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Whitney Katirai, Christine Williams, Matin Katirai and
Shannon Fyalkowski
The relationship between depression, stress, and alcohol,
tobacco and other drugs (ATOD) among college students
from 2010-2015

T

ransitions that occur in young adulthood, like
attending college, are often accompanied by
increased stress (Arnett, 2000). Approximately
half of all young adults living in the US will
enroll in and receive some form of postsecondary education (US Department of
Education, 2016). Stress and its related health and
academic consequences can significantly affect
the quality of life of college students. College
students can experience stress from many
different sources including concern over finances
(Hicks & Heastie, 2008), academic hardships and
demands, career concerns, and pressure from
family (Aselton, 2012; Beiter et al., 2015).
Depression succeeds stressful events, putting
college students at risk for mental illness. The
transition to college can also be a stressor. Hudd
and colleagues (2000) found that about 52% of
college students reported having high levels of
stress during the semester. Transition-related
stressors include developing interpersonal
relationships, meeting academic expectations,
and living in a new environment, such as the
residence halls (Mahmound, 2011; Aselton, 2012;
Geisner, Mallett, & Kilmer, 2012).
Depression is the most common health issue
for college students (Buchanan, 2012). In 2016, an
estimated 16.2 million adults (6.7% of the
population) aged 18 years or older in the US had
experienced at least one major depressive
episode in the last year (Center for Behavioral
Health Statistics and Quality, 2017). In 2016, the
National Survey on Drug Use and Health
Methodological Survey reported that the
prevalence of adults with a major depressive
episode with impairment was highest among

individuals 18-25 years old (10.9%), higher than
all other age groups surveyed (CBHSQ, 2017).
Major depression is characterized by at least 5 of
the diagnostic symptoms for at least a 2-week
period. These diagnostic symptoms include:
depressed mood or loss of interest or pleasure,
problems
with
sleep,
eating,
energy,
concentration, self-image, or recurrent thoughts
of death or suicide (American Psychiatric
Association, 2000). Depression in college students
has been linked to low GPA, less satisfying
relationships, and poor coping skills (Aselton,
2012). Warranting attention and support,
depression can significantly impact the quality of
life and learning experience in college. Less
desirable coping measures, such as alcohol,
tobacco, and other drugs (ATOD) are commonly
used as responses by students.
College-age students have a greater tendency
to use less desirable coping strategies, such as
drinking alcohol, using drugs and/or tobacco
use, to help with managing psychological distress
associated with college life. Misra, McKean,
West, & Russo (2000) noted that freshmen
showed more less desirable coping behaviours
than upperclassmen. Students who have more
frequently used less desirable coping measures
were reported to have significantly higher levels
of depression and anxiety (Mahmoud, Staten,
Hall, & Lennie, 2011). Maladaptive coping
methods may relieve a students’ mental distress,
but only temporarily. In addition to being female,
students who were transfers, upperclassmen, or
lived off-campus reported more stress, anxiety,
and depression (Beiter et al., 2015). Of these
categories, upperclassmen reported the most
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stress. Higher depression scores were reported
with seniors than other grade levels (Mahmoud
et al., 2011; Beiter et al., 2015). The stress of
completing their academic career, as well as postcollege career concerns can be a significant source
of stress in upperclassmen. These stressors can
act as a catalyst for students to engage in
maladaptive coping strategies.
Less desirable coping strategies have a
significant impact on the physical and mental
health of college students. College years are often
associated with increased rates of depression,
other mental health issues, and alcohol
consumption (Geisner et al., 2012). Alcohol
continues to be the drug of choice for college
students, with 63% reporting that they drank,
41% saying they were drunk at least once in the
last 30 days.
Many students feel the need to consume
alcohol in order to cope with their mental
distress. Pierceall and Keim (2007) found that
75% of community college students surveyed
were moderately stressed, while 12% of students
were in a high-stress category and showed that
students commonly used less desirable coping
strategies such as drinking alcohol, smoking, and
using illegal drugs. College-aged individuals are
at their peak lifetime risk of diagnosable alcohol
disorders, and two-thirds of students with
diagnosable alcohol dependence met the criteria
before the age of twenty-five (Geisner et al., 2012).
Heavy and frequent alcohol use during the
college years, can have lasting effects on
students.
Depression and stress can also contribute to the
use of tobacco in college students. 11% of
smokers reported that they first tried cigarettes
after the age of nineteen, and 11.5%-22% of
college students who previously never smoked
progressed to occasional or daily smoking during
their college years (Morrell, Cohen &
McChargue, 2010). Increased tobacco use can be
due to an increase in stress levels of students.
Students are more likely to use tobacco when
stressed (Melaku, Mossie, & Negash, 2015).
Individuals, especially females, are more likely to
smoke to manage their depression and have
greater levels of nicotine dependence compared
to males (Morrell et al., 2010). When students are
experiencing symptoms of depression, tobacco
use is often a common maladaptive coping
mechanism used. More specifically, depression
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vulnerability can be a potential risk factor for
smoking among college females (Morrell et al.,
2010).
Marijuana use has been found to be used as a
stress relief technique or coping strategy in
college students (Aselton, 2012). Frequency of
marijuana use is not associated with overall wellbeing, and unlike tobacco, is used more often by
males than females (Allen & Holder, 2014). In
2016 the Monitoring the Future Study showed
that 39% of full-time college students reported
using marijuana at least once in the last month,
and 22% indicated using marijuana at least once
in the last 30 days, the highest level of marijuana
use in 30 years (Schulenberg et al., 2016).
In addition to alcohol, tobacco, and marijuana
use, opioids and sedatives are also used as a less
desirable coping strategy among college
students. In order to ease their stress and
depression, students may be self-medicating with
opioids or sedatives. Students who reported
feeling depressed were 1.18-1.43 times likely to
report opioid use and 1.36 times likely to report
sedative use, especially in females (Zullig &
Divin, 2012).
Furthermore, infrequent use (one-two times) of
nonmedical sedatives, sleeping medications, and
opioids were more prevalent than frequent use
(three or more) in college students (McCabe,
West, Teter, & Boyd, 2014). Use is also more
prevalent in same-aged nonstudents than in
regular students. McCabe et al. (2014) also
indicated a steady decline in the medical,
diversion, and nonmedical use of prescription
opioids over the past decade in college students
with the national average decreasing from 8.8%
in 2006 to 5.4% in 2012. In 2016, a national survey
conducted by the University of Michigan
revealed that 7% of the 870 respondents had
misused opioid painkillers, an increase from just
4% in 2015. The National Survey on Drug Use
and Health (2015) found that 119 million
Americans, 12 and older, take prescription
painkillers,
tranquilizers,
sedatives
or,
increasingly stimulants like Adderall. College
students appear to have higher rates of
amphetamine misuse, highlighting the trend of
using these drugs to increase academic
performance (Schulenberg et al., 2016)
Though stress seems to be normalized during
the college years, it can have lasting effects on
students.
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Current Study
The purpose of this paper is to explore the
relationship between mental health (stress,
depression) and alcohol, tobacco, and other drug
(ATOD) use among college students from 2010-2015
utilizing the American College Health AssociationNational College Health Assessment data.

Data and Methods
Data about student stress, depression, drug
and alcohol use along with other demographic
information between 2010 and 2015 were
retrieved from the American College Health
Association (ACHA) - National College Health
Assessment (NCHA) Survey. The ACHA-NCHA
is a nationally recognized survey that collects
data about students’ health behaviours and
perceptions. There were a total of 587,537 survey
responses between the 2010 and 2015 period.
Data retrieved and used from the ACHA-NCHA
survey included: diagnosis with depression in
the last 12 months, interested in receiving more
information about depression, level of stress
within the past 12 months, usage of alcohol,
cigarettes, opioid, marijuana and sedatives
within the last month. Data on students and
university attributes were also retrieved and
included: race, gender, sexual orientation,
religious affiliation university campus size,
university public vs private status, and city size
of campus location.
Two different logistic regression models were
used as the primary method of analysis. The first
model examined the relationship between
diagnoses of depression and substance use while
controlling for the student and university
attributes. The dependent variable was students
who had been diagnosed with depression within
the last 12 months. The second model examined
students with stress and substance use. The
dependent variable was students who had
reported more than average stress and
tremendous stress and controlled for university
and student attributes. Results that were reported
back and interpreted included odds ratios,
confidence intervals and P values along with data
frequencies. Data analysis was conducted with
SPSS software.

Results
Seventy percent of the survey respondents
were white (Table 1.1) and approximately 65%

where female (Table 1.2). Close to 88% of the
survey respondents report as being heterosexual
(Table 1.3) and similarly 88% also reported as not
having any religious affiliation (Table 1.4).
Students were primarily from public universities
(Table 1.5) with two thirds attending public
schools and the largest group of students, at 40%,
were from schools that had 20,000 or more
students (Table 1.6). Finally, the largest grouping
of students, at 34.4%, attended universities in
towns and cities that were between 50,000 and
250,000 people (Table 1.7).
In total there were approximately 64,700 students
or over 11% (Table 1.8) of the total number of
students who had been diagnosed with depression
within the past year. Rates of being diagnosed with
depression (within the past 12 months) have
steadily increased every year from 2010 to 2015
from 9.75% to 13.06% (Table 1.10). Students’
interest in receiving information about depression
from the universities has also steadily increased
from 45% to 56% between 2010 and 2015 (Table
1.12). During the same time period cigarette usage
(within the past month) decreased, while
marijuana usage slightly increased and alcohol
usage remained constant and both sedative and
opioid use declined (Table 1.11). Finally, over 52%
of students in the survey between 2010-2015,
reported having more than average or a
tremendous level of stress (Table 1.9).
Results from the logistical regression model of
depression and substance use analysis (Table 2)
indicate that those who used alcohol, cigarettes,
opioids, marijuana and sedatives were more
likely to have been diagnosed with depression
within the past 12 months while controlling for
campus size, public vs private university status,
belonging to a religion, race, gender, sexual
orientation and city size. Specifically, those who
used sedatives (OR = 2.37, C.I. 2.30 – 2.45) and
cigarettes (OR = 1.48, C.I. 1.45 – 1.51) were far
more likely to have been diagnosed with
depression. This means a positive relationship
between sedative use (and cigarettes) with
depression. Those who use sedatives were 2.37
times more likely (when compared to those who
didn’t use sedatives) to have been diagnosed
with depression. Thus, for each increase in
sedative use, the odds of being diagnosed with
depression increases by a factor of 2.37. Those
were female (OR = 2.46, C.I. 2.37 – 2.48), white
(OR = 1.55, C.I. 1.52 – 1.58) and LGBTQ (OR =
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2.42, C.I. 2.37 – 2.48) were also far more likely to
have been diagnosed with depression within the
last 12 months. Those who attended bigger
universities (OR = 0.959, C.I. 0.94 – 0.98) and
were affiliated with a religion (OR = 0.934, C.I. =
0.905 – 0.964) were less likely to have been
diagnosed with depression. An odds ratio of less
than 1 implies a negative relationship and
corresponds with a lower odds of being
diagnosed with depression while attending a
bigger university (or being affiliated with
religion) while compared to those who attend
smaller universities.
Results from the logistic regression of stress
and substance use (Table 2.1) which looked at
students who had reported more than average
stress and substance use while controlling for
campus size, public vs private university status,
belonging to a religion, race, gender, sexual
orientation and city size were somewhat similar
to the results from the previous model (Table 2.2)
which looked at depression, with one exception.
Those who used opioids were less likely to have
reported having more than average stress (OR =
0.87, C.I. 0.83 – 0.91). Those who used alcohol
were more likely to have reported more than
average stress (OR = 1.24, C.I. 1.21 – 1.26). The
role of alcohol was found to have more of an
impact on stress then depression as the Odds
Ratio was 1.24 vs 1.05. The exception was campus
size which went from marginally protective in
the depression model (OR = 0.96, C.I. 0.94 – 0.98)
to being harmful (OR = 1.08, C.I. 1.06 – 1.09) in
the stress model.

Discussion
The purpose of this research was to determine
the relationship between mental health including
stress and depression with alcohol, tobacco, and
other drug (ATOD) use among college students
from 2010-2015 utilizing the American College
Health Association-National College Health
Assessment data. A plethora of research indicates
the relationship between experiencing stress and
depression. College students today are faced
with multitasking in a much different fashion
than forty years ago which may explain some of
continual increase in stress. Over 70% of part
time students are working and over 40% of full
times students are working (Carnevale et al.,
2015). Students are balancing many expectations
such as achieving high grades in order to enroll

in graduate school. Graduate education is needed
more than ever for many individuals to thrive in
their careers. Most students report course work
to be the largest stressor (Pryor, Hurtago,
DeAngelo, Palucki, & Tran, 2010).
Depression is well documented to succeed
stress. As indicated earlier, depression rates have
steadily increased from 2010 to 2015. This is
consistent with other research reporting college
students’ stress rates are the highest ever
reported (Pryor, Hurtago, DeAngelo, Palucki, &
Tran, 2010). Rates for cigarette usage decreased,
marijuana consumption increased and alcohol
usage remained constant during this time.
Students indicate wanting more information on
how to decrease depression while over half of
students’ report having more than average
and/or tremendous levels of stress (Table 1.12).
Students reporting depression also were more
likely to have used ATOD. The results indicate a
correlational relationship between depression
and ATOD. As mentioned in the results, the
students reporting high stress levels also
consumed higher levels of alcohol.
Diagnosed depression is more common among
women than men. Females have cognitive
patterns that can contribute to higher levels of
depression such as rumination. Females are more
likely to ruminate and are therefore more likely
to experience depression (Johnson & Whisman,
2013). While smoking levels have decreased, the
use of marijuana has increased. Marijuana use
increased 30% from 2006 (Johnston et al., 2016).
With the legalization of marijuana, perceptions of
health risks associated with marijuana reduced
and availability increased which may contribute
to the increase in usage.
In this study, LGBTQ also indicated higher levels
of depression and stress. This is consistent with
other research studies. The LGBTQ population is
still facing social challenges and stigmas as evident
by a Gallup poll indicated only “66% of people
believe gay or lesbian relations between consenting
adults should be legal” (2015). Socially, it may be
more challenging for individuals with differing
sexual practices from heterosexuality to find
supportive friends and partners. Social support can
help mitigate or reduce both stress and depression.
By reducing these, one may be less likely to desire
using ATOD.
ATOD comprise is an easy-to-access resource
that in the moment seemingly masks the negative
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feelings of fear and hopelessness. However, there
are behavioural approaches to managing stress
and depression which have been shown to be
effective college students including meditation
(Oman, Shapiro, Thoresen, Plante, & Finders,
2010), yoga (Caldwell, Harrison, Adams, Quin, &
Greeson, 2010) and journaling (Flinchbaugh,
Moore, Chang, & May, 2011) and these methods
may be preferred for their low cost and
accessibility. Traditional college students are at a
malleable place in human development where
skills can easily be learned and many methods
are free of cost. It is vital for students to have
access to learn these skills and use them to
develop a healthy sustainable lifestyle.

Conclusion
This research study clearly indicates the desire
students have to learn stress management skills
and learn more about depression. Health
educators, counsellors and teachers must make
an effort to teach and demonstrate healthy and
effective coping techniques so that students can
utilize these techniques over the course of their
life. Lifelong health techniques are strongly
needed and more research is required to develop
and teach effective skills.
Limitations
This study has a heavy weighting on Caucasian
participants. Thus, a study reflecting a more
generalizable audience of the United States is
recommended for future research. The majority
of the participants are women derived from large
universities over 20,000 students. Previous
research indicates depression is more common
among women. The researchers recommend
future research to include a variety of
races/ethnicities and gender.
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Table 1: Descriptive Statistics 587,537 survey responses between 2010 and 2015
Characteristics
Percent
1.1 Ethnic Distribution
White
70.3
Asian
12.5
Latino/Hispanic-American
9.9
Black/African-American
5.8
Native American
1.5
1.2 Gender
Male
34.3
Female
65.4
Transgender
0.3
1.3 Sexual Orientation
Heterosexual
88.7
Gay/Lesbian
2.8
Bisexual
4.0
Unsure
2.1
Not Reported
2.4
1.4 Religious Affiliation
Yes
11.3
No
32.0
1.5 University Public/Private Status
Public
66.3
Private
33.7
1.6 University Campus Size
Less than 2,500
9.4
2,500 – 4,999
8.6
5,000 – 9,999
15.7
10,000 – 19,999
25.5
20,000 or more
40.8
1.7 City Size of Campus Location
>= 500,000
26.1
250,000 – 499,999
8.2
50,000 – 249,999
34.3
10,000 – 49,999
23.8
2,500 – 9,999
5.8
<2,500
1.6
1.8 Diagnosis of Depression within the past 12 months
Yes
11
No
87.3
No response
1.7
1.9 Self-Reported Level of Perceived Stress
No stress
1.7
Less than average stress
7.7
Average stress
37.2
More than average stress
52.0
and tremendous stress
Not reported
1.4
Table continues above in next column
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Characteristics
Percent
1.10 Diagnosed with Depression within the past 12 months
From 2010 – 2015
YEAR
2010
9.75
2011
10.74
2012
10.88
2013
11.01
2014
12.01
2015
13.06
1.11 Substance use – Cigarettes, Alcohol, Marijuana,
Opioid, Sedatives
YEAR
Cig.
Alc.
Mar.
Opi.
Sed.
2010
33.59
79.06
36.83
2.39
6.24
2011
33.32
78.69
36.63
2.14
6.03
2012
31.54
79.69
36.64
2.16
5.71
2013
31.12
78.69
37.86
2.17
5.75
2014
28.62
79.87
39.03
1.93
5.05
2015
26.21
78.75
39.08
1.62
5.04
1.12 Desire for more information
YEAR
2010
45.07
2011
47.33
2012
48.09
2013
48.89
2014
52.07
2015
56.58

98 Education and Health

Vol.36 No.4, 2018

Table 2: Logistic Regression Results
2.1. Logistic Regression Results of Depression and Substance
Use

Variable

S.E.

Exp(B)
(Odds
Ratio)

Religion
0.016
0.934***
Campus Size
0.01
0.959***
City Over 50,000
0.01
1.021***
Alcohol
0.013
1.049***
Private University 0.011
1.078***
Opioid
0.026
1.195***
Marijuana
0.011
1.24***
Cigarettes
0.011
1.482***
Race White
0.011
1.549***
Gender Female
0.01
2.016***
Sedatives
0.016
2.37***
Sex Orientation
0.012
2.426***
Constant
0.017
0.034***
** Significant at 95%, *** Significant at 99%
Were sorted by odds ratio

95%
C.I.for
EXP(B)
Lower
0.905
0.94
1.00
1.022
1.056
1.137
1.214
1.452
1.516
1.976
2.297
2.369

95%
C.I.for
EXP(B)
Upper
0.964
0.979
1.042
1.077
1.10
1.257
1.266
1.514
1.582
2.057
2.447
2.484

2.2 Logistic Regression Results of Stress and Substance Use
Exp(B)
(Odds
Ratio)
Opioid
0.022
0.868***
Religion
0.01
0.874***
Marijuana
0.007
1.018***
City Over 50,000
0.007
1.042***
Campus Size
0.006
1.079***
Cigarettes
0.007
1.229***
Alcohol
0.007
1.239***
Private University 0.007
1.253***
Race White
0.006
1.367***
Sedatives
0.14
1.54***
Sex Orientation
0.01
1.626***
Gender Female
0.006
1.746***
Constant
0.009
0.41***
** Significant at 95%, *** Significant at 99%
Were sorted by odds ratio
Variable

S.E.

95%
C.I.for
EXP(B)
0.83
0.856
1.004
1.028
1.065
1.212
1.221
1.236
1.35
1.497
1.595
1.727

0.906
0.892
1.032
1.055
1.092
1.246
1.257
1.27
1.384
1.584
1.658
1.766
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schools. She is currently training to become a mental health nurse.
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Rachel Symons
Thriving Futures, a whole school curriculum response to
addressing the social and emotional welfare needs of
secondary school pupils

I

have researched and written school
curriculum-based resources for teaching social
and emotional wellbeing at secondary school
level which are free to download at
thrivingfutures.co.uk. Materials are currently
aimed at years 8/9 but as I develop Thriving
Futures, I plan to introduce materials for younger
students. This article outlines previous research
in this area, issues that were found with it and
how my programme attempts to overcome these
barriers.
The mental health of children and young
adults is of growing national concern, with the
Department of Health (2015) and Office for
National Statistics (2016) reporting that 1 in 10
young people have a diagnosable mental health
disorder. Recent figures suggest that the number
may in fact be much higher with as many as 1 in
4 girls suffering with depression by the time they
reach 14 (UCL Institute of Education, 2017). The
Government has recognised that despite the
growing need, young people face difficulties in
accessing timely treatment, pointing to the 2004
Office for National Statistics survey which
revealed that the number of young people with a
diagnosable mental health condition, receiving
professional help, was as low as 25 -35%
(Department of Health, 2015). In light of this, the
Government is looking to respond to emerging
child and adolescent mental health issues from
within the educational system (DPHSC&DE,
2017), as by the time young people come into the
care of NHS specialists, things have already
reached crisis point (Bailey, 2017). Furthermore,
the Government has set out draft guidelines for

the compulsory teaching of good physical and
mental health in schools across England from
2020 (Department for Education, 2018).
The Government recognises the importance of
receiving timely intervention as 75% of all mental
health problems are established by the age of 18
(Department of Health, 2015), and 50% by the age
of 14 (DPHSC&DE, 2017). With such a huge
disparity between the need for, and the accessing
of, interventions (Department of Health, 2015),
School Based Mental Health Interventions
(SBMHI) seem the most natural place to reach
their targeted audience (Kazdin & Johnson, 1994;
Paulus, Ohmann & Popow, 2016; Kern, Mathur,
Albrecht, Poland, Rozalski & Skiba, 2017).
Research from across the globe, repeatedly points
to school-based intervention (SBI) as an
important first response. Marmot (2010)
highlighted that just as health inequalities were
very much dependent on socioeconomic factors,
so was educational attainment, thus schools
needed to be responsible for more than just
academic attainment, they also had an important
role to play in addressing the social and
emotional wellbeing of the child if these
inequalities were to be addressed.

School-Based
Mental Health Interventions
Reaching young people while they are still in
the education system is vital. Kern et al. (2017)
argue that for pupils presenting with emotional
and behavioural disorders (EBD), 20% of young
people and their families fail to seek help outside
of the education system, with 40-60% failing to
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see the treatment or therapy through to its
conclusion. In light of this message, the
Government has stated that they wish to put
schools “at the heart of” addressing the mental
health needs of children and adolescents, in order
to intervene at the earliest point thus preventing
the problems escalating (DPHSC&DE, 2017).
School-based responses to mental health tend to
follow the tiered approach pointed to as best
practice by The World Health Organisation’s
model (WHO, 2004).
This ranges from creating a positive whole
school
culture
and
universal
teaching
of
social
and
emotional
wellbeing,
narrowing
down to targeted group
work, and individualised
specific
help,
often
provided through outside
sources such as Child and
Adolescent Mental Health
Services (CAMHS). A
universal whole school approach, which avoids
the stigma of receiving targeted support
(Greenberg, 2010), is one that targets the whole
school community regardless of need to highlight
the importance of mental health and help
students develop the skills required to prevent
poor mental health developing (Lendrum,
Humphrey & Wigelsworth, 2013).

Targeting Mental Health
in Schools 2008-2010
It is this model that was trialled in English
schools through Targeting Mental Health in
Schools (TaMHS) in 2008-2010. TaMHS was a
comprehensive experiment of introducing mental
health literacy to the educational setting, which
the then government introduced as part of a
wider introduction of Social and Emotional
Aspects of Learning (SEAL) from 2007 (Wolpert,
Humphrey, Belsky & Deighton, 2013).
As
explained by Humphry (2013), the benefits of
providing effective support were two-fold; one,
that by addressing poor mental health as it
emerged, money could be saved from the cost of
unmet mental health needs and their impact on
society, at a later date; two, pupils who had their
mental health needs met while at school
performed
better
academically
(Durlak,
Dymnicki, Taylor, Weissberg & Schellinger,
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2011), which subsequently made them more
productive members of society (Humphrey, 2013;
Paulus et al., 2016). Consequently, £60 million for
TaMHS was set aside to be dispersed among
Local Education Authorities (LEA) who would
decide on its exact implementation.
TaMHS consisted a tiered approach that
mirrored the World Health Organisation’s model
of school-based intervention (Department for
Children, Schools and Families, 2008). Wave 1
was a universal whole school approach, to
introduce SEAL to all pupils in a whole school
safe,
supportive
environment. Wave 2
concentrated
on
providing small group
work within schools and
Wave 3 saw the use of
targeted,
individual
support through outside
agencies
such
as
CAMHS. Each wave was
facilitated
by
expert
practitioners whose role it was to train and
support school staff, assisting in delivery where
appropriate (Department for Children Schools
and Families, 2008; Wolpert et al., 2013). Materials
developed for TaMHS were done so on the
guiding principles that they must be based on
evidence of what works in schools, and that they
must support the integration of different agencies
(Wolpert et al., 2013). SEAL and TaMHS ran for 3
and 2 years respectively, until 2010.
In reviewing the impact of TaMHS, the
Department for Education (2011) found mixed
results. They concluded that schools involved in
the project did increase their focus and awareness
of mental health issues; however, there was a
disparity of focus; schools prioritised conduct
disorders over social and emotional wellbeing,
with the majority of specialist referrals being
behaviour-related.
Students
self-reporting,
showed a decrease in emotional problems
throughout the course of the study, but reports
from teachers failed to reflect this (Department of
Education, 2011). The long-term pupil impact of
TaMHS was found not to be sustained, with
teachers reporting little to no impact on
behaviour or emotional problems at the end of
the 3 years (Department of Education, 2011,
Humphrey, Lendrum, & Wigelsworth, 2010).
Significantly, relations with CAMHS did improve
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with fewer and more appropriate referrals being
made. Staff particularly found the use of TaMHS
support workers of great use as they were able to
ask advice with regard to specific concerns and
receive support without the complexity of going
through organisations such as CAMHS (Dept of
Education, 2011).
A key finding of the study revealed that
despite TaMHS being based on Evidence Based
Practice (EBP), schools used locally developed
interventions adapted to their own needs, thus it
became Practice Based Evidence (PBE) (Wolpert
et al., 2013). The need for teacher autonomy is
hypothesised as a reason for this, particularly in
secondary education where a multitude of
teachers see a multitude of classes (Wolpert,
2013). With there being a general agreement as to
the logical use of SBMHI (DPHSC&DE, 2017;
House of Commons Education & Health
Committees, 2017), there remains argument over
who is best placed to deliver these programmes.
Using school staff in the delivery of any
programme seems likely to be the most cost
effective and convenient way of teaching mental
health in schools, with Durlak, Dymnicki, Taylor,
Weissberg & Schellinger (2011), arguing that it is
at least as effective as having external experts
coming in to deliver programmes. However,
others argue that maintaining fidelity with the
programme is vital and effectiveness is increased
when programmes are delivered by health
professionals (Stallard, Skryabina, Taylor,
Phillips, Daniels, Anderson & Simpson, 2014). In
addition, Gottfredson & Gottfredson (2002),
revealed that only a half of SBI programmes
completed the required number of sessions.

Implementation difficulties of SBI
Trialled in 3 local authorities in 2007-2008, the
UK Resilience Programme (UKRP), an Americanbased, manual-baised cognitive behavioural
therapy (CBT) course (Challen, Machin &
Gillham, 2014), demonstrates some of the
practical issues with implementing SBI. CBT is of
recognised benefit for young people. NICE (2017)
guidelines for depression in children and
adolescents advocate it as one of the first
responses for young people presenting with signs
of emotional distress, and an analysis of SBIs
between 1993 and 2005, revealed that the most
successful programmes were those based on CBT
(Paulus et al., 2016). UKRP took a targeted group
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intervention and converted it to a large scale, real
world situation by creating a CBT course to
address anxiety and depression, as well as to
build resilience skills, with classes of year 7
pupils (Challen, Machin & Gillham, 2014). Staff
delivering the programme received 2 weeks of
training in both cognitive behaviour therapy and
in the delivery methods, before delivering the 18
one-hour lessons of the programme.
Despite its exacting requirements, or perhaps
because of them, the programme had limited
success (Challen, Noden, West & Machin, 2011),
with little to no lasting impact on depression,
anxiety or behaviour scores (Challen et al., 2014).
Generally, the project was well received amongst
the pupils, however the implementation was a
real concern (Challen et al., 2014). UKRP needed
to be delivered in small groups of no more than
15; this resulted in timetabling issues for many
schools. Further, the 2 weeks required for
training to facilitate the course, meant that
schools had the cost of staff absence, in addition
to staff missing valuable curriculum time with
pupils (Challen et al., 2011). Consequently,
despite the project initially taking staff to
America for training, schools involved in the
study had difficulty gaining the required number
of teachers to sign up, resulting in support staff
often leading the programme (Challen et al.,
2011). In reviewing the success of the
programme, Challen et al. (2014) concede that the
intensive training required for successful
delivery of UKRP may not be realistic in all
schools
In addition to this, the American style of the
programme struggled to fit into the British
Education System as it was deemed too teacherled. Evidence shows that that teachers tend to
veer away from strict adherence to programmes
(Challen et al., 2011) as highly prescribed
programmes may not have the flexibility to meet
the needs of specific students (Paulus et al., 2016).
Weare & Nind (2011) further this point, arguing
that programmes need to retain some flexibility
in their delivery to give teachers ownership of the
material, hence making it sustainable. OFSTED
expectations state that, for a lesson to be graded a
minimum of ‘good’, it needs to be adapted and
‘reshaped’ to the needs of pupils (OFSTED, 2017).
Senior management at a school trialling UKRP
declared that the prescribed dictatorial lessons
were at odds with OFSTED requirements, thus
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lessons were often adapted, thereby losing the
fidelity of the research (Challen et al., 2011).
UKRP achieved some successes; at the end of
the 1st year of teaching, there was an
improvement in depression and anxiety scores,
increased attendance and general improvement
of academic attainment for the pupils taking part
(Challen et al., 2014). However, as with TaMHS,
the benefits failed to achieve longevity with
figures being lower when returning after the first
year and the programme was deemed to have
had no impact after the second (Challen et al.,
2014). It could be concluded that for a schoolbased programme to achieve sustainability, it
needs to be ongoing throughout the curriculum
and built into the culture of the school. The
highly prescribed nature of something like UKRP
becoming a SBMHI, with its timetabling and
training costs in addition to being at odds with a
culture of adaptation and differentiation in
British classrooms, means that sustainability was
difficult.
In creating a sustainable SBMHI, Kern et al.
(2017) argue the importance of a preventative
skills-based approach that is tiered and in
conjunction with a whole school structure that
supports safety and consistency of approach. As
is evident from the TaMHS and UKRP trials, this
consistency can be threatened by many barriers,
such as time, money and curriculum demands
(Challen et al., 2011). In examining the
implementation issues for TaMHS, Lendrum,
Humphrey & Wigelsworth (2013), state time
taken away from examination skills had a
negative impact on teachers’ attitudes. Even
where staff supported the idea of SEAL, the lack
of time to create resources, along with a
perceived lack of knowledge impacting their
confidence, meant they were reluctant to
implement it (Lendrum et al., 2013). Lendrum et
al. (2013), also discovered there was a great
diversity in how SEAL was implemented into the
whole school culture, leading to greater or less
success accordingly (Lendrum et al., 2013).
NICE guidelines for social and emotional
wellbeing in secondary schools (2009) emphasise
the importance of creating a safe whole-school
environment and of providing the knowledge
and skills needed to help prevent behaviour and
health issues emerging. The guidelines also state
that the curriculum should integrate social and
emotional skills including, “motivation, self-
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awareness,
problem-solving,
conflict
management and resolution, collaborative
working, how to understand and manage
feelings, and how to manage relationships with
parents, carers and peers” (NICE, 2009, p11). The
responsibility for this lies with all people
working with young people in schools, including
headteachers, teachers and support staff (NICE,
2009). In addition, the guidelines recommend
schools should, “tailor social and emotional skills
education to the developmental needs of young
people” (NICE, 2009, p11). However, we know
from previous work with SEAL, TaMHS and
UKRP that time, resources, knowledge and
confidence are all issues (Challen et al., 2011;
Lendrum et al., 2013; Wolpert et al., 2013.) We
have also seen that manualised programmes with
the need for strict fidelity to the programme
don’t necessarily fit a British system.

Current Requirements
Despite these potential barriers, the way Britain
addresses the social and emotional wellbeing of
children and adolescents is changing with the
Government’s Green Paper (DPHSC&DE, 2017),
stating the need to make education about mental
wellbeing compulsory for all children. As with
previous interventions, they recommend a
graduated response, through the 2015 Special
Educational Needs and Disability (SEND) Code
of Practice, which also supports the use of
effective whole school polices underlying any
other intervention put in place. (DPHSC&DE,
2017). The Government intends to use schools,
as the initial response to address the growing
crisis in child and adolescent mental health. It put
forward proposals of creating a mental health
lead in every school and a mental health support
team jointly managed by schools and the NHS, to
act as an intermediary service between schools
and CAMHS.
In addition, following recommendations from
a joint Health and Education Select Commission,
there is a pledge to increase mental health
literacy within schools, which they are
acknowledged as the first port of call in
recognising and responding to emerging mental
health issues (DPHSC&DE, 2017). This has been
developed further with draft guidelines for the
compulsory teaching of mental health in schools
across England from 2020 (Department for
Education, 2018). It is at this whole school
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emotional literacy stage that Thriving Futures is
aimed.

Thriving Futures
Thriving Futures is a curriculum-based response
which aims to provide universal preventative
education through the building of knowledge
and skills at secondary school level.
It is
designed to be a part of the solution and not the
whole. Concerns highlighted in previous
attempts to introduce SBMHI have been
recognised and addressed in the design of
Thriving Futures. The Collaborative for Academic,
Social, and Emotional Learning, (2005) set out
five key areas that universal social and emotional
programmes should address, namely “selfawareness, self-management, social awareness,
relationship skills, and responsible decision
making” (Durlak et al., 2011, p406).
Split into a core unit with optional satellite
units that schools can chose as appropriate, the
programme covers these 5 key
areas.
Loosely based on the
principles of cognitive behaviour
therapy (CBT), the core unit
examines the link between
thoughts, feelings and behaviour,
to explain how the way we think
can impact on self-esteem and
how
we
manage
stressful
situations. The acronym SAD
MAP (Self-labelling, All or
nothing thinking, Dwelling on the past, Mind
reading, Acceptance at all costs and Positives
don’t count) is introduced to list a restricted
number of negative thinking patterns, creating a
memorable image that is easily referred back to.
Through the use of ‘See it, Stop it, Sort it’ pupils
are shown the importance of recognising
negative thinking styles and replacing them with
more positive ones.
An issue found repeatedly with SBI is the lack
of longevity of impact (Durlak et al., 2011), with
both TaMHS and UKRP both reporting little to
no long-lasting impact from the programme.
Thriving Futures addresses this issue through the
use of satellite units. Each satellite unit returns to
the core message of negative thinking using SAD
MAP to reinforce the message of the core unit,
though topics that are of importance to the
audience. In this way, Thriving Futures isn’t a
programme that is taught once to ensure the
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demands of the curriculum have been met, it is
ongoing strategy, highlighting the ongoing
nature of mental health and the importance of
monitoring it, for both staff and students. This
helps address a further possible problem with
SBI, that is, time. The core unit consists of 5 onehour lessons (6 when taught with the ‘Preparing
to Teach’ lesson) which comprises a unit of work
for one half term in British schools; further
satellite units are 3 to 5 lessons long, which
means that there is more flexibility in slotting
them into the timetable. Warmington, Hitch &
Gathercole (2013), stress the importance of
establishing clear rules that are consistently
enforced, along with valuing pupil input, for
receiving positive effects from SBI. Such
guidelines for the teaching of mental health and
wellbeing were published in 2015, (PSHE
Association, 2015) and it is these guidelines that
Thriving Futures abides by. The stand-alone
‘Preparing to Teach’ lesson, clearly sets out the
classroom environment in which
all future lessons should be
conducted in, helping pupils to
understand the reasons for the
rules put in place and the
importance
of
respect
throughout.
Confidentiality
issues are also discussed.
A finding of both TaMHS and
UKRP was that programme
delivery of it varied with some
teachers feeling they lacked confidence and
knowledge, while other teachers moved away
from the fidelity of the programme in order to
make a ‘better fit’ with the school (Challen et al.,
2011; Lendrum et al., 2013; Wolpert et al., 2013.)
These findings are supported by other research
that reveal schools tend to move away from the
fidelity
of
evidence-based
interventions
(Gottfredson & Gottfredson, 2002; Ringwalt et al.,
2009), meaning there is a gap between the
research and the reality of school practice (Weisz,
Sandler, Durlak, & Anton, 2005).
Effective
programme implementation is vital for achieving
positive results (Smith, Schneider, Smith, &
Ananiadou, 2004; Tobler, Roona et al., 2000;
Wilson, Lipsey, & Derzon, 2003), with longer and
more complicated programmes experiencing
more issues with effective application (Durlak &
Dupre, 2008; Wilson & Lipsey, 2007; Wilson et al.,
2003).
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Thriving Futures addresses these issues in several
ways. Firstly, all lessons are fully planned with
instructions and resources required clearly indicated.
Any additional resources
needed for the lessons can
be provided by printing
named PowerPoint slides
which avoids the cost of
purchasing text books or
‘lost/damaged’ programmed booklets. Having
such
well-defined
guidance, helps teachers
understand the topic
better, creating a sense of confidence in what is being
delivered. The website also has a comprehensive list
of organisations signposted to ensure that teachers
have recourse to expert advice should the lessons
reveal more serious concerns.
Secondly, there are some options for teaching
activities within the lesson plans, allowing for
flexibility. Lessons have been written by an
experienced teacher, aware of the realities of the
classroom, thus, every effort has been made to
balance teacher talk and pupil activity, with a
variety of tasks to ensure pupil engagement and
lesson pace.
Each lesson is based around a series of images
that convey the main ideas or themes of the
lesson which serves to ensure
that the main points of the
lessons
are
delivered
regardless
of
lesson
adaptation. The culture of
teaching in Britain is to adapt
and differentiate (OFSTED,
2017) and the Green Paper
makes it clear that no one
size response fits all, so that interventions should
be based on local needs rather than having a
national response (DPHSC&DE, 2017). The
author accepts that teachers will take ownership
of the material to make it fit specific classes, the
use of images ensures that the main messages are
delivered even if the method is different. The
creation of images also serves to make lessons
accessible regardless of academic ability, it makes
recapping and referring to ideas in future lessons
easier as the images are developed to create
deeper understanding.
Thriving Futures is designed to be an accessible,
enjoyable programme that allows staff and
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students to explore and discuss social and
emotional wellbeing, hence the flexibility
inherent within it. It is not designed to be a
treatment
for
poor
mental health, rather to
provide the language
and understanding that
will be instrumental in
more
targeted
approaches.
As
a
preventative measure,
its effectiveness would
be measured through a
lack of deterioration in
social and emotional wellbeing rather than by an
improvement which would be expected through
treatment programmes (Horowitz, Garber,
Ciesla, Young & Mufson, 2007). It is vital that
any SBMHI is introduced to accompany a
cultural change within schools. Schools that saw
the most success with both TaMHS and UKRP
were the ones that fully embedded social and
emotional wellbeing into the school culture.
(Challen et al., 2011, Wolpert, 2013). The success
of any SBI regardless of level, is dependent not
only on the quality and characteristics of the
programme, but also the structure of the school
and how the programme is incorporated into the
existing culture through training and support
(Forman and Barakat, 2011).

Conclusions
Changes to the way we
address the mental health of
children and adolescents in
Britain, are currently in
progress (DPHSC&DE, 2017;
Department for Education,
2018). Those changes are likely to follow the
WHO model (WHO, 2004) of tiered intervention.
Past attempts at introducing SBI have revealed
difficulties in terms of time, knowledge and
understanding, cost, implementation and
longevity. Thriving Futures is a whole school
curriculum-based response written by an
experienced teacher, that attempts to address
possible implementation problems. Thriving
Futures is not intended to be a targeted solution,
or the whole solution, but a flexible part of the
solution that is easily teachable, delivering skills
and knowledge in an enjoyable, accessible way
through modern teaching methods. I believe that
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the emotional literacy that Thriving Futures helps
to build will make other targeted interventions
more accessible.
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Siah Poh Chua, Yeong Yiong Yi, Chen Ijin, Yeoh Yee Hui
and Joanna Tan Tjin Ai
Cyberbullying and coping strategies: Their relationships to
suicidal ideation among adolescents

C

yberbullying is an act of harassing, bullying,
insulting, taunting, intimidating or threatening
others. It usually occurs among adolescents and
young adults (Campbell, 2005). Cyberbullying is
different from face-to-face bullying, as cyber
victims are not able to foresee when they would
be tormented or how can the despicable act take
place. This is because any individual who
possesses a smartphone or computer can be
bullied or harassed any time and they may not
know when they will be bullied by others
(Lacherza & Conti, 2013). In addition, Price &
Dalgleish (2010) emphasised that cyberbullying
can be done anonymously, making it difficult for
the authorities to trace the perpetrators.
Consequently, it is expected that young people
affected by cyberbullying are more likely to have
suicidal ideation than those who experience
traditional bullying (Hinduja & Patchin, 2010).
Suicidal ideation is defined as thoughts and ideas
dominated by death, suicide, and self-injurious
behaviours (Kim et al., 2006).
Cyberbullying affects both the cyber victims
and cyber bullies, as many bullies were
themselves victims previously (Hinduja &
Patchin, 2010). Studies showed both the cyberbullies and their victims were not only prone to a
high risk of anxiety, depression and stress-related
disorders, but also could have suffered from
psychosomatic problems that ushered suicidal
ideation (Hinduja & Patchin, 2010; Roland, 2002).
Hinduja & Patchin (2010) analysed the
relationship between involvement in cyberbullying and suicidality among middle school
students in the United States of America.
Students who were involved as an offender or a

victim had more suicidal ideation and were more
likely to attempt suicide compared to those who
had not encountered this type of aggression.
Moreover, the results highlighted that victims
were more likely to have suicidal ideation and
behaviours than offenders. A meta-study of 491
articles from 1910 to 2013 also suggested a close
connection between peer victimization and
suicidal ideation and attempts, regardless of sex,
age and study quality. In addition, the connection
between cyberbullying and suicidal ideation is
stronger than traditional bullying and suicidal
ideation (Gini & Espelage, 2014).
If there is no formal channel to resolve
cyberbullying, coping strategies are vital in order
to address the issue (Brown et al., 2006). Coping is
defined as “constantly changing cognitive and
behavioral efforts in order to manage specific
external and/or internal demands that are
appraised as taxing or exceeding the resources of
the person” (p. 141) (Folkman & Moskowitz,
2004).
In a study of 67 adolescents aged 13 to 17 years
who were hospitalized for attempting suicide in 5
paediatric departments across France, the results
showed that adolescents with suicidal ideation
made greater use of non-productive coping
strategies where they focused on not coping,
ignoring problems, and self-blame. Adolescents
without suicidal ideation frequently applied
productive coping strategies to concentrate on
the positive, strive to accomplish, and look for
relaxing and redirection (Mirkovic et al., 2015).
Vollink, Bolman, Dehue, & Jacobs (2013)
explored the connection between the utilization
of coping strategies to handle daily stressors in
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general and the utilization of coping strategies to
handle cyberbullying. They recruited 501
children in Netherlands aged 11 and 12 years.
Their findings revealed that the coping strategies
adopted by cyber victims varied significantly
from face-to-face bully victims and those who
were not involved in cyberbullying; children who
were bully victims expressed emotions more
frequently by getting angry or irritated rather
than palliative coping when they reacted to
stressful situations in general. Moreover, victims
of cyberbullying applied depressive coping by
internalizing the stressors, often feeling useless
and incapable after having been cyberbullied.
Due to the close connections between
cyberbullying and suicidal ideation (Gini &
Espelage, 2014; Hinduja & Patchin, 2010; Roland,
2002), and the coping strategies and suicidal
ideation (Bazrafshan et al., 2014, 2014; Mirkovic et
al., 2015), it is therefore important to examine the
relationships among cyberbullying, coping
strategies and suicidal ideation. The research
questions, hypotheses and conceptual framework
are as follows:

Research Questions
1. What are the relationships among
cyberbullying, coping strategies and
suicidal ideation among adolescents?
2. Is coping strategy a mediator for the effects
of cyberbullying on suicidal ideation among
adolescents?

Method
Participants
415 adolescents (45.3% males and 54.7%
females) between 15 – 19 years of age
participated in the survey.
Measurements
Suicidal Ideation Attributes Scale. Suicidal
Ideation Attributes Scale (SIDAS) contains five
items to measure suicidal ideation. Participants
choose a number (0-Never, 10-Always) to
indicate the frequency of having certain suicidal
thoughts. The reported internal consistency of
SIDAS was 0.91. A higher total score indicated
more severe suicidal ideations. (Spijker et al.,
2014)
Brief COPE. Brief COPE measures the coping
strategies adopted by participants. It contains 28
items and the reported Cronbach’s alpha of the
original subscales range from 0.5 to 0.9 (Carver,

1997). Participants choose a number (1 = I
haven’t been doing this at all; 4 = I’ve been doing
this a lot) to indicate the frequency of practising
certain coping strategies. Baumstarck et al. (2017)
recommended a four-factor structure for Brief
COPE, which are social support, problem
solving, avoidance and positive thinking. The
Cronbach’s alpha coefficients ranged from 0.71 to
0.82.
Cyberbullying and Online Aggression Survey. This
survey includes 32 items with two subscales: 9
items to measure cyberbullying offending and 23
items to measure victimization. It was especially
designed for adolescents from 12 to 17 years.
Participants choose a number from 0 to 4 for each
item (0 = never, 1 = once or twice, 2 = a few
times, 3 = many times, and 4 = every day). The
Cronbach’s alpha for cyberbullying scale was
0.76 and victimization scale was 0.74 (Hinduja &
Patchin, 2010).
Procedure
A purposive sampling method was employed
to recruit participants from two secondary
schools. After getting approval from the
principals, questionnaires were distributed to
students with assistance from the school teachers.
Participants were briefed on aims of the study,
their right to refuse participation and assurance
of confidentiality. Data were analysed using the
SmartPLS ver 3.

Results
Measurement model
Construct reliability and validity. The composite
reliability values of all the three scales ranged
from 0.794 to 0.948 and the average variance
extracted (AVE) ranged from 0.502 and 0.821 (see
Table 1), which exceeded the recommended
value of 0.7 for the former and the recommended
value of 0.5 for the latter (Hair Jr et al., 2016).
Therefore, the findings suggest that the latent
constructs are acceptable.
Discriminate validity, collinearity statics and
coefficient of determination. The Fornell-Larcker
criterion was used to examine the discriminant
validity of the measurements. As all the indexes
of other measurements are lower than the square
root of the measurement, the discriminate
validity of the measurements is acceptable (Hair
Jr et al., 2016) (see Table 2). In addition, the results
of variance inflation factor (VIF) are all below 5;
thus, there is no multicollinearity issue for the
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measurements (Hadi et al., 2016). The R2 value of
SIDAS is 0.20. (See Table 3).
Collinearity assessment. The results indicate that
there is no multi-Collinearity problem, as all
values of VIF are below the threshold of 5 (Wong,
2016) (see Table 3).
Structure Model
The results of bootstrapping with 5000
subsamples (Table 4) show that cyber victims are
more likely to have the suicidal ideation but not
the cyber bullies. The offending is more likely to
use a variety of coping strategies whereas cyber
victims are more likely to use avoidance strategy
only. Among the four coping strategies, only
avoidance is negatively associated with suicidal
ideation; participants who use the avoidance
strategy more frequently are more likely to have
suicidal ideation.
Further examination was conducted on
whether coping strategies mediated the effects of
cyberbullying on suicidal ideation. Following the
decision tree proposed by Zhao (2010), since only
the total indirect effect of victimization but not
offending on suicidal ideation is significant, it
suggests that the effect of victimization on
suicidal ideation can be mediated by coping
strategies, T = 2.66, p < 0.001 (see Fig 1).
Nonetheless, the results of specific indirect effect
of victimization on suicidal ideation indicate only
avoidance is significant, T = 2.04, p = 0.042. Since
the direct effect of victimization on suicidal
ideation are significant, T = 3.64, p < 0.001. The
signs of the three path coefficients are positive,
which suggests a complementary partial
mediation. In other words, victims of
cyberbullying who frequently use the avoidance
coping strategy are more likely to have suicidal
ideation.

Discussion
This study aims to find out the relationships
among cyberbullying, suicidal ideation and
coping strategies, and whether coping strategies
mediated the effects of cyberbullying on suicidal
ideation. Through the findings of the study,
suggestions can be provided to educators and
counsellors to design appropriate intervention
programs to reduce the impacts of cyberbullying
on suicidal ideation.
For the first research question, the findings
revealed that cyber victims are more likely to
have suicide ideation as compared to cyber

bullies. Even though Roland (2002) suggested
that both cyber bullies and cyber victims have
suicidal ideations due to the high connection
between cyber bullies and cyber victims, our
findings are similar to those of Hinduja & Patchin
(Hinduja & Patchin, 2010), who suggest that the
risk of suicide is higher among cyber victims than
cyber bullies.
In the second research question, results
pointed to the possibility of victims using
avoidance coping strategy only, whereas cyber
offenders are more likely to use multiple coping
strategies, which include social support, problem
solving, avoidance and positive thinking. These
findings are consistent with the findings of other
studies, in which cyber victims are less likely to
use positive coping strategies such as problemsolving coping strategy, but more likely to use
negative coping strategies, such as avoidanceemotional coping strategies, or they would blame
themselves as having responsibility for the
bullying (Nixon, 2014; Völlink et al., 2013).
A possible reason that cyber victims have more
suicidal ideations but not cyber bullies can be
related to their adopted coping strategies. The
results showed that only avoidance coping
strategy is relevant to suicidal ideation. In
addition, our findings from the mediating
analysis showed that avoidance coping strategy
is the mediator for the effects of cyber
victimization on suicidal ideation, whereas
avoidance coping strategy is not the mediator for
the effects of cyber offending on suicidal
ideation. The connection between the use of
avoidance coping strategy among cyber victims
and their suicidal ideation could be caused by
cyber victims not knowing who the bullies are;
hence, they find it difficult to choose an effective
coping strategy (Slonje et al., 2013). They are
more likely to have the belief that cyberbullying
is something that cannot be changed and so
many of them come to deny or internalize the
problem (Mirkovic et al., 2015).
In conclusion, the results of this study support
the views that cyberbullying, especially cyber
victims, are more likely to have suicidal ideation.
However, suicidal ideation is also caused by the
adoption of the avoidance coping strategy by
cyber victims in comparison to other coping
strategies. Based on the findings, it is strongly
suggested that intervention programs be
designed to educate and motivate cyber victims
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to use more positive coping strategies, which in
turn, will be helpful to reduce their suicidal
ideation.
As the sample was recruited by using the
purposive sampling method, future studies may
use the random sampling method to recruit
participants from more different schools to
examine the robustness of the findings. The
qualitative approach can also be employed to
find out more information behind the reasons of
using avoidance as a coping strategy in
comparison to others.
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Table 1: Factor loadings and reliabilities of all measurements
Factors

Items

Composite Reliability

AVE

SIDAS

4

0.948

0.821

Victimization

6

0.867

0.522

Offending

5

0.848

0.530

Avoidance

5

0.857

0.546

Positive thinking

3

0.855

0.747

Problem solving

3

0.835

0.561

Social support

4

0.801

0.502

Table 2: Discriminate validity of all measurements
SIDAS

Avoidance

Bullying

Positive
Thinking

Problem
Solving

Social
Support

SIDAS

0.906

Avoidance

0.316

0.739

Bullying

0.329

0.435

0.728

Positive Thinking

0.201

0.385

0.238

0.864

Problem Solving

-0.023

0.214

0.114

0.394

0.749

Social Support

0.132

0.428

0.195

0.554

0.545

0.708

Victimization

0.403

0.498

0.644

0.220

0.007

0.158

Victimization

0.722

Table 3: Collinearity assessment of all measurements
Dependent variables
SIDAS

Predictors
Social support
Problem solving
Avoidance
Positive thinking
Victimization
Offending

Social support

R2
0.20

Avoidance
Positive thinking

1.91
1.48
1.65
1.55
1.96
1.79

0.04
Victimization
Offending

Problem solving

VIF

Victimization
Offending
Victimization
Offending
Victimization
Offending

1.71
1.71
0.02
0.27
0.06

1.71
1.71
1.71
1.71
1.71
1.71
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Table 4: Results of path coefficients
Original Sample
(O)

Sample Mean
(M)

Offending -> SIDAS

0.096

0.096

Standard
Deviation
(STDEV)
0.064

Victimization -> SIDAS

0.254

0.259

0.070

Offending -> avoidance

0.194

0.198

Offending -> positive thinking

0.165

Offending -> problem solving

0.188

Offending -> social support

T Statistics
(|O/STDEV|)

P Values

1.496

0.135

3.635

0.000

0.059

3.309

0.001

0.167

0.070

2.356

0.019

0.195

0.081

2.311

0.021

0.160

0.170

0.067

2.368

0.018

victimization -> avoidance

0.373

0.375

0.054

6.958

0.000

victimization -> positive thinking

0.114

0.115

0.062

1.835

0.067

victimization -> problem solving

-0.114

-0.116

0.076

1.501

0.133

victimization -> social support

0.055

0.056

0.061

0.897

0.370

avoidance -> SIDAS

0.120

0.117

0.057

2.103

0.036

positive thinking -> SIDAS

0.109

0.105

0.061

1.792

0.073

problem solving -> SIDAS

-0.119

-0.106

0.084

1.414

0.158

social support -> SIDAS

0.026

0.020

0.073

0.362

0.717

Fig 1. Path coefficients for the structure model

(* p < 0.05; ** p < 0.01, *** p < 0.001)
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Pete Nuckley and Laurence Piercy
Widening digital participation - Young people and their
mental health in Islington : Can digital technologies be used
in mental health services to improve access and support for
young people?

T

he Good Things Foundation is a national
digital and social inclusion charity. We work
through a network of over 5000 community
centres and help the most excluded in society
benefit from all of the things that being digitally
included has to offer.
We are striving to make a world where
everyone benefits from digital participation and
can be healthier, happier and better off.

Healthier?
Health and digital technologies can often seem
like an unnatural fit. However, since 2013 we
have been running the NHS Widening Digital
Participation programme to test ways that digital
inclusion may be able to improve the lives of the
most excluded in society.
Phase 1 of the programme (2013-2016) gave
some encouraging results:
“The programme has had a significant impact
on health services, with people now using the
internet as their first port of call for
information.”
• 21% of learners made fewer calls or visits to
their GP, with 54% of those saving at least
three calls in the three months before being
surveyed and 40% saving at least three visits
over this period
• 10% of learners made fewer calls to NHS 111,
with 42% of those saving at least three calls
in the three months before being surveyed
• 6% of learners made fewer visits to A&E,
with 30% of these saving a minimum of three
visits in the three months before being
surveyed

• 29% of learners have gone online to find
health services, such as looking for a new GP
• 22% of learners have progressed to booking
GP appointments online and 20% have
ordered repeat prescriptions online
• 17% of learners have gone online to rate or
review their GP or another health service
they have used. This behaviour change has
resulted in significant cost savings to the
NHS. Our evaluation has found potential
annual savings of:
• £3.7m in saved GP visits - annually
• £2.3m in saved A&E visits - annually
• These savings alone represent a return on
investment of £6.40 for every £1 invested in
year three of the programme
Since 2017 (Phase 2) we have been piloting new
approaches to digital inclusion in health and this
article is my attempt to show what we did, what
worked and what didn’t. All of our work is open
and we hope that you might be able to take some
of our learnings to the next stage - then tell us
about it.

Islington - Young People
and their Mental Health
“An appointment with Child and Adolescent
Mental Health Services (CAMHS) costs a median
price of £240 (NHS Benchmarking). The average
waiting time in the borough from referral to seeing a
CAMHS specialist is 13 weeks and this is before it is
even known if CAMHS is the best support for that
young person. Currently, young people in need of
mental health support are very likely to come into
contact with the mental health system through a referral
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from another Universal Care Practitioner (UCP) teachers, social workers, youth workers etc. The
Islington Pathfinder assumed that most value could be
added by improving the ability of UCPs to route
young people to appropriate help.” (Dr L. Piercy
2018)
Improving UCP capacity chimes with
recommendations from the Department of Health
(2016) who suggest that “professionals need to be
trained to be able to work in a digital
environment with young people who are using
online channels to access help and support.”

What we did
We adopt a co-design methodology for all of
our projects which helps to understand the
context of the people we are designing with - the
write ups of our design sessions are published
here. During these design sessions we wanted to
find out young people’s needs when it comes to
mental health, where they go and what support
they require.

“The person who knows me doesn’t have the
knowledge and the person who has the
knowledge doesn’t know me” – a young person
describing their frustration with friends and
professionals regarding mental health support.
b) Support is needed when it is needed, not at
the specified times of the CAMHS service.
c) Structures are not willing to adapt to the
ways in which young people want to express
their needs.
And to compound this, we found that
Universal Care Practitioners often:
a) Are not trained/confident in digital
technologies and/or mental health
b) Refer to CAMHS or a GP more often than is
necessary as, perfectly reasonably, “it’s better to
be safe than sorry”- Youth worker from Islington
c) Don’t know what (digital) tools to trust
outside of the referral mechanisms they have in
place locally
These factors have helped put strain on a
creaking system, resulting in young people not
getting the support that they need. This
programme was not about blame. Every single
Universal Care Practitioner we spoke to wanted
what was best for young people. They knew that
the system was cumbersome but also knew that
barriers are there for a reason and that being
cautious of new technology was better than
“getting it wrong”.
We wanted to design a model that satisfied the
young people’s and UCP’s needs.

First model

Lower level mental health support frustrated
the young people that we met, because:
a) There is a perception that professionals
cannot understand the young person and their
life. There was a growing mistrust emerging:

We are led by insights. This meant we could
design a first model and test it. Our first model
consisted of:
1) A central resource for UCP’s to be able to
find out what was available:
Physically - a list of all of the organisations in
the area that provide support for young people
Digitally - a link to the NHS Apps library and
using their approved apps. These apps have had
a level of robustness tested and therefore health
professionals would be happy to use them
2) Some specific half-day training on using
digital technologies in the mental health space.
This was implemented so that young people could
at least have access to tools to help them during
the 13 week period between an initial CAMHS
referral and seeing a mental health professional.
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Over 140 young people tried some of the apps
on the apps library and we trained over 60 UCP’s
in considering digital applications to help support
young people.
‘Of the 65 UCPs who attending training from
December 2017 to February 2018, 62 reported that
they considered digital apps to be “potentially useful
tools to support young people’s emotional health and
wellbeing”. 50 reported that they were either ‘fairly’ or
‘very’ likely to “...suggest one or more of the apps...to
some of their young people”.’
This is a culture change programme. Since
February 2018, the training has been rolled out
across 5 London boroughs in the STP area.’
(Piercy, 2018)

What we found
The young people were happy to try apps
recommended by the UCP but they preferred
going into the marketplace and finding their
own, even going on a peer’s recommendation
over a UCP’s. This is important because it means
that conversations need to be changed between
UCP’s and young people when discussing digital
tools.
Instead of “try this app” there needs to be
recognition that the young person may find
something that is more to their taste. UCP’s need
to be willing to take these apps and see if they are
suitable (and then add to their list) or adopt a
“that’s great, maybe try this” approach.
When conversations changed, and digital
applications just became another part of the
toolkit that UCP’s have, the engagement
Going Forward - the final model adopted

increased. Those who see digital tools as
something different to the norm (or indeed the
processes that they already have) are the ones
who struggle. Seeing digital tools as a way to
help a young person get support, information or
coping mechanisms whenever they need it - day
or night- is the real opportunity in this area.

Continuing the principle of accessing
information when it’s needed
We found that when young people are referred
to CAMHS they receive a ‘Crisis Care Plan’. This
is, at best, a piece of paper and, at worst, dictated
to the young person. It is designed to be a series
of steps for when the young person is feeling
overwhelmed. This could include people to call,
exercises to do, and so on. The problem with
these plans was that at a point of crisis the young
person doesn’t have access to it, as it is in a
drawer at home or they’ve forgotten it.
We wanted to make that access to information
a little easier. The simple, first-stage solution was
to convert these crisis care plans to PDFs. They
could be downloaded onto a young person’s
phone and be with them whenever they needed
it. This product can be made better but the
premise remains the same. It’s no more
effort/time for the Mental Health Professional
and it’s there when a young person needs it.
Ultimately the project in Islington was the start
of a journey. It allowed the professionals in the
borough to find out what was possible and grow
their confidence in things they hadn’t used
before. It put the young people of Islington on a
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more level playing field when discussing the
support that they need and encouraged more
open dialogue with UCP’s and peers around the
subject.
Since the project ended, Islington CCG have
taken the learnings from the project and
commissioned a digital counselling service. This
means that support is there for the young people
when they need it. This also provides a diagnostic
facility for if a young person can/should be
referred to more specialist services.

“It’s really helped us that people involved in service
redesign have been aware of this project and are
now thinking about digital participation. We are
now very clear that there will be a digital offer at
the front door of our services. We think it is going to
fundamentally change the way in which mental
health services are accessed for young people in
Islington.” Commissioner, Islington CCG
There is still lots to do but this is a good start.
Please find the evaluation here and the How-to
guide here.
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Hyunmin Kim, Xinhua Yu, Erik Carlton, M. Paige Powell,
Cyril Chang, and SangNam Ahn
Preschoolers’ use of mental health services: An application
of the Behavioral Model for Vulnerable Populations

M

aintaining good mental health is crucial for
children’s development. It is particularly
important for young children because it can
affect their brain development and capacities for
learning and interacting with others (Center on
the Developing Child, 2013). Good mental health
helps children deal with problems properly and,
in turn, improve their quality of life (Perou et al.,
2013). However, prior research reported that one
out of seven young children (aged two to eight
years) has mental health problems, including
behavioral and developmental disorders (Perou
et al., 2013). The common diagnoses of mental
health disorders in young children include
Attention-deficit/hyperactivity disorder (ADHD)
(6.8%), behavioral or conduct problems (3.5%),
anxiety (3.0%), depression (2.1%), and autism
spectrum disorder (1.1%) (Bitsko et al., 2016).
Although prior studies have examined mental
health services utilization in school-age children,
there has been little attention to preschoolers,
typically defined as ages 3 to 5 years old. Mental
health services use in preschoolers is a critical
issue because early intervention can prevent
problems from becoming exacerbated and reduce
the
chance
of
being
exposed
to
sociopsychological risks (Reid et al., 2003). It is
reported that about 10% to 20% of preschoolers
who used mental health services in the primary
care setting were found to have considerable
behavioral problems (Rich & Eyberg, 2001).
Furthermore, Brown et al. (2012) investigated the
social and emotional screening scores among
children aged 3-4 years using an Ages and Stages
Questionnaire and supplemental questions
responded by parents, and found that about 24%
of the children showed a positive screening result

for social-emotional problems, but only 16% of
them were referred to behavioral health services
(i.e., developmental counselor, specialist, etc.).
Similarly, Kataoka et al. (2002) found that about
80% of the children who needed mental health
services did not receive care; particularly, the rate
of using mental health services among
preschoolers was the lowest.
To understand the mechanisms of mental
health services utilization and implement
effective prevention in preschoolers, we will
employ the most commonly used model, the
Behavioral Model for Vulnerable Populations
(Gelberg et al., 2000) (Figure 1), derived from
Andersen’s Behavioral Model of Health Service
Utilization (Andersen, 1995). In the Andersen
model, the use of health services is predicted by
predisposing factors including demographic
characteristics, enabling factors such as insurance
and income, and people’s need for care. The
Behavioral Model for Vulnerable Populations
extended the Andersen model by including the
“vulnerable” domain to understand the health
and health-seeking behavior of vulnerable
populations. This revised model is appropriate
for children as they must rely on their parents or
caregiver to be cared for (Tschann, 1996).
Vulnerability-related factors include family
conflicts, parents’ mental illness and low SES,
child maltreatment, and neglect and abuse
(Tschann et al., 1996; Wichstrøm et al., 2014; Leslie
et al., 2005; Vasileva & Petermann, 2016); all of
which may affect children’s mental health.
Guided by the Behavioral Model for
Vulnerable Populations, this study examined
which factors may affect preschoolers’ use of
mental health services and being diagnosed with
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a mental health disorder. The study hypotheses
were: (1) parental and vulnerability-related
factors play significant roles in the mental health
services use and likelihood of being diagnosed
with a mental health disorder among
preschoolers; and (2) there exists variation in
preschoolers’ use of mental health services and
the likelihood of being diagnosed with a mental
health disorder depending on their care status.

Methods
Data source and study sample
Data were drawn from the 2011-2012 National
Survey of Children’s Health (NSCH), a telephone
survey conducted by the National Center for
Health Statistics (NCHS) at the Centers for
Disease Control and Prevention (CDC) under the
direction and support of the federal Maternal and
Child Health Bureau. NCSH provides detailed
information regarding physical and mental
health, access to health care, and the social
environment among children. In particular, the
2011-2012 NSCH includes new information about
adverse family experiences.
The 2011-2012 NSCH was based on a complex
survey design with stratification by state and
sample type; that is, randomly sampled landline
telephone numbers were called to identify
households with children ages 0-17, added with
an independent random-digit-dial (RDD) sample
of cell-phone numbers (Data Resource Center,
2012). In total, parents of 95,677 children were
interviewed nationally, and among them, about
1,850 interviewed were collected per state
(NSCH, 2012). If there were more than one child
in a household, one child was randomly selected
for the interview.
The NSCH interview
completion rate was 54.1% for the landline
sample and 41.2% for the cell-phone sample
(DRC, 2012). The study sample size was 15,910
preschoolers, defined as children ages 3-5 years
old according to the definition from CDC (CDC,
2016).
Measures
The first outcome was ‘general MH service use,’
coded as a binary variable and based on the
question “During the past 12 months, has a child
received any treatment or counseling from a
mental health professional?” In NSCH, mental
health professionals include psychiatrists,
psychologists, psychiatric nurses, and clinical
social workers. The second outcome was ‘A

mental health disorder,’ coded as a binary variable
and based on the question, “Whether a doctor or
other health care provider ever told a child or the
child’s parent that he/she had Attention Deficit
Hyperactivity Disorder (ADHD), conduct
disorders, or depression, respectively.”
Predictors were selected based on the
Behavioral Model for Vulnerable Populations
(Figure 1).
Predisposing factors included
demographic variables such as sex, age, and race
or ethnicity. ‘Race’ was categorized into the three:
‘White, non-Hispanic,’ ‘Black, non-Hispanic,’ and
‘Other (Hispanic, Asian, and American
Indian/Alaskan
Native)’.
‘Frequency
of
attending a religious service’ was categorized
into ‘once per year,’ ‘once per month,’ ‘once per
week,’ and ‘daily’. Enabling factors included
health
insurance
status,
poverty
level,
community resources (i.e., a recreation center),
and parents’ or a caregiver’s employment status,
and parents’ or a caregiver’s educational level.
‘Poverty level of a household (x)’ was categorized
as ‘x<133%,’ ‘133%≤ x< 185%,’ ‘185%≤ x< 300%,’
and ‘x≥300%’ of the poverty level based on the
Department of Health and Human Services
(DHHS) guidelines. ‘Parents’ or a caregiver’s
employment’ indicated whether or not a child
lived with someone employed for at least 50
weeks out of the past 52 weeks. ‘Parents’
educational level’ was categorized into three:
‘less than high school,’ ‘high school graduate,’
and ‘more than high school.’ The Need factor was
parents’ concern about a child’s learning,
development, or a behavior’ as a binary variable.
Vulnerability-related factors included receipt of
public benefits (i.e., Supplemental Nutrition
Assistance Program), a mother’s mental health
illness (‘excellent/good,’ ‘good/fair,’ and ‘poor’),
parents’ or a caregiver’s substance use, living
with a divorced or separated parent, involved in
or experienced violence, and receiving care from
an unrelated person for at least 10 hours per
week, which generally refers to a daycare center,
preschool, Head-Start program, or nanny.

Data analysis
All analyses incorporated the NSCH survey
weights. All outcomes and factors were described
and comparisons were based t test for continuous
variables and Rao-Scott chi-squared tests for
categorical variables. No-reported answer
(missing values) was treated as a separate level to
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retain the sample size. Multivariable logistic
regression was used to examine the independent
effects of various factors associated with the use
of mental health services and being diagnosed
with a mental health disorder. Guided by the
theoretical model, the four sets of factors were
entered into the model sequentially, with Model
1 containing only predisposing factors, Model 2
adding enabling factors, Model 3 adding need
factors, and Model 4 adding vulnerability-related
factors. Furthermore, the effect of receiving care
from unrelated personnel was explored on the
association between care status and mental
health services use and a diagnosis of mental
health disorder. The interaction between these
two variables was entered into the multivariate
logistic models. To simplify the interpretation,
the odds ratios were reported from the logistic
models.

Results
Unweighted counts of preschoolers and
weighted percentages are presented in Table 1.
Half of the study preschoolers were boys and
each age accounted for about one-third of the
sample. There were 13.33% African American
preschoolers and 62.28% Caucasian preschoolers.
Most of them attended some religious services.
Among enabling factors, 31.15% of preschoolers
lived in a family with income at or below 133% of
the federal poverty level. 16.25% of their parents
or caregivers were unemployed, and 16.80% of
the parents or caregivers had less than high
school education. For a need factor, 10.99% of
parents were concerned about their child’s
behavior. Among vulnerability factors, 30.07% of
preschoolers
received
public
benefits
(Supplemental Nutrition Assistance Program).
Only 0.85% of preschoolers had mothers with
poor mental health, about 7.24% had parents
using alcohol or drugs, and 3.89% of preschoolers
were involved in or had experienced violence.
Over half (51.79%) of preschoolers received care
from an unrelated person (e.g., daycare teacher).
Finally, about 3.80% of preschoolers received
mental health services, and 3.33% had a
diagnosis of a mental health disorder, including
1.76% ADHD, 1.65% conduct disorders, 0.30%
depression, and 0.94% anxiety.
1.25% of
preschoolers had moderate or severe ADHD, and
1.09% of preschoolers had moderate or severe
conduct problems.

Table 2 shows the results from our four logistic
regressions for the use of mental health services.
Boys were more likely to receive mental health
services, and age remained significant in all four
models. No racial difference in mental health
services use was found among preschoolers.
Parents with more education (high school
graduate) were positively predictive for
preschoolers to receive mental health services
compared with those with less education (less
than high school) (OR: 1.76, [95%CI: 1.04-2.96]).
Parents’ concern about a child’s behavior was
significantly, positively associated with mental
health services use in preschoolers (OR: 9.43,
[95%CI: 6.62-13.44]). Preschoolers with mothers
with poorer mental health (i.e., good or fair) were
more likely to receive mental health services
compared with those with mothers with excellent
or very mental health (OR: 1.58, [95%CI: 1.092.29]). Parents using alcohol or drugs (OR: 2.68,
[95%CI: 1.66-4.33]), living with a divorced or
separated parent (OR: 1.66 [95%CI: 1.04-2.64]),
and violence involvement or experience (OR:
3.69, [95%CI: 2.01-6.74]) were positively
associated with mental health services use in
preschoolers. Preschoolers who received care
from unrelated persons (i.e., daycare teachers)
were more likely to receive mental health
services compared with those who did not
receive care from unrelated persons (OR: 1.47,
[95%CI: 1.04-2.09]).
Similar results were found for preschoolers
being diagnosed with a mental health disorder
(Table 3). For example, boys (OR: 2.10, [95%CI:
1.44-3.05]) and older ages (OR: 1.59, [95%CI: 1.212.08]) were more likely to be diagnosed with a
mental health disorder than girls and younger
ages. The other key predictors included parents’
education (more than high school) (OR: 1.96,
[95%CI: 1.09-3.52]), parent’s concern about a
child’s behavior (OR: 14.35, [95%CI: 9.67-21.29]),
and the vulnerability factors such as parents
using alcohol or drugs (OR: 2.23, [95%CI: 1.333.73]), or violence involvement or experience
(OR: 2.94, [95%CI: 1.39-6.19]).
To drill deeper into the understanding of
mental health services use in preschoolers, we
explored how receiving care from an unrelated
person including attending a daycare or a Head
Start program, interacts with other factors in
predicting preschoolers’ use of mental health
services. Our results showed that 4.43% of
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preschoolers who were cared for by unrelated
persons were seen by a mental health
professional, compared with only 3.13% of those
who were not cared for by unrelated persons
(p<0.05). In the interaction model exploring care
status and other key factors, those who received
public benefits and were cared for by unrelated
persons were 78% less likely to visit a mental
health professional than those who did not
receive public benefits and were cared for by
family members (p=0.007).

Discussion
To our knowledge, this study is the first to
examine which factors may affect preschoolers’
use of mental health services by applying the
Behavioral Model for Vulnerable Populations
based on a nationally representative sample.
Overall, a small percentage of preschoolers used
mental health services and was diagnosed with a
mental health disorder. Notably, parental factors
including parents’ education and concerns about
a child’s behavior, and most of the vulnerable
factors were associated with the use of mental
health services among preschoolers.
Our results demonstrate the importance of
family resources and parental influence on
mental health services use among preschoolers.
Amone-P'Olak et al. (2010) also examined the
relationship between the family socioeconomic
position (SEP) and specialty mental health
services use among children by controlling for
the severity of their mental health problems and
found that a higher maternal educational level
was positively associated with the likelihood of
using specialty mental health services among
children. Similarly, Wu et al. (2001) found that
maternal education level was positively
predictive for children and adolescents with
depression to receive antidepressants. However,
it was not related to whether they received help
from a health professional (e.g., psychiatrist,
psychologist, etc.) for their depressive symptoms
(Wu et al., 2001).
Parents’ concern about a child’s behavior was
significantly predictive for preschoolers to
receive mental health services and to be
diagnosed with a mental health disorder. This
finding may be explained by previous research
findings that the probability of receiving mental
health services among children with behavioral
problems depended on their parents’ recognition

on their problems and need for help (Wichstrøm
et al., 2014). Sayal & Taylor (2004) found that the
expression of parents’ concern about a child’s
mental problems during the consultation
positively influenced the sensitivity of general
practitioners’ recognition of the problem, which
caused them to take parental views into account.
However, only a few parents expressed concerns
about their child’s mental health problems (Sayal
et al., 2003). Thus, if parents are unaware of
mental health problems in their younger children
or assume those mental health problems are
temporary and normative, those children will not
receive proper mental health care that they need
(Finno-Velasquez et al., 2015; Owens et al., 2002;
Richardson, 2001). Parents’ negative expectation
or stigma associated with mental health services
would also be a barrier to a child’s mental health
services use (Richardson, 2001; Dempster et al.,
2015; McKay et al., 2001).
In this study, attending a religious service was
not related to mental health services use among
preschoolers. Previous research, however, found
a relationship between religiosity or spirituality
and mental health services utilization. Deb et al.
(2016) examined the relationship between
spirituality and mental health among university
students in India and found a strong, positive
association between them, pointing out the
importance of spirituality that could support the
better mental health of them. Lukachko et al.
(2015) explored the relationship between
religiosity and mental health services use among
African-American adults and found an inverse
association between them, indicating more
religious people were less likely to use mental
health services. This may be due to churches in
the U.S. also providing various community
services such as primary care, mental health
counseling, and health promotion (Blank et al.,
2002; Levin 1984). However, all previous studies
were conducted in adults, while the current
study focused on preschoolers. This may explain
the difference between our results and previous
findings.
Preschoolers cared for by unrelated persons
such as daycare teachers may have different
implications for mental health services use.
Daycare teachers may be more likely to identify
child mental health problems than parents, which
could lead to greater use of mental health
services in preschoolers. On the other hand, non-
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parental caregivers may neglect the symptoms
related to mental health problems due to culture,
stigma, or communication barriers. We found
that preschoolers cared for by unrelated persons
were more likely to receive mental health
services and more likely to be diagnosed with a
mental health disorder, suggesting the former
explanation. This finding is consistent with
previous literature in which children who were
in daycare centers were more likely to be
identified with mental health problems
(Wichstrøm et al., 2014). Furthermore, receiving
public benefits had an inverse interaction with
the care status in predicting mental health
services use, suggesting that poor preschoolers
may receive suboptimal care from unrelated
persons. This is of particular concern because
poor preschoolers were more likely to have
mental health problems (McLeod & Shanahan,
1993; Reiss, 2013).
It is an essential but a hard task to identify
young children with mental health problems and
to provide appropriate mental health care and
treatment on time. Despite the expansion of
Medicaid in most states and the continuation of
the Children’s Health Insurance Program (CHIP)
that have made significant contributions to
improving children’s health outcomes (Burns et
al., 1997; 2004), mental health services remain
difficult to access and treatment is often ended
prematurely (Hoagwood et al., 2001). Among
children who received outpatient mental health
treatment, approximately 40% to 60% of them
discontinued prior to completion of treatment
(Hoagwood et al., 2001). In particular, minority
children and those from low socioeconomic
status (SES) backgrounds were less likely to stay
in treatment beyond the first session and more
likely to discontinue treatment (Tuma, 1989;
Kazdin, 1993). Without timely diagnosis and
treatment, children with mental disorders may
not only struggle during their school years but
also suffer from developmental problems that
follow them into their adulthood (Kessler et al.,
2005).
This study is not without limitations. First,
although numerous predictors for mental health
services use in preschoolers were found, we may
not infer the causation of those associations.
Second, the measures of the severity of mental
health disorders were limited by parents’ or a
caregiver’s evaluation. Nevertheless, prior
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studies validated the parents’ or caregivers’
reports concerning children’s illnesses. Third,
there could be other factors (i.e., moderating
predictors) associated with mental health services
use among preschoolers that we did not examine.
One example would be social support including
relationships with family members and friends,
or parents’ receipt of social support. Fourth, we
did not address the barriers that inhibit a family
to seek mental health care. The percentage of
preschoolers with mental health problems in this
study appears too small. However, this is an
important topic that warrants further research.
Lastly, developmental conditions including
learning disability, and social interaction
conditions such as autism were not examined in
this study.
However, dealing with these
conditions requires different theoretical models
and involves different and more psychological
and health care providers. We will explore these
issues separately.
The study has some notable strengths. First,
the study subjects are preschoolers, a population
that were largely neglected in previous research.
Second, we systematically examined the factors
associated with mental health services use in
preschoolers with the Behavioral Model for
Vulnerable Populations framework (Figure 1).
This ensures a thorough understanding of the
mental health problems among children. Third,
we used a nationally representative sample, and
incorporated post-stratification survey weights in
the survey analyses, so that the study results can
be generalized to the US preschooler populations.
Finally,
we
explored
various
two-way
interactions such as being cared for by unrelated
persons including daycare teachers and receiving
public benefits. Evidence was scarce on these
issues.

Recommendations
Although parents’ concern about their
children’s mental health problem may help
health providers to detect them earlier, parents
may lack adequate knowledge of mental health
issues, or have negative expectations or stigma
associated with mental health services use.
Educational interventions for parents and
daycare teachers are needed because children
must depend on their parents or caregivers to
identify mental health problems and to receive
adequate care.
Furthermore, disparities in
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mental health services use among socially
disadvantaged children should be addressed.
More
comprehensive
evaluations
and
interventions should be provided to vulnerable
children with mental health care needs,
particularly those from families with violence
and substance use problems.
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Figure 1. Conceptual framework for factors influencing preschoolers’ use of mental health services and being diagnosed with a mental health disorder. Adapted based on the Behavioral Model for
Vulnerable Populations (Gelberg et al., 2000).

Predisposing factors
Age
Sex
Race or Ethnicity
Religion

Enabling factors
Health Insurance
Poverty level of a household
Community resources
Parents’ employment
Parents’ education

Need factor
Parents’ concern about a child’s
behavior

Vulnerability factors
Receipt of public benefits
Parents’ mental health status
Parents using substances
Living with a divorced/separated
parent
Violence involvement or
experience
Receipt of care from unrelated
persons (daycare teachers)

Utilization of

Diagnosis of any mental

Mental Health

health disorder

Services

Evaluated ADHD
Evaluated conduct disorder
Evaluated depression
Evaluated anxiety
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Table 1. Sample characteristics of preschoolers
in the 2011-2012 NSCH Survey a
Characteristic
Predisposing
Sex
male
female
Age
3 yr
4 yr
5 yr
Race
Black
White
Other
Attending a religious service
once per year
once per month
once per week
daily
not reported
Enabling
Currently being insured
yes
no
Poverty level of household
(x)
x < 133%
133% ≤ x< 185%
185% ≤x< 300%
x ≥ 300%
Presence of a recreation
center
yes
no
Parents' employment status
yes
no
not reported
Parents' educational level
less than
high school
high school graduate
more than high school
Need
Concerns about a child's
behavior
yes
no
Vulnerability
Received public benefits
yes
no
not reported
Mother's mental health
excellent/
very good
good/fair
poor

Preschooler (N=15,910)
UnStandard
weighted Weighted
Error
N
%
(SE)
8140
7770

50.93
49.06

0.88
0.88

5363
5300
5247

32.50
33.67
33.81

0.83
0.82
0.84

1637
10940
3333

13.33
62.28
24.38

0.59
0.87
0.81

1204
2433
7473
143
4657

6.83
15.96
49.02
0.88
27.28

0.40
0.70
0.88
0.12
0.76

15295
615

94.77
5.22

0.48
0.48

3796
1207
2731
6776

31.15
8.86
17.95
32.92

0.83
0.52
0.70
0.77

10719
4642

66.15
29.49

0.84
0.82

13573
1979
358

80.78
16.25
2.95

0.72
0.72
0.34

1955
4735
8275

16.80
28.93
46.07

0.73
0.78
0.87

1578
14332

10.99
89.00

0.56
0.56

3626
5114
7170

30.07
33.72
36.19

0.82
0.85
0.81

11191
3471
112

68.18
24.61
0.85

0.82
0.76
0.18

Characteristic
Predisposing
Parents using alcohol or
drugs
yes
no
Involved in or experienced
violence
yes
no

Preschooler (N=15,910)
UnStandard
weighted Weighted
Error
N
%
(SE)
1198
14425

7.24
90.75

0.45
0.49

595
15026

3.89
94.11

0.30
0.36

Living with divorced or
separated parent
yes
1946
13.78
no
13674
84.36
Received care from
unrelated person
yes
8727
51.79
no
7183
48.20
Outcomes
General MH Service Use
619
3.80
A mental health disorder
467
3.33
Evaluated ADHD
250
1.76
mild
71
0.51
moderate
115
0.72
severe
64
0.53
Evaluated conduct disorder
199
1.65
mild
59
0.56
moderate
98
0.79
severe
42
0.30
Evaluated depression
34
0.30
mild
0.15
moderate
0.08
severe
0.06
Evaluated anxiety
175
0.94
mild
80
0.45
moderate
73
0.40
severe
22
0.08
a. NSCH, National Survey of Children’s Health

0.63
0.65
0.88
0.88
0.30
0.29
0.20
0.11
0.11
0.11
0.21
0.13
0.14
0.08
0.09
0.06
0.02
0.06
0.05
0.13
0.08
0.02
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Table 2. Four progressively adjusted logistic regressions for examining preschoolers’ use of
general mental health services
General Mental Health Services Use
Model 1
Model 2
Model 3
Model 4
Variables
OR (95%CI)
OR (95%CI)
OR (95%CI)
OR (95%CI)
Predisposing
Boy (ref.: girl)
1.94 (1.39,2.69)***
1.93 (1.40 ,2.67)***
1.41 (0.99 ,2.00)*
1.62 (1.13 ,2.30)**
Age
1.84 (1.46,2.30)***
1.87 (1.49 ,2.36)***
1.84 (1.45 ,2.34)***
1.76 (1.38 ,2.25)***
White (ref.: Black)
1.01 (0.59,1.73)
1.21 (0.69 ,2.13)
1.27 (0.71 ,2.27)
1.42 (0.76 ,2.65)
Enabling
Currently being insured
(yes vs. no)
2.65 (0.90 ,7.76)*
4.17 (1.23 ,14.12)*
4.19 (1.46 ,12.05)**
Poverty level of
household (ref: <133%)
185% -300%
0.85 (0.54 ,1.34)
0.95 (0.58, 1.55)
0.93 (0.53 ,1.60)
Parents' employment
(yes vs. no)
0.67 (0.47 ,0.96)*
0.77 (0.52 ,1.14)
0.73 (0.49 ,1.08)
Parents' educational level
(ref: less than high school)

high school graduate
more than high school
Need
Concerns about a child's
behavior
Vulnerability
Received public benefits
Mother's mental health
(ref.: excellent/very good)
good/fair
poor
Parents using alcohol or
drugs
Living with a divorced or
separated parent
Violence involvement or
experience
Received care from
unrelated person

1.21 (0.73 ,2.00)
1.72 (1.05 ,2.83)*

1.47 (0.85 ,2.54)
2.08 (1.21 ,3.59)**

1.17 (0.68 ,2.02)
1.76 (1.04 ,2.96)*

11.07 (7.89 ,15.53)*** 9.43 (6.62 ,13.44)***
0.62 (0.39 ,0.99)*

1.58 (1.09 ,2.29)*
0.84 (0.21 ,3.29)
2.68 (1.66 ,4.33)***
1.66 (1.04 ,2.64)*
3.69 (2.01 ,6.74)***
1.47 (1.04 ,2.09)*
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Table 3. Four progressively adjusted logistic regressions for examining preschoolers’ being diagnosed with
a mental health disorder
A Mental Health Disorder
Model 1
Model 2
Model 3
Model 4
Variables
OR (95%CI)
OR (95%CI)
OR (95%CI)
OR (95%CI)
Predisposing
Boy (ref.: girl)
2.66 (1.86, 3.79)***
2.69 (1.89 ,3.83)***
1.81 (1.24 ,2.65)**
2.10 (1.44 ,3.05)***
Age
1.64 (1.28,2.11)***
1.67 (1.30 ,2.16)***
1.64 (1.26 ,2.14)**
1.59 (1.21 ,2.08)***
White (ref.: Black)
0.61 (0.37,1.01)§
0.79 (0.47 ,1.33)
0.82 (0.47 ,1.43)
0.96 (0.55 ,1.67)
Enabling
Currently being insured
(yes vs. no)
0.66 (0.30 ,1.41)*
1.09 (0.43 ,2.74)*
1.23 (0.57 ,2.67)**
Poverty level of
household (ref: <133%)
185% -300%
0.56 (0.31 ,1.01)*
0.64 (0.34, 1.19)
0.69 (0.36 ,1.31)
Parents' employment
(yes vs. no)
0.60 (0.41 ,0.89)*
0.72 (0.47 ,1.11)
0.69 (0.45 ,1.06)
Parents' educational level
(ref: less than high school)

high school graduate
more than high school
Need
Concerns about a child's
behavior
Vulnerability
Received public benefits
Mother's mental health
(ref.: excellent/very good)
good/fair
poor
Parents using alcohol or
drugs
Living with a divorced or
separated parent
Violence involvement or
experience
Received care from
unrelated person

Note. *** p<.001; **p<.01; *p≤.05
Note. *** p<.001; **p<.01; *p≤.05

1.69 (0.96 ,2.96)
1.63 (0.91 ,2.90)

2.43 (1.32 ,4.46)**
2.15 (1.15 ,4.01)*

2.10 (1.17 ,3.79)*
1.96 (1.09 ,3.52)*

17.16 (11.86 ,24.83)*** 14.35 (9.67 ,21.29)***
0.94 (0.60 ,1.47)

1.45 (0.96 ,2.18)
2.60 (0.80 ,8.38)
2.23 (1.33 ,3.73)**
1.14 (0.70 ,1.85)
2.94 (1.39 ,6.19)**
1.26 (0.86 ,1.83)

