Supplementary materials

1. Client Referral Form:

Client Information:

First Name (only):

Date of birth

Contact no:

SCORE K-10:

SCORE QUIDS-17:

SCORE: SPHERE-12

Clinician/staff member Information:

Study Code #
(Researcher to complete)

Name:

Contact #

Study PIS issued:

YES

NO

Study PCF issued:

YES

NO

Signature:




2. Demographic Questionnaire

Please complete:

1.

2.

Name only (not surname)

Date of Birth: S S
Gender: U Male U Female [ Other
Postcode: R
Highest Level of Education: O Primary School
U Year 10
] Year 12
U TAFE College (Cert or Diploma Level)
[0 University (Undergraduate)
] University (Postgraduate)
What kind of secondary school did you attend?
U] Public
L Private

Mother’s/ Guardian’s highest level of schooling

primary school

secondary school

TAFE College qualification
University (Undergrad)
University (Postgraduate)

ooood

Father’'s/Guardian’s highest level of schooling

primary school

secondary school

TAFE College qualification
University (Undergrad)
University (Postgraduate)

oooogd

7. | think the primary household income | live in is (circle the right no):

1 2 3 4 5 6 7 8 9 10

Very poor Very rich



3. Patient Psychological Questionnaires

3.1 QUICK INVENTORY OF DEPRESSIVE SYMPTOMATOLOGY -
ADOLESCENTT (17 ITEM) QIDS-A17-C)

PATIENT NAME: DATE: SCORE:

In making each rating, consider the frequency, duration, and intensity/severity of the symptom.

1. How have you been sleeping in the past week? Have you had any trouble falling asleep when you
go to bed? Right after you go to bed, how long does it take you to fall asleep? How many days in the
past week have you had trouble falling asleep?

1. Sleep Onset Insomnia:
0 You always fall asleep in less than 30 minutes.
1 You take at least 30 minutes to fall asleep, less than half the time.
2 You take at least 30 minutes to fall asleep, more than half the time.
3 You take more than 60 minutes to fall asleep, more than half the time.

2. During the past week, have you been waking in the middle of the night? How long do you stay
awake? Do you get out of bed? (IF NO INSOMNIA), Has your sleep been restless or have you been
tossing and turning some nights?

2. Mid-Nocturnal Insomnia:
0 You do not wake up at night.
1 You toss and turn a lot on some nights.
2 You wake up at least once in the middle of the night, but go back to sleep easily.
3 You wake up many times in the middle of the night and usually stay awake for
20 minutes or more on most nights.

3. What time have you been waking up in the past week? With or without an alarm? Is this earlier than
is normal for you? How many days in the past week? Are you able to go back to sleep?
3. Early Morning Insomnia:
0 Most of the time, you wake up no more than 30 minutes before you need to get up.
1 More than half the time, you wake up more than 30 minutes before you need to get up.
2 You almost always wake up at least one hour or so before you need or want to, but you go
back to sleep eventually.
3 You wake up at least one hour before you need or want to, and can't go back to sleep.

4. How many hours on average have you been sleeping in a 24-hour period in the past week,
including naps? What is the longest you've slept in a 24-hour period last week?

4. Hypersomnia:
0 You sleep no longer than 7-8 hours each night, without napping during the day.
1 You sleep no longer than 10 out of 24 hours a day including naps.
2 You sleep no longer than 12 out of 24 hours a day including naps.
3 You sleep longer than 12 out of 24 hours a day including naps.

5. How would you describe your mood in the past week? Have you been feeling down, unhappy, sad,
or miserable? In the past week, how much of the time have you felt ? All day? Everyday?

5. Mood (Sad):
0 You do not feel down, unhappy, sad, or miserable.
1 You feel down, unhappy, sad, or miserable less than half the time.



2 You feel down, unhappy, sad, or miserable more than half the time.
3 You feel really down, unhappy, sad, or miserable pretty much all of the time.

6. Have you felt crabby, grouchy, or cranky in the past week? Have you found yourself becoming
more easily angered or irritated by others? How much of the time in this past week?
6. Mood (Irritable):
0 You do not feel crabby, grouchy, or cranky.
1 You feel crabby, grouchy, or cranky less than half the time.
2 You feel crabby, grouchy, or cranky more than half the time.
3 You feel crabby, grouchy, or cranky nearly all of the time.
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COMPLETE EITHER 7 OR 8 (NOT BOTH)

7. How has your appetite been this past week? Have you had to push yourself to eat? Have others
reminded you to eat or made you eat?

7. Appetite (Decreased):
0 There is no change from your normal appetite.
1 You eat less often or smaller amounts of food than normal.
2 You eat much less than normal and you have to make yourself eat.
3 You hardly ever eat during a whole day, and then only after you push yourself to eat or because
other people make you eat.

8. Have you found yourself eating more than normal? Have you felt driven to eat? Have you had
eating binges?

8. Appetite (Increased):
0 There is no change from your normal appetite.
1 You feel a need to eat more often than normal.
2 You regularly eat more often and/or larger amounts of food than normal.
3 You feel like you want to eat a lot more than normal during or between meals.

COMPLETE EITHER 9 OR 10 (NOT BOTH)

9. Have you noticed any change in your weight? Are your clothes fitting differently than normal?
Looser or tighter?

10. How much has your weight changed in the past 2 weeks?

9. Weight (Decrease) Within The Last Two Weeks:
0 Your weight has not changed.
1 You have lost a little weight.
2 You have lost 2 pounds or more in the past 2 weeks. Your clothes are a little
more loose than normal.
3 You have lost 5 pounds or more in the past 2 weeks. Your clothes are a lot
more loose than normal.

10. Weight (Increase) Within the Last Two Weeks:
0 Your weight has not changed.
1 You have gained a little weight.
2 You have gained 2 pounds or more in the past 2 weeks. Your clothes are a little
tighter than normal.
3 You have gained 5 pounds or more in the past 2 weeks. Your clothes are a lot
tighter than normal.

11. Have you had problems paying attention or making up your mind in the past week? Were you able
to pay attention to what you were doing (like reading or watching TV)? Did you notice making up your
mind or making small decisions was harder than usual (what to wear, eat, watch on TV)?



11. Concentration/Decision Making:

0 There is no change in your normal ability to pay attention or make up your mind.

1 You have some problems paying attention or making up your mind.

2 Most of the time you have a lot of problems paying attention or making up your mind.

3 Your mind has wandered so much during the past week that you haven’t been able to read or follow
a TV show or make even little decisions.

12. In the past week, how have you felt about yourself? Have you been hard or down on yourself?
More than is normal for you? Have you been feeling that you cause a lot of problems for other
people? Have you been feeling guilty, like you've done things wrong or let other people down? Do you
think about your faults a lot, both big and little? Do you think you are as good as other people?

12. Outlook (Self):
0 You feel as worthwhile or good about yourself as the people around feel about themselves.
1 You are harder on yourself or more down on yourself than normal.
2 You blame yourself for everything around that goes wrong.
3 You think a lot about your faults, both big and little.

13. In the past week, have you felt that life was not worth living? Do you have thoughts of death or
suicide? How often do these thoughts come? How long do they stay? What have you thought about?
Have you thought of a plan in the last week? Have you done anything to hurt yourself?

13. Suicidal Ideation:
0 You do not think of suicide or your own death.
1 You feel that life is empty or wonder if it's worth living.
2 You think of suicide or your own death several times a week for several minutes.
3 You think of suicide or your own death several times a day, or have made plans or tried to commit
suicide.

14. How have you been spending your time this last week (when not at home)? Is that normal for
you? Have you stopped doing anything you used to do? Are you interested in things that used to be
fun for you, like meeting with friends, hobbies, or sports? Do you feel like you have to push yourself to
get things done? Is there anything you look forward to or still enjoy?

14. Involvement:
0 There is no change from normal in how interested you are in other people or activities.
1 You are less interested in things that used to be fun for you, like meeting with friends, hobbies, or
sports.
2 You have interest in only one or two of your usual interests or activities.
3 You have no interest in any of the things that used to be fun.

15. How has your energy been this past week? Have you noticed that you tire more easily than you
used to? Have you been tired all the time?

15. Energy/Fatigability:
0 You have as much energy as usual for getting things done.
1 You get tired more easily than normal.
2 You have to push yourself more than usual, or it takes more effort than usual to start and finish your
normal activities.
3 You are so tired or worn out that you just have not been able to do most of your usual activities.

16. Have you felt slowed down in your thinking, speaking, or movement in the past week? Have
others commented on this?

16. Psychomotor Slowing:
0 You think, speak, and move at your normal pace.
1 Your thinking is slowed down or your voice sounds dull and flat.
2 Your thoughts or speech are slowed down so that it sometimes takes you several
seconds to answer when someone talks to you.



3 Your thoughts and speech are so slow at times that you haven’t been able to
answer without a lot of encouragement from someone.

17. Have you noticed feeling squirmy, antsy, restless or fidgety in the past week? Have you found
yourself unable to stay seated or needing to move around

17. Psychomotor Agitation:
0 You do not feel squirmy, antsy, or restless.
1 You are a little squirmy, antsy, or restless so that sometimes you can’t stay still
easily.
2 You are often squirmy, antsy, or restless so that you often can’t stay still easily.
3 You are so squirmy, antsy, or restless that you can't sit still at all.



Patient Psychological Questionnaires continued:

3.2 KESSLER PSYCHOLOGICAL DISTRESS SCALE (K10)

These questions concern how you have been feeling over the past 30 days.
Circle below each question that best represents how you have been.

During the last 30 days, about how often did you feel tired out for no good reason?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel so restless you could not sit still?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel so nervous that nothing could calm you down?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel restless or fidgety?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel hopeless?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel so sad that nothing could cheer you up?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel depressed?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel nervous?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel that everything was an effort?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time

During the last 30 days, about how often did you feel worthless?
1. None of the time 2. A little of the time 3. Some of the time 4. Most of the time 5. All of the time



Patient Psychological Questionnaires continued:

3.3 SOMATIC AND PSYCHOLOGICAL HEALTH REPORT

RATING (SPHERE-12)

Over the past few weeks have you been troubled by:

Date: STUDY CODE:
Visit: Rater ID:
Never or some A good _pan‘ of Most of the time
of the time the time

1. | Feeling nervous or tense?

2. | Feeling unhappy and depressed?

3. | Feeling constantly under strain?

4. | Everything on top of you?

5. | Losing Confidence?

6. | Being unable to overcome difficulties?

7. | Muscle pain after activity?

8. | Needing to sleep longer?

9. | Prolonged tiredeness after activity?

10. | Poor sleep?

11. | Tired muscles after activity?






