials, complete official documents, and effectively obtain help from others
(Shan et al., 2023a, 2023b). Communicative health literacy (COHL) comprises two
components: information gathering and processing skills, and interactive skills essen-
tial for successful consultations with health providers (Chinn & McCarthy, 2013;
Nutbeam, 2000). Higher COHL sum scores are indicative of lower COHL (Shan
et al., 2023a, 2023b). The critical health literacy (CRHL) sub-scale of the AAHLS
assesses one’s ability to evaluate the quality of health materials consciously, criti-
cally, purposefully from various sources including internet, one’s engagement with
health professionals, and acting at both individual and community levels. Chinn and
McCarthy (Chinn & McCarthy, 2013) investigated the relationship between the total
AAHLS score and the sub-scale scores with sex, ethnicity, and reported presence of
a long-term health condition. The 8-item eHEALS evaluates the study participants’
knowledge and skills that are essential for using eHealth resources and interventions
(Koo et al., 2012).


https://healthliteracy.bu.edu/documents/34/AAHLS%20Tool.pdf
https://healthliteracy.bu.edu/documents/36/GHNT_6%20.pdf
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The GHNT has 6 related questions about one’s ability to comprehend and utilize
simple quantitative health materials. As aresult, a higher sum score of the GHNT indi-
cates lower general health numeracy skills (Shan et al., 2023a, 2023b). The 18-item
MHLC Form C comprises 4 subscales that measure ‘Internal,” ‘Chance,” ‘Doctor,’
and ‘Powerful Others’ locus of control, that is, beliefs that the source of reinforce-
ments for health-related behaviors is primarily internal, a matter of chance, or under
the control of doctors or powerful others (Wallston et al., 1994). Such beliefs can
motivate health behavior, which refers to taking voluntary actions to promote health,
reduce health risks (Sarafino, 2006), and mediate health status (Jomeen & Martin,
2002). Individuals categorized as having an ‘Internal’ locus of control are more likely
to engage in health behaviors and are more knowledgeable regarding their health
problems (Bane et al., 2006; Takaki and Yano 2006). Considering that the MHLC
Form C is a “general purposes condition-specific locus of control scale that could
easily be adapted for use with any medical or health-related condition” (Wallston
et al., 1994), we adapted it for use with depression in the questionnaire. Informed
by relevant studies (Martin, 1999; Berkman et al., 2011; Sarafino, 2006; Jomeen &
Martin, 2002; Bane et al., 2006; Takaki & Yano, 2006), we hypothesized that the
participants’ status of health belief and self-confidence measured by the MHLC
Form C in Section 5 could be closely associated with information collected through
Sections 1-4.

3.2.2.2 Participant Recruitment and Questionnaire Survey

The study participants were recruited from Qilu Hospital of Shandong University,
China, using randomized sampling. Participants who had met four predefined inclu-
sion criteria were invited to participate in this survey: (1) being aged > 18 years,
(2) having at least primary education (Year 6 schooling) to understand the questions
in the questionnaire, (3) being patients rather than relatives accompanying patients,
and (4) participating in the survey voluntarily. We made face-to-face contact with
Mandarin Chinese-speaking patients who were attending the outpatient clinic and
those who were hospitalized to identify those who satisfied the inclusion criteria,
explain to them about the purpose of the survey, and ask them to participate in the
web-based survey as scheduled. We identified 1208 eligible patients.

The survey lasted one month from July 20, 2022, to August 19, 2022. The ques-
tionnaire was administered via wenjuanxing (https://www.wjx.cn/ [accessed 2022-
07-21]), the most popular web-based questionnaire platform in China. Participants
filled out the administered questionnaire on the web. Returned questionnaires were
considered valid only when all question items included were answered according to
our predefined validation criterion. On August 20, 2022, the returned questionnaires
were downloaded in the format of an Excel file (Microsoft Corp) from wenjuanxing.
A total of 988 answered questionnaires were returned, with a response rate of 81.8%
(988/1208). We double-checked the returned questionnaires and found all of them
to be valid.


https://www.wjx.cn/
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3.2.2.3 Data Collection, Coding and Analysis

On August 20, 2022, the answered questionnaires were downloaded in the format of
an EXCEL file from wenjuanxing. We double checked the validity of the returned
questionnaires before coding valid data using the predefined coding schemes based
on Likert scales with varying score ranges for different questionnaire items. After
that, we used latent class modelling (LCA; Latent GOLD 5.0) to classify the patient
participants into different clusters according to the their status of health attitudes and
belief measured by the translated Chinese version of the MHLC Form C which had
been made depression-specific, and identified factors significantly associated with
the low-efficacy cluster.

LCA is increasingly applied in social and health sciences. LCA has methodolog-
ical advantages over traditional clustering techniques (Nylund-Gibso & Choi, 2018;
Tein, 2013; Morovati, 2014; Morgan, 2014). A notable benefit of LCA is the proba-
bilistic attribution of latent class membership to study participants using maximum
likelihood estimation (Nylund-Gibso & Choi, 2018). As a result, each observed
participant attains a probability of belonging to a certain latent class. For example,
within a 2-class LCA solution, a study participant can have 2 probabilities associ-
ated with either latent class. The combined probabilities of class memberships sum
to 1, based on the conditional independence assumption of LCA. The probabilistic
nature of LCA adds to the complexity of the result interpretation. However, in prac-
tice, the more flexible, intuitive approach of LCA when compared with “hard, rigid”
clustering techniques allows researchers more insights into the impact of predictor
variables on latent class membership fluidity and dynamics, as well as the suscepti-
bility of class memberships to the definition and selection of probability thresholds
to suit different research purposes.

3.2.2.4 Ethics Approval

This study was approved by the Ethics Review Board of Qilu Hospital of Shan-
dong University, China. The review number is KYLL-202208-026. The study data
were anonymized to protect the privacy and confidentiality of the study participants.
Because the participants voluntarily participated in the survey to support and promote
academic research, no compensation was provided for them as per the common
practice in China.
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3.3 Results

3.3.1 Translation and Adaptation of the MHLC Form C

3.3.1.1 Forward Translation of the MHLC Form C into Chinese

Two translated versions were produced independently by two translators using words
and sentences that cover both medical and usual spoken (colloquial) language with
its cultural nuances. Table 3.1 was translated by Yi Shan, and Table 3.2 was translated
by Meng Ji.

When discussing these two versions with Zhaogang Dong, Zhaoquan Xing, and
Xiaofei Xu from Qilu Hospital of Shandong University, we did not identify idiosyn-
crasies that had been introduced by the two independent translators. These two
versions were then subjected to further analysis in Sects. 4.3.1.2 and 4.3.1.3.

3.3.1.2 Comparison of the Two Translated Chinese Versions
of the MHLC Form C

The third bilingual and bi-cultural translator (Weiwei Chu) compared the two trans-
lated Chinese versions and checked these two Chinese versions against the original
English version. It was found that although these two versions were largely seman-
tically equivalent to the original English version, some discrepancies of words and
sentences between the two Chinese versions were identified in terms of Items 3, 10,
11, 13, 15, and 18, as has been marked with bold font in Tables 3.1 and 3.2. To make
comparison convenient, these items from both tables are presented in Table 3.3.

As can be seen from Table 3.3, Versions 1 and 2 showed different degrees of adap-
tation in which the wording and sentence structures have been adjusted to produce
colloquial and idiomatic translated items that are more likely to be culturally relevant,
comprehensible, and acceptable to Chinese readers. Some problems were found in
these two translated versions. As the third translator pointed out, the wording and
sentence structures of some translated items needed to be modified to make them more
linguistically and culturally appropriate or adapted although the translated versions
were largely understandable. In other words, the translated versions needed to be
revised in terms of colloquial and idiomatic expressions that were more culturally
relevant, understandable, and acceptable by means of various translation techniques
including addition and deletion, literal and liberal translation, recasting, and so on.
To this end, the research team (Meng Ji, Yi Shan, Weiwei Chu, Zhaogang Dong,
Zhaoquan Xing, and Xiaofei Xu) discussed any potential ambiguities and discrep-
ancies round after round until consensuses were reached among all team members.
The results of discussion are presented item after item in the following paragraphs.

First, “see my doctor” in Item 3 was translated into “EFZEAIRIT” (“visit a
doctor for treatment”) and “FIEA” (“see a doctor”) in Version 1 and Version 2
respectively, but these two Chinese translations were changed to “F&¥/” (“treat my
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Table 3.1 Chinese Version 1 of the MHLC Form C

| W& 5 [ EA AL |[BR | EA | JEF

5] N | N | AN | R BER | B

il il il

1| WRBAMEEE L, B EMIT IR 1 2 3 4 5 6
ETHREASFHIRITEE.

2 | BREMERE D AN ERINE BRE |1 2 3 4 5 6

3 | MRBEHEREAERIT, REHEE |1 2 3 4 5 6
AN AT BE H B

4 | RZECMBINEEN R ZHEBREL |1 2 3 4 5 6
RS .

5 | BHBOMECESR, BN IZERZ |1 2 3 4 5 6
o= Sl ISR N o

6 ?éaB’ﬂ?fﬂﬁﬁﬁﬁ%iﬁiéz%%ﬂﬁ%mﬁ:ﬁ 1 2 3 4 5 6

.

7 | RAOMEE R G - REFAZEET |1 2 3 4 5 6
1k, Hpl AR KAER

8 | TIEAIMERIE HI A FERAL, B |1 2 3 4 5 6
P A = Ol =1}

9 | FRAMELESCGEB R ARATEE LB |1 2 3 4 5 6
BRIRE -

10 | AT ECERAIARE, M ALFHER |1 2 3 4 5 6
N EE.

11| ERROMEMEHI 2B NSE, |1 2 3 4 5 6
RAEE - #4iEEI.

12 | RIEIMEENEEREZZRECHET |1 2 3 4 5 6
{EFT A -

13 | REWMEEFHZEASTRED, M |1 2 3 4 5 6
FRIERMHER A C.

14 %}é@ﬁ%@?tﬁéﬂwﬂﬁﬁﬁ%ﬁc%%ﬁ 1 2 3 4 5 6

15 | GERBEHIERIEEL, AL aERE |1 2 3 4 |5 6
BT

16 | RXEZHNE, FREIMEMES TR K| 1 2 3 4 5 6

17 | AR AIERIE B AL, AR AR |1 2 3 4 5 6
TR E e

18 | MEMATRESEIM A FEHEBIRE |1 2 3 4 5 6

T BRHIARAEF R RS -
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Table 3.2 Chinese Version 2 of the MHLC Form C

B | A& £ |®E |F |F |E |F
5 L I N = R = G I N ¢
R IR (BB
®wom % R O|F R
F ||
1 | R EIEER S, AT RET (1 (2 |3 |4 |5 |6
BEASHIRIGTE.
2 | FAHTERER S SR EL 5 SR 1 3 |4 |5 |6
3 gg%ﬁ%ﬁﬁ%@i BWMEEE RSSO HE |1 3 14 |5 |6
[a] &
4 | REECGEMBIEERBIRZSSMEREEE (1 (2 |3 |4 |5 |6
w5 L.
5 | BUFAIEREREEAN, BRZEFEZTE (1 2 |3 |4 |5 |6
2 E R A .
6 | BAIIEERIG RS BN EERRTHRAS |1 (2 (3 (4 |5 |6
7 | RAGARERTE R R . RS EEEMN, (1 2 |3 |4 |5 |6
HAb AR KIER -
8 | TIRTAMARERTE B AL, HEF (1 |2 (3 |4 |5 |6
H L ] R
9 ﬁ Eﬁ@gﬁ%ﬁﬁ%&&%‘%ﬁﬁﬁﬂiﬁL% mzEs |1 (2 |13 |4 |5 |6
HE o
10 @T&%ﬁﬁ@?ﬂlﬁﬁﬁﬁﬁ HMAERERLE (1 (2 |3 |4 |5 |6
TR
11 | NRBRHIMEIEZ 2/ 0/ 0E T, ’EFEEE (1 (2 (3 |4 |5 |6
B
12 %ufﬁlwmﬁﬁfiﬁ‘%%jzgﬁ%ﬁ HORFHER (1 (2 (3 |4 |5 |6
13 | RAOMEES S REER B . 1 |2 3 |4 |5 |6
14 | ENEEZEROIEEREBLNRERZE 1 (2 |3 |4 |5 |6
15 | WNRBAMAECE AL, 2RI 1 12 |3 |4 |5 |6
16 | IRFEZHNE, FROWEERESTEEZ . (1 (2 |3 |4 |5 |6
17 | o AIERER BT, IR AREETT |1 3 |4 |5
MERE
18 | BIAATMRB L —L, RAOMEESRGFER— 1 (2 [3 |4 |5 |6

25 BB IR — L, BRIARERL 1518

— g,
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Table 3.3 Comparison of translated Versions 1 and 2 with the original English version of the
MHLC Form C

% | Original English Version Translated Version 1 | Translated Version 2

/J>
3 |If I see my doctor? regularly, | (1SR FEHAEIRESL | MR EWFEE?, FAMEL
I am less likely to have VRIT?, AITERIESR | IEAE R & 20 H L] -

problems with my BRI AT RE L B R]
depression 8

10 | In order for my depression to | 7 | BGEFRAINARIE | 7 T BEIRAHIERIER 1, HAt
improve, it is up to other ith, A AR | AERRLEER.

people to see that the right | fRANHZ 55 -
things happen

11 | Whatever improvement TR IMEREHRIL | (R IMERES £ F T
occurs with my depression is | [T ATEERINE, R | FiE, WAL EE-

largely a matter of good KIEE F#EiEEE

fortune o

13 | I deserve the credit when BHIEERB TR | RMENESFERRER B
my depression improves and | AT FEECD, &M |-

the blame when it gets PERIER B AL
worse ZAED.

15 | If my depression worsens, | QISRFCATIIARAERRTE | (SR AIIEREEAL, AR
it’s a matter of fate WA, IR MIER | fi-

BT -

18 | The type of help I receive | TR EABAFREBRE] | HIABRAREIZ — Lk, T
from other people FARERTEDIE T | BRIERLIFAE R —5; HI SR
determines how soon my BAERER B IR | B> —% AMECER TS
depression improves HrRg . B—Lk.

4 The bold font in the six items under the column headers of “Original English Version,” “Translated
Version 1,” and “Translated Version 2” indicates where there are discrepancies between the two
Chinese versions in terms of wording and sentence structures

disease”) which was considered as more habitually used by and more culturally
relevant to Chinese populations in their daily life. By contrast, “&EE” (“see a
doctor”), though understandable to Chinese people, is less culturally relevant and
acceptable in the Chinese context, due to the fact that people usually do not have
their private doctor but go to hospital to visit a doctor for treatment if they are ill.
“EIELETRIT” (“visit a doctor for treatment”), although understandable, is less
colloquial and idiomatic compared with “Z&J#” (“treat my disease) which is the
most used expression among Chinese people. The Chinese translations of “am less
likely to have problems with” in Item 3, “FIHF#t A AT HEH FRA] & (“problems
are less likely to occur to my condition”) in Version 1 and “LEMRH 2 /D Hi L a] @i
(“less problems are likely to occur to my symptoms”) in Version 2, were changed
to “HE A K H A (“am less likely to have problems”) for more colloquial and
idiomatic expression and thus for greater acceptability to Chinese readers based on
their lived experiences.
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In the translation of Item 10, “is up to” and “to see” was combined into “AZHf
£ (“must ensure”) in Version 1 and “EAfLR” (“need to ensure”) in Version 2, and
“that the right things happen” was translated and adapted to “/~Hi Z=#&” (“there are
no slips”) in Version 1 and “/NE£515%” (“no mistakes are made™) in Version 2. After
discussion, we decided to change these adapted translations to “fUZ M EE As
a result, the whole item, “In order for my depression to improve, it is up to other
people to see that the right things happen.” was revised to “Z& 1L AN ARAE 41 5%,
HAh NZ R MBZMEIEE - (“In order to improve my depression, other people
need to do the right things for me.”), which was more semantically equivalent on the
one hand and more culturally understandable and acceptable on the other hand.

InItem 11, “Whatever improvement” was translated into “f1 2 F2 & A (“To
what extent (my depression) is improved”) in Version 1 and “%& % />/H T {745
(“more or less improvement”) in Version 2, and “is largely a matter of good fortune”
was translated into “fR K2 _E#H4JE EIZ” (“is largely a sheer matter of luck”) in
Version 1 and “BR#SZFAIZ” (“is completely attributable to my luck™) in Version
2. To achieve better semantic equivalence, we decided to revise the Chinese word-
ings here to “FIIARIEIE £ /D, EFEEHIZTIFIR-" (“Whatever improve-
ment occurs to my depression is mainly up to my luck.”), which was believed to
more cater to habitual wordings and to be more easily accepted in the Chinese
cultural settings.

Item 13, “I deserve the credit when my depression improves and the blame when
it gets worse.”, was translated into “F&FIHIALER I F LT T, B T, T
BRRERTE AL B3 H 2.2 (“I deserve the credit when my depression improves,
and I am to blame when it worsens.”) in Version 1 and “F B HIERIE 22 1T 25 SR AT AR
F H - (“Whether my depression gets better or worse is entirely up to myself.”)
in Version 2. After panel discussions among all research members, we changed the
translation of this item to “F& B TURE T FAMACIEZ I8 & 28 IR (“It is up
to myself whether my depression gets better or worse.”), which is more likely to
meet the target Chinese readers’ expectations that are shaped by their linguistic and
cultural norms in the Chinese contexts.

Item 15, “it’s a matter of fate” was translated into “BEHLJE iz AL [ (“it’s
a matter of fate”) in Version 1 and “HF#t 2 F " (“that’s my fate™) in Version 2.
After panel discussions, we changed these translations to “APgt & iz A% HE T~
(“it’s up to fate”), which was believed to be more natural and idiomatic and therefore
more acceptable in expression than “HRHLAE AmiZ H AR T and “FRmLE T H o>
according to the Chinese audience’s linguistic habits and cultural conceptions.

Item 18, “The type of help I receive from other people determines how soon my
depression improves.”, was translated into “F M H-Al AL BAGE A 2 B FH5 Bhik
TE T AN ERIER 15 I #5 B2 - (“The type of help I receive from other people
determines how soon my condition improves.”) in Version 1 and “3I| A 253 B B8 i
£ — L FAOIMARAE ST A5 ER —22; B2 T r BRI D — L8, TR AR AE BT 15
8 —LL. (“When others care more for me, my depression gets better sooner; when
others care less for me, my depression gets better later.””) in Version 2. Based on panel
discussions among all research members, we decided to revise the translation to “

HA NG TR 2 FERIH B E T BAHIRRAE A #2 BB 1 -~ (“The type of help
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other people give me determines how soon my depression improves.”), which was
thought to be more semantically equivalent to the original English Item but was not
unanimously agreed upon among all research members. Due to the undetermined
cultural comprehensibility of this translation, we decided to leave it to cognitive
debriefing during pilot testing with a small number of target Chinese readers for final
decision and revision.

Based on the discussion of the problematic translations of the items above, we
reached a consensus on the translated version of the preliminary initial Chinese
MHLC From C, as shown in Table 3.4. This version was pilot tested among a certain
number of native Chinese patient participants in the following step of adaptation.

3.3.1.3 Pilot Testing of the Preliminary Initial Translated Chinese
Version of the MHLC from C with a Chinese Sample: Cognitive
Debriefing

During the pilot testing, the ten recruited native Chinese patient participants provided
open feedback on whether and how they understood the translated and adapted scale.
They raised some problems with the clarity and comprehensibility of the preliminary
initial Chinese MHLC From C, although they believed that the whole translated scale
was largely relevant to Chinese culture. In other words, there were not challenging
questions and concepts irrelevant to Chinese culture (i.e., they were relevant to the
participants’ daily life), but there were issues of linguistic accessibility (i.e., they were
unexpected or ambiguous to the participants) (Shan & Ji, 2023). Specifically, “J# 15"
in some translated items is redundant according to colloquial Chinese expression;
FREAZ M ZHE T in translated Ttem 15 and “;%/L” in some translated items still
needs to be made more colloquial, understandable, and acceptable to Chinese readers,
especially to those with low educational attainments; Item 12, “SZRREHNHRAETH K
FIEZERZ T B CHIFTEFT -7, needs recasting in terms of the sequence of
expression; Chinese expressions feature verbal phrases instead of nominal phrases,
for example, “F% H ©.47 " in translated Ttem 1 should be changed to “F% H C./E:
20, some addition or deletions need to be made to make the translated items
more culturally understandable and acceptable, for example, “3& FIHIHRAE A E
HIRIE” in translated Item 2 should be changed to “F&AIHIHRAE I 4514 2 28 IRt
I 5 SRIE”; etc. There were still more problems pointed out by the participants,
which were rectified in Table 3.5.

Taking into consideration all comments and suggestions from the participants who
took part in the cognitive debriefing, we not only improved the face validity (Shan &
Ji, 2023) and the conceptual, semantic, and content equivalence (Sousa & Rojjanas-
rirat, 2011) but also further adjusted the structure of sentences used in the translated
Chinese instrument, to make the final translated version easily understood by the
target Chinese patient populations before psychometric testing (Sousa & Rojjanas-
rirat, 2011). As a result, all translated items were modified to varying degrees. The
final version of the translated and adapted Chinese MHLC Form C is presented in
Table 3.5.
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Table 3.4 Preliminary initial Chinese MHLC Form C

G | W& PR EAL BR  BR [EA SR
5 %’ﬁ% gﬁ% gﬁ—’f BEE | BRI | B

1| WRBAOIEERE B, BT |1 2 3 4 5 6
FRE T FeL AL FIRITH.

2 | BEIERAESR 1 B B IR0 1 2 3 4 5
WNRB BN, BEOMEMER A RS |1 3 5
HH 7]

4 | REHCEMIBINEEREBIEZERLE 1 2 3 4 5 6
REEERS ER.
5 | BYEAOIERER BT, AIZE |1 2 3 4 5 6
WT 2RI E AL AL
6 | FRAIMECERE LA EERR |1 2 3 4 5 6
FRECD-

7 | BEMERIERR TS 2 B0 - RIFAZEL |1 2 3 4 5 6
B, HA N EIRKIER -

8 | TLIREAMIARAERIE RN A REA0AL, |1 2 3 4 5 6
e A TR

9 | EEHIEIERESERAERAEREL |1 2 3 4 5 6

& B R E K
10 | B FAIRRIE S #2, M AZhFAML |1 2 3 4 5 6
EAGOES R
1 2 3 4 5 6

11| BEHPRMERCE £ /0, ERETGE TR

12 | UIRBIMEERENEERNEZLERAD
HIETVERT

13 | F B O ERAFIABAE RS I8 2 25 3R -
14 | VR B LE T W AR E R 15 ALY
BT H -

15 | WRBEAIERIEBAL, IR AEZEHET | 1 2 3 4 5 6

—_
[\
w
~
)]
(=)}

—_
(98
(9]

(98]
IS
(9,3

16 | WRFFZH0E, RPOMEERBST |1 2 3 4 5 6
EEHD oL

17 | WERBAMEERE B, ITER AT |1 2 3 4 5 6
B IR A .

18 | Hh NATHAT 2 FERUR B E T, |1 2 3 4 5 6
HIERAE I E B -

As Brislin (1980) observes, critical issues negatively impact many translation
studies, even when certified translators are used. Our discussion above supports
Brislin’s (1980) observation. This is due primarily to three factors: (1) some transla-
tors’ inadequate awareness of the rigorous translation requirements for cross-cultural
studies; (2) their literal translation and insufficient emphasis on cultural nuances; and
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Table 3.5 Final version of the Chinese MHLC Form C which is glossed in English
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'y

U

AEHA
B[]

A
B[R]

HEAN
B[]

A
[7]

B
=

ol 5

RAHIARIEE
=INERIE, &
BT E Ak
E T RIFER M
If my
depression
worsens, my
own actions
decide how
soon it gets
better

—_

2

3

4

5

o)}

HATIPERAE RS
TR AR IR
BEE A

It is a natural
course whether
my depression
gets better or
worse

—

REREWE
I, BHIIARLE
MAREINE.
If I treat my
depression
regularly, it is
less likely to get
worse

—_

REBEIME,
TARAERI R
R &
RS LR
Most causes of
my depression
happen to me
by chance

—_

BAENIER
VIR Es %
ROZI0 EAEE
.

Every time my
depression
worsens, I need
to consult a
doctor

(continued)
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Table 3.5 (continued)

'y

U

AEHA
B[]

AR
7/

HEAN
B[]

Jid

il

B
G

W

ol 5

LECEEY
e R VAT AE
AN
I myself
directly make
my depression
better or worse

1

2

3

~

5

o)}

BAIHRAELF
B ARER
AN, HIAE
TRRAEH.

It is mainly up
to others
whether my
depression gets
better,
unchanged, or
worse

FAHARAE N
HI 2R,
HeHBECE
FCHo

Itis up to
myself to what
extent my
depression
worsens

HATIERAESF
BREM AT
FEEFIZS-

It is mainly up
to luck to what
extent my
depression gets
better

10

ZAEIRAIHIER
RE SRS S, HoAth
NEIF I B
o

Others need to
take good care
of me to make
my depression
better and
better

—_

(continued)
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Table 3.5 (continued)
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'y

U

AEHA
B[]

AR
2]

HEAN
B[]

SE

B
G

11

FAIHAESF
Bx, THE
iz <FIR
Whatever
improvement
happens to my
depression is
mainly up to
my luck

—_

~

12

HECEAM
FERNAEIN
HRIELFEGIL 2
InE-

How I do
largely decides
whether my
depression gets
better or worse

13

FZHCRET
HAIIERAE S
B RIE.

I decide
whether my
depression gets
better or worse
on my own

14

EEEAHRK
B LM, =R
B AIHRAE
INE AR I
Doing
whatever the
doctor tells me
is the best way
to prevent my
depression
from
worsening

15

73— B HIHER
AEMET, Bk
NGRS

In case my
depression
worsens, it is
my fate

(continued)
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Table 3.5 (continued)

'y

U

AEHA
B[]

AR
2]

HEAN
B[]

il

Jid

VN

W

e

16

RERBSTF
T, FRIHIER
ELIFE R
If I’m lucky,
my depression
will get better
and better

1

2

3

~

%
Al
5

o)}

17

BAIHRAEE
= INERE, A
R ABRE
HRBT 5 T

It is because I
do not take
good care of
myself that my
depression gets
worse

18

HA B
IS4, A
HRIELF BB R
HAt NIERR
AR ANEF, FH)
VERAELT ROBR,
8.

If others take
good care of
me, my
depression will
get better
sooner; if
others do not
take good care
of me, my
depression will
get better later

(3) challenges posed by colloquial expressions, slang and jargon, idiomatic phrases,
and emotionally evocative words (Sperber, 2004). Through the three steps of trans-
lation and adaptation above, we managed to generate the final version of the Chinese
MHLC Form C, which we made maximally relevant, understandable, and acceptable
to Chinese readers in the Chinese cultural contexts to the maximum of our potential.
This version was then used to classify Chinese patients into different clusters and to

identify associated factors.
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3.3.2 Using the Chinese MHLC Form C to Classify Patients
and Identifying Factors Associated with Low

Self-efficacy
3.3.2.1 Descriptive Statistics

Table 3.6 presents the descriptive statistics of the data collected from the patient
participants. All data in the 988 returned questionnaires were valid. The patients had
a mean age of 42.85 (SD = 11.544) years. 45% (n = 443) of them were men. The
mean score for education was 3.21 (SD = 1.474), showing that their average educa-
tional level was between Year 12 and diploma. The mean score for their self-reported
disease knowledge was 2.42, indicating that they thought that their knowledge of
disease was between ‘a lot” and ‘some.” The mean scores of the three functional
items on the AAHLS scale were 2.06 (SD = 0.735), 2.13 (SD = 0.969), and 2.09
(SD =0.741), respectively. These mean scores indicate that they ‘sometimes’ needed
help to read and comprehend health information and complete official documents
and were ‘sometimes’ able to identify and secure others’ help. The mean scores of
the three communicative items on the AAHLS scale were 1.74 (SD = 0.754), 1.87
(SD = 0.745), and 1.88 (SD = 0.744), respectively. These mean scores indicate that
when they talked to a doctor or nurse, they ‘often’ or ‘sometimes’ gave them all the
information they needed, they ‘often’ or ‘sometimes’ asked the questions they needed
to ask, and they ‘often’ or ‘sometimes’ made sure they explained anything that they
did not understand. The mean scores of Items 1-5 on the critical health literacy sub-
scale of the AAHLS scale were 1.97 (SD = 0.752), 1.94 (SD = 0.728), 1.91 (SD =
0.746),2.01 (SD = 0.730), 1.97 (SD = 0.734), and 1.56 (SD = 0.496), respectively.
These mean scores indicate that they ‘sometimes’ found out lots of different infor-
mation about their health, they ‘sometimes’ thought carefully about whether health
information made sense in their particular situation, they ‘sometimes’ tried to work
out whether information about their health could be trusted, they ‘sometimes’ ques-
tioned their doctor or nurse’s advice based on their own research, they ‘sometimes’
thought that there were plenty of ways to have a say in what the government did about
health, and they were inclined to believe that “good housing, education, decent jobs,
and good local facilities” mattered most for their health. The scores for the 8 items
on the eHEALS ranged from 2.83 (SD = 1.174) to 2.96 (SD = 1.179), indicating
their uncertainty about their skills to use eHealth resources and interventions. The
mean score for each item on the GHNT scale was 1.56 (SD = 0.497), 1.18 (SD =
0.383), 1.21 (SD = 0.406), 1.93 (SD = 0.333), 1.84 (SD = 0.370), and 1.77 (SD =
0.420), showing that a large proportion of participants answered the 6 questions on
the GHNT scale incorrectly, especially questions 1 (551/988, 55.8%), 4 (908/988,
91.9%), 5 (826/988, 83.6%), and 6 (763/988, 77.2%). As with their scoring perfor-
mance on the Multidimensional Health Locus of Control (MHLC) Scales (MHLC)
Form C, they averagely scored 18.21 (SD =4.790), 16.87 (SD =4.803), 10.36 (SD =
3.5393), and 8.44 (SD = 2.915) on the ‘Internal,” ‘Chance,” ‘Doctor,” and ‘Powerful
Others’ subscales, respectively. The determined response of ‘slightly disagree’ for
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the ‘Internal’ subscale indicates that they somehow did not believe in their internal
drives to maintain healthy. The determined response between ‘moderately disagree’
and ‘slightly disagree’ for the ‘Chance’ subscale implies that they were generally
less likely to attribute their health to a matter of chance. The determined response
between ‘slightly disagree’ and ‘slightly agree’ for the ‘Doctor’ subscale means that
they were generally uncertain about the role of doctors in the maintenance of their
own health. The determined response between ‘moderately disagree’ and ‘slightly
disagree’ for the ‘Powerful Others’ subscale means that they generally did nor believe
in the role of others in the maintenance of their own health.

3.3.2.2 Model Fit Statistics

Table 3.7 and Fig. 3.1 shows the model fit statistics of the latent class analysis. The
Akaike information criterion (AIC) and the Bayesian information criterion (BIC)
provide measures of model performance. Smaller AIC and BIC are indicative of
better model performance. Indexes like the Lo-Mendell-Rubin likelihood (LL) ratio
test, and the bootstrap likelihood ratio test examined whether adding clusters would
significantly improve model performance. We took into consideration all the factors
and decided to opt for a 2-cluster solution for better model performance and simplicity
to guide the subsequent qualitative analyses, as shown in Table 3.8.

3.3.2.3 Profiling of 2 Latent Clusters

Cluster 1—Low Self-efficacy Group

Patient participants in Cluster 1 had low (9-18) to medium scores (19-27) on the
‘Internal” sub-scale (with conditional probabilities higher than 0.5 until the internal
sum score of 27), suggesting a mix of a less inclination and a slight inclination to
believe in their own capability to manage self-health. For example, they were more
likely to ‘strongly disagree’ (coding 1), ‘moderately disagree’ (coding 2), ‘slightly
disagree’ (coding 3), or ‘slightly agree’ (coding 4) with statements such as ‘If my
depression worsens, it is my own behavior which determines how soon I will feel
better again’ (Item 1 on the Chinese depression-specific MHLC Form C), ‘I am
directly responsible for my depression getting better or worse’ (Item 6 on the Chinese
depression-specific MHLC Form C), and ‘Whatever goes wrong with my depression
is my own fault’ (Item 8 on the Chinese depression-specific MHLC Form C).
Patients in Cluster 1 also had low (4-9) to medium scores (10-13) on the ‘Doctor’
sub-scale (with conditional probabilities higher than 0.5 until the internal sum score
of 13), suggesting that they had limited trust in medical and health professionals and
the health benefits of adhering to their recommendations and advice. For example,
they were more likely to ‘strongly disagree’ (coding 1), ‘moderately disagree’ (coding
2), ‘slightly disagree’ (coding 3), or ‘slightly agree’ (coding 4) with statements such
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Table 3.6 Descriptive statistics of the data collected (N = 988)
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Minimum Maximum Mean Std. deviation

Age 17 68 42.85 11.544
Gender N/A?2 N/A N/A N/A

Education 1 6 3.21 1.474
Disease knowledge 1 4 242 0.958
FUHL1P 1 3 2.06 0.735
FUHL2° 1 4 2.13 0.969
FUHL34 1 3 2.09 0.741
COHL1® 1 3 1.74 0.754
COHL2! 1 3 1.87 0.745
COHL38 1 3 1.88 0.744
CRHL1P 1 3 1.97 0.752
CRHL2! 1 3 1.94 0.728
CRHL3J 1 3 1.91 0.746
CRHL4* 1 3 2.01 0.730
CRHLS! 1 3 1.97 0.734
CRHL6™ 1 2 1.56 0.469
eHLI™ 1 5 2.83 1.176
eHL2° 1 5 2.86 1.197
eHL3P 1 5 2.83 1.174
eHL4d 1 5 2.96 1.179
eHL5" 1 5 2.85 1.203
eHL6® 1 5 2.88 1.199
eHL7" 1 5 2.93 1.190
eHL8" 1 5 2.87 1.204
GHNT1Y 1 2 1.56 0.497
GHNT2Y 1 2 1.18 0.383
GHNT3* 1 2 121 0.406
GHNT4Y 1 2 1.93 0.333
GHNT5% 1 2 1.84 0.370
GHNT6 1 2 1.77 0.420
Internal scale?? 6 36 18.21 4.789
Chance scale®® 6 36 16.87 4.803
Doctor scale?d 3 18 10.36 3.539

(continued)
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Table 3.6 (continued)

Minimum Maximum Mean Std. deviation

OtherPeople_Scale®® 3 18 8.44 2.915

4 Not applicable

b Functional Health Literacy Item 1: How often do you need someone to help you when you are given
information to read by your physician, nurse, or pharmacist?

¢ Functional Health Literacy Item 2: When you need help, can you easily get someone to assist you? 3.04
(0.9; 1-4)

d Functional Health Literacy Item 3: Do you need help to fill in official documents?

¢ Communicative Health Literacy Item 1: When you talk to a physician or nurse, do you give them all the
information they need to help you?

f Communicative Health Literacy Item 2: When you talk to a physician or nurse, do you ask the questions
you need to ask?

€ Communicative Health Literacy Item 3: When you talk to a physician or nurse, do you ensure they
explain anything that you do not understand?

b Critical Health Literacy Item 1: Are you someone who likes to find out lots of different information
about your health?

! Critical Health Literacy Item 2: How often do you think carefully about whether health information
makes sense in your particular situation?

J Critical Health Literacy Item 3: How often do you try to work out whether information about your health
can be trusted?

k Critical Health Literacy Item 4: Are you the sort of person who might question your doctor or nurse’s
advice based on your own research?

1. Critical Health Literacy Item 5: Do you think that there plenty of ways to have a say in what the
government does about health?

™M Critical Health Literacy Item 6: What do you think matters most for everyone’s health? a) information
and encouragement to lead healthy lifestyles; b) good housing, education, decent jobs and good local
facilities

" eHealth Literacy Item 1: T know what health resources are available on the Internet

© eHealth Literacy Item 2: I know where to find helpful health resources on the Internet

P eHealth Literacy Item 3: I know how to find helpful health resources on the Internet

49 eHealth Literacy Item 4: I know how to use the Internet to answer my health questions

T eHealth Literacy Item 5: I know how to use the health information I find on the Internet to help me

$ eHealth Literacy Item 6: I have the skills I need to evaluate the health resources I find on the Internet

t eHealth Literacy Item 7: I can tell high quality from low-quality health resources on the Internet

! eHealth Literacy Item 8: I feel confident using information from the Internet to make health decisions

V General Health Numeracy Test Item 1: Call your physician if you have a temperature of 100.4 °F or
greater. The thermometer looks like the following: 100.2 F: Do you call a physician?

W General Health Numeracy Test Item 2: If 4 people out of 20 have a chance of getting a cold, what would
be the risk of getting a cold?

* General Health Numeracy Test Item 3: Suppose that the maximum heart rate for a 60 year old woman
is 160 beats per minute and that she is told to exercise at 80% of her maximum heart rate. What is 80%
of that woman’s maximum heart rate?

Y General Health Numeracy Test Item 4: You ate half the container of carrots. How many grams of
carbohydrate did you eat?

“ General Health Numeracy Test Item 5: Your doctor tells you that you have high cholesterol. He informs
you that you have a 10% risk of having a heart attack in the next 5 years. If you start on a cholesterol-
lowering drug, you can reduce your risk by 30%. What is your 5-year risk if you take the drug?

44 General Health Numeracy Test Item 6: A mammogram is used to screen women for breast cancer. False
positives are tests that incorrectly show a positive result. 85% of positive mammograms are actually false
positives. If 1000 women receive mammograms, and 200 are told there is an abnormal finding, how many
women are likely to actually have breast cancer?

b The Internal Locus of Control: beliefs that one’s health is up to their own actions and behaviors

4 The Chance Locus of Control: beliefs that one’s health is up to fate, chance, or luck

ad The Doctor Locus of Control: beliefs that one’s health is up to doctors

¢ The Powerful Others Locus of Control: beliefs that one’s health is up to others’ actions and behaviors
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Fig. 3.1 Model fitstatistics changes. AIC: Akaike information criterion. BIC: Bayesian information
criterion. LL: Lo-Mendell-Rubin likelihood

as ‘If I see my doctor regularly, I am less likely to have problems with my depression’
(Item 3 on the Chinese depression-specific MHLC Form C).

Patients in Cluster 1 had more spread scores across the ‘Other People’ sub-scale
ranging from 4 to 18, suggesting that while some patients in Cluster 1 were unlikely
to see the influence of others’ behaviors on their own health as significant, other
patients in this cluster were likely to see the influence of others’ behaviors on their
own health as significant. For example, patients in this cluster were likely to ‘strongly
disagree’ (coding 1), ‘moderately disagree’ (coding 2), ‘slightly disagree’ (coding 3),
‘slightly agree’ (coding 4), ‘moderately agree’ (coding 5), or ‘strongly agree’ (coding
6) with statements such as ‘Other people play a big role in whether my condition
improves, stays the same, or gets worse’ (Item 7 on the Chinese depression-specific
MHLC Form C), ‘In order for my condition to improve, it is up to other people to
see that the right things happen’ (Item 10 on the Chinese depression-specific MHLC
Form C), and ‘The type of help I receive from other people determines how soon my
condition improves’ (Item 18 on the Chinese depression-specific MHLC Form C).

Patients in Cluster 1 had low (11-18) to medium scores (19-28) on the ‘Chance’
sub-scale, suggesting that while some people in this cluster did not believe in the
role of luck in one’s health management, others did ‘slightly’ agree with statements,
such as ‘As to my condition, what will be will be’ (Item 2 on the Chinese depression-
specific MHLC Form C), ‘Most things that affect my condition happen to me by
chance’ (Item 4 on the Chinese depression-specific MHLC Form C), ‘Luck plays a big
part in determining how my condition improves’ (Item 9 on the Chinese depression-
specific MHLC Form C), “Whatever improvement occurs with my condition is largely
a matter of good fortune’ (Item 11 on the Chinese depression-specific MHLC Form
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Table 3.8 Posterior probabilities of response across latent clusters
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Posterior probabilities Cluster 1 Cluster 2 Total probability
Cluster size 0.7246 0.2754 1
Internal_Scale (Median = 18)

6 0.1481 0.8519 1
8 0 1 1
9 0.5007 0.4993 1
10 0.578 0.422 1
11 0.7135 0.2865 1
12 0.743 0.257 1
13 0.8233 0.1767 1
14 0.7911 0.2089 1
15 0.9655 0.0345 1
16 0.8472 0.1528 1
17 0.8368 0.1632 1
18 0.7218 0.2782 1
19 0.8246 0.1754 1
20 0.7328 0.2672 1
21 0.7109 0.2891 1
22 0.6405 0.3595 1
23 0.6625 0.3375 1
24 0.4502 0.5498 1
25 0.5007 0.4993 1
26 0.6836 0.3164 1
27 0.6664 0.3336 1
28 0.336 0.664 1
29 0.2036 0.7964 1
30 0.1998 0.8002 1
31 0 1 1
32 0 1 1
34 0 1 1
35 1 0 1
36 1 0 1
Chance_Scale (Median = 18)

6 0.0769 0.9231 1
7 0.1293 0.8707 1
8 0.1552 0.8448 1
9 0.0777 0.9223 1
10 0.4763 0.5237 1

(continued)
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Table 3.8 (continued)

Posterior probabilities Cluster 1 Cluster 2 Total probability
11 0.5758 0.4242 1
12 0.6785 0.3215 1
13 0.7947 0.2053 1
14 0.754 0.246 1
15 0.798 0.202 1
16 0.8501 0.1499 1
17 0.9205 0.0795 1
18 0.6991 0.3009 1
19 0.7481 0.2519 1
20 0.7494 0.2506 1
21 0.7867 0.2133 1
22 0.7574 0.2426 1
23 0.8434 0.1566 1
24 0.5428 0.4572 1
25 0.8753 0.1247 1
26 0.9088 0.0912 1
27 0.7481 0.2519 1
28 1 0 1
29 0.3331 0.6669 1
30 0.1971 0.8029 1
36 1 0 1
Doctors_Scale (Median = 9)

3 0.3454 0.6546 1
4 0.8571 0.1429 1
5 0.9736 0.0264 1
6 0.9677 0.0323 1
7 0.9482 0.0518 1
8 0.9713 0.0287 1
9 0.8435 0.1565 1
10 0.8017 0.1983 1
11 0.8034 0.1966 1
12 0.5341 0.4659 1
13 0.6462 0.3538 1
14 0.4176 0.5824 1
15 0.2269 0.7731 1
16 0.2492 0.7508 1
17 0.3189 0.6811 1

(continued)
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Table 3.8 (continued)

45

Posterior probabilities Cluster 1 Cluster 2 Total probability
18 0.2692 0.7308 1
Other_People_Scale (Median = 9)

3 0.2614 0.7386 1
4 0.6168 0.3832 1
5 0.6672 0.3328 1
6 0.7191 0.2809 1
7 0.771 0.229 1
8 0.8296 0.1704 1
9 0.6237 0.3763 1
10 0.8049 0.1951 1
11 0.8033 0.1967 1
12 0.7288 0.2712 1
13 0.7994 0.2006 1
14 0.8112 0.1888 1
15 0.588 0.412 1
16 1 0 1
17 1 0 1
18 1 0 1

C), ‘If my condition worsens, it’s a matter of fate’ (Item 15 on the Chinese depression-
specific MHLC Form C), and ‘If I am lucky, my condition will get better’ (Item 16
on the Chinese depression-specific MHLC Form C).

Cluster 2—Moderate Self-efficacy Group

Patients in Cluster 2 showed two scenarios. Some had high scores on the ‘Internal’
sub-scale ranging from 28 to 34, suggesting that they had stronger beliefs in their
own capability to manage their health. Their responses to the questions of the
‘Internal’ scale were more likely to be ‘slightly agree,” ‘moderately agree,” or
‘strongly agree’ with statements of the Chinese depression-specific MHLC Form C
stressing the importance of self-discipline and self-management to achieve optimal
health outcomes when it comes to the prevention and treatment of depression. For
example, people in Cluster 2 were agreeable with statements like ‘the main thing
which affects my condition is what I myself do’ (Item 12 on the Chinese depression-
specific MHLC Form C), ‘I deserve the credit when my condition improves and the
blame when it gets worse’ (Item 13 on the Chinese depression-specific MHLC Form
C), and ‘If my condition takes a turn for the worse, it is because I have not been taking
proper care of myself’(Item 17 on the Chinese depression-specific MHLC Form C).
In contrast, other patients had low scores on the ‘Internal’ sub-scale ranging from
6 to 8, suggesting that they were more likely to ‘strongly disagree’ with statements
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of the Chinese depression-specific MHLC Form C stressing the importance of self-
discipline and self-management to achieve optimal health outcomes when it comes
to the prevention and treatment of depression.

Patients in Cluster 2 also displayed two scenarios. Some had higher scores on
the ‘Doctor’ sub-scale, ranging from 14 to 18, suggesting that they had moderate
to high levels of trust in health and medical professionals and the importance of
adherence to their advice to achieve better health outcomes. Their responses to the
questions of the ‘Doctor’ sub-scale were more likely to be ‘moderately agree’ or
‘strongly agree’ with statements of the Chinese depression-specific MHLC Form C
highlighting the importance of seeking medical support to prevent, diagnose, and
treat depression. For example, ‘whenever my condition worsens, I should consult a
medically trained professional.” (Item 5 on the Chinese depression-specific MHLC
Form C), ‘Following doctor’s orders to the letter is the best way to keep my condition
from getting any worse’ (Item 14 on the Chinese depression-specific MHLC Form
C). By contrast, other patients had the lowest score of 3 on the ‘Doctor’ sub-scale,
suggesting that they had the lowest level of trust in health and medical professionals
and the importance of adherence to their advice to achieve better health outcomes.
Their responses to the questions of the ‘Doctor’ sub-scale were more likely to be
‘strongly disagree’ with statements of the Chinese depression-specific MHLC Form
C highlighting the importance of seeking medical support to prevent, diagnose, and
treat depression.

Patients in Cluster 2 had a very high score (3) on the ‘Other People’ sub-scale,
suggesting that all of them were more unlikely to associate their own depression
outcomes with other people in their lives.

Chinese participants in Cluster 2 were divided on the ‘Chance’ sub-scale, with
some people having very low scores (6—10) and others having very high scores (29—
30). It indicates that a polarized view regarding the role of chance in their health and
well-being existed among this group of patients, in a similar way that a polarized
view was displayed on the role of internal motivations and doctors in terms of the
prevention and treatment of depression.

Table 3.9 shows descriptive statistics of the two latent clusters representing the
two levels of self-efficacy among the study participants. The low self-efficacy group
(Cluster 1, n = 716) represented 72.5% (716/988) of the total sample. They had an
average mean of 17.79 (SD = 1.44) on the ‘Internal’ scale, an average mean of 17.67
(SD = 0.15) on the ‘Chance’ scale, an average mean of 9.13 (SD = 0.10) on the
‘Doctor’ scale, and an average mean of 8.76 (SD = 0.10) on the ‘Other People’ scale.
The moderate self-efficacy group (Cluster 2, n = 272) represented 27.5% (272/988)
of the total sample. They had an average mean of 19.50 (SD = 4.23) on the internal
scale, an average mean of 14.37 (SD = 0.39) on the ‘Chance’ scale, an average mean
14.23 (SD = 0.18) on the ‘Doctor’ scale, and an average mean 7.43 (SD = 0.24) on
the ‘Other People’ scale

Next, we compared the differences between the two clusters across the four sub-
scales. The result of the Welch Test in Table 3.10 shows that there were statistically
significant differences among the two clusters representing two distinct levels of



3.3 Results 47

Table 3.9 Descriptive statistics of the latent clusters

Sub-scales Cluster Statistic | Std. error
Internal 1 Mean 17.7944 | 0.1443

95% confidence interval for mean | Lower bound | 17.5111
Upper bound | 18.0777

5% trimmed mean 17.7425

Median 18

Variance 15.597

Std. deviation 3.94927

Minimum 6

Maximum 36

Range 30

Interquartile range 5

Skewness 0.259 0.089

Kurtosis 0.609 0.178
2 Mean 19.5021 | 0.42861

95% confidence interval for mean | Lower bound | 18.6577
Upper bound | 20.3465

5% trimmed mean 19.6086

Median 21

Variance 43.907

Std. deviation 6.6262

Minimum 6

Maximum 34

Range 28

Interquartile range 10

Skewness —0.34 |0.157

Kurtosis —0.527 | 0.314
Chance 1 Mean 17.67 0.146

95% confidence interval for mean | Lower bound | 17.38
Upper bound | 17.95

5% trimmed mean 17.6
Median 17
Variance 15.995
Std. deviation 3.999
Minimum 6
Maximum 36
Range 30
Interquartile range 5

(continued)
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Table 3.9 (continued)

Sub-scales Cluster Statistic | Std. error
Skewness 0.283 0.089
Kurtosis 0.262 0.178
2 Mean 14.37 0.394
95% confidence interval for mean | Lower bound | 13.59
Upper bound | 15.14
5% trimmed mean 14.09
Median 14
Variance 37.108
Std. deviation 6.092
Minimum 6
Maximum 30
Range 24
Interquartile range 10
Skewness 0.427 0.157
Kurtosis —0.518 [0.314
Doctors 1 Mean 9.13 0.102
95% confidence interval for mean | Lower bound | 8.93
Upper bound | 9.33
5% trimmed mean 9.03
Median 9
Variance 7.796
Std. deviation 2.792
Minimum 3
Maximum 18
Range 15
Interquartile range 4
Skewness 0.552 0.089
Kurtosis 0.297 0.178
2 Mean 14.23 0.178
95% confidence interval for mean | Lower bound | 13.88
Upper bound | 14.59
5% trimmed mean 14.48
Median 15
Variance 7.6
Std. deviation 2.757
Minimum 3
Maximum 18

(continued)
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Table 3.9 (continued)
Sub-scales Cluster Statistic | Std. error
Range 15
Interquartile range 3
Skewness — 1.644 | 0.157
Kurtosis 4.563 0.314
Other People | 1 Mean 8.76 0.101
95% confidence interval for mean | Lower bound | 8.56
Upper bound | 8.96
5% trimmed mean 8.71
Median 9
Variance 7.632
Std. deviation 2.763
Minimum 3
Maximum 18
Range 15
Interquartile range 4
Skewness 0.273 0.089
Kurtosis —0.224 1 0.178
2 Mean 7.43 0.204
95% confidence interval for mean | Lower bound | 7.03
Upper bound | 7.83
5% trimmed mean 7.29
Median 7
Variance 9.901
Std. deviation 3.147
Minimum 3
Maximum 15
Range 12
Interquartile range 4
Skewness 0.342 0.157
Kurtosis —0.519 [0.314

self-efficacy among the study participants in their scores on the ‘Internal,” ‘Chance,’
‘Doctor,” and ‘Other People’ sub-scales.
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Table 3.10 Robust tests of equality of means (welch test)

Statistic df1 df2 Sig
Internal scale 14.258 1 293.811 <0.001
Chance scale 61.635 1 306.13 <0.001
Doctor scale 617.695 1 405.482 < 0.001
Other people scale 34.419 1 362.499 < 0.001

3.3.2.4 Factors Associated with the Low Self-efficacy

Table 3.11 shows that the conditional probabilities of all variables within the 2 identi-
fied clusters of self-efficacy. From these conditional probabilities, Cluster 1, the low
self-efficacy subgroup of patient participants were found to be closely associated
with particular factors to be presented below.

Older Age

Table 3.11 shows that the conditional probabilities of age groups within the 2 iden-
tified clusters of self-efficacy. From this table, patients of low self-efficacy were
more likely to be averagely aged 45.7 years old. In contrast, patients of moderate
self-efficacy were more likely to be averagely aged 35.5 years old.

Male Sex

Table 3.11 shows that the conditional probabilities of genders within the 2 identified
clusters of self-efficacy. As can be seen, 51.3% of the low-efficacy cluster were men,
compared with 72.2% of the moderate-efficacy cluster being women.

Limited Educational Attainment

Table 3.11 shows that the conditional probabilities of different levels of educational
attainment within the 2 identified clusters of self-efficacy. It can be seen that patients
of low self-efficacy were more likely to have lower levels of education (Year 6 to
Year 12). In contrast, patients of moderate self-efficacy were more likely to have
adequate to high educational levels (diploma, university graduate, postgraduate or
above).

Higher Level of Self-reported Disease Knowledge

Table 3.11 shows that the conditional probabilities of different levels of self-reported
disease knowledge within the 2 identified clusters of self-efficacy. It is clear that just
below 60% of patient participants of the low self-efficacy cluster were more likely to
report knowing ‘very well” or ‘alot’ about diseases. In contrast, over 60% of patients
of the moderate self-efficacy cluster were more likely to report knowing ‘some’ or
‘very limited’ about diseases.
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probabilities of all variables
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Conditional probabilities Cluster 1 Cluster 2
Cluster size 0.7246 0.2754
Age
Mean 45.6543 35.4513
Gender
Male 0.513 0.2783
Female 0.487 0.7217
Total probability 1 1
Education
Year 6 0.1828 0.0224
Year 9 0.2905 0.1141
Year 12 0.2225 0.0797
Diploma 0.1992 0.1889
University graduate 0.0938 0.4331
Postgraduate or above 0.0112 0.1617
Total probability 1 1
Disease knowledge
Very well 0.2574 0.0579
A lot 0.3303 0.2445
Some 0.2542 0.6287
Very limited 0.1582 0.0689
FUHLI
Often 0.2889 0.1218
Sometimes 0.4089 0.5817
Rarely 0.3022 0.2965
FUHL2
Often 0.2402 0.4229
Sometimes 0.3734 0.4987
Rarely 0.2235 0.0662
Not applicable 0.1629 0.0123
FUHL3
Often 0.2842 0.1048
Sometimes 0.4128 0.5273
Rarely 0.303 0.3679
COHLI
Often 0.3449 0.7135
Sometimes 0.4047 0.2619
Rarely 0.2504 0.0247
COHL2

(continued)
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Table 3.11 (continued)

Conditional probabilities Cluster 1 Cluster 2
Often 0.3031 0.4667
Sometimes 0.4165 0.4624
Rarely 0.2804 0.0708
COHL3

Often 0.306 0.4519
Sometimes 0.4199 0.461
Rarely 0.2742 0.0872
CRHLI

Often 0.2862 0.3348
Sometimes 0.404 0.5136
Rarely 0.3097 0.1516
CRHL2

Often 0.3023 0.2778
Sometimes 0.4032 0.6372
Rarely 0.2945 0.085
CRHL3

Yes 0.311 0.3614
Maybe 0.3842 0.5733
No 0.3048 0.0653
CRHIA

Yes 0.3179 0.1118
Maybe 0.4039 0.6353
No 0.2782 0.253
CRHLS

Yes 0.3241 0.1799
Maybe 0.4008 0.6177
No 0.2751 0.2024
CRHL6

Quality health information 0.3825 0.5776
Better living conditions 0.6175 0.4224
eHEALI

Strongly disagree 0.2192 0.0003
Disagree 0.2956 0.0453
Neutral 0.2572 0.5214
Agree 0.1117 0.419
Strongly agree 0.1162 0.0139
eHEAL2

Strongly disagree 0.2205 0.0078

(continued)
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Table 3.11 (continued)
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Conditional probabilities Cluster 1 Cluster 2
Disagree 0.279 0.023
Neutral 0.2719 0.5123
Agree 0.0968 0.4363
Strongly agree 0.1318 0.0206
eHEAL3
Strongly disagree 0.2094 0.0003
Disagree 0.3273 0.0173
Neutral 0.241 0.5126
Agree 0.1065 0.4549
Strongly agree 0.1158 0.015
eHEAL4
Strongly disagree 0.1718 0.0075
Disagree 0.2874 0.0597
Neutral 0.2449 0.5062
Agree 0.1484 0.4182
Strongly agree 0.1476 0.0084
eHEALS
Strongly disagree 0.2345 0.0004
Disagree 0.2861 0.0447
Neutral 0.2428 0.4051
Agree 0.1253 0.5452
Strongly agree 0.1114 0.0047
eHEAL6
Strongly disagree 0.219 0.008
Disagree 0.2542 0.0772
Neutral 0.2715 0.4323
Agree 0.1325 0.4637
Strongly agree 0.1228 0.0188
eHEAL7
Strongly disagree 0.1885 0.0003
Disagree 0.3113 0.0336
Neutral 0.2462 0.4182
Agree 0.1254 0.5191
Strongly agree 0.1287 0.0288
eHEALS
Strongly disagree 0.1963 0.0127
Disagree 0.3095 0.1156
Neutral 0.2248 0.4559

(continued)
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Table 3.1 (continued) Conditional probabilities Cluster 1 Cluster 2
Agree 0.1242 0.4156
Strongly agree 0.1452 0.0002
GHNTI
Correct 0.4409 0.4461
Wrong 0.5591 0.5539
GHNT2
Correct 0.8992 0.6184
Wrong 0.1008 0.3816
GHNT3
Correct 0.8855 0.5477
Wrong 0.1145 0.4523
GHNT4
Correct 0.0461 0.169
Wrong 0.9539 0.8273
GHNTS
Correct 0.0947 0.3462
Wrong 0.9053 0.6538
GHNT6
Correct 0.1153 0.5235
Wrong 0.8847 0.4765

Limited Functional Health Literacy

From Table 3.11, over 70% of patients of the low self-efficacy cluster were more likely
to ‘often’ or ‘sometimes’ need help to read and comprehend health information and
complete official documents, and over 60% of patients of this cluster were more like
to be ‘often’ or ‘sometimes’ unable to identify and secure others’ help. In contrast,
over 90% of patients of the high self-efficacy cluster were more likely to ‘sometimes’
or ‘rarely’ need help to read and comprehend health information and complete official
documents, and were more likely to be ‘often’ or ‘sometimes’ able to identify and
secure others’ help.

Limited Communicative Health Literacy

Table 3.11 shows that around about 70% of patients of low self-efficacy versus over
90% of patients of moderate self-efficacy were more likely to ‘often’ or ‘sometimes’
give a doctor or nurse all the information they needed, ‘often’ or ‘sometimes’ ask
the questions they needed to ask, and ‘often’ or ‘sometimes’ make sure a doctor or
nurse explained anything that they did not understand when they talked to a doctor
or nurse.
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Limited Critical Health Literacy

It can be seen from Table 3.11 that 62% of patients of the low-efficacy cluster were
inclined to believe that good housing, education, decent jobs, and good local facilities
mattered most for their health while 58% of patients of the moderate-efficacy cluster
were more likely to consider that quality Health Information mattered most for their
health condition.

Limited Digital Health Literacy

Table 3.11 shows that around 50% of patients of low self-efficacy were less likely
to know where to find useful information on the internet, to know the means and
methods to identify useful health information on the internet, and to agree that they
had the skills and knowledge that enabled them to navigate electronic health platforms
and find helpful health-related information. In contrast, approximately 40-50% of
patients of adequate self-efficacy were more likely to agree or strongly agree that
they were equipped with such essential skills and knowledge.

Limited Health Numeracy Literacy

Table 3.11 shows that 88.5% of patients of the low self-efficacy cluster answered
question 6 on the GHNT scale incorrectly while 52.4% patients of the adequate
self-efficacy cluster answered this question correctly.

3.4 Discussion

3.4.1 Principal Findings

3.4.1.1 Translation and Adaptation of the Chinese MHLC Form C

While it is extremely challenging to make a translated instrument culturally relevant,
comprehensible, and acceptable to the target readers, we successfully translated and
adapted the MHLC Form C into a depression-specific Chinese version which we
believed to display a high degree of relevance, comprehensibility, and acceptability
in the context of Chinese culture. A total of three steps adopted in the entire translation
and adaptation process ensured the semantic equivalence and cultural appropriateness
of the Chinese MHLC Form C, including (1) independently translating the original
English MHLC Form C by two bilingual and bi-cultural translators whose native
language is Chinese, (2) comparing not only the two independent translated versions
but also these two version with the original English MHLC Form C to decide on
the preliminary initial translated version, and (3) improving the preliminary initial
translated version through cognitive debriefing through pilot testing it with a small
numbers of participants.

Choosing qualified bilingual and bi-cultural translators whose mother tongue is
the target language is the prerequisite for quality translation of an instrument. Before
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selecting competent translators in this study, we fully considered the fact that qualified
translators are not always sufficiently knowledgeable in specialized subject areas
related to some scales and are frequently unable to translate the content area of
medical materials (Maneesriwongul & Dixon, 2004). One translator (Meng Ji) we
used is a competent bilingual and bi-cultural translator who is a native Chinese
speaker who has been living in Australia for many years and who has relatively rich
experience in engaging in the translation and translation studies of health and medical
materials, therefore largely warranting the quality of the original English MHLC
Form C into Chinese. Another translator (Yi Shan) is also a competent bilingual and
bi-cultural translator who is also a native Chinese speaker but who hasn’t lived in an
English-speaking country for a long time and accumulated adequate experience in
engaging in the translation and translation studies of health and medical materials.
Yi Shan’s relatively less adapted translation of the original English MHLC Form
C confirms the importance of sufficient knowledge about specialized subject areas
related to the scale to be translated.

Regardless of the competence of the selected translators, especially Meng Ji, the
Chinese MHLC Form C may be potentially insufficiently relevant, understandable,
and acceptable in terms of the wordings and sentence structures of some items.
Considering this possible insufficiency, we made a systematic comparison both
between the two Chinese versions and between these two translated versions and
the original English version, informed by Tang and Dixon (2002). Considering that
the form can be purposefully changed to ensure equivalence of meaning (Sperber,
2004), we used some translation techniques including addition, deletion, substitu-
tion, omission, recasting, etc., therefore changing the form of the original text (Shan
et al., 2023a, 2023b). We found these strategies effective in this study, contrary to
the finding of Sperber (2004), who regarded these techniques as common translation
errors. Through systematic comparisons and corresponding revisions, we effectively
improved the cultural relevance, comprehensibility, and acceptability of the Chinese
MHLC Form C.

In addition to the aforementioned methods of translation and adaptation, we used
the approach of cognitive debriefing during testing the Chinese MHLC Form C with
a small number of monolingual Chinese-speaking participants, which is imperative
to validate the clarity and appropriateness (relevance) of the target-language version
(Maneesriwongul & Dixon, 2004).

3.4.1.2 Efficacy Clusters and Associated Factors Identified

We identified 2 subgroups of patient participants, the low and moderate self-efficacy
groups, which represented 72.5 and 27.5% of the total sample respectively. Patients
in the low self-efficacy cluster (Cluster 1, 72.5%) had the following characteristics:
(1) being less likely to believe in their own capability to achieve optimal outcomes in
the prevention and treatment of depression; (2) having limited trust in medical and
health professionals and the health benefits of adhering to their recommendations
and advice; (3) having mixed views on the influence of others’ behaviors on their own
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health; and (4) having mixed views on the role of luck in one’s health management.
Patients in the moderate self-efficacy cluster (Cluster 2, 27.5%) displayed distinct
psychological traits. They had polarized views regarding the role of chance, internal
motivations, and doctors in terms of the prevention and treatment of depression.
All of them were more unlikely to associate their own depression outcomes with
other people in their lives. In addition, we identified nine factors that were signif-
icantly associated with low self-efficacy, including (1) older age, (2) male sex, (3)
limited educational attainment, (4) higher level of self-reported disease knowledge,
(5) limited functional health literacy, (6) limited communicative health literacy, (7)
limited critical health literacy, (8) limited digital health literacy, and (9) limited health
numeracy literacy.

3.4.2 Implications

This study can provide some implications for clinical practice, health education,
medical research, and public health policy-making. First, to translate scales for
use in the target language and culture, rigorous translation and adaptation steps
must be undertaken to ensure the cultural relevance, comprehensibility, and accept-
ability of the translated instruments. Translation is a challenging task, which calls
for skill, knowledge, and experience (Sperber, 2004). Rigorous translation proce-
dures, cultural nuances, jargon, idiomatic phrases, and emotionally evocative words
(Sperber, 2004) all make the already challenging translation task even more compli-
cated (Shan et al., 2023a, 2023b). To overcome these difficulties, we not merely
carefully selected translators but also rigorously applied translation and adaptation
strategies. As a result, we managed to successfully convey the original meanings
and intents by choosing culturally equivalent linguistic expressions (Sperber, 2004),
which were largely relevant, understandable, and acceptable to Chinese readers in
the Chinese cultural contexts.

The two self-efficacy clusters and nine factors contributing to low self-efficacy
can serve as important indicators for screening male patients with low self-efficacy
to deliver more targeted education and more effective interventions to enhance their
self-efficacy. Knowledge, skills, beliefs, and practices associated with the low self-
efficacy class and the contributing factors could be integrated into public health
education about and interventions in health beliefs about bladder cancer prevention
and treatment among male patients to enhance their self-efficacy. Medical researchers
can gain some insights into the topic of low self-efficacy and the contributing factors.
Informed by this study, they could identify patients with low self-efficacy among their
ethnic and socioeconomic groups, verify the contributing factors ascertained in this
study, and find more contributors in future studies. Finally, our research results and
findings can provide some implications for public health policy-making in the future.
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3.4.3 Limitations

This study has some limitations. First, we did not test the internal consistency and
test—retest reliability of the newly-developed Chinese MHLC Form C, although we
used it to classify patient participants into two clusters. In future studies, we need
to validate its reliability before applying it for other research purposes. Second, the
generalizability of our research results and findings may be limited. The recruitment
of patients from only one hospital was most likely to make the results and findings less
generalizable to populations in other provinces in China and to patients in different
linguistic and cultural communities worldwide. Further research is warranted to
validate the results and findings among populations of diverse ethnic and sociocul-
tural backgrounds. Third, the self-reported nature of the collected data may result
in some bias. As claimed in Van der Varrt et al. (2011), self-reported literacy skills
are not necessarily consistent with the actual abilities to comprehend, utilize, and
appraise online health information. More objective measures need to be developed
to increase the reliability and consistency of assessment of various health literacy
and health beliefs and self confidence among culturally and linguistically diverse
people. Finally, comparison could not sufficiently be made with previous studies due
to the scarcity of relevant literature. Hopefully, our study can attract close attention
from researchers, who can further examine this topic to add to the body of literature
and expand knowledge, which could promote academic conversation around such a
topic of social significance.

3.4.4 Conclusions

We used the depression-specific Chinese version to classify the patient participants
into different latent classes according to their attitudes towards and beliefs about the
prevention and treatment of depression, and identified significant factors that were
closely associated with the low-efficacy cluster to provide essential implications for
the delivery of tailored education and interventions and the administration of targeted
prevention and treatment. After rigorous translation and adaptation procedures, we
developed a culturally relevant, understandable, and acceptable Chinese MHLC Form
C that is depression specific. Using this newly developed scale, we identified two
subgroups defined as the low and moderate self-efficacy clusters which represented
72.5 and 27.5% of the total sample respectively. Patients in the low self-efficacy
cluster (Cluster 1, 72.5%) had the following characteristics: (1) being less likely to
believe in their own capability to achieve optimal outcomes in the prevention and
treatment of depression; (2) having limited trust in medical and health professionals
and the health benefits of adhering to their recommendations and advice; (3) having
mixed views on the influence of others’ behaviors on their own health; and (4) having
mixed views on the role of luck in one’s health management. Patients in the moderate
self-efficacy cluster (Cluster 2, 27.5%) displayed distinct psychological traits. They



References 59

had polarized views regarding the role of chance, internal motivations, and doctors
in terms of the prevention and treatment of depression. All of them were more
unlikely to associate their own depression outcomes with other people in their lives.
In addition, we identified nine factors that were significantly associated with low self-
efficacy, including (1) older age, (2) male sex, (3) limited educational attainment,
(4) higher level of self-reported disease knowledge, (5) limited functional health
literacy, (6) limited communicative health literacy, (7) limited critical health literacy,
(8) limited digital health literacy, and (9) limited health numeracy literacy. This was
the first study that investigated the attitudes towards and beliefs about the prevention
and treatment of depression among patients in mainland China. Given the rising
prevalence of the depressive disorder worldwide and in mainland China in recent
years, the low self-efficacy cluster and associated contributing factors identified in
this study can provide essential implications for clinical practice, health education,
medical research, and health policymaking.

Abbreviations

LOC Locus of control

AAHLS  The All Aspects of Health Literacy Scale

eHEALS The eHealth Literacy Scale

MHLC The Multidimensional Health Locus of Control (MHLC) Scales
COHL The communicative health literacy scale of the AAHLS
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Chapter 4 ®)
Development of a Method oo
and an Assessment Construct

for Person-Centered Translation

of Dementia Public Stigma Scales

Abstract There are almost no available methods and assessment constructs for
person-centered translation of dementia public stigma scales. This study aims to
develop such a method and such an assessment construct by translating the Dementia
Public Stigma Scale (DPSS) into Chinese. We translated the DPSS following three
major steps: (1) literal translation and mistranslation identification; (2) panel discus-
sions of items with problematic translations; and (3) the final checking of the trans-
lated scale. Informed by the translation and adaptation process, we then developed a
method for person-centered translation of dementia public stigma scales. Based on
this method and our panel discussions, we finally proposed a three-item assessment
construct for the quality evaluation of the translation of dementia public stigma
scales. Forward and backward translation did not work sufficiently in dementia
public stigma scale translation. Mistranslations were induced by three major causes,
including confusion caused by multiple Chinese meanings of the immediate Chinese
direct translation, the lack of immediate Chinese direct translation because of varying
positive/negative emotions attached to multiple translations, and the lack of culture-
specific idioms in Chinese. Based on these factors, we proposed a three-item dementia
translation assessment construct. Following this assessment tool, we determined the
best Chinese version that could be further tested for its psychometric properties
among the public. A method and an assessment construct for person-centered trans-
lation of dementia public stigma scales were developed. Such a method and such an
assessment construct could be followed in the translation and translation evaluation
of dementia public stigma scales.

Keywords Development - Method - Assessment construct + Person-centered
translation - Dementia public stigma scale
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4.1 Introduction

4.1.1 Prevalence of Dementia and Dementia-Related Stigma

With the number of people with dementia dramatically increasing over time (Wu
etal.,2018), dementia is regarded as a major health concern worldwide (Prince et al.,
2013). About 50 million individuals are currently diagnosed with dementia globally
and without a medical breakthrough, this is projected to rise to 131.5 million by
2050 (Prince et al., 2015). Of this amount, an apparently-increasing proportion will
be identified in Latin America, Africa, India, China, South Asia, and the Western
Pacific region (Department of Economic and Social Affairs, Population Division,
2013). The number of people living with dementia in China has been estimated to be
9.5 million in the population aged 60 years or older (Wu et al., 2018). Despite the high
prevalence and growing trend of dementia in China, this disease is conceptualized
as a stigmatized mental disorder in contemporary Chinese society (Zhang, 2018). In
the Chinese context of cultural, social, and political undesirabilities characterizing
such a condition, there is increased stigmatization of such a mental condition in this
country (Zhang, 2018). The increased public awareness that the mind constitutes a
key concern in maintaining a high quality of life in contemporary China reinforces
the persistence of dementia-related stigma in the public, which manifests itself in
the form of silencing, indifference, or ignorance in memory clinics or other public
settings (Zhang, 2018). In this background of research, it is imperative to provide a
scale assessing dementia public stigma in China to deliver targeted education and
interventions and launch dementia stigma reduction initiatives.

Growing evidence has shown that dementia is regarded as one of the most feared
health conditions (Alzheimer’s Association, 2014). Some people with dementia expe-
rience social stigma (Herrmann et al., 2018) caused by fear and lack of public aware-
ness and understanding of dementia (Mukadam & Livingston, 2012). Dementia-
related stigma brings about a potential barrier to care and support (Burgener et al.,
2015a,2015b) that can manifest itself in such behaviors as excluding individuals with
dementia in healthcare decisions (Brannelly, 2011) or shunning family members of
individuals living with dementia (Werner et al., 2011). However, there is limited
research focusing on dementia stigma and few evidence-based interventions specif-
ically targeting dementia stigma (Werner et al., 2012). The public health influence
of reducing dementia stigma can contribute to better care access, greater support
engagement, and ultimately higher life quality for individuals with dementia and
their families (Goffman, 1986).

4.1.2 Stigma as a Social Construct

Stigma is a perspective “generated in social contexts” (Goffman, 1986: 138), where
a socially salient group difference is identified, devalued, and used as a source of
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discrimination against individuals or groups (Corrigan & Watson, 2002). Stigma
consists mainly of public stigma (a negative reaction to a stigmatized individual
or group from non-stigmatized others), affiliated stigma (the experience of stigma
in individuals associated with a stigmatized person), and self stigma (the negative
attitudes that a stigmatized person perceives from society and internalizes in himself
or herself) (Corrigan & Watson, 2002). As observed by Corrigan and Watson, public
stigma underpins affiliated stigma and self stigma (Jones & Corrigan, 2014). Based
on this observation, we believe that it is imperative to study public stigma before
examining affiliated and self stigma.

Stigma has been widely viewed as a social construct in the literature. Goffman
regards stigma as “spoiled identity,” a gap between “virtual social identity” (how a
person is characterized by society) and “actual social identity” (the attributes actu-
ally possessed by a person) (Goffman, 1986: 2). As such, the stigmatizing process is
relational: the social environment defines what is deviant and provides the context
where devaluing evaluations are expressed (Jones 1984). According to the Modified
Labeling Theory, stigma is a social construct in which powerful groups in society
impose negative stereotypical labels on those who are deemed undesirable and subse-
quently devalued and subjected to discrimination (Link & Phelan, 2001). Crocker
et al. (1998) also define stigma socially. They claim that stigma occurs when a
person is believed to possess an “often objective” characteristic conveying a partic-
ular devalued social identity in a specific social context (Crocker et al., 1998). Such
an identity is socially constructed by defining who belongs to a specific social group
and whether an attribute will lead to a given devalued social identity in a partic-
ular social context (Yang et al., 2007). Like Goffman (1986), Crocker et al. define
stigmas as an essentially “devaluing social identity” that occurs within a particular
social context that defines a feature as devaluing (Crocker et al., 1998: 505). Since
stigma is socially constructed and dependent on relationship and context (Major &
O’Brien, 2005), the sociocultural environment where stigma occurs (Link & Phelan,
2001) and the myriad societal forces that shape exclusion from social life (Parker &
Aggleton, 2003) need to be considered in stigma-related studies. This is true for
studies on dementia-related stigma. Considering the sophistication of stigma as a
complex social construct, we think it advisable to explore public stigma before inves-
tigating affiliated and self stigma when it comes to a particular mental condition like
dementia.

4.1.3 Developing Socioculturally-Relevant Dementia Public
Stigma Scales

The relevance of worldwide translation and study of dementia public stigma

Despite the high prevalence of 131.5 million individuals living with dementia world-
wide by 2050 (Prince et al., 2013), negative attitudes towards and discrimina-
tion against people with dementia are quite common (Batsch & Mittelman, 2012;
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O’Connor et al., 2018). Given the wide-ranging consequences of dementia-related
stigma, such as low self-esteem, poor psychological well-being, social isolation, and
poor quality of life (Kim et al., 2022), it is imperative to develop psychometrically
sound scales to measure this stigma. Such instruments are essential for providing
knowledge about how to develop interventions for dementia-related stigma reduction
in the community (Kim et al., 2022).

Some dementia stigma scales have been developed. Stigma questionnaire (Cheng
et al., 2011), STIG-MA (Piver et al., 2013), and Dementia Stigma Questionnaire
(Woo & Chung, 2013) were adapted from multiple sources, and their construct
validity has not been tested to allow for capturing the complexity of stigma. These
instruments have, therefore, been rarely adopted till now (Kim et al., 2022). The
validated Family Stigma in Alzheimer’s Disease Scale reflects three main dimen-
sions of family stigma (caregiver stigma, lay public stigma, and structural stigma)
(Werner et al., 2011). It was designed to assess family members’ perceptions of
the stigma held by the public rather than lay public attitudes towards people living
with Alzheimer’s disease (Kim et al., 2022). The validated Dementia Attitudes Scale
(O’Connor & McFadden, 2010) assesses people’s positive attitudes to people with
dementia rather than common stereotypes or negative attitudes towards dementia
and people with dementia (Kim et al., 2022). It is also not designed to measure
structural discrimination or perceived personhood (e.g., enjoying life and interac-
tion) that might be regarded as an essential aspect of dementia stigma underlying
and impacting individual stigmatizing attitudes and behaviors (Stites et al., 2018).
To better capture dementia public stigma, stereotypes of people with dementia, such
as being dangerous (Cohen et al., 2009), being a burden to family and the health
care system, being incapable of speaking for themselves, being unreliable, and being
unable to contribute to the society (Werner et al., 2017), need to be covered in
dementia public stigma scales. To this end, Kim et al. (2022) developed and validated
the Dementia Public Stigma Scale (DPSS) which comprises the three components
of the tripartite model of stigma (cognitive, emotional, and behavioral) (Corrigan,
2000; Pachankis, 2007) to assess dementia-related stigma in the public. Based on
the theoretical model of Attribution Theory (Corrigan, 2000), the DPSS can facili-
tate understanding the formative factors underpinning stigma and allow for a more
nuanced exploration of dementia stigma and its impacts across or within populations.
To our knowledge based on the literature review, it is the latest and most systematic
scale for assessing dementia public stigma.

Though comprehensive, valid, and reliable in the Australian sociocultural context,
the DPSS may not be completely applicable to other sociocultural contexts, consid-
ering that there is no accepted “gold standard” for assessing dementia-related stigma
(Herrmann et al., 2018) as stigma is a complex social construct shaped by the socio-
cultural environment (Link & Phelan, 2001) and various social forces (Parker &
Aggleton, 2003). As such, it is relevant to translate and adapt the DPSS and other
systematic scales, if any, to diverse languages and cultures and study dementia public
stigma in these linguistic-cultural contexts for intervention purposes.
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Developing a method and an assessment construct for the translation of dementia
public stigma scales by translating the DPSS into Chinese

Herrmann et al. (2018) reviewed worldwide evidence on dementia stigma over the
past decade, focusing on how stigmatizing attitudes may present themselves in
various ethnic subgroups, stigma assessment instruments, and prospective or exper-
imental approaches to stigma assessment and management. As they discovered,
only one cross-sectional study was conducted by Cheng and colleagues in China
(Herrmann et al., 2018). Cheng et al. found lower levels of stigma in participants
with relatives or friends living with dementia and younger and more educated indi-
viduals (Cheng et al., 2011) using 11 English assessment items derived from other
stigma scales (Taylor & Dear, 1981; Fife & Wright., 2000; Struening et al., 2001;
Mak et al., 2007). The assessment tool they developed through synthesizing diverse
currently-available evaluation instruments may, to some extent, be neither sufficiently
systematic in assessment nor adequately relevant to the target sociocultural context.
A scale appropriate to the Chinese language and culture is needed to exclusively
assess dementia public stigma among Chinese populations.

The recently developed DPSS was designed to measure dementia-related public
stigma in the general public, and its psychometric properties were initially evaluated
with community-dwelling adults (Kim et al., 2022). This scale is a 5-factor, 16-item
construct. The five factors are Fear and Discomfort (Items 1—4), Incapability (Items
5-9), Personhood (Items 10-12), Burden (Items 13-14), and Exclusion (Items 15—
16). Responses to the 16 items are measured through a seven-point Likert scale
ranging from 1 (strongly disagree) to 7 (strongly agree). The total scores achievable
for this tool, therefore, vary from 16 to 112. Six items are reverse-scored (1, 2,
3, 10, 11, and 12). As regards the other items, a higher score indicates a more
negative attitude towards dementia. The DPSS displayed moderate to high reliability
in all five factors (Cronbach’s o = 0.805 for Factor 1, 0.738 for Factor 2, 0.743
for Factor 3, 0.796 for Factor 4, and 0.743 for Factor 5). The whole scale also
showed high reliability (Cronbach’s o = 0.818). Item analysis also indicated that
removing any of the 16 items would not increase Cronbach’s Alpha value. Capturing
the cognitive, emotional, and behavioral domains of stigma, the DPSS can explore
the factor structure underpinning dementia pubic stigma among the study participants
(Kim et al., 2022).

Based on our analysis of the studies reported by Herrmann et al. (2018), partic-
ularly Cheng et al. (2011), the dementia-related expertise of four authors (Lee-Fay
Low, Sarang Kim, Annica Barcenilla-Wong, and Sam Shen) of our study, and our
consultations with some mental health professionals working at the Hospital Affili-
ated with Nantong University and Qilu Hospital of Shandong University, we believed
that the brief, user-friendly, and quick-to-complete assessment instrument of the
DPSS could reveal dementia public stigma in the Chinese sociocultural context if
well translated and adapted to the Chinese language and culture. Currently, there is
no available dementia public stigma scale developed in Chinese to adopt targeted
approaches to countering or eliminating dementia-related stigma, including protest,
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education, and contact (Riisch et al., 2005). Protest is meant to fight against stigma-
tizing public statements, media reports, and advertisements; education is designed to
reduce stigma by conveying contradictory information through books, videos, struc-
tured teaching programs, and other forms; contact with those with mental illness is
intended to increase the impacts of education on decreasing stereotypes and mental
health stigma (Riisch et al., 2005). In this context, translating already-developed tools
for use is a rapid and practical approach to assessment (Chang et al., 2014) before
delivering more tailored stigma-mitigating interventions or launching more targeted
stigma-reducing initiatives.

Given painstaking efforts as well as considerable time and cost investments
involved in developing new instruments (Chang et al., 2014), well-developed, avail-
able, and reliable instruments need to be adapted and validated cross-linguistically
(Mohamad Marzuki et al., 2018; Zhao et al., 2022). As such, there is a pressing
need to translate quantitative scales into the language of the culture in which these
tools are adopted (Maneesriwongul & Dixon, 2004). Strategies need to be used in the
whole translation and adaptation process to ensure semantic equivalence and cultural
appropriateness, including “forward translation, semantics evaluation and consoli-
dation of the translated version, back translation, translation equivalence testing, and
further adaptation” (Shan et al., 2023). Based primarily on the forward—backward
translation approach, these strategies could basically guarantee that an instrument
is adapted in “a culturally relevant and comprehensible form” without changing its
original meaning and intent (Sperber, 2004). Such strategies are informative and
helpful for the translation of the original English version of the Dementia Public
Stigma Scale. This is especially true when we consider the different lexical systems,
different language registers, and distinct cultural expression repertoires between the
source and target languages and cultures. To ensure a successful translation of this
scale and help develop a dementia public stigma reduction initiative (Herrmann et al.,
2018) in China, we aimed to develop a person-centered translation method that could
produce culturally-acceptable dementia public stigma scales by achieving semantic
closeness and accuracy and cultural relevance and to develop an assessment construct
for evaluating the translation of dementia public stigma scales.

4.2 Design and Methods

4.2.1 Overall Design

First, we translated and adapted the DPSS following three major steps. Informed
by the translation and adaptation process, we then developed a method for person-
centered translation of dementia public stigma scales. Based on this method and our
panel discussions during translation and adaptation, we finally proposed a three-item
assessment construct for the quality evaluation of the translation of dementia public
stigma scales.
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4.2.2 Developing the Chinese Version of the DPSS

Drawing on and developing the methodologies adopted in previous studies
(Maneesriwongul & Dixon, 2004; Shan et al., 2023; Sperber, 2004; Guillemin et al.,
1993; Sousa & Rojjanasrirat., 2011; Sidani et al., 2010), we developed the Chinese
version of the DPSS following three major steps below.

1. First, we literally translated the DPSS into Chinese.

2. A panel comprising bilingual health educators, bilingual translators, the scale
author, and content experts met to discuss items with problematic translations
and corresponding root causes by double-checking the target version against the
source version. Discussion of the meaning of the items and possible translations
was undertaken until consensus was obtained. An adapted English item was
sometimes written in conjunction with the Chinese translation. The consequences
of forced literal translation and their implications for translation were also worked
out through panel discussion.

3. The final translated scale was sent back to all panel members for checking.

4.2.3 Developing a Method and an Assessment Construct
Jor Person-Centered Translation of Dementia Public
Stigma Scales

The development of a method and an assessment construct for person-centered trans-
lation of dementia public stigma scales was informed conceptually by the transla-
tion and adaptation guidelines reported in relevant studies (Guillemin et al., 1993;
Maneesriwongul & Dixon, 2004; Shan et al., 2023; Sidani et al., 2010; Sousa &
Rojjanasrirat., 2011; Sperber, 2004) and practically by the accumulated health trans-
lation experience of three authors of this study (Meng Ji, Yi Shan, and Weiwei Chu)
and the translation process above. Thus informed, we focused on penal discussions
after literal translation, making full use of the potential advantages of the panel
members: the language proficiency of native Chinese speakers (Meng Ji, Yi Shan,
and Weiwei Chu) and native English speakers (Lee-Fay Low, Sarang Kim, Annica
Barcenilla-Wong, and Sam Shen); the health translation experience of bilingual trans-
lators (Meng Ji, Yi Shan, and Weiwei Chu); and the expertise of the scale author of the
DPSS (Sarang Kim) and content experts (Lee-Fay Low, Annica Barcenilla-Wong,
and Sam Shen) who are engaging in studies on mental health with a special focus
on dementia. Such penal discussions ensured not only the linguistic appropriate-
ness and comprehensibility and cultural relevance and accessibility of the translated
scale but also the maintenance of the original meaning and intent of the source scale
(Shanetal.,2023). The method developed was presented schematically in the Results
section. Based on this method and our panel discussions, we finally proposed a three-
item assessment construct for the quality evaluation of the translations of dementia
public stigma scales, which was also provided in the Results section.
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Kim proposed a people-centered theory of translation by advocating a focus on
“what people need, what people can do and what people think and feel” (Kim,
2009: 258) in translation. Informed by this proposal, we tentatively developed a
person-centered translation of dementia public stigma scales by mainly considering
the dignity and self-esteem of persons with dementia and showing understanding
of and sympathy for them from multiple perspectives of the health translators, the
DPSS author, and dementia experts who well understand persons with dementia.
We were thus concerned to uphold the personhood of people with dementia and
cater to linguacultural appropriateness and relevance in the Chinese sociocultural
context while maintaining the original meaning and intent of the DPSS when we
addressed mistranslations and agreed upon the final Chinese version of the DPSS.
We also put forth the three items of evaluation from the perspective of persons with
dementia when proposing the assessment construct. Overall, such a person-centered
orientation was implemented throughout the entire process of our study.

4.3 Results

The method for the person-centered translation of dementia public stigma scales
we developed could be displayed schematically in Fig. 4.1. Revolving around this
schematic diagram, we presented the results of this study in the following subsections.

4.3.1 Mistranslations Arising from the Literal Translation

We found the literal translation of Items 1, 2, 5, 9, and 16 problematic. Table 4.1
shows the specific literal translations and meanings of the literal translations of these
items. It can be seen that the problems lay in the multiple meanings of the literal
translation of “feel confident” in Item 1 and “touching” in Item 2, the possibilities
of translating “supervise” in Item 5 and “ignore” in Item 16 into different Chinese
phrases that have diverse meanings, and the lack of matching sayings in Chinese for
“no longer themselves” in Item 9.

4.3.2 Root Causes of Mistranslations, Implications
Jor Translation, and Consequences of Forced Literal
Translations

The three factors identified as causes of the aforementioned mistranslations included:
(1) The immediate Chinese direct translation can cause confusion because it has
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multiple Chinese meanings; (2) There is no immediate Chinese direct translation—
multiple translations are possible with varying positive/negative emotions attached;
and (3) There is the lack of counterpart culture-specific idioms in Chinese. In the
final analysis, what underlay these three causes were three root causes, as listed
in Table 4.2. Each of these root causes could provide an essential implication for
translation, as shown in Table 4.2. Regardless of these implications, forced literal
translations would incur severe consequences for the readers, as reported in Table 4.2.
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Table 4.1 Mistranslations of Items 1, 2, 5,9, and 16

Problematic | Original Literal Meaning of the literal translation in Chinese
items English translation | culture
phrasing
Item 1 Feel fF A feeling of trust (in someone or something)
confident (Xinxin)

A state of confident hopefulness that events will
be favorable

Any cognitive content held as true

Belief in yourself and your abilities

A strong belief in a supernatural power or powers
that control human destiny

Item 2 Touching Hfi Deal with
(Jigchn)

Close interaction

Perceive via the tactile sense

Come in contact with

In physical contact

Item 5 Supervise =g The act of managing something—(neutral)
BE Keep tabs on, keep an eye on (slightly negative,
informal language: adults to children)
W Watch and direct, oversee (moderately negative,
formal language: authorities to individuals)
WEAR Keep under surveillance, monitor (strongly
negative)
Item 16 Ignore ZM The trait of neglecting responsibilities and lacking
concern
A Willful lack of care and attention, disregard
ANFHBR Fail to acknowledge, give little or no attention to
B2 Treat with contemptuous disregard
7418 A refusal to recognize someone you know
FE Look down on with disdain
HeF Marginalize, relegate to a lower or outer edge, as
of specific groups of people
Item 9 No longer No
themselves | matching
sayings in
Chinese

It follows that the forward—backward translation method proposed in previous studies
(Guillemin et al., 1993; Maneesriwongul & Dixon, 2004; Shan et al., 2023; Sidani
etal., 2010; Sousa & Rojjanasrirat, 2011; Sperber, 2004) did not work effectively in
dementia stigma scale translation.
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Table 4.2 Root causes of mistranslations, Implications for translation, and consequences of forced
literal translations

Root causes Implications for translation Consequences of
forced literal
translations

1 | English and Chinese One-to-one linear lexical ma