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Preface to ”Mental Health Matters: From
Cross-Cultural Perspectives”

Awareness of mental health has been increasing rapidly worldwide in recent years, and even

more so since the outbreak of COVID-19. Depression is now regarded as one of the most debilitating

diseases, and wellbeing is incorporated into the United Nations’ Sustainable Development Goals. In

order for all of us to have a happy life, mental health cannot be ignored. As announced by the UK

government, our health cannot be achieved without good mental health. Likewise, in Asia, the word

‘health’ in Chinese and Japanese encompasses both a healthy body and a calm mind. The Japanese

government has implemented a work-style reform to protect employees’mental health. While these

movements suggest the importance of mental health worldwide, a universal definition of mental

health remains to be defined. This is partly attributed to a lack of understanding of mental health

from different cultures. How an individual regards mental health can differ significantly according

to their culture. Therefore, this Special Issue aims to address this problem by introducing alternative

views to mental health through discussion of cross-cultural psychiatric matters.

Yasuhiro Kotera and Elaina Taylor

Editors

xi





Citation: Kotera, Y.; Maybury, S.; Liu,

G.; Colman, R.; Lieu, J.; Dosedlová, J.

Mental Well-Being of Czech

University Students: Academic

Motivation, Self-Compassion, and

Self-Criticism. Healthcare 2022, 10,

2135. https://doi.org/10.3390/

healthcare10112135

Academic Editor: Alyx Taylor

Received: 17 September 2022

Accepted: 24 October 2022

Published: 27 October 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

healthcare

Article

Mental Well-Being of Czech University Students: Academic
Motivation, Self-Compassion, and Self-Criticism
Yasuhiro Kotera 1,* , Sarah Maybury 2, Gillian Liu 2, Rory Colman 2, Jenai Lieu 2 and Jaroslava Dosedlová 3

1 School of Health Sciences, University of Nottingham, Nottingham NG7 2HA, UK
2 College of Health, Psychology and Social Care, University of Derby, Derby DE22 1GB, UK
3 Department of Psychology, Masaryk University, 602 00 Brno, Czech Republic
* Correspondence: yasuhiro.kotera@nottingham.ac.uk

Abstract: University students in the Czech Republic suffer from a low level of mental well-being.
Research in other university student populations suggests that academic motivation, self-compassion,
and self-criticism are strongly related to mental well-being. Students who are motivated to study, are
kind toward themselves, and are less judgmental of themselves tend to have a high level of mental
well-being. These relationships had not been evaluated in Czech students. Accordingly, this cross-
sectional study aimed to evaluate the relationships between mental well-being, academic motivation
(intrinsic motivation, extrinsic motivation, and amotivation), self-compassion (self-reassurance) and
self-criticism (self-inadequacy and self-hate). Of 130 students approached, a convenience sampling
of 119 psychology students at a university in the Czech Republic completed a survey regarding
these constructs. Correlation, regression, and path analyses were conducted. Mental well-being
was positively associated with intrinsic motivation and self-compassion, and negatively associated
with amotivation and self-criticism. Self-compassion was identified as the strongest predictor of
mental well-being. Lastly, intrinsic motivation mediated the pathway from self-compassion to mental
well-being, but not the one from self-inadequacy to mental well-being, and the one from self-hate to
mental well-being. Our findings can help educators to identify effective means to protect students’
mental well-being. Cultivating students’ self-compassion may be helpful to protect their mental
well-being. University staff and educators in the Czech Republic need to consider ways to embed
self-compassion training into their students’ programmes or university life.

Keywords: Czech university students; self-compassion; intrinsic motivation; self-criticism; amotivation;
self-hate; self-inadequacy

1. Introduction
1.1. Poor Mental Well-Being of Czech Students

The promotion of mental well-being is at the forefront of many government agen-
das, due to the social, economic, and human burden that accompanies poor mental well-
being [1]. Although mental well-being is a global health concern, the approach toward and
experience of mental well-being, as well as the reception of mental health interventions,
differ between countries, due to unique historical and political considerations [2]. For
example, in ex-Soviet countries, the treatment of individuals with mental health problems
was highly stigmatised, discriminatory, and often abusive [3]. With the fall of the Soviet
Union, came a shift in the classification of mental health, from models established by
Soviet health institutions to Western psychiatric diagnostic categories [4]. Although this
shift brought a change in practices, the negative attitudes toward mental health persist,
jeopardising effective interventions, and leading to worsened mental health outcomes [5].
This lasting negative perception towards mental health has resulted in a treatment gap
and insufficient resources to aid those living with mental disorders [6]. Moreover, these
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attitudes have been internalised by those suffering from mental illness, who demonstrate
feelings of shame, resulting in additional barriers to treatment-seeking behaviours [7].

In the Czech Republic, mental health expenditure amounts to approximately 4% of
total health expenditure, resulting in insufficient provision of services and psychiatrists
with extremely unmanageable patient loads [8]. In a country where an estimated one
in five person suffers from an affective, anxiety, or alcohol- or substance-abuse disorder,
the absence of adequate care for these individuals often results in further deterioration
in already neglected members of society [6]. Rates of alcohol dependency in the Czech
Republic are almost double those in Central Europe, with the highest prevalence found
in individuals aged 18 to 29, the common age of undergraduate university students [9].
University students are at risk for further mental health problems, which reach their peak
in young adulthood, often exacerbated by the academic and social pressures associated
with the transition to university [10].

Additionally, the COVID-19 pandemic has presented additional stressors to Czech
university students. The way the Czech government disseminated information in the
initial stages of the pandemic led to mass psychological traumatisation of the general
population [11]. Combined, these factors highlight the need for attention and research into
ways to improve mental well-being for university students in the Czech Republic [12].

1.2. Academic Motivation and Mental Well-Being

One well-established avenue for this improvement has been through enhancing
academic motivation, as understood through the lens of the self-determination theory
(SDT) [13]. SDT proposes that all humans possess three primary needs: relatedness (feel-
ings of belonging and connection to others), autonomy (self-directed action to exercise
one’s will), and competence (the effective interaction with one’s surroundings to build
capabilities). If these needs are unmet, a person may feel their life lacks meaning, which
can result in depressive symptoms and suicidal feelings [14].

A fundamental aspect of SDT is motivation, which exists on a continuum and includes
intrinsic motivation, extrinsic motivation and amotivation. Intrinsic motivation encourages
individuals to seek opportunities to learn, explore and be challenged based on a task itself
being meaningful, and results in positive outcomes in university students when it comes to
stress, psychological health, and academic performance [15]. Extrinsic motivation is driven
by the need to meet an external demand or obtain rewards, and amotivation refers to the
absence of an intention to act [13], which are both associated with poorer academic and
mental well-being outcomes [16].

Although SDT claims universal applicability, most studies about motivation have
been performed in the United States and other Western, educated, industrialised, rich, and
democratic (WEIRD) nations [17]. Some argue that it employs an individualist conception
of people due to the focus on autonomy that is not relevant across cultures [18]. However
it is argued that SDT acknowledges autonomous interdependence, which aligns with more
collectivist-based value systems [19]. SDT has been shown to be an effective model to
investigate motivation across different societies, given that cultural nuances are considered
and applied to the population being studied [20,21].

Although SDT has demonstrated its suitability to study non-WEIRD cultures, there
remains a need to grow the body of research into the specificities of ex-Soviet states,
including the Czech Republic, as cultural differences are important to understanding
psychological outcomes [22]. Rather than a static set of shared practices that precedes
psychological phenomena, culture cultivates a person’s worldview, which is integrated into
their psyche and is fundamental to the understanding of processes such as motivation [23].

1.3. Self-Compassion and Self-Criticism

Studies across cultures provide a wealth of evidence that self-compassion and self-
criticism are also related to mental well-being. Comparative studies between a range
of countries have shown self-compassion to be a valid construct [24] benefiting diverse
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populations either measured as a trait [25] or following intervention to enhance self-
compassion [26]. Evidence of negative mental well-being implications from self-criticism
are comparably robust [27], with students at risk from its psychopathological effects [28].
To date, there is little information on the role of self-compassion and self-criticism in
students within the Czech Republic, indicating a requirement for research into how these
psychological factors contribute to their mental well-being.

Gilbert’s biopsychosocial theory conceptualises self-compassion and self-criticism as
originating in distinct organisations of motivation, emotion, and behaviour corresponding
to evolutionary social relating modes, referred to as social mentalities [29]. Self-compassion
is a caring social mentality, corresponding with neurophysiological systems promoting
rest and digest activities [30]. Self-criticism on the other hand is a competitive social
mentality, corresponding with threat-based monitoring and fight–flight neurophysiolog-
ical systems [29]. At times of stress or setback, individuals experience emotion and ex-
hibit behaviour related to how these systems are activated. Those able to behave self-
compassionately and with self-reassurance, are afforded protection from negative psy-
chological consequences, whereas self-critical individuals lack such protection and may
even exacerbate the negative consequences by self-attacking [31]. Self-criticism can take
the forms of self-inadequacy, a sense of personal inadequacy and disappointment with
self, and self-hate, a sense of self-disgust and self-hatred with intentions of self-harm [31].
Within non-Czech student populations, each of these forms of self-criticism are shown to
be associated with poorer mental well-being [31–35].

1.4. Intrinsic Motivation as Mediator for Self-Compassion to Mental Well-Being

Gilbert’s model regards motivation as determining the social mentality one adopts to
cope with challenges. For instance, functioning to protect from possible harm to social stand-
ing, the self-critical process is motivated by underlying fears of social disconnection and
shame [29]. Self-criticism has been shown to be associated with extrinsic motivation [36–38],
hindering academic goal progress [39]. Driven by perceived threat, self-criticism stimulates
defensive and defeatist behaviours with corresponding negative effects [40] which can
manifest in amotivation. A self-reassuring process on the other hand is motivated by caring
for self, rather than social comparison, fostering a sense of self-efficacy and courage [30,41].

Based on attachment research findings, self-reassurance is heorized to develop through
experiences of a secure and reassuring environment. Indeed, students with secure attach-
ment styles have been found most able to self-reassure [42]. Leak and Cooney found intrin-
sic motivation to mediate between a secure attachment style and psychological well-being
when investigating adult student romantic relationships [43]. What is not yet established,
however, is how self-reassurance and intrinsic motivation interact to influence mental well-
being. As findings in university students of different cultures indicate self-compassion to
have positive association with intrinsic motivation [44–48], it is hypothesised in this study
that intrinsic motivation may mediate the relationship between self-compassion and mental
well-being in Czech students. Because interventions to increase self-compassion in students
have provided evidence of enduring mental well-being effects up to six months following
intervention [49], self-compassion has promise as an ability that can be developed for
Czech students. By ascertaining the relationships between self-compassion, self-criticism,
motivation, and mental well-being, recommendations can be made on the most appropriate
means to improve Czech students’ mental well-being.

1.5. Study Aims

This study aimed to understand the mental well-being of Czech university students.
Therefore, the objectives were (1) to evaluate the relationship among mental well-being,
academic motivation (intrinsic motivation, extrinsic motivation, and amotivation), self-
compassion, and self-criticism; (2) to identify predictors of mental well-being; and (3) assess
whether intrinsic motivation mediates the pathway from self-compassion/self-criticism to
mental well-being.

3
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2. Materials and Methods
2.1. Participants

Opportunity sampling was used to recruit 130 undergraduate students in psychol-
ogy at a Czech university in Brno, of which 119 completed the measures. The students
were Czech (n = 98) and Slovakian (n = 21), had an age range between 19 and 44 years
(M = 21.87, SD = 3.32), and consisted of 93 females and 20 males. This sample reflects the
demographic of the general population of psychology students in the Czech Republic [50].
Students were recruited through announcements given by programme tutors. Overall,
the number of participants reached the required sample size of 115 according to statistical
power calculations (84: two tails, pH1 (r) = 0.30 medium [51], α = 0.05, Power = 0.80,
pH0 = 0 [52]). Participants provided consent to their engagement in the study.

2.2. Materials

The study evaluated the relationship between mental well-being, academic motiva-
tion (intrinsic motivation, extrinsic motivation and amotivation), self-compassion (self-
reassurance), and self-criticism (self-inadequacy and self-hate) through a survey regarding
these constructs.

The Self-Criticising/Attacking and Self-Reassuring Scale (FSCSR) was used to assess
self-criticism and self-reassurance in participants, by looking at how they think of them-
selves in adverse circumstances [31]. The FSCSR consists of 22 items scored on a five-point
Likert scale (0 = “Not at all like me” to 4 = “Extremely like me”). The scale that contains
three dimensions: two forms of self-criticism (self-inadequacy and self-hate) and one form
of self-reassurance. Self-inadequacy refers to a belief of personal deficiency (e.g., “I am
easily disappointed in myself”), self-hate refers to a desire to punish the self (e.g., “I have a
sense of disgust toward myself”), and self-reassurance refers to the ability to soothe oneself
when things go wrong (e.g., “I am able to remind myself of positive things about myself”).
The FSCSR subscales are known for their reliability (α= 0.90 for self-inadequacy, α = 0.86
for self-hate, and α = 0.86 for self-reassurance) and validity (|r| = 0.45–0.77) [31].

The Academic Motivation Scale (AMS) [53] measures three variations of motivation
that are categorised into seven subtypes: (i) amotivation, (ii) extrinsic motivation, and
(iii) intrinsic motivation. Amotivation refers to the lack of self-determination (e.g., “I
can’t understand what I am doing in school”), extrinsic motivation refers to external and
identified factors (e.g., “Because I want to have ‘the good life’ later on), and intrinsic
motivation is the sense of knowing or accomplishment from the action (e.g., “Because I
experience pleasure and satisfaction while learning new things”). The scale consists of
28 items on a seven-point Likert scale (1 = “Does not correspond at all” to 7 = “Corre-
sponds exactly”). The AMS is demonstrated to have adequate to high internal consistency
(α = 0.62–0.91) [53].

The Short Warwick–Edinburgh Mental Well-Being Scale (SWEMWBS) [54] evaluated
mental well-being by using the shortened version of the original 14-item scale to the seven-
item scale [55]. The SWEMWBS is measured on a five-point Likert scale (1 = “None of the
time” to 5 = “All of the time”). The scale has been demonstrated to be mostly free of item
bias [54] and is considered well-established to appraise mental well-being [56]. Participants
completed the survey based on their experiences within the past two weeks regarding
hedonic and eudaimonic well-being (e.g., “I’ve been dealing with problems well”). The
SWEMWBS is regarded to have high internal consistency (α = 0.85) [54].

2.3. Analysis

A cross-sectional design was used to conduct correlation, regression, and path analyses
in the study. The data was screened for outliers and the assumptions of parametric tests.
Afterward, correlations between mental well-being, academic motivation, self-compassion,
and self-criticism were evaluated by using IBM SPSS version 27. Lastly, path analyses were
conducted to analyse how self-criticism and self-reassurance may mediate in the relation-
ship between mental well-being and academic motivation by using the Process Macro 3 for
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SPSS [57] with 5000 bootstrapping re-samples and bias-corrected 95% confidence intervals
(CIs) for indirect effects were applied.

2.4. Ethics

The research ethics were approved by the researcher, JD’s university research ethics
committee. Participants provided their consent and were informed of their rights including
their right to withdraw from the study.

3. Results

Descriptive statistics of all variables are presented in Table 1. High internal consistency
was demonstrated for all variables (α = 0.73–0.90).

Table 1. Descriptive statistics.

M SD α

Gender 93 females, 20 males, 6 unanswered

Age 21.87 3.32

Mental well-being 25.21 3.80 0.73

Intrinsic motivation 4.55 1.10 0.90

Extrinsic motivation 4.97 1.02 0.83

Amotivation 1.52 0.88 0.80

Self-reassurance 20.35 6.08 0.85

Self-inadequacy 17.35 8.12 0.88

Self-hate 3.92 4.20 0.82

3.1. Correlation (Objective 1)

Pearson’s correlation was performed to evaluate the relationship between mental well-
being, academic motivation (intrinsic motivation, extrinsic motivation, and amotivation),
self-reassurance, and self-criticism (self-inadequacy and self-hate) (Table 2). Point biserial
correlations were calculated for gender (0 = female, 1 = male).

Table 2. Correlations among mental well-being, academic motivation, self-compassion, and
self-criticism.

1 2 3 4 5 6 7 8 9

1 Gender (0 = F, 1 = M) -

2 Age 0.25 ** -

3 Mental Well-being 0.05 0.13 -

4 Intrinsic motivation 0.12 −0.09 0.33 ** -

5 Extrinsic motivation −0.27 ** −0.11 −0.01 0.18 -

6 Amotivation 0.05 −0.03 −0.41 ** −0.17 0.03 -

7 Self-reassurance 0.03 −0.06 0.61 ** 0.21 * −0.03 −0.33 ** -

8 Self-inadequacy −0.10 −0.10 −0.52 ** −0.06 0.22 * 0.49 ** −0.63 ** -
9 Self-hate −0.02 −0.01 −0.37 ** −0.14 0.05 0.51 ** −0.60 ** 0.73 ** -

* p < 0.05, ** p < 0.01.

Mental well-being was positively associated with intrinsic motivation and
self-reassurance, and negatively associated with amotivation, self-inadequacy and self-hate.
None of the three motivation types were interrelated. Self-reassurance was positively associ-
ated with intrinsic motivation and negatively associated with amotivation, self-inadequacy,
and self-hate. Self-inadequacy and self-hate were positively related to each other.
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3.2. Regression (Objective 2)

Multiple regression analyses were conducted to identify predictors of mental well-
being (outcome variable). Significant correlates with mental well-being, namely intrinsic
motivation, amotivation, self-reassurance, self-inadequacy, and self-hate were entered as a
predictor variable. The adjusted coefficient of determination (Adj. R2) was calculated to
determine the degree of variance in the population (Table 3). Multicollinearity was not a
concern (variance inflation factors < 10).

Table 3. Multiple regression analyses for mental well-being.

B SEB β 95% CI (Low, Up)

Intrinsic motivation 0.76 0.24 0.22 ** 0.27 1.23

Amotivation −0.91 0.34 −0.21 ** −1.60 −0.23

Self-reassurance 0.29 0.06 0.46 *** 0.18 0.40

Self-inadequate −0.15 0.05 −0.32 ** −0.25 −0.05

Self-hate −0.26 0.09 −0.28 ** −0.07 −0.44

Adj. R2 48%
Outcome variable: Mental well-being. B = unstandardised coefficients; SEB = standard error of the coefficient;
β = standardised coefficients. ** p < 0.01; *** p < 0.001.

These five predictor variables were all significant, and predicted 48% of the variance
in mental well-being altogether, indicating a large effect size [51]. Self-reassurance had the
greatest impact on mental well-being (β = 0.46).

3.3. Mediation (Objective 3)

Three models of path analyses were conducted to assess whether intrinsic motivation
would mediate the pathways from self-compassion/self-criticism to mental well-being.
Model 4 in the process macro (parallel mediation model) [57] was used. Mental well-
being was entered as an outcome variable, intrinsic motivation as a mediator variable, and
self-reassurance, self-inadequacy, and self-hate as a predictor variable.

First, intrinsic motivation partially mediated the pathway from self-reassurance to
mental well-being (Figure 1a). All pathways including the direct effect from self-reassurance
to mental well-being, and total effect that includes the impact of intrinsic motivation, were
significant (* p < 0.05; ** p < 0.01; *** p < 0.001). When self-reassurance increases mental
well-being, it also impacts intrinsic motivation, which in turn improves mental well-being.

Second, intrinsic motivation did not mediate the pathway from self-inadequacy to
mental well-being (Figure 1b). Although the direct effect from self-inadequacy to well-
being, the total effect that includes the impact of intrinsic motivation on mental well-being,
and intrinsic motivation’s effect on mental well-being were significant, a pathway from
self-inadequacy to intrinsic motivation was not significant.

Lastly, intrinsic motivation did not mediate the pathway from self-hate to mental
well-being either (Figure 1c). Although the direct effect of self-hate on well-being, the total
effect that includes the impact of intrinsic motivation on mental well-being, and intrinsic
motivation’s effect on mental well-being were significant, a pathway from self-hate to
intrinsic motivation was not significant.
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(c) self-hate to mental wellbeing pathway.
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4. Discussion

This study evaluated the relationship between mental well-being, academic motiva-
tion, self-compassion (self-reassurance) and self-criticism (self-inadequacy and self-hate) in
university students in the Czech Republic. Mental well-being was positively associated
with intrinsic motivation and self-compassion, and negatively associated with amotivation
and self-criticism. Self-compassion was identified as the strongest predictor of all of men-
tal well-being. Lastly, intrinsic motivation mediated the pathway from self-compassion
to mental well-being but did not mediate the pathways from self-criticism to mental
well-being.

Consistent with previous research conducted in other cultures, intrinsic motivation and
self-compassion were associated with mental well-being [15,44]. The significant correlation
of mental well-being with intrinsic motivation and self-compassion in this study showed
these may be universal regardless of culture differences. The positive association of mental
well-being and intrinsic motivation in Czech students supports SDT as an explanatory
theoretical model. Extending previous findings in Asia and Africa [46,58], the present study
showed the applicability of SDT to non-WEIRD cultures that are located in Europe.

Self-compassion was also a strong predictor of mental well-being in the Czech stu-
dents. This is consistent with previous findings from different populations [49,59,60].
Self-compassion interventions have been put into practice, and achieved desirable out-
comes, such as increases in self-compassion, optimism, self-efficacy, and happiness and
decreases in depression, anxiety, and stress [61–64]. Because of these outcomes, imple-
menting self-compassion training appears to be a useful approach for better self-care and
mental well-being [65,66]. Supporting self-compassion may be a less stigmatised approach
for better mental well-being, instead of focusing on reduction of mental distress [67,68].
Because there is a negative perception toward people with mental health problems in
Czech higher education [5], this significant relationship between self-compassion and men-
tal well-being may help identify an effective means to support the mental well-being of
Czech students.

Lastly, intrinsic motivation mediated the pathway from self-compassion to mental
well-being, but did not mediate the pathways from self-criticism to mental well-being.
When self-compassion impacts positively on mental well-being, there is an indirect posi-
tive impact of intrinsic motivation on mental well-being too. Associations between self-
compassion and intrinsic motivation may play an important role in this pathway [69,70].
To be intrinsically motivated and highly autonomous, one needs to feel safe and con-
tent (i.e., self-compassionate) [71]. This mediation model suggests that by cultivating
self-compassion, not only the Czech students’ mental well-being, but also their intrinsic
motivation can be enhanced. In other words, educators in the Czech universities can teach
students to be kind and understanding toward themselves for mental well-being purposes,
which can also help students to be more autonomous. The self-compassion training can be
embedded in the curriculum. Alternatively, for students who feel it challenging to practice
self-compassion exercises such as meditation and imageries [72,73], forest bathing may be
recommended to support self-compassion [74,75].

Intrinsic motivation, however, did not mediate the self-criticism to mental well-being
pathways. When self-criticism damages mental well-being, it does not impact intrinsic mo-
tivation positively nor negatively. This highlights the non-significant association between
self-criticism and intrinsic motivation [76]. Furthermore, Powers et al. found no association
between self-criticism and intrinsic motivation, suggesting that self-criticism and autonomy
may independently contribute to mental well-being [39]. This may highlight the fact that
self-criticism needs to be mitigated independent from motivation in order to protect mental
well-being [77]. As noted earlier, self-compassion training may be helpful as it can reduce
self-criticism [78].

Several limitations should be noted. First, the generalisability of our findings might
have been compromised, as our recruitment was through opportunity sampling at one
university. Furthermore, although the sample satisfied the required size, a larger sample
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could have enhanced the generalisability of the findings. Secondly, the two scales used in
this study were rather long (FSCSR 22 items and AMS 28 items). Shorter versions [79,80]
could have been used to reduce the workload of the students. Lastly, the causal directions of
these relationships were not evaluated. Longitudinal data would help inform the causality,
which may help develop more effective approaches.

5. Conclusions

This study evaluated the relationships among mental well-being, academic motivation,
self-compassion, and self-criticism in university students in the Czech Republic. Consistent
with findings from other student populations, strong relationships among mental well-
being, self-compassion, and intrinsic motivation were identified in the Czech students.
Cultivating self-compassion may enhance mental well-being as well as intrinsic motivation.
Our findings can help educators to develop effective approaches to support the mental
well-being among Czech university students.
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Abstract: The number of Indonesian students in higher education has been increasing rapidly.
However, many Indonesian university students report experiencing mental distress. Research
on student wellbeing found that self-compassion (i.e., being kind towards oneself in challenging
times) and academic engagement (i.e., a commitment and purposeful effort toward study) are
essential to students’ mental wellbeing. With the present study, we aimed to assess the mental
wellbeing of Indonesian students. A convenience sample of 156 Indonesian students completed
self-report measures on mental wellbeing, self-compassion and academic engagement (consisting of
vigour, dedication and absorption). To contextualise their mental wellbeing, data from Indonesian
students were compared with those from 145 UK students using Welch t-tests. Correlation, regression
and mediation analyses were then performed to examine the relationships among these variables.
Indonesian students had higher levels of self-compassion and absorption and a lower level of
dedication than UK students. Self-compassion and academic engagement explained 36% of variance
in mental wellbeing. Self-compassion and vigour were identified as significant predictors of mental
wellbeing, whereas self-compassion was the strongest predictor. Lastly, vigour did not mediate the
pathway from self-compassion to mental wellbeing. Interventions to support self-compassion and
academic engagement, especially vigour, in Indonesian students are recommended to support their
mental wellbeing.

Keywords: Indonesian students; mental wellbeing; self-compassion; academic engagement;
vigour; dedication

1. Introduction
1.1. Rapid Growth of Indonesian Higher Education

Indonesia is the fourth most populated country in the world, with a population of
approximately 276 million people [1]. Indonesia is viewed as having a promising economic
future and is predicted to become the world’s fourth largest economy by 2050 [2]. This rapid
economic growth is positive; however, there are still socioeconomic problems within the
country, with 27 million Indonesian people (more than 10% of the population) living on less
than USD 0.75 a day [3]. Research has suggested that to allow Indonesia to experience full
economic potential, the government needs to invest in key sectors, including education [4].

The Indonesian government has started to change their education policies to support
its growing economy [5]. As a result, the number of Indonesian people attending university
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has grown rapidly. Decentralisation and increased government funding have supported
a growth of 10 million Indonesian students since 2002 [6]. In 2016, 1.47 million students
entered higher education (HE), almost doubling to 2.99 million by 2020 [7]. Additionally,
the HE academic publication output has increased tenfold since 1996, with a 15% average
annual growth (from 538 in 1996 to 5499 in 2014) [8]. The relationship between decentrali-
sation and education development continues to be mutually reinforcing [9]. Investments in
HE by the Indonesian government will ultimately contribute to increased work productivity,
increased income and wealth and overall wellbeing in the general population [10].

1.2. Compromised Mental Wellbeing in Indonesian Students

Alongside a rapid increase in the number of students and scholarly output in Indone-
sian HE [11], the number of students claiming poor mental wellbeing has also increased.
Consistent with findings in other countries [12–14], the mental wellbeing of Indonesian
university students is compromised [15]. About a third to a half (37–53%) of undergraduate
students in Indonesia reported high-stress symptoms [16], 25% experienced depression and
51% experienced anxiety [17]. In addition, high levels of loneliness have been reported [18].
Whereas the serious nature of depleted mental wellbeing among Indonesian university
students has been clearly reported [15,17,19], information about the high financial cost of
treatment, as well as the stigma surrounding mental health, support and treatment, is not
readily available [20]. A lack of university mental health services and underutilisation of
existing services is also common in non-Western countries [21], including Indonesia [22].
Overall, improved understanding of student mental wellbeing is needed in Indonesian HE.

1.3. Self-Compassion

Self-compassion is associated with improved mental wellbeing [23]. It has been found
to help students actualise adaptive achievement goals by allowing them to embrace their
shortcomings and prioritise productive learning strategies [24]. Self-compassion is rooted
in Buddhist teachings, which include a willingness to face and alleviate suffering [23]. Self-
compassion has three elements that affect one’s wellbeing: treating oneself kindly during
times of difficulty, recognising hardship and failure as a common human experience and us-
ing mindfulness to maintain a balanced awareness of painful thoughts and feelings [25,26].
Self-compassion acts as a mediator between positive psychological constructs and well-
being [27] by enhancing resilience through the understanding and acceptance of one’s
inadequacies [28]. A systematic review demonstrated that self-compassion is connected
to a decrease in stress and depressive symptoms [29], as well as an increase in happiness
and life satisfaction [30]. Self-compassion helps regulate emotions through the reduction
of self-criticism, rumination and avoidance of painful experiences [25] and reduces the
negative effects of stress on wellbeing [31–33]. Self-compassion is therefore important for
mental wellbeing.

1.4. Academic Engagement

Academic engagement is associated with healthy mental wellbeing in higher educa-
tion [34]. It refers to the commitment and purposeful effort by students in regard to their
learning and other scholastic activities, which is measured by its components of vigour,
dedication and absorption [35,36]. Vigour is defined as the willingness to persevere through
difficulties represented as energy and mental agility; dedication is defined as investment in
one’s work, resulting in inspiration and enthusiasm; and absorption is defined as the sense
of immersion in one’s work [37]. These components of engagement can positively impact
students’ cognitive appraisals of their academic experience through resource building
and implementation [36], thus influencing their probability of increased motivation and
academic performance [38]. Academic engagement in postsecondary education has been
considered a determining factor for students’ achievement and personal development [39].
A longitudinal survey of undergraduate students based in the UK showed that engagement
and wellbeing were positively related, also suggesting a feedback loop of increased engage-
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ment, increased academic performance and increased wellbeing, leading again to increased
engagement [40]. Overall, engagement leads to increased satisfaction in postsecondary
learning, leading to improved wellbeing.

1.5. The Effect of Academic Engagement on Self-Compassion and Mental Wellbeing

Academic engagement and self-compassion are both positively associated with mental
wellbeing [32,40] and share similarities despite little empirical evidence comparing the
two. Research revealed that students who are passionate and engaged in their academic
studies and who exhibit resilience toward challenges and compassion toward themselves
have a high level of wellbeing [41]. Self-compassion is associated with student engagement
and the ability to adapt achievement goals, which allows students to confront failure
and adopt healthy and productive learning ethics [24]. Academic engagement and self-
compassion both facilitate mental wellbeing through association with increased resilience
and personal development [24,39,42]. Students who practice self-compassion and who are
academically engaged are more resourceful when managing their goals and motivation [36],
which promotes a positive effect on their wellbeing. This suggests that engagement and
self-compassion share similarities in terms of facilitating positive mental wellbeing by
enhancing students’ ability to navigate difficult circumstance through positive cognitive
appraisal [36]. Therefore, in the present study, we evaluate whether academic engagement
could mediate the pathway from self-compassion to positive mental wellbeing.

1.6. Comparison with UK Students

In this study, the mean scores of mental wellbeing among Indonesian students were
compared with those of UK students in order to (a) contextualise mental wellbeing in
Indonesian students and (b) discuss how cultures may influence mental wellbeing. When
comparing cross-cultural differences between postsecondary students in the UK and East-
ern countries, such as Indonesia, the UK scored significantly high in individualism [43], rela-
tively high in masculinity [43] and low for power distance in the school system [44]. Regard-
ing Hofstede’s cultural dimensions theory [43], the cultural dimension of individualism–
collectivism involves societal orientations, masculinity–femininity identifies societal views
and power distance explores unequal distributions of power between individuals. Here-
after, we will use the words ‘success-driven’ and ‘quality-oriented’ instead of ‘masculine’
and ‘feminine’ for accuracy and clarity [45]. UK culture is highly individualistic, and it
emphasises personal achievement and independence [43], compared to collectivist cultures
that emphasise group achievement and interdependence [46]. UK culture scored relatively
high for the dimension of success-drive, indicating the society’s tendency to prioritise
accomplishment and achievement over caring for others and maintaining a high quality of
life [43]. Lastly, UK culture scored low in power distance, suggesting that there is a value
in equal treatment among individuals [43]. Low power distance in the school system is
demonstrated through learner-centred environments with increased interaction between
students and teachers, compared to the high levels of power distance common in Eastern
culture school systems [44]. By comparing the mental wellbeing levels between these
culturally contrasting groups, we aimed to inform how cultures may explain the level of
difference in mental wellbeing. Culturally aware approaches to wellbeing are needed in
modern higher education [47].

1.7. Study Aims

The aim of this study was to evaluate the mental wellbeing of Indonesian students,
along with self-compassion and academic engagement, namely vigour, dedication and
absorption. First, the levels of these five constructs (mental wellbeing, self-compassion,
vigour, dedication and absorption) were assessed by comparing them with UK university
students (Aim 1). Second, the extent of variance in mental wellbeing could be predicted by
self-compassion, vigour, dedication and absorption, and significant predictors of mental
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wellbeing were identified (Aim 2). Lastly, we examined how engagement mediates the
pathway from self-compassion to mental wellbeing (Aim 3).

2. Materials and Methods
2.1. Participants

Students >18 years studying a caring profession subject (counselling and education)
full-time at a university in Indonesia were eligible for this study. Caring profession subjects
relate to occupations in which humans take care of other humans [48], including the allied
health professions, counselling and education [49]. All study materials were provided as
hard copies, prepared in English and disseminated by an independent tutor to 162 students
(October–December 2021), meaning the study had a 96% (n = 156) response rate. The
majority of respondents were female (n = 128), with 25 males and 3 students who did
not disclose their gender. Participants ranged in age from 18 to 22 years (19.07 ± 0.98).
Five students were postgraduate students. Our sample was similar in age to the general
Indonesian student population, but was more female-dominated (age: 20 years old, 49%
female [50]). The study received ethical approval from the co-author, R.R.’s, university
(State Islamic University of Sultan Syarif Kasim Riau: Ref KE/KEP-FPP/01/05/2022) and
involved no deception or financial incentives.

Students were provided with supporting information about mental health during the
study. Data were compared with data obtained in a study involving students studying
a caring profession subject in a UK university (n = 145; entire sample), using the same
participation criteria; the original studies were published previously [41,51] (University of
Derby: Ref 011017YK). As with the Indonesian sample, a paper survey was disseminated
by an independent tutor. No participation incentive was offered. Data were collected
between April and May 2018. In this UK study, the majority of students were also female
(n = 130), with 15 male students. They had a wider age range of 17–52 years (26.80 ± 8.64),
with 133 undergraduates and 12 postgraduates. The respondent age range in the UK study
reflects the wider trend that caring professions attract both young and mature students [52].
The younger age range of the Indonesian respondents reflects the wider student population
of the country. The predominance of female participants in both study samples is consistent
with the global trend within health and social care, which consists of a largely female
workforce [53]. Table 1 summarises the demographic information of both samples.

Table 1. Demographic data for 156 Indonesian students and 144 UK students.

Indonesian Students UK Students

Age Years Years

Mean 19.07 26.8

SD 0.98 8.64

Range 18–22 17–52

Gender n % n %

Female 128 82.05% 130 89.66%

Male 25 16.03% 15 10.34%

Unknown 3 1.92% 0 0.00%

Level of Study N % N %

Undergraduate 151 96.79% 133 91.72%

Postgraduate 5 3.21% 12 8.28%
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2.2. Materials

The materials consisted of three validated scales to measure students’ mental well-
being, self-compassion and engagement in academia. The original English version of all
three scales had not been previously used in Indonesian samples. Mental welling was mea-
sured using the established seven-item Short Warwick–Edinburgh Mental Wellbeing Scale
(SWEMWBS; [54]). This scale was selected for its holistic evaluation of mental wellbeing
and high internal consistency [55]. Respondents were asked to make both hedonic and
eudemonic reflections on the past two weeks on a five-point Likert scale (e.g., ‘I’ve been
dealing with problems well’; 1 = ‘None of the time’ to 5 = ‘All of the time’). The internal
consistency of the SWEMWBS is high (α = 0.85; [56]).

Self-compassion was measured using the 12-item Self-Compassion Scale–Short Form
because of its high internal consistency (SCS-SF; [57]). Scale items are measured on a
five-point Likert scale and include questions such as, ‘I try to be understanding and
patient towards those aspects of my personality I don’t like’ and measures whether, in
difficult situations, a respondent is consistently kind to themselves (0 = ‘Almost never’ to
5 = ‘Almost always’). SCS-SF demonstrates high internal consistency (α = 0.86 [57]).

Engagement was measured to consider how confident and active students are in
their academic workload, using the 17-item Utrecht Work Engagement Scale (UWES-S) be-
cause the scale (global score) and subscales demonstrate a good-to-high internal consistency
(α = 0.63–0.81; [58]). The scale consists of three subscales—vigour, dedication and
absorption—and each item is measured on a seven-point Likert scale. Vigour relates
to the student’s mental capacity, which leads to substantial effort in academia, for example,
‘I am very resilient, mentally, as far as my studies are concerned’. Dedication relates to
the student’s commitment to academia, for example, ‘My study inspires me’. Absorption
relates to the student’s immersion in academia, for example, ‘When I am studying, I forget
everything else around me’ [37].

2.3. Analysis

Data were screened and tested for assumptions and outliers with parametric tests, cor-
relations and a multiple regression model using SPSS (v25) and Process Macro version 3 [59].
An additional path analysis was performed in order to identify whether an engagement
component could mediate the pathway from self-compassion to mental wellbeing.

2.4. Results
2.4.1. Levels of Mental Wellbeing, Self-Compassion and Academic Engagement (Aim 1)

An independent-samples t-test was conducted to compare the levels of mental wellbe-
ing, self-compassion and academic engagement—namely, vigour, dedication and
absorption—between Indonesian and UK students (Table 2). According to Levene’s test for
equality of variances, the assumption of homogeneity of variances was not maintained for
self-compassion (p < 0.001) and absorption (p < 0.001); thus, Welch t-tests were used.

Indonesian students had higher levels of self-compassion (mean difference, −0.45;
CI 95% [−0.59, −0.32], t(261.07) = −6.55, p < 0.001, d = −0.77) and absorption (mean
difference, −0.66, CI 95% [−0.92, −0.39], t(293.19) = −4.81, p < 0.001, d = 0.93) and a lower
level of dedication (mean difference, 0.88, CI 95% [0.67, 1.10], t(293.19) = 8.06, p < 0.001,
d = −0.56) than UK students. There were no significant differences in mental wellbeing
(p = 0.17) and vigour (p = 0.28).
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Table 2. Comparing the levels of mental wellbeing, self-compassion and academic engagement
(vigour, dedication and absorption) between 156 Indonesian students and 144 UK students.

Indonesian Students UK Students

Variable M SD α M SD α t MD CI 95% [L, U] d

Mental Wellbeing 23.43 4.30 0.72 23.94 4.86 0.85 0.96 0.51 −0.54 1.55 0.11

Self-Compassion *** 3.32 0.50 0.67 2.87 0.67 0.84 −6.55 −0.45 −0.59 −0.32 −0.77

Vigour 3.63 0.94 0.72 3.70 1.08 0.76 0.60 0.07 −0.16 0.30 0.07

Dedication *** 3.87 0.93 0.60 4.75 0.97 0.63 8.06 0.88 0.67 1.10 0.93

Absorption *** 3.78 0.97 0.79 3.13 1.35 0.80 −4.81 −0.66 −0.92 −0.39 −0.56

*** p < 0.001 α = Cronbach’s alpha significant difference between the two groups according to Welch t-tests.

2.4.2. Prediction of Mental Wellbeing (Aim 2)

Multiple regression analyses were conducted to identify predictors of mental wellbe-
ing. After adjusting for age and gender (Step 1), self-compassion, vigour, dedication and
absorption were entered as predictor variables (Step 2), and mental wellbeing was entered
as an outcome variable (Table 3). Multicollinearity was of no concern (variance inflation
factors < 10).

Table 3. Multiple regression: self-compassion, vigour, dedication and absorption for mental wellbeing
in 156 Indonesian students.

Outcome: Mental Wellbeing

B SEB b 95% CI [L, U]

Step 1

Gender −1.12 0.86 −0.11 −2.82 0.58

Age −0.34 0.36 −0.08 −1.05 0.37

Adj. R2 0.2%

Step 2

Gender −1.30 0.69 −0.12 −2.67 0.06

Age −0.38 0.29 −0.09 −0.96 0.20

Self-Compassion *** 2.14 0.59 0.25 0.98 3.30

Vigour * 1.23 0.54 0.27 0.17 2.29

Dedication 0.76 0.49 0.16 −0.22 1.73

Absorption 0.63 0.62 0.14 −0.60 1.86

∆ Adj. R2 36%
*** p < 0.001, * p < 0.05.

These four predictor variables accounted for 36% of mental wellbeing, indicating a
large effect size [60]. Self-compassion and vigour were significant positive predictors of
mental wellbeing, whereas self-compassion was the strongest predictor of mental wellbeing.

2.4.3. Mediation of the Self-Compassion–Mental Wellbeing Pathway (Aim 3)

Lastly, to evaluate whether academic engagement mediates the pathway from self-
compassion to mental wellbeing, path analyses were conducted using model 4 in the
Process macro (parallel mediation model; [59]) (see Figure 1). Among the three subscales
of academic engagement, vigour was used, as it was found to be a significant predictor of
mental wellbeing.
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Vigour did not mediate the pathway from self-compassion to mental wellbeing, as the
path from self-compassion to vigour was not significant (b = 0.19, t(154) = 1.23, p = 0.22).
However, the total effect of self-compassion on mental wellbeing, including vigour, was
significant (b = 2.74, t(154) = 4.13, p < 0.001). The direct effect of self-compassion on mental
wellbeing, controlling for vigour, was also significant (b = 2.31, t(153) = 4.05, p < 0.001).

3. Discussion

This study assessed the mental wellbeing of Indonesian students. Indonesian students
had higher levels of self-compassion and absorption and a lower level of dedication than
UK students. Self-compassion and academic engagement explained 36% of variance in
mental wellbeing, and self-compassion and vigour were identified as predictors of mental
wellbeing, where self-compassion was the strongest predictor. Lastly, vigour did not
mediate the pathway from self-compassion to mental wellbeing.

The significant difference in the levels of self-compassion between Indonesian and UK
students observed in this study may be explained by cultural differences [61,62]. The higher
self-compassion in Indonesian students can be attributed to their lower scores in Hofstede’s
cultural dimensions of individualism and success-drive [63]. Montero-Marin et al. [62]
reported that individualism and success-drive have a moderate effect on negative items
of self-compassion. More individualistic and success-driven cultural values create a more
competitive system, evoking social comparison [64]. Because people from these cultural
backgrounds are more self-referent to success, they try to avoid failures and are therefore
more self-critical [62]. Indeed, the UK is highly individualistic and success-driven, and
society emphasises personal success and achievement [43]. This characteristic of the UK’s
cultural value is aligned with the result of having a lower self-compassion score than
that of Indonesian students. Moreover, it is noteworthy that despite displaying higher
levels of self-compassion than UK students, the mental wellbeing of Indonesian students
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was similar to that of UK students. Previous research suggested that self-compassion
mediates pathways from stress to psychopathologies [65]. It is possible that high stress in
Indonesian society relating to the rapid growth in domains such as education and economy
impacted students’ mental wellbeing, despite the mediative effects of self-compassion.
Future research is needed to understand the first-hand experience of Indonesian students.
Interview-based research focusing on mental wellbeing constructs [66] is suitable to deeply
appraise internal experiences.

Absorption scores were significantly higher in Indonesian students than UK students.
This may also be explained by cultural differences between the two countries. The power
distance in Indonesia is higher than that in the UK [63], with people in Indonesia, in general,
being more accepting of social hierarchy. Their high-power distance may help Indonesian
students to focus less on competing with each other and more on enjoying their studies. A
high level of absorption in studies has been reported in Indonesian students [67,68].

Conversely, UK students’ low power distance and high success-drive can explain
their higher level of dedication relative to Indonesian students. Contrary to the inner
quality of absorption, dedication relates more to the external; it is about the investment
put into the work [37], relating to a sense of significance, challenge and pride taken in
study [69]. Success-driven societies value personal accomplishment; therefore, students
tend to commit more to their studies in order to achieve future success [43]. Low power
distance can be another drive to enhance dedication. As students are able to interact
with teachers more easily, they may find academic activities more meaningful, resulting
in increased motivation to attain high achievement [44,70]. However, in higher power
distance societies, instructions are usually given from an authority, causing students to
follow passively [71]. The strong hierarchy may limit students’ participation and motivation
to commit, hence low dedication.

Of the four predictor variables, self-compassion and vigour were significant posi-
tive predictors of mental wellbeing, with self-compassion as the strongest predictor. This
finding supports previous research in student populations [23,72] and suggests that self-
compassion training is critical to students maintaining positive mental wellbeing. Self-
compassion training helps students improve overall wellbeing by reducing academic
stress and anxiety [10,73,74]. It does so by equipping students with techniques to help
them acknowledge and accept their weaknesses and to develop more effective learning
strategies [24]. Several studies support the positive impact of self-compassion training
on mental wellbeing [75,76]. Self-compassion interventions have also been shown to
have a sustained longer-term positive mental wellbeing effect [30,75,76]. In particular,
the practice of mindfulness has been found to be an effective format for developing self-
compassion [76,77]. Beaumont et al. [78] recommend that schools and universities develop
a culture of compassion to protect students’ mental wellbeing. They suggest that self-
compassion training should not be an add on but an integral part of the taught curricu-
lum. Implementation and evaluation of self-compassion training for Indonesian students
are needed.

Lastly, vigour, although the second strongest predictor of wellbeing, did not mediate
the pathway from self-compassion to wellbeing, suggesting that vigour’s contribution to
wellbeing occurs through a different pathway. One possible explanation for this finding is
the mediation model we used, which assessed vigour separately from the other academic
engagement components. Vigour is argued to predict high academic achievement [79] and
is associated with efficacy [80]. However, vigour without dedication can lead to academic
burnout [81] and a lack of motivation [82]. This suggests that dedication could be a pathway
mediator from vigour to wellbeing, although further research is required to affirm this.

Vigour interventions focused on improving personal resources (e.g., self-efficacy)
and physical movement have been shown to increase vigour [83] and are suggestive of
effective types of vigour training. Vigour training has been suggested to help PhD students
mediate burnout [84]. Importantly, research has indicated that first-year degree students
have higher levels of vigour and dedication, which decrease in subsequent years [85].
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This offers insight into the potential timing of vigour training in a student’s life cycle for
maximum effectiveness.

4. Limitations

Firstly, in the present study, we employed convenience sampling at one university,
limiting the generalisability. Secondly, the comparisons were made between counselling
and education students in Indonesia and counselling and occupational therapy students
in the UK. Comparing students solely from a single discipline could contribute to a more
accurate discussion of cultural differences (however, it can be difficult or impossible to do
so in cross-national research). Additionally, in this study, we did not consider other aspects
that could have enabled more accurate comparisons to be made, such as ethnicity, religion
and socioeconomic status. Thirdly, the cross-cultural use of self-report measures might have
limited the accuracy of our results [86]. Moreover, the accuracy of the SCS-SF scale used in
this study has been questioned and is currently under debate [87]. However, as the scale
has been used broadly among university student samples [88], we felt it was appropriate for
use in the present study. Fourthly, the causal directions of the variables were not assessed.
Lastly, although the study was conducted when COVID-19 cases were declining steadily
in Indonesia [89], the impact of the COVID-19 pandemic was not discussed. Furthermore,
the UK data were collected before the outbreak of the COVID-19 pandemic. Indonesian
universities tried to mitigate the spread of the COVID-19 infection, including by limiting
face-to-face teaching [90]. Resulting social isolation compromised the mental wellbeing
of Indonesian students [91]. The impact of COVID-19 on the study variables needs to
be evaluated.

5. Conclusions

As Indonesian higher education continues to develop rapidly, many Indonesian uni-
versity students suffer from compromised mental wellbeing. In the present study, we
identified that Indonesian students had higher levels of self-compassion than UK students.
Self-compassion and vigour were identified as significant predictors of mental wellbeing.
Our findings will help researchers and educators in Indonesia to effectively support the
mental wellbeing of students in higher education.
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Abstract: There is increasing research interest in the experiences of new fathers taking paternity leave,
but less insight into men’s experiences of returning to work after the birth of their first baby. For
many men in the UK context, this could take place immediately after the birth or after one or two
weeks of paternity leave. This paper utilizes data from a UK-based study whilst also drawing on
international literature and policy contexts. A constructivist grounded theory method was adopted
to generate theory from the data gathered. Twelve new fathers shared their experiences in this
study by participating in audio-recorded, semi-structured interviews. This paper focuses on fathers’
experiences of negotiating the workplace as part of an overall theoretical framework related to
broader transitions to fatherhood and sheds light on the distress, guilt and psychological challenges
that the participants experienced when they initially returned to work. Whether fathers did or did
not explicitly describe distress at this time, they all described a change in their worker identity, which
for some participants led to uncertainty in the workplace. Men returning to work at this time in the
postnatal period are vulnerable to experiencing distress. Flexibility and support in the workplace
could be protective of their mental health. Finally, policy and practice developments are offered to
support men’s transitions to fatherhood in the workplace context.

Keywords: distress; return to work; fathers; fatherhood; transitions; paternal; perinatal; identity

1. Introduction

Fathering, and men’s role in childcare, is continuously evolving [1] and there are now
multiple different fathering roles and performances available to men; Cannito (p661) de-
scribes these as “several fatherhoods” [2]. The traditional role of the distant, disciplinarian
provider is now less valued by men [3], with many aspiring to a more emotionally involved
ideal [4], which is frequently different to the approaches of their own fathers [1]. Thus,
some new fathers attempt to combine multiple parenting roles, including breadwinning,
emotional support and practical care [5]. Positive paternal relationships (demonstrated
by father–infant sensitivity and play) have numerous benefits including significant posi-
tive impacts on emotional and behavioural development [6–11]. Conversely, the absence
of fathers can have negative consequences throughout a child’s emotional and social
development [12,13].

Men who are able to take longer parental leave are found to be more involved in
their children’s care, in developmental play and have closer emotional relationships than
those who take less paternity leave [14–17]. Furthermore, studies have shown a positive
correlation between the length of paternity leave and the extent of the positive influence

27



Healthcare 2023, 11, 1352

on men’s lives [18]. Internationally, paternity leave provision varies considerably. For
example, paternity leave policy in the USA [14] differs starkly from countries such as
Sweden, Finland and Norway, whose governments offer the most generous leave to new
fathers [18–20]. Paternity leave in these Nordic territories is considerably more than the
two weeks offered in the UK and is independent of maternal leave allowances [21].

There appear to be differences in fathers’ perspectives on using and accessing leave
and flexible working [14] depending on their socioeconomic or employment status. In a
UK-based study, manual, semi-skilled and unskilled workers were typically found to have
fewer flexible working options and access to leave than their professional counterparts [4].
Additionally, in the UK, men in higher occupational groups such as consultancy roles
tend to have more access to shared parental leave, and this may be supplemented with
full pay by their employers [22]. Moreover, due to the nature of their work, they also
enjoy more flexible working options than fathers engaged in manual roles or the service
industry, which cannot be performed from home [23]. Other researchers have found that
Italian men’s decisions on whether to take paternity leave were influenced strongly by
social norms, the perception that care from the mother is best for the child and, whilst
the concept of involved fathering was present, it appeared to be more theoretical than
something regularly enacted [24].

Returning to work can be both challenging and rewarding. Fathers wishing to remain
significantly involved with their children may still face barriers such as a lack of flexibility
and autonomy in their working conditions. These experiences can increase levels of stress,
unhappiness and anxiety [25]. On their return to work, some fathers report a sense of
dread, often wishing to have more time at home with their baby [26] and feeling sad about
how much time they will spend away from their family. In the same study, however, others
found a new sense of purpose in work, feeling more useful in the workplace than at home
in the early days and weeks of fatherhood [26].

Research has evidenced that men can experience mental health problems related to
their transitions to fatherhood [27–30]. Perinatal distress, particularly postnatal depression
(PND), was, in the past, considered to be an entirely maternal problem [27]. It is how-
ever now understood that men can experience different forms of perinatal distress such
as anxiety, depression and obsessive compulsive disorder (OCD). Witnessing traumatic
births can also lead to anxiety, stress and relationship problems between new fathers and
their partners and babies [28]. It is suggested that men manifest perinatal distress differ-
ently to women [27] and may engage in substance misuse as a form of self-medication or
demonstrate anger and avoidance behaviours [31,32].

Men experience various psychological reactions during their transition to fatherhood
as they try to find a role for themselves relative to their partner and as they engage in
paid work, whilst navigating early parenting [33,34]. Moreover, low parenting-related
self-efficacy and lower self-esteem in new and prospective fathers has been associated with
paternal postnatal depression [35]. Positive intimate partner relationships have been shown
to support parenting self-efficacy and parental autonomy and may be protective factors
against mental health problems in both parents [36]. When mothers experience perinatal
mental health problems, the risk to fathers’ mental health may increase [30,37,38]. Social
support bolsters the wellbeing of new fathers, but new fatherhood has equally been shown
to lead to friendship losses or changes and reductions in time for exercise, leisure and social
activities [39,40].

Studies have shown that parental leave policy alone does not enable all fathers to co-
parent their children, with deeper sociocultural and structural barriers also apparent [15,41,42].
These include traditional views on masculinity [43] and gendered norms regarding whose
job it is to care for children [4,23,44]. Individually, some UK fathers are instigating changes
for themselves in how they father, despite broader social and institutional norms lagging,
particularly in workplace and health service policy and practice [14,45]. A recent study
found that during the COVID-19 pandemic, new fathers were more able to enact involved
fathering as they did not have to navigate the structural workplace barriers which con-
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sistently prevent it [46]. This same study demonstrated an association between poorer
paternal mental health outcomes and what is deemed by many to be inadequate paternity
leave policy in the UK [46].

Further research is required to better understand the factors which maximise the
opportunities for new fathers to co-parent and be involved with all aspects of the care of
their babies. Exploring this specifically when they return to work will help to understand
the distress they experience during this specific point in their transitions to fatherhood.
Furthermore, the mental health of “involved” fathers and men who take up parental leave
and return to work is an under-researched topic.

This broad constructivist grounded theory (CGT) study was a doctoral research study
examining all aspects of transitions to fatherhood. Different elements of the findings have
applications for specific audiences (see [47] for findings relevant to healthcare practice).
The current paper reports the findings with direct relevance to new fathers returning to
the workplace after one to two weeks of paternity leave and is therefore likely to be of
particular interest to occupational health practitioners, human resources professionals and
organisational managers. The paper provides important insights into the experiences of
new fathers as they navigate the UK’s current paternity leave provision and return-to-
work arrangements.

2. Materials and Methods

Whilst there has been an increase in the study of fatherhood internationally, a study
which explores the interaction between different aspects of men’s lives as they become
fathers was identified as a gap in the knowledge base. To this end, a constructivist
grounded theory method (CGTM) [48–50] underpinned by symbolic interactionism [51,52]
was adopted to generate theory from the data gathered [53].

Approval for this study was granted by the university’s research ethics committee
(HEC 2015/137 and AM/KW/D&S-311). First-time fathers with a child under one year
were recruited via social media, a university website and by third sector organisations
sharing adverts with their service users. Participant information sheets were emailed to the
21 respondents, with 12 men ultimately consenting to participate. Audio-recorded, face-to-
face, semi-structured interviews [49] ranging from 40 min to two hours (over two sessions)
were conducted between November 2016 and October 2017. Interviews generally began by
asking the participants to tell their story of becoming a father for the first time. Follow-up
questions sought to understand their preparations for becoming a father, experiences in the
workplace, and any other topics participants highlighted as being important.

Theoretical sampling and constant comparison processes [54] enabled the interview
schedule to be adapted to explore emerging concepts and extend recruitment to include
first-time fathers with a child under two years. Line-by-line coding, focused coding and
theoretical coding led to the iterative formulation of the theoretical categories and final
core category [55]. For further explanation of the methodological process, see [47]. CGTMs
typically seek transferability rather than generalisability [48,56], hence the findings of this
study may be applicable to men in different contexts or workplaces to those interviewed.

Participants

Twelve new fathers shared their experiences in this study, six aged 25–34 and six
35–44. Eleven identified as “White British” and one as “White Other”. All lived with their
partners; six married and six co-habiting. Eleven fathers had a baby under one year and
one had a child under two years. All had completed formal education, one left school at 16,
another at 18, and all worked 30+ hours per week. One had a further education certificate,
four were graduates and five had post-graduate qualifications. Pseudonyms have been
used to protect the anonymity of participants, partners and children.
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3. Results

These findings focus on participants’ perspectives of current paternity leave provision
in the UK and, consequently, their experiences of returning to work after taking paternity
leave. These experiences are often underpinned by their experiences in the healthcare
setting, see [47]. Feelings such as guilt, distress and abandonment of their partner and child
are shared explicitly and implicitly by the fathers, whilst worker identity is discussed in
relation to feelings of uncertainty and potential insecurity.

Participants experienced distress in the immediate postnatal hours and days and
carried this with them on their return to work. These feelings relate to traumatic experiences
during birth and returning home alone on the night of the birth.

“It was scary, possibly the most scary experience that I’ve ever been through especially
looking back now, it was so close to losing both of them.” Mark, pp. 26–27

Returning home from the hospital alone soon after the birth was particularly con-
fronting for some participants.

“So, I’ll go home then at four o’clock in the morning, and I think all that happened so
quick and then you’re almost left on your own to deal with it really . . . Just sort of
difficult really, feeling separated from your wife . . . not seeing her and then to go home
but then all of that stuff to happen and then to see the sights that you’ve seen and the
emotions that flood through.” Alex, p. 12 and p. 15

Paternity leave was discussed at length with an overwhelming sense of dissatisfac-
tion with current policy. There was a consensus that two weeks of paternity leave was
inadequate and that this paid leave should be significantly longer:

“Two weeks of paternity leave . . . is ridiculously short.” Ethan, p. 19

Iain expands on this with his perspective on this policy:

“I found that almost ridiculous that the man doesn’t get any time off; a week, two weeks,
but it’s definitely not long enough to get used to it. Even if they did extend it to a couple
of months maybe just to get used to this change in your life and then you could go back to
work at least . . . I get two weeks and I’m thrown straight back into work and the biggest
change of my life, I don’t know what I’m doing at all at that point and then I just go back
to work . . . I’ll see you tonight for an hour.” Iain, pp. 29–30

On their return to work, participants expressed a feeling of abandoning their new
family. There was a sense of not having had enough time to settle as a newly formed
family and that inadequate paternity leave may be denying new families the opportunity
to bond properly.

“Everything got on top of me, I had to go back to work and leave the baby crying . . .
she’s absolutely screaming . . . I can’t just not go to work, as much as I’d love to stay
here and help you, I can’t, because I’m only allowed two weeks, that’s all you’re allowed.”
William, pp. 24–25

Participants indicated that their role as fathers was not currently endorsed by policies
related to paternity leave. They understood and articulated the consequences, including
missing out on family time and on their child’s developmental milestones, and not being
able to adequately support their partners. The inequality felt in relation to paternity leave
was unmistakable in participants’ stories and a significant point of sadness and regret.

“I’d not really thought about coming back to work and kind of knowing that I will miss
a big chunk of his life because I am at work, I’m out of the house most of the day and
thinking about, is this what it will be like for me, not forever, but for the long-term future,
and I’m out of his life for more time than I’m actually in it.” Iain, p. 27

Participants expressed difficulty in motivating themselves when they returned to
work. They questioned their impact and usefulness as paid employees when they were
exhausted and distracted in the early weeks of fatherhood.
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“I remember . . . crying on the bus on the first day. So, a combination of just being sleep
deprived and really not wanting to be there when I was at work, I felt pretty rotten.”
Frank, p. 16

The challenges of the early weeks of new fatherhood appeared to be understood
by some employers where expectations on participants’ workplace performances were
lowered, at least in the initial weeks.

“I think I’ve been lucky in that my boss, my manager at work is very understanding, kind
of put me in a quiet corner for those first few weeks back.” Frank p. 2

In some cases, participants had very positive experiences with employers extending
leave or providing compassionate leave if their babies had been unwell post birth.

“Certainly, in the last year my work has been pretty flexible, I think, in terms of allowing
me a little bit more leeway of coming maybe slightly later and maybe not working, not
exactly working all my hours in a week, things like that they’ve been quite good with.”
Alex, p. 14

Participants aspired to fulfil their roles as co-parents. A significant aspect of this was a
desire to attend to their babies overnight and share such responsibilities with their partners.
However, tensions arose between workplace pressures and expectations at home during
the early weeks of fatherhood which compromised their desired performances as worker,
father and partner.

“I felt like I was abandoning my duties. If the baby’s crying her eyes out at ten o’clock at
night and I’m up at four I’m like ‘will you see to the baby’ and you can see in her eyes
she’s like kind of ‘what’? And you feel so guilty but what can you do, you know what
I mean, you’re not given much choice but to live that kind of life . . . That feeling you
can’t help somebody even though it’s part of your job as well, but you just can’t help.”
William, pp. 25–26

These tensions were more overtly illustrated in some workplaces by explicit demands
to be job focused and not necessarily care-giving focused.

“No, you can’t be a dad because we need you to be working here and obviously you
shouldn’t be trying to do this anyway, why bother with that kind of thing . . . yeah it’s
really frustrating when you want to do things to be a better dad but you’re kind of impeded
from doing that.” Ethan, p. 23

Tensions were present in the context of the competing responsibilities to their em-
ployer and partner. Moreover, participants described having little choice than to satisfy
these demands because of their employers’ expectations. As can be seen from the quotes
above, attempting to enact a fathering identity within the workplace, for some participants,
was challenging.

There was an appreciation of the demands of early parenting and the work that
mothers were performing. New fathers were attempting to balance their fathering role
alongside workplace demands whilst also trying to support their partners by sharing the
parenting load.

“It wasn’t literally like this, but I’d come home from work and she’d basically hand the
baby to me and just be like can you just take her and fine, no problem, absolutely fine, like
I’d go to work, it would be intense because it was Christmas, but I’d come home and my
actual job would start. That’s how I kind of see it now, it’s significantly more tiring being
at home than it is being at work.” Fred, p. 44

Participants attempted to find other ways to balance work expectations with father-
hood responsibilities in the early weeks of their return to work.

“It’s about managing a little bit of work to still keep a job but most of your time devoting
your energy towards him for those or supporting Ann for those twelve months and that’s
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what my family has needed and, yeah that’s the way I’ve viewed it essentially and so my
career has probably been secondary.” Alex, p. 18

There was also a reflection on changes in their values and attitudes towards work.
Some participants changed their workplace behaviour because of becoming a father, re-
evaluating their roles and responsibilities.

“I feel like if I did act stupid and got sacked or quit then that’s having an effect on the
baby because she’s not going to be able to have the things she wants and that’s not a good
role model.” William, p. 28

For other participants, their new responsibilities at home impacted upon their profes-
sional identity which made them quickly feel out of the loop.

“I dunno, losing a little bit of that identity about, you know, I’m kind of, kind of known
at work as the film buff and someone to talk to about those things and that is kind of
slowly going and people are saying, oh have you seen this film and I’m like, what’s that?”
Albert, p. 3

In light of their experiences of their return to work, participants provided insight into
the nature of support they might find or did find helpful. They spoke about this in relation
to gendered stereotypes of men’s help seeking but also provided positive solutions for
workplace support.

Some participants’ perspectives on men talking about their feelings were embedded
within stereotypical gendered norms.

“Don’t know if that’s just me with anxiety, or whether that’s more normal . . . what
everyone goes through. It’s hard to tell. Cos with blokes as well, a lot of blokes keep their
feelings to themselves. It’s very rare that you get the truth about what blokes are feeling,
cos they like to put up a wall, as protection for themselves whereas women are a lot more
emotional between each other.” Neville, pp. 37–38

Peer support was valued by some participants as a means of gaining support from
both informal and formal sources. The importance of being able to talk to others about
being a new father was shared.

“Maybe just talking to other dads, maybe some erm, some kind of session for that, I dunno,
that might be useful. Erm, yeah, new dads talking to existing dads.” Albert, p. 25

Opportunities to talk about feelings, on confirmation of pregnancy through to the
early weeks and months of fatherhood, would be valuable.

“I felt there were a couple of times specifically relating to some of the bad, the worries
you know and the emergencies . . . there were a few times, I think just after that, those
occasions when I would have quite liked to have been able to talk.” Frank, pp. 8–9

“Well from the moment you find out right through, you know somebody you could, even
just pick up the phone or go and see, right from when you find out to a few months
afterwards.” Mark, p. 17

Overall, the participants spoke of challenges on their return to work which included
tensions between home and work life. There was a strong desire to support their partners
and to be involved fathers, whilst balancing their continuing role as a financial provider.
Workplace behaviours changed and professional identity was challenged as a consequence
of their new role as fathers being unsupported in the workplace. Participants spoke of
peer support as a valuable approach to being able to talk more openly about the joys
and challenges of being a new father and gaining insight and support both formally
and informally.

4. Discussion

Negotiating the workplace during transitions to fatherhood appeared to be a source of
distress for new fathers in this study. Whilst there were some examples of overt distress
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experienced by the participants in this study, the lack of workplace acknowledgement of
men’s transitions to fatherhood may lend itself to the internalisation of distress. These
findings reflect the extant literature relating to new fathers navigating workplace policies
and practices including flexible working [57] and the perception of inadequate paternity
leave in the UK context [58]. Fathers in other studies have identified that returning to work
is both challenging and rewarding [33]. Changes in worker identity for participants were a
potential source of distress, particularly for men who previously (prior to fatherhood) felt
valued by others in their organisation for their knowledge, commitment and skills. In this
context, the workplace could be compared to a soap opera with multiple story lines. If you
are unable to watch every episode you may quickly fall behind with some of the stories,
thus potentially changing your perceived status within the organisation. Recent evidence
suggests that fathers requesting or taking flexible working are subjected to a “fatherhood
forfeit” [59]. In this evidence, men who were balancing caregiving with paid work were
viewed with scepticism and deemed to be lazy by co-workers [59]. Workplace flexibility
is likely to support men to be more engaged with both the pregnancy and as involved
fathers in the early weeks of parenthood. However, participants in this study and men in
other studies appear to have to rely on discretionary flexibility, which is uncertain, whereas
formalised flexible working should be embedded across workplace policy to promote
equity [60].

As mentioned above, participants in this study described returning to work in relation
to feelings of abandonment, guilt and missing out on their baby’s developmental milestones,
with some indicating a lack of closeness as a consequence of this. This has been reported in
other studies [25] where inflexibility in working conditions resulted in higher levels of stress,
sadness and anxiety, and prohibited the enactment of caring masculinities and involved
fatherhood. In the present study, when workplaces or individual managers provided a level
of flexibility, new fathers were able to participate more in pregnancy-related appointments
and thus felt more engaged in the process.

Traditional gendered workplaces, such as those which are male-dominated or involve
manual jobs, may not afford fathers the opportunity to take time out to perform other
aspects of fathering, as reflected in the current literature [15]. In these more traditional
workplaces, men have been shown to be reluctant to take parental leave or to request
flexible working [61,62] as they are concerned about the potential consequences on their
careers and of being perceived as less masculine [57,63].

It is within the power of employers to support the development of a positive, involved
father identity, by way of their respective policies and philosophies [59,60]. The pervasive
presence of hegemonic masculine norms [43], a lack of flexible working opportunities and
poor parental leave provision for fathers coupled with poor support for mental health cre-
ates an environment which has the potential to cause paternal distress. This is particularly
concerning considering that this is a space where new fathers will spend much of their time
in the early weeks of fatherhood.

As alluded to above, research suggests that gendered workplace norms heavily influ-
ence the uptake of paternity leave [15] and there is a growing understanding that parental
leave policy alone is insufficient to facilitate a family’s desire to co-parent and that factors
such as socioeconomics and traditional gendered norms influence these opportunities [42].

Participants in this study were open to talking to someone about how they were feeling
and felt that some form of peer support would be useful. This mirrors current evidence and
also grassroots practices such as Andy’s Man Club [64] and other charitable organisations
such as Leeds Dads [65] and Dads Rock [66] in the UK. In previous studies, peer support
has been demonstrated to be of value in supporting transitions to fatherhood [67]. Benefits
described by participants in these studies include having feelings validated, reducing
isolation, sharing experiences, enjoying other fathers’ company and the acknowledgement
of their roles as fathers [67–70]. Validation of feelings is especially pertinent as a previous
study found that new fathers felt that their feelings of distress experienced in the perinatal
period were not legitimate [45].
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How and whether men choose to access support is heavily influenced by traditional
concepts of masculinity, and men’s help seeking takes on many forms [71–73]. It must not
be assumed that men will access services in the same ways as women, nor that all men have
the same health beliefs and behaviours [74]. Some men may prefer a male-only or male-led
environment [75–77]. Creating spaces that are sensitive to the challenges of hegemonic
masculinity and that seek to actively support new fathers in adjusting to their changing
roles and identities would be a welcome start. That way, talking could be normalized, and
furthermore, new fathers could be more valued and appreciated within workplaces for
both their challenges and the joy and excitement of new fatherhood.

Strengths and Limitations

The strengths of this study are reflected in its attention to the specific experiences of
men navigating the workplace as they become fathers for the first time. There is growing
interest in men’s experiences of paternity leave provision and flexible working, and this
study offers insight into the potential distress experienced when navigating the workplace
in early fatherhood. The interwoven findings of this grounded theory study have broad
application to both policy and practice.

Participants’ willingness and desire to share details of their emotional wellbeing
counters the common perception that men are reluctant to discuss their feelings. The
helping professions may need to consider whether services are positioned to receive men’s
stories and what the barriers to disclosure might be [78].

The sample of participants in this study were white, predominantly middle-class men
in heterosexual relationships and over the age of 18 years. Therefore, their experiences
may not be representative of fathers who identify differently from these demographic
characteristics. Whilst in CGT studies, there is no requirement to be demographically
representative, there is a limitation to how far these findings can be applied to other fathers,
for example from non-cisgender or gay identities, different age groups, social classes,
ethnicities or cultural backgrounds. Evidence does however indicate potential similarities
between fathers regardless of ethnicity or cultural background [4,79–81] and so the findings
may be somewhat applicable to other groups of fathers.

5. Conclusions and Implications for Workplaces and Workplace Policies

There continue to be calls for the extension and expansion of paternity leave in the
UK [58] mirroring the offer in Scandinavian countries such as Sweden, Finland and Nor-
way [21,81]. When men take up extended leave in these countries, there are benefits for the
whole family [17], and fathers appear to change their perspective on work; this results in
happier employees and increasing productivity and retention [81]. The benefits to infant
development have been found to be significant when men are facilitated in taking parental
leave or adopting shorter working hours [18]. Further research is needed to explore whether
the length of paternity leave taken is associated with less distress and improved mental
wellbeing in new fathers.

Whilst suggestions for policy and practice lend themselves to improved support for
and acknowledgement of the needs of fathers, mothers too are likely to benefit from changes
that improve workplace equity.

Since fathering is performed within the workplace, this seems an appropriate place to
support the fathering roles that men want and to provide a platform for emotional support.
Much more work is needed in this area of policy and development of inclusive and equal
workplace philosophy; a father’s quota of dedicated and protected paternity leave such as
that seen in Nordic countries may help here [81].

Recent policy changes in England have been welcomed and include paid leave for
parents who have a baby in a neonatal intensive care unit [82], providing relief for fathers
concerned about balancing a return to work with the distressing experience of caring for an
unwell baby. However, whilst further policy change would be welcome, there are a broad
range of factors which influence the uptake of paternity leave, and these must be addressed
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alongside any policy implementation [83]. What is well known and clearly illustrated in
the present study is that men returning to work at this time are vulnerable to experiencing
postnatal distress, and that flexibility in employment could be supportive of paternal
mental health [25]. With this evidence in mind, we suggest the following policy initiatives.

Policy Suggestions

• Actively promoting access to flexible working for both fathers and mothers.
• Education and awareness raising to promote parental wellbeing in the workplace and

encourage an environment which is supportive and inclusive.
• Training for all levels of management and human resource departments in how to

positively support new fathers in the early weeks of parenting.
• Dedicated and protected paternity leave to replace shared parental leave.
• Transparent workplace-based psychological support or mental health champions

for new fathers, which aims to endorse and validate their feelings of distress and
exhaustion but also their joy and pride in their new father roles.

• Workplace peer supporters for new fathers.

As part of a complete package of initiatives to support new fathers’ workplace culture,
change is warranted which acknowledges the importance of involved fathers on their
children’s lives, as much as mothers. Challenging workplace gendered norms may be
difficult but is essential to promote equality with the potential to benefit all employees and
their families.
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Abstract: The factorial reduction of Brief COPE has not been successfully replicated by independent
studies, and few have been performed in Spanish-speaking populations; therefore, the objective of
this study was to perform a factorial reduction of the instrument in a large sample of the Mexican
population and perform a convergent and divergent validity of the factors obtained. We distributed a
questionnaire via social networks with sociodemographic and psychological variables, including the
Brief COPE and the scales of the CPSS, GAD-7, and CES-D to measure stress, anxiety, and depression.
A total of 1283 persons were included, most of whom (64.8%) were women and had a bachelor’s
degree (55.2%). After performing the exploratory factorial analysis, we did not find a model with an
adequate fit and a reduced number of factors; therefore, we decided to reduce the number of items
according to the most representative ones of adaptive, maladaptive, and emotional coping strategies.
The resulting model with three factors showed good fit parameters and good internal consistency
of the factors. In addition, the nature and naming of the factors were confirmed by convergent and
divergent validity, with significant negative correlations between factor 1 (active/adaptive) and stress,
depression, and anxiety, significant positive correlations between factor 2 (avoidant/maladaptive)
and these three variables, and no significant correlation between factor 3 (emotional/neutral) and
stress or depression. This shortened version of the brief COPE (Mini-COPE) is a good option to
evaluate adaptive and maladaptive coping strategies in Spanish-speaking populations.

Keywords: brief COPE; factorial analysis; reduced version; Spanish-speaking populations; Mini-COPE

1. Introduction

Coping strategies are defined as an individual’s attempts to use cognitive and behav-
ioral strategies to manage and regulate pressures, demands, and emotions in response
to stress [1]. Stress is considered a “particular relationship between the person and the
environment that is appraised by the person as taxing or exceeding his or her resources
and endangering his or her well-being” [2]. So far, coping strategies have been classified
into different types according to authors and instruments employed; for instance, the
most commonly used instruments are the coping strategies inventory (CSI) [3,4] and the
Brief COPE [5,6]. Although these two instruments are similar and share the assessment

39



Healthcare 2023, 11, 1070

(measurement) of common strategies, the Brief COPE is very commonly used in clinical
and health contexts [7,8].

The Brief COPE measures a higher number of coping strategies (14 vs. 8). The Brief
COPE consists of 28 items that measure 14 different subscales (including: self-blame,
behavioral disengagement, self-distraction, denial, substance use, emotional support, in-
strumental support, active coping, planning, acceptance, positive reframing, religion,
venting, and humor), with two items for each subscale. The Brief COPE has been reduced
to different dimensions depending on the study. For example, Cooper et al. reduced the
instrument into three dimensions: emotion-focused strategies, problem-focused strate-
gies, and dysfunctional-focused strategies [9]; and Meyer et al. classified it into two big
dimensions: adaptive and maladaptive coping strategies [10]. However, none of these
reports has been validated with the factorial analysis. To date, many studies have tried
to reduce the number of factors in the Brief COPE using exploratory factor analysis (EFA)
and/or confirmatory factor analysis (CFA) in different clinical and general populations [8].
However, most of them have been performed with small sample sizes (less than 500 sub-
jects) and have yielded a similar number of factors as the original instrument, making
the factorial reduction useless in practice. In addition, most of the factorial reductions
among the different populations studied are not similar. For instance, Su et al. [11] reduced
the instrument with EFA and CFA to six factors in an HIV population, while Baumstarck
et al. [12] reduced the instrument to four different factors in cancer patients and their
caregivers in the French population, with a few coincidences in the item arrangement for
each factorial structure in both studies. In addition, only four reports of factorial reduction
of the Brief COPE have been proposed in Spanish-speaking populations: one in Argentina,
two in Spain, and one in Mexico, where the authors used EFA or CFA and found great
variability in the number of factors: from 2 to 14, showing discordances even within the
same population. By way of example, the two different studies performed in Spain yielded
14 and 12 factors in the EFA [13,14], and the only study performed in a Mexican population
of breast cancer patients [15] yielded 7 factors of the original 14, leaving intact 5 original
subscales: humor, self-blame, substance use, self-distraction, and planning.

Among the variables that can modify the factorial structures observed in the different
populations are: (a) The different frequencies and combinations of coping strategies used
in each studied population, and (b) The type of coping being measure with the Brief
COPE (situational or dispositional), this by considering that the instrument varies in its
redaction, and in some studies it measures situational coping strategies (state and trait
oriented, i.e., “I criticize myself”) while in other studies it measures dispositional coping
strategies (which identifies coping skills utilized during an specific period of time, i.e.,
“I have been criticizing myself”), which, although they are expected to be related, they
represent different measurements [16]. In this study we utilized the situational Brief COPE.

Considering these discrepancies in the factorial reduction of the instrument, it is
fundamental to perform more studies that intend to reduce the Brief COPE into fewer
factors, which can be easily applicable in different health and general contexts, even if
this reduction implies some item reduction. In this sense, it is important to mention that
although the Brief COPE is already reduced from the original full COPE instrument of
60 items [17], its analysis is complex when considering that it has 14 subscales, many of
them belonging to similar coping styles, like avoidant or active coping. Therefore, its
reduction into fewer factors, which represent the type of coping they are measuring, could
be very helpful in order to make the instrument more useful and practical. The objectives of
this study are: (1) to reduce the brief COPE into functional dimensions, even if this implies
an item reduction, in a sample of the Mexican general population; and (2) to corroborate
the factorial structure obtained with convergent and divergent validity in order to identify
the type of coping that each factor represents. For this last objective, we measured three
psychological scales of stress, anxiety, and depression, expecting that a factor that represents
maladaptive coping strategies would show significant positive correlations with them while
a factor representing adaptive strategies would show a negative correlation with them.

40



Healthcare 2023, 11, 1070

2. Subjects and Methods

The target population was the Mexican adult population, which was reached with
the snowball sampling method, in which the research team distributed an electronic
questionnaire with sociodemographic and psychological instruments by social networks
including WhatsApp, Facebook, and e-mail. In this sense, most participants were university
students, which represents mainly young and educated people. The instrument was
designed by the research team, and its understanding was tested on a small number of
students (the first participants).

The study was approved by the ethics and research committee of the Health Sciences
University Center of the University of Guadalajara (registration number: CI-06821), and
the participants gave their consent to participate in the same questionnaire.

The socio-demographic data included sex, age, whether they have a romantic partner,
schooling, whether they have a job, and socio-economic level, which was measured in five
possible categories: from very low to very high.

The psychological measures included the coping strategies, measured with the brief-
COPE scale [5,6] with a range of 0–3, and for this instrument, we used each item to perform
the factorial reduction. In addition, we obtained the average of the punctuation obtained
in the items included in each factor in order to perform the correlations with the other
psychological scales (stress, depression, and anxiety). To identify the convergent and
divergent validity of the instrument, we measured: stress with the Cohen Perceived Stress
Scale (CPSS) [18,19], with a range of the instrument of 1–5; depression, measured with the
CES-D Scale [20,21], with a range of the instrument of 0–3; and anxiety, measured with
the GAD-7 Scale [22,23] with a range of the instrument of 0–3. These three instruments
have also been validated in the Spanish-speaking population, and they only have one
whole scale per instrument, which means that they are not divided into subscales. For
analysis purposes, we also obtained the average of the punctuation obtained in the items
conforming to each scale for each participant.

Statistical Analysis

To describe qualitative variables, we used frequencies and percentages, and for quan-
titative ones, means and standard deviation. To determine the EFA and CFA, we used the
JASP software [24]. In the EFA, we obtained the factor load using the orthogonal varimax
rotation analysis, assuming that factors are correlated, and the estimator method was the
minimum residual. For the CFA, we obtained the comparative fit index (CFI) with the max-
imum likelihood (ML) estimator method; we also obtained the Tucker-Lewis index (TLI),
the standardized root mean square residual (SMRS), and the root mean square error of ap-
proximation (RMSEA) values. Values of CFI and TLI ≥ 0.90 and SMRS and RMSEA ≤ 0.08
are considered good fits for the model [25]. In order to determine the convergent validity
of the factors obtained with the confirmatory factorial analysis, we used the Spearman
correlation test (considering the non-parametric distribution of the data) to compare each
factor with stress, depression, and anxiety. We also obtained the Cronbach’s alpha tests
for all the instruments employed and factors obtained from the Brief COPE; a value ≥ 0.60
was considered acceptable [26]. These statistical analyses were performed with the SPSS
v.25 software.

3. Results

We verified that all questionnaires were congruently filled out in order to discard
false information. A total of 1283 participants older than 18 years old were included, of
whom 64.8% were women. The mean ± SD of age was 31.42 ± 11.28 years. Most of the
studied population had a romantic partner (61.6%), had a job (67.3%), had a bachelor’s
degree (55.2%), and had a medium socioeconomic level (81.2%); this refers to the social
and economic position that a person has. The Cronbach’s alpha test for the CPSS scale was
0.855; for GAD-7, 0.923; and for CES-D, 0.867.
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3.1. EFA and CFA

The EFA analysis gave a result of six potential factors; however, three of these factors
were made up of two items each (corresponding to the subscales of substance use, humor,
and religion), and six items were not clearly integrated into any factor. Finally, when we
performed the confirmatory factorial analysis with this item distribution, the CFI value was
barely acceptable (<0.91). We additionally performed the confirmatory factorial analysis
for the factor structure proposed by Cooper and Meyer [9,10] and by the reports in China
and France [11,12], but the fitness of the model in neither case was acceptable (with CFIs of
0.490, 0.366, 0.795, and 0.613, respectively).

3.2. Item Reduction and CFA

We then performed an item reduction, leaving only the most representative subscales
for active/adaptive strategies (4 items: active coping and planning), avoidant/maladaptive
strategies (4 items: denial and behavioral disengagement), and emotional/neutral coping
strategies (4 items: emotional and instrumental support), with 12 items in total. This
selection was performed based on the results observed in the EFA, together with the
theoretical analysis of these items as being the most representative of a specific coping style.
The minimum item loading was 0.45, with no item overlap in two factors (Table 1). With this
factor structure, we obtained a good fit for the model (CFI = 0.954) (Table 2). Additionally,
the Cronbach’s alpha values of the three factors were high for factors 1 and 3 (>0.80) and
acceptable for factor 2 (>0.60) (Table 2). Considering the important item reduction, we
propose a different name for this version: brief COPE short version (Mini-COPE). Very
similar fit parameters were obtained if only factors 1 and 2 were included in the model,
with a CFI of 0.954, TLI of 0.933, RMSEA of 0.067, and SRMS of 0.040 (Table 2).

Table 1. Items loaded in the proposed factors (English/Spanish).

Items Factor 1 Factor 2 Factor 3

1. I’ve been concentrating my efforts on doing something about the situation I’m
in./“Concentro mis esfuerzos en hacer algo sobre la situación en la que estoy.” 0.654

2. I’ve been taking action to try to make the situation better./“Tomo medidas para intentar
que la situación mejore.” 0.714

3. I’ve been trying to come up with a strategy about what to do./“Intento proponer una
estrategia sobre qué hacer.” 0.771

4. I’ve been thinking hard about what steps to take./“Pienso detenidamente sobre los pasos
a seguir.” 0.631

5. I’ve been saying to myself “this isn’t real”./“Me digo a mí mismo: esto no es real” 0.454

6. I’ve been giving up trying to deal with it./“Renuncio a intentar ocuparme de ello.” 0.592

7. I’ve been refusing to believe that it has happened./“Me niego a creer que haya sucedido.” 0.652

8. I’ve been giving up the attempt to cope./“Renuncio al intento de hacer frente
al problema.” 0.542

9. I’ve been getting emotional support from others./“Consigo apoyo emocional de otros.” 0.770

10. I’ve been getting help and advice from other people./“Consigo que otras personas me
ayuden o aconsejen.” 0.791

11. I’ve been getting comfort and understanding from someone./“Consigo el consuelo y la
comprensión de alguien.” 0.762

12. I’ve been trying to get advice or help from other people about what to do./“Intento
conseguir que alguien me ayude o aconseje sobre qué hacer.” 0.598
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Table 2. A confirmatory factorial analysis of the factorial model and internal consistency.

Xi2 df p Value CFI TLI SRMR RMSEA

3 factor model 266.27 51 <0.001 0.954 0.941 0.041 0.057

2 factor model 128.175 19 <0.001 0.954 0.933 0.067 0.040

Cronbach’s alphas

Factor 1 (Active/Adaptive) 0.805

Factor 2 (Avoidant/Maladaptive) 0.645

Factor 3 (Emotional/Neutral) 0.837

Convergent and divergent validity.

Finally, we performed correlations between each of the three factors obtained and the
values of stress, depression, and anxiety in the studied population. In these analyses, we
confirmed the convergent and divergent validity of each factor (Table 3), finding significant
negative correlations between factor 1 (active/adaptive coping strategies) and the three
negative psychological variables; we also found significant positive correlations between
factor 2 (avoidant/maladaptive coping strategies) and the three psychological variables; no
significant correlations between factor 3 (emotional/neutral coping strategies) and stress
or depression; and only a very low positive correlation was found between anxiety and
factor 3 (Table 3). These correlations, along with theory, led us to name these coping types
as adaptive, maladaptive, and neutral.

Table 3. Bivariate correlations between each factor and stress, depression, and anxiety (convergent
and divergent validity).

Factors Stress Depression Anxiety

Factor 1 (Active/Adaptive) −0.323 ** −0.258 ** −0.127 **

Factor 2 (Avoidant/Maladaptive) 0.401 ** 0.444 ** 0.348 **

Factor 3 (Emotional/Neutral) 0.037 0.043 0.090 **

** p value < 0.01. p values obtained with Spearman correlation test.

4. Discussion

Brief COPE is a widely used instrument in the measurement of coping strategies;
however, the large number of strategies that it measures and the wide variability of factorial
reduction models [8–13] do not permit an easy and confident use of the instrument. This
indicated the need for more studies with larger sample sizes and new proposals that can
give rise to a useful and confident factorial model that is applicable to the Spanish-speaking
population and that can even be replicated in different populations.

We observed after a careful factorial analysis, where EFA yielded a high number
of factors similar to those observed in previous attempts to reduce this instrument, as
reported in the review of Rodrigues et al. [8]; that it was possible to perform a considerable
item reduction, giving three useful factors, and whose model showed an adequate fit. In
addition, we could determine, by convergent and divergent validity, the names of each
factor that better represent the items included. With this proposal, we reduced the number
of items from 28, measuring 14 different coping styles, to 12, measuring three different
coping styles: active/adaptive, avoidant/maladaptive, and emotional/neutral.

According to our second objective, we could name these factors based on the con-
vergent and divergent validity obtained with the correlations between each factor and
the values of stress, depression, and anxiety obtained in the studied population. In this
sense, it is noteworthy that the factor of emotional/neutral strategies showed no signifi-
cant correlations with stress or depression, and only a very low positive correlation was
detected with anxiety; therefore, we decided to name this factor “neutral”. Nevertheless, it
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is important to consider that the very low correlations observed with stress, depression,
and anxiety, reaching significance only with anxiety, could indicate that these emotional
strategies (emotional and instrumental support) are slightly maladaptive; however, this
should be determined with more and larger studies. The other two factors were clearly
adaptive (Factor 1) and maladaptive (Factor 2) according to theory and the correlations
performed. In this sense, and considering that these are the more relevant factors for clinical
and research usage, it is possible to use only these factors, reducing the instrument to eight
items. The model fit values did not change when only factors 1 and 2 were included.

The naming of the three factors obtained with this item reduction is similar to the
dimensions proposed by Cooper et al. [9], which were emotion-focused strategies, problem-
focused strategies, and dysfunctional-focused strategies. So, the originally 14 subscales
proposed by Carver [5] are reduced to three functional and practical factors or dimensions
that correspond to a previously proposed one and are very similar to the two big dimensions
proposed by Meyer (adaptive and maladaptive coping styles) [10].

Although with this proposal many coping strategies, most of them maladaptive, were
not included, the main adaptive and maladaptive strategies are included in the model. We
consider that this new reduced version of the instrument can be more useful in terms of
instrument application (saving more time) and mainly for the data analysis, performing
comparisons only with 3 factors (equivalent to subscales) instead of the 14 different sub-
scales of the original instrument. According to the CFA performed, the instrument can
be even more reduced by including only the main two factors (Factors 1 and 2), which
represent adaptive and maladaptive coping strategies, and making even faster application,
considering that these factors are measured with only eight items.

In addition, by considering the good fit of the model obtained and the congruence
between the items within each factor (each one representing a different type of coping
strategy), we think that this new version can be easily replicated in different populations.

The advantages of this study are the large sample size, considering that larger sam-
ple sizes approximate better to the evaluated population and give more reliable results;
the evaluation of previous reported models by the CFI; and the measurement of stress,
depression, and anxiety to determine the convergent and divergent validity. The limita-
tions of the study are the use of a non-random sampling method, which diminishes the
representativeness of the Mexican general population; the fact that we measured mainly
young and educated people, which underrepresents the older people and those from lower
socioeconomic levels; and, finally, the lack of follow-up, which would have permitted us to
determine the intraclass correlation coefficients.

In conclusion, we performed a new proposal of item and factor reduction of the dispo-
sitional Brief COPE (Mini-COPE) instrument in the Mexican population, where we included
12 items corresponding to 3 factors, named active/adaptive, avoidant/maladaptive, and
emotional/neutral, and which showed statistical parameters indicating a good fit of the
model, an acceptable internal consistency of each factor, and expected correlations with
stress, depression, and anxiety in the convergent and divergent validity. This reduction is
expected to help the professional community by focusing on the clinically relevant strate-
gies (adaptive and maladaptive ones), which can be measured with a higher degree of
accuracy (considering that four items are included in each factor), and by saving time on
its application.

In addition, the inclusion of convergent and divergent validities sheds more light on
the comprehension of the relationship between coping strategies and mental health. The
performance of further studies with this proposal, including the situational version of the
Brief COPE, would determine its usefulness and confirm the fitness of the model.
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Abstract: Background: The COVID-19 outbreak has caused various changes in all aspects of human
life, including the educational system. These changes have forced students to undertake an adaptive
process that has inevitably affected aspects of their life and psychological well-being. Adaptation
of learning into online forms in universities, including nursing, triggers depression, stress, and
anxiety. The high number of incidences of stress, anxiety, and depression in undergraduate students
throughout the pandemic has made it important to prevent and deal with health approaches, such as
mindfulness therapy. Objective: This research intended to examine whether an intervention based on
mindfulness was effective and had the potential to become an interference to reduce anxiety, stress,
and depression in Indonesian university students. Methods: This research applied a randomized
controlled trial. One hundred and twenty-two students from Universitas Padjadjaran and other
provinces in Indonesia participated in this study, with sixty-one students in each group. A pretest and
a post-test were administered before and after the intervention using the Depression Anxiety Stress
Scales (DASS-42). The intervention was carried out for 4 weeks with 15 min practice in each session.
Results: In this study, there was an effect of mindfulness breathing meditation on decreasing the mean
scores for depression, anxiety, and stress in the intervention group. However, only stress (p = 0.007)
and anxiety (p = 0.042) showed a significant difference in the post-test results of the intervention and
control groups. In addition, there was no difference in the scores of stress, anxiety, and depression for
the pre–post-tests in each group based on religion. Conclusion: Mindfulness breathing meditation
has an impact on reducing stress and anxiety in students, so it could be applied to all university
students in order to develop psychosocial status and mindful attentiveness to one’s needs.

Keywords: anxiety; depression; mindfulness; stress; students

1. Introduction

The arrival of the COVID-19 pandemic has impacted the physical well-being and
mental health of individuals around the world. Indonesia appealed to its people to carry
out social distancing and physical distancing according to the WHO protocol by imposing
large-scale social restrictions, including in the education sector, by enforcing all educational
activities to be carried out online as an effort to reduce mass crowds and prevent the
transmission of COVID-19. The transition to online learning poses special difficulties
because the learning methodology requires adaptation [1], so the learning process that is
experienced will be different from the face-to-face learning that is usually conducted. This
may impact the psychological condition of students because many students struggle with
mental health issues during their college years. The restrictions imposed by the COVID-19
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pandemic and the shift to online learning environments may become even more apparent
for students’ emerging mental health issues [2]. Adapting learning to online university
forms triggers depression, anxiety, and stress.

A survey conducted in China at the start of the outbreak showed that 53.8% of
respondents experienced modest to extreme psychological effects, 16.5% had modest to
extreme depressive symptoms, 28.8% experienced modest to extreme anxiety symptoms,
and 8.1% experienced modest to extreme levels of stress [3]. Another study in Brazil
showed that the majority of college students surveyed exhibited symptoms of mild to se-
vere depression (60.5%), anxiety (52.5%), and stress (57.5%) [4]. A similar previous study
in Lebanon concluded that the sudden change in learning methods during COVID-19
caused a stressful workload, which began to cause anxiety and depressive symptoms
among undergraduate students [5].

Research in Korea reported that depression is the most critical cause of social prob-
lems or suicide. To determine efficacious depression anticipation schemes in the US, the
American College Health Association (ACHA) actualized a national student mental health
need and promoted it [6,7]. Depression also occurs in students in Indonesia. Research by
Santoso et al. [8] on 148 nursing students in Central Java, Indonesia, found that students
experienced mild mood disorders (25.7%), low depression (8.1%), moderate depression
(0.7%), severe depression (12.2%), and extreme depression (0.7%).

Depression impacts around 67% of college students with anxiety, which becomes the
main predictor of depression for nursing students [6,9]. Garcia-Gonzalez et al. [10] con-
cluded that nursing students had high levels of anxiety during the first and fourth weeks
of COVID-19 confinement. Besides that, research conducted on Chinese students through-
out the COVID-19 pandemic discovered that around 25% of respondents experienced
anxiety symptoms positively in proportion to increasing considerations about academic
postponement, the economic impact of the pandemic, and the impact on everyday life [11].
Furthermore, a study by Young Minds showed that 83% of global young participants
were positively certain that the pandemic exacerbated preceding mental health states,
primarily because of the prolonged school time, loss of daily activities, and limited social
contact [12]. Anxiety is influenced by emotion-oriented coping mechanisms, such as emo-
tional responses. Therefore, it is suspected that an adaptive coping strategy, for instance,
mindfulness-based intervention (MBI), can lessen depression, stress, and anxiety [13,14].

Apart from depression and anxiety, stress is a psychological problem that is prone
to occur in students during a pandemic. Stress is an essential psychosocial aspect of
learning activities that can affect students’ academic accomplishment and well-being [15].
The high prevalence of stress among students throughout the COVID-19 pandemic was
reported by Aristovnik et al. [16], who stated that the COVID-19 pandemic resulted
in the closure of 1.59 billion educational institutions from 194 countries in the world,
resulting in a dynamic alteration in the educational world of students, staff teachers,
and families involved. Another study by Son et al. [17] found a rise in stress and anxiety
levels throughout the COVID-19 pandemic social restrictions. A total of 173 out of
a total of 195 students said that the stress experienced during the pandemic affected
their concentration during study. Most of them, namely as much as 48%, thought that
the situation at home was the biggest distraction that made it difficult for students to
concentrate during online learning. In addition, another influencing factor was that the
long period spent in front of a computer screen during online learning had side effects
concerning vision and headaches and limited students’ social interactions. Another
study also stated that during the pandemic, society, including higher education students,
experienced an increase in emotional disorders, such as stress, insomnia, frustration, and
unstable irritability, causing psychological disorders, for instance, depression, anxiety,
behavioral changes, and post-traumatic stress disorder (PTSD) [18].

The condition of psychological disorders experienced by students requires interven-
tion that can minimize these disorders. Health experts have found various interventions
to prevent and manage stress, depression, and anxiety events, one of which is therapy
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mindfulness [6,19]. Mindfulness-based intervention is currently becoming a popular ther-
apy among the world community. Mindfulness is said to be a complete therapy that can
minimize stress levels and improve psychological well-being because it includes various
components of therapy, such as yoga, deep breathing techniques, focusing attention, and
acceptance without judgment. Mindfulness is considered one of the core components of
the meditation process, which includes two key elements, namely sustaining focus on the
immediate experience and demonstrating acceptance of the experience [20]. Mindfulness
therapy is effective and flexible because it can be applied to all ages, from children to the
elderly, without any contraindications. In addition, mindfulness therapy is also very easy
to do wherever and whenever according to the time desired by the individual [21].

In addition, in a study conducted by Spears [22], mindfulness is said to be a therapy
that aims to decrease the level of stress, depression, and anxiety experienced by individuals
universally. This means that mindfulness therapy can be given to individuals from various
religions, beliefs, and ethnic and cultural backgrounds. Mindfulness is believed not to
conflict with certain teachings or beliefs so that individuals can undergo this therapy
without worry [22]. Barnes et al. [23] said that mindfulness is a therapy that involves the
mind and body in an integrated manner to help individuals find calm when dealing with
stressors, challenges, or illnesses. In the same study, it was also explained that mindfulness
is not a health intervention but a skill that each individual should have [23]. Meanwhile,
in Black’s research, it was stated that mindfulness is a systematic procedure that sharpens
and awakens the natural human capacity to be fully present in the present, welcomes and
acknowledges, as well as possible, all the series of events that have occurred, whether
pleasant, sad, or neutral events, and produce results regarding wisdom in behavior [24].
Therefore, it can be concluded that mindfulness is a therapy that involves the mind as well
as the body to be fully present and accept the present experience to gain calm and wisdom
in dealing with stressors.

Meanwhile, another study conducted on 131 students from several universities in
America stated that mindfulness therapy did not significantly impact students’ stress
levels [25]. In addition, based on research on 288 students, mindfulness did not show a
positive reaction to both reducing stress and student welfare [26]. This shows that there are
quite contradictory differences in results.

A large number of events of stress, depression, and anxiety in global students,
especially during the COVID-19 pandemic, make it important to prevent and deal with
health approaches, such as mindfulness therapy. It is critical to consider the effects of
these interventions in order for students to make evidence-based decisions concerning
mental healthcare at university. While mindfulness is widely available, it is unknown
whether it has a beneficial effect on the mental health of university students. Therefore,
this study intended to examine whether an intervention based on mindfulness was
effective and potentially an intervention to decrease stress, depression, and anxiety in
university students.

2. Materials and Methods
2.1. Study Design

This research was a randomized controlled trial. Students from universities in various
provinces in Indonesia, covering all provinces in Java, Sumatra, and Borneo island, took
part in this study. Moreover, this study was registered and approved by TCTR with register
number TCTR2022080800.

2.2. Recruiting and Sampling

A total of 122 students from 16 universities in Indonesia participated in this study.
Recruitment of participants was carried out through open recruitment with information
dissemination assisted by posting the flyer on social media. Each potential participant
was reached through a cell phone communication application. A number of these
students were selected based on the established criteria. The inclusion criteria in this
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study were: (1) Indonesian university students from all provinces in Java, Sumatra, and
Borneo island who were willing to join the program and (2) adults (aged ≥18 years old)
as the inclusion criteria. There was also an exclusion criterion including students with
severe mental disorders. Before conducting the research, participants were given research
information or informed consent, which was provided online through the Google Form.
The informed consent was limited to one person, contained the respondent’s willingness
to participate, and participants could freely choose to participate or not in this research.
This recruitment process was carried out in January 2022.

Participants in this study were divided into two groups, namely the intervention and
control groups. The size of the sample uses the G* power formula by determining the
significance level (α = 0.05), effect size (d = 0.80), and power (80%). From the calculation
based on the formula, the sample size was 26 people in each group. As for this study,
there were 122 respondents, and none dropped out, so each group consisted of 61 students.
Randomization with a simple random sampling approach was carried out to determine
the distribution of groups for participants. This procedure was carried out by contactless
enumerators of participants who were blindly selected by randomization minimization soft-
ware 12.0. The results of this randomization then determined the placement of participants
and whether they entered the intervention or control group.

2.3. Data Collection

Before the intervention was started, all participants’ stress, anxiety, and depression were
measured with the DASS-42, which was regulated through Google Forms. The DASS-42
includes 42 articles assessing the level of stress, anxiety, and depression [27]. The outcome of
the study including the level of depression, anxiety, and stress was assessed using the DASS
instrument. DASS is a psychological measurement instrument that measures depression,
stress, and anxiety scale in individuals. Developed by Lovibond and Lovibond (1995), it
consists of 42 question items in which each measurement scale consists of 14 items [28]. The
instrument used in this study was DASS-42, which has been translated into an Indonesian
version [29]. A validity test by Damanik and Rusli showed that the 42 items were valid. The
reliability values obtained for the Indonesian language DASS instrument for the depression,
anxiety, and stress scales were 0.872, 0.806, and 0.816, respectively [30]. The result indicated
that the instrument is valid and reliable to use.

Research activities ranging from pretest measurements, carrying out the intervention,
and the post-test were carried out from February to March 2022. The participants were
then requested to join a WhatsApp group (WAG) initiated by researchers, which described
the comprehensive protocol of mindfulness breathing meditation and provided support
with video practice guidelines and tutorials. The intervention was carried out online
through a Zoom meeting. Therefore, there were research assistants who assisted in the
implementation of interventions during the research with blind group placement. The
participants were required to exercise mindfulness breathing meditation every day for
4 weeks with 15 min duration on each day. In the first 2 weeks, the intervention was carried
out with guidance through Zoom meetings. Meanwhile, in the following 2 weeks, the
participants conducted their intervention without guidance from the research assistant.
They were permitted to choose the most convenient times and places to exercise. To make
sure that their exercise followed the guidelines, they were required to complete a reflective
form provided by the researchers. Every week, participants were given reminders regarding
the implementation of the intervention. The respondents practiced breathing meditation
for 4 weeks, during which the researchers actively motivated and maintained contact with
the participants through WAG chats. Unlike the intervention group, the control group did
not carry out activities related to mindfulness breathing meditation during those 4 weeks.
The researcher conveyed that the participants should continue to carry out activities as
usual, both at home and elsewhere. Even so, the control group still received video practice
guidelines and tutorials for mindfulness breathing meditation after a series of studies.
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After 4 weeks, a follow-up was carried out, and the participants were required to fulfill
the self-administered DASS-42 questionnaire via Google Forms as a post-test. The DASS-42
was directed by the researchers as a pretest survey before and as a post-test survey after the
4 weeks. During the administration of the intervention, no participants dropped out, so the
number of students in each group was constant (n = 61) from the pretest to the post-test.

The data for analysis used in the first measuring is given in Figure 1, which shows the
consort study flow chart.
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2.4. Statistical Analysis

Data were collected from Google Forms and relocated to SPSS software version
24 (IBM Corp., Armonk, NY, USA). SPSS was used to analyze the demographic data
and also baseline and intervention data for stress, anxiety, and depression. In this
study, the analysis used univariate and bivariate analysis. A univariate analysis tech-
nique was conducted to determine the distribution, frequency, and percentage of re-
spondents’ characteristics, which included age, gender, and religion, besides anxiety,
stress, and depression levels with the criteria: 0–14 = normal, 15–18 = mild stress level,
19–25 = moderate stress level, 26–33 = severe stress level, and >34 = very severe stress
level; 0–9 = normal, 10–13 = mild depression level, 14–20 = moderate depression level,
21–27 = severe depression level, and >28 = very severe depression level; 0–7 = normal,
8–9 = mild anxiety level, 10–14 = moderate anxiety level, 15–19 = severe anxiety level,
and >20 = very severe anxiety level, respectively.

The second analysis was a bivariate analysis. In this study, an independent t-test was
performed to analyze the comparison of the intervention and control groups. We also used
a one-way analysis of variance (ANOVA) to determine the effect of other variables on the
effectiveness of mindfulness interventions on stress, anxiety, and depression.

2.5. Ethical Clearance

Ethical clearance for this research was granted by the ethics research committee of
Universitas Padjadjaran with letter no. 1062/UN6.KEP/EC/2021. Participants involved in
this study were instructed about the research purposes, and informed consent was acquired
as a legal requisite.
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3. Result
3.1. Characteristics of Participants

A total of 122 participants fulfilling the criteria were included in this study (mean
age, 20.30 ± 1.116 in the intervention group and 22.42 ± 3.672 in the control group; most
respondents were women, 51 (83.60%) in the control group and 42 (68.9%) in the interven-
tion group; and majority religion was Islam with 54 respondents). Table 1 displays the
university students’ sociodemographic variables; there were no noteworthy differences
between the control and intervention groups, except for the age variable.

Table 1. Demographic of participants.

Characteristic Control Group Intervention Group p-Value

Gender

Female 51 (83.60%) 42 (68.90%) 0.089

Male 10 (16.40%) 19 (31.15%)

Religion

Islam 54 (49.1%) 56 (50.9%) 0.361

Christian 5 (50%) 5 (50%)

Buddhism 2 (100%) 0 (0%)

Age 20.30 ± 1.116 22.42 ± 3.672 0.000

3.2. Baseline and Post-Intervention Stress, Anxiety, and Depression of Participants

Based on the analysis of stress, anxiety, and depression in the pre- and post-tests, in
Table 2, it can be seen that there is a difference in mean and standard deviation in each group.
From these data, it was also found that there was no significant differences in each group
for the baseline data for stress (p = 0.862), anxiety (p = 0.664), and depression (p = 0.363). As
for the post-test, the test results showed that there were significant differences between the
post-test categories of the two groups in terms of stress (p = 0.007) and anxiety (p = 0.042).
Whereas in depression, the results showed that there was no significant difference in the
post-test data of the two groups. Even so, in the intervention group, there was a decrease
in mean and SD for all variables. Thus, even though there was no significant change in the
depression variable, the interventions were successful in reducing the average depression
score in that group.

Table 2. Baseline and post-intervention stress, anxiety, and depression of participants.

Variable Intervention Group
M (SD)

Control Group
M (SD) p-Value

Stress
Baseline 16.31 (9.807) 16.00 (10.00) 0.862

Post 10.07 (6.957) 14.03 (8.77) 0.007

Anxiety
Baseline 14.08 (8.737) 13.39 (8.74) 0.664

Post 8.46 (5.448) 10.66 (6.32) 0.042

Depression
Baseline 13.93 (9.631) 12.36 (9.42) 0.363

Post 7.54 (7.309) 9.46 (7.70) 0.161

3.3. Frequency Distribution of Participants’ Levels of Stress, Anxiety, and Depression

Based on an analysis of the frequency distribution of stress, anxiety, and depression, it
was found that respondents who participated in this study were divided into five categories,
namely normal, mild, moderate, severe, and extremely severe, in each of the two groups’
variables. Before giving the intervention, apart from being at a normal level, the other
categories that were mostly found for stress occurred in the moderate category (60.0%)
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in the intervention group and severe (55.6%) in the control group, anxiety occurred at a
moderate level for the intervention group (55.9%) and control (44.1%), while depression
occurred at a moderate level for the intervention group (46.2%) and control (53.8%). After
giving the intervention, stress, anxiety, and depression categories were dominated by
normal levels in the intervention group for stress (44.3%), anxiety (42.3%), and depression
(57.7%), and in the control group for stress (55.7%), anxiety (57.7%) and depression (58%).
These results are shown in Table 3.

Table 3. Frequency distribution of participants’ levels of stress, anxiety, and depression.

Variable
Intervention Group Control Group

Baseline Post Baseline Post

Stress

Normal 32 (51.6%) 44 (55.7%) 30 (48.4%) 35 (44.3%)

Mild 8 (50.0%) 8 (42.1%) 8 (50.0%) 11 (57.9%)

Moderate 8 (40.0%) 7 (46.7%) 12 (60.0%) 8 (53.3%)

Severe 10 (55.6%) 0 (0.0%) 8 (44.4%) 6 (100.0%)

Extremely severe 3 (50.0%) 2 (66.7%) 3 (50.0%) 1 (33.3%)

Anxiety

Normal 15 (50.0%) 30 (57.7%) 15 (50.0%) 22 (42.3%)

Mild 6 (50.0%) 7 (46.7%) 6 (50.0%) 8 (53.3%)

Moderate 15 (44.1%) 17 (54.8%) 19 (55.9%) 14 (45.2%)

Severe 9 (60.0%) 4 (28.6%) 6 (40.0%) 10 (71.4%)

Extremely severe 16 (51.6%) 3 (30.0%) 15 (48.4%) 7 (70.0%)

Depression

Normal 21 (43.8%) 29 (58.0%) 27 (56.2%) 21 (42.0%)

Mild 13 (52.0%) 18 (62.1%) 12 (48.0%) 11 (37.9%)

Moderate 14 (53.8%) 10 (37.0%) 12 (46.2%) 17 (63.0%)

Severe 6 (60.0%) 2 (22.2%) 4 (40.0%) 7 (77.8%)

Extremely severe 7 (53.8%) 2 (28.6%) 6 (46.2%) 5 (71.4%)
Note: data are expressed as frequency (n) and percentage (%) for each level of variables.

3.4. Age and Religion Factors on Participant’s Interventions

Table 4 shows the results of testing the age and religion categories regarding their
influence on successful interventions. These results are presented in the form of data on the
average and standard deviation of each variable for each group, followed by the p-values
for the post-test of the two groups with one-way ANOVA processing. Based on the test
results, it was found that there was no difference in the scores for stress, anxiety, and
depression for the pre- or -post-tests, either in the treatment group or the control group
based on age (p = 0.63, 0.457, and 0.573) and religion (p = 0.568, 0.505, 0.534).
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Table 4. Mean scores (standard deviations) based on age and religion of participants.

Variable

Baseline Post
p-Value *IG

(M, SD)
CG

(M, SD)
IG

(M, SD)
CG

(M, SD)

Age (years)

Stress

<21 14.66 (9.152) 21.83 (7.627) 10.00 (6.958) 14.83 (9.827) 0.63

21 18.82 (11.775) 15.19 (6.322) 11.12 (7.960) 13.05 (8.851)

>21 18.00 (7.714) 15.47 (11.909) 8.33 (4.975) 14.50 (8.760)

Anxiety

<21 12.60 (8.388) 17.33 (5.007) 8.23 (5.180) 13.50 (6.504) 0.457

21 15.59 (10.381) 13.10 (6.503) 9.71 (6.659) 11.05 (7.619)

>21 17.00 (5.831) 12.88 (10.304) 7.00 (3.742) 9.91 (5.384)

Depression

<21 12.66 (9.434) 16.67 (8.335) 7.74 (6.423) 11.83 (6.969) 0.573

21 16.76 (11.306) 11.67 (6.102) 8.35 (10.000) 11.10 (9.633)

>21 13.56 (6.126) 12.03 (11.156) 5.22 (4.206) 8.03 (6.264)

Religion

Stress

Islam 17.20 (9.727) 16.11 (10.101) 10.69 (7.012) 14.41 (8.891) 0.568

Christian 10.00 (8.337) 14.80 (9.731) 4.80 (2.683) 9.80 (6.496)

Buddhism 8.00 (9.899) - 6.50 (9.192) -

Anxiety

Islam 14.89 (8.801) 13.43 (8.932) 9.00 (5.425) 10.71 (6.387) 0.505

Christian 8.20 (4.868) 13.00 (6.892) 3.80 (2.168) 10.00 (6.205)

Buddhism 7.00 (8.485) - 5.50 (7.778) -

Depression

Islam 14.50 (9.743) 12.63 (9.680) 7.93 (7.581) 9.55 (7.865) 0.534

Christian 9.40 (7.436) 9.40 (5.550) 3.40 (1.140) 8.40 (6.025)

Buddhism 10.00 (12.728) - 7.50 (7.778) -
Note: * One-way ANOVA test; IG, = intervention group; CG = control group; M = mean; SD = standard deviation.

4. Discussion
4.1. Principal Finding

At the baseline data of the intervention and control groups, there was no significant
difference between the two groups for stress, anxiety, and depression. Meanwhile, in the
post-test data, it was found that there were significant differences between groups for stress
and anxiety.

From the findings, the data showed that, compared with the control group, the in-
tervention group that received the mindfulness therapy program resulted in a reduction
in depression, anxiety, and stress. In this study, which is about the effectiveness of mind-
fulness therapy on depression, anxiety, and stress, it appears that the average score of
the intervention group decreased more than the average score of the control group, in
which the control group experienced a slight change in score. This finding is similar to a
study by Ibrahim et al. [31], in which MBSR effectively increased psychological well-being.
Additionally, a study by Nyklicek et al. [32] described that an MBSR program consisting of
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90–120 min of instruction for only three sessions per week effectively reduced depression,
anxiety, and stress in 107 percutaneous coronary patients.

Although it resulted in a higher mean score reduction in stress, anxiety, and depression
in the intervention group, the post-test results for depression in the control and intervention
groups showed no significant differences. Only stress and anxiety showed a significant
difference in the post-test results between the intervention and control groups. Thus, the
most significant change is indicated by stress, which is shown by a p-value that is smaller
than the p-value of anxiety. The results are similar to Chiodelli et al.’s study that stress
was the variable that had a significant difference. The use of nonclinical populations in the
research has the potential to affect the effectiveness of mindfulness intervention. This could
be because the reduction is significantly more likely to be experienced in populations who
already experience high levels of depression and anxiety [33]. The same finding was also
reported by Chen et al. [34]—decreasing levels in anxiety scores were significantly greater
in the MBSR group than in the control group. However, there was not a significant result
for depression levels. In connection with these matters, the respondents included in this
study consisted of students of various ages and religions. However, the test results showed
that these two aspects did not significantly influence the intervention for the two groups.
Meanwhile, if viewed from a psychological condition, the respondents who were included
in this study were not only respondents with high levels of stress, depression, and anxiety,
but all levels were included, so this might also affect the effectiveness of the interventions
carried out.

According to Chen et al. [34], the reason for this negative finding is that the MBSR
program was only conducted as a short-term intervention, which was only for 7 consec-
utive days. In this study, the time of the intervention was carried out for 4 weeks. In a
previous study on MBSR with 32 nursing students, an MBSR program was conducted
for 8 weeks [35]. Moreover, in another study in which an MBSR was carried out for 2.5 h
every week for 8 consecutive weeks, it showed a significant reduction in depression and
stress in 83 patients with chronic disease [36]. Compared with other studies that show
significant results on depression, stress, and anxiety, the intervention time in this re-
search tends to be less. This is because some articles indicate an intervention duration of
8 weeks, while in this study, the intervention only lasted 4 weeks. Thus, the researchers
suspect that the length of time an intervention is given can be one of the factors that
increasingly influence the effectiveness of the mindfulness intervention.

Stress is a pressure that is felt by an individual as a result of an imbalance between the
demands of their needs and the capacity they have, so it has an impact on the individual’s
biopsychological condition. Students belong to a group that is prone to experiencing stress
related to academic and nonacademic responsibilities, such as relationships with family
and students’ social environment. Not only stress but anxiety and depression were also felt
by students. Those psychological problems, if otherwise not handled properly, can result in
various negative impacts that affect the physical and psychological well-being of students.
Therefore, efforts to reduce stress, anxiety, and depression experienced by students need
to be carried out so that it also has an impact on the optimization of the learning process
during lectures. The results of this study indicate that mindfulness-based therapy can be
an effective intervention to reduce student stress and anxiety. Mindfulness is a therapy that
involves integrating the mind and body to fully focus, present oneself, and accept left-hand
experiences to gain calm, wisdom, and peace in dealing with stressors.

In this study, the mindfulness therapy used is as a type of breathing meditation, which
is a type of MBSR that is performed by focusing on abdominal breathing, along with feeling
the sensations felt in the body, mind, and feelings without paying attention to things other
than the sensations or emotions felt [37]. This exercise is performed in an upright sitting
position but remaining relaxed, with the chest open for some time in a state of silence.
According to Lutz (in Kropp and Sedlmeier) [38], Nagas meditation includes three basic
abilities, namely monitoring the stimulus or sensation felt without distracting focus, the
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ability to separate oneself from possible distractions, and the ability to focus fully on the
object or sensation that is felt.

From several findings, it was found that significant results in reducing stress levels
were obtained from participants who participated in face-to-face and online MBSR therapy
using the Mindful Skills for Student (MSS) application. Therefore, the combination of
offline and online MBSR intervention was effective in helping participants manage the
stress they experienced. Based on previous research, it was stated that internet-based
mindfulness interventions have the potential to meet the needs of participants because they
are more accessible and flexible so that they can be integrated with healthcare facilities to
help manage stress, depression, and anxiety [39–42].

4.2. Limitations

The research findings obtained by several participants in the study conveyed the
factors that became obstacles while carrying out mindfulness breathing meditation. The
biggest obstacle that occurred during the intervention was the low level of public awareness
and sociocultural influences. For instance, in this study, awareness was still very low among
the campus community, and where participants lived resulted in mindfulness interventions
not being widely known. This was indicated by a lack of public knowledge about the
existence of mindfulness therapy and a lack of facilities and infrastructure in the campus
environment and where participants live that provide information related to mindfulness.
Other inhibiting factors are from a social and cultural perspective. Participants felt that the
practice of mindfulness was not familiar in their social and cultural environment because,
since childhood, there was no one that required them to behave mindfully. In this study,
the age of the respondents was not homogeneous, but the practice of mindfulness can be
carried out by various ages.

In addition, the respondents who were included in this study ranged from respondents
with normal levels of stress, anxiety, and depression, so the possible symptoms they
experienced were not too severe for some respondents. Besides that, the control group was
only contacted individually for each respondent, and the researcher did not administer
any treatment regarding mindfulness interventions that could be obtained with media or
other methods that were different from the intervention group when the intervention group
received the MBSR intervention.

4.3. Implications for Clinical Practice

The current result of our study indicates that mindfulness breathing meditation can
be a promising strategy to efficiently reduce the levels of stress, depression, and anxiety.
The fact that this meditation can be carried out at any time or any place also makes it
a very cost-effective wellness intervention that can be accessed by everyone universally.
Furthermore, this study provides a rationale for including this therapy in any nursing
courses as one of the effective ways to make students relax. This intervention can be carried
out using MP3 or MP4 video media files to guide the implementation of practical activities
so that it can also be carried out by students independently. With the integration of an
application for mindfulness implementation on campus, it is hoped that it will be able to
increase students’ abilities and concentration so that each intervention that is carried out
can be more effective.

5. Conclusions

This study showed that mindfulness breathing meditation provides a reduction in
scores of stress, depression, and anxiety among university students in Indonesia. However,
an effective reduction occurred for stress and anxiety at the 4-week follow-up. Mindfulness
breathing meditation is a nonpharmacological method, which means it can be implemented
virtually at any time and any place. The use of mindfulness breathing meditation could be
applied to all university students and so forth to develop psychosocial status and mindful
attentiveness to one’s needs.
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From this study, we recommend a future study to conduct research about the factors
that influence the effectiveness of giving mindfulness breathing meditation therapy. We
also recommend that future researchers provide treatment to the control group related
to the intervention during the research, for example, providing intervention information
with poster media. This is intended so that all participants in the study receive the same
treatment regarding the intervention. Additionally, a future study to assess the long effect
of 6–12 months of follow-up is needed in the new normal era.
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Abstract: Background: Interventions that simultaneously target depression and antiretroviral ther-
apy (ART) medication adherence are recommended for improving HIV treatment outcomes and
quality of life for adolescents living with HIV. However, evidence is scarce on culturally feasible
and acceptable interventions that can be implemented for HIV-positive adolescents in Tanzania.
We, therefore, developed a manualized brief psychological intervention that utilizes evidence-based
strategies to address depression and ART adherence in adolescents living with HIV in Tanzania.
Methods: We used the Theory of Change Enhanced Medical Research Council framework (TOCMRC)
for developing complex interventions in health care to develop the intervention in five phases. First,
the literature was reviewed to identify potential intervention components. Second, we conducted
a situational analysis using qualitative interviews with adolescents living with HIV, health care
providers, and caregivers. Third, we conducted a mental health expert workshop; and fourth, theory
of change workshops with representatives from the Ministry of Health, mental health professionals,
HIV implementing partners, adolescents, and healthcare providers. Lastly, we synthesized results to
finalize the intervention and a theory of change map showing the causal pathway for how we expect
the developed intervention to achieve its impact. Results: Adolescents living with HIV in Tanzania
experience several unmet mental health needs ranging from overwhelming depressive symptoms to
not feeling understood by healthcare providers who lack mental health knowledge. Participants per-
ceived psychological intervention that utilizes a task-shifting approach to be acceptable and beneficial
to addressing those problems. The novel components of the NITUE intervention included incorporat-
ing evidence-based intervention components, namely, cognitive–behavioral therapy, motivational
interviewing, and problem solving. In addition, caregiver inclusion in the treatment was essential to
ensure access to care, compliance, and improved outcomes. Conclusions: A culturally appropriate
brief psychological intervention that utilizes a task-shifting approach to address depression and
medication adherence for adolescents living with HIV in Dar es Salaam, Tanzania, was developed.
The intervention will be piloted for appropriateness, feasibility, and acceptability and will provide
material for a future trial to determine its effectiveness.

Keywords: psychological intervention; behavioral intervention; adolescent depression; ART adher-
ence; individual therapy; theory of change; intervention development

61



Healthcare 2022, 10, 2491

1. Introduction

About 38.4 million people live with Human Immunodeficiency Virus (HIV) worldwide,
and 18.8 million are adolescent girls and young women [1,2]. Although new HIV infections
in sub-Saharan Africa have decreased from 1.9 million in 2010 to 1.7 million in 2019,
the prevalence of HIV in adolescents remains high [3]. About 3.8 million adolescents
between 15 and 24 years were living with HIV in sub-Saharan Africa, equating to 76%
of the global burden of the disease among young people [4,5]. Like other countries in
the region, Tanzania is also experiencing a high burden of HIV among adolescents and
young adults [3,6]. With a third of its population comprising adolescents and young people
between 10–24 years old [7], nearly half of new HIV infections occur in this group [5].
Hence, Tanzania carries 5% of the global burden of HIV among adolescents [1,5].

Adolescents living with HIV (ALWHIV) have an increased risk for depression, nega-
tively affecting ART adherence [8–10]. In Tanzania, the prevalence of depression among
ALWHIV is 47.1% [11,12], and despite such a high burden, depression remains under-
diagnosed and undertreated. Management of depression ensures better adherence to ART
medication and hence better treatment outcomes, as well as improved quality of life [12–15].

Evidence suggests that single-approach interventions such as medication alone are
inadequate in resolving depression and its associated difficulties, such as adherence to
ART medication for adolescents with co-morbid HIV and depression. Adhering to anti-
depressants has also proved challenging because of their interactions with ART and the
additional tablet burden; hence, including psychological interventions alongside medical
treatment is essential [16]. For adolescents, the mental health Gap Action Program (mhGAP)
recommends brief psychological interventions as a first-line treatment for common mental
disorders such as depression [17].

Studies in Tanzania have widely recommended integrating mental health services and ad-
herence interventions into the care and treatment of adolescents living with HIV [11,13,18–20].
A cause for alarm is that, even with a significant amount of work being carried out to sup-
port adolescents living with HIV/AIDS [21], there is a scarcity of data and evidence-based
interventions that address both depression and ART adherence in adolescents living with
HIV in Tanzania and SSA [9,20].

Studies that have identified effective interventions to improve depression and ART
adherence in well-resourced countries suggest that cognitive–behavioral therapy is an
effective treatment for depression [18,22,23]. Moreover, the client-centered approach in
motivational interviewing [24] is suitable for addressing the complex multidimensional
features of ART adherence [24–26]. Research on brief psychological interventions that com-
bined the two approaches (CBT and MI) to address depression and medication adherence
in ALWHIV has recently increased in high-resourced countries and with positive find-
ings [25,27–29]. Similar interventions are encouraged to be scaled up in Tanzania even when
they have not been developed or adapted for use in this poor-resourced setting [30–32].

The issues on the global mental health agenda have raised concerns about the cul-
tural appropriateness of interventions taken to scale in low and middle-income countries
LMIC [33]. The arguments highlight the challenges and risks of applying Western ap-
proaches and interventions to other cultures prior to assessing if inherent are socially
appropriate, feasible, or effective [26,34,35]; hence, intervention development or good
adaptation work needs consideration before going to scale. The aim is to ensure that the
interventions can deliver care of acceptable standard and that the strategies are replica-
ble [36,37] in these settings where human resources are limited [38,39]. The current focus
of Global Mental Health and the World Health Organization (WHO) in addressing the
gap in treating mental health problems, especially for ALWHIV in LMIC, recommends
evidence-based interventions that can be integrated and scaled up through task shifting to
improve access to service [34].

To fill that gap, we developed a brief psychological intervention that utilizes a task-
shifting approach to address depression and ART medication adherence for ALWHIV in
Dar es Salaam, Tanzania.
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2. Methods
2.1. Design

We used the Theory of Change enhanced Medical Research Council framework
(ToCMRC) for developing complex interventions in healthcare [40,41] to guide the develop-
ment process. Iteratively, we followed the four phases of the MRC framework (intervention
development, feasibility and piloting, evaluation, and implementation). The ToC map
provides a graphic representation of the causal pathways through which the developed
intervention is expected to achieve its impact. The map includes (i) the final outcome,
which is the primary intervention outcome (improvement in depressive symptoms and en-
hanced ART adherence); (ii) intermediate outcomes, which include things that are currently
unavailable, and that need to be there to achieve the outcome; (iii) interventions which are
the different components of the intervention that are needed to move from one outcome
to another; (iv) assumptions which are the conditions that are beyond the intervention
that needs to be there to move forward in achieving the outcome); (v) the rationale from
evidence or experience that explains the pathway for each outcome; and (vi) indicators
which are measurable things that determine whether the outcome has been achieved or that
there is progress toward aching the outcome [40]. The ToCMRC framework was favored
because it provides a basis for enhanced stakeholder engagement that ensures specific
intervention components will be well set within the local Tanzania cultural context [40]. The
framework also systematically identifies knowledge gaps and clearly describes pathways
to the outcomes of interest, in this case, reducing depressive symptoms and enhancing ART
adherence. Additionally, with this framework, information obtained during the piloting
process can be used to improve the intervention [40,42,43].

2.2. Intervention Development Process

Intervention development work started with a review of literature that facilitated the
identification of potential components of the current intervention and a description of how
those components could improve depressive symptoms or enhance ART adherence [44–46].
We also conducted a situational analysis comprising public data on adolescents living
with HIV, treatment coverage, and integration of mental health services in Dar es Salaam.
These data were obtained from Management and Development Health (MDH), a non-
profit organization that supports HIV care and treatment services delivery in Tanzania, the
District Medical Officer, and observation of service provision in selected centers that provide
adolescent HIV care and treatment in Dar es Salaam. Furthermore, qualitative surveys were
carried out to determine the unmet mental health needs of adolescents living with HIV, and
the barriers and opportunities for implementing an integrated psychological intervention
described elsewhere [47,48]. The qualitative study’s findings shed light on lived experiences
and indicate the problems from the perspectives of adolescents, caregivers, and healthcare
providers. Qualitative findings also facilitated the identification of psychosocial factors that
could be considered in the current intervention.

The development process engaged mental health professionals such as psychiatrists
and clinical Psychologists from the Muhimbili University of Health and Allied Sciences
(MUHAS) and the Muhimbili National Hospital (MNH). We also collected views on devel-
oping the intervention from the adolescents, caregivers, and health care providers in HIV
care and treatment centers. Furthermore, essential stakeholders from the government, such
as the district medical officer, the ministry of health, and HIV implementing partners in
Tanzania, were also involved as they directly affect the implementation of interventions.
The process ensured these stakeholders had a picture of possible outcomes within the
existing structure of CTCs in Dar es Salaam.

2.3. Setting

The study was conducted in Dar es Salaam, the business capital city of Tanzania, with
five districts: Ilala, Kinondoni, Ubungo, Temeke, and Kigamboni. The qualitative study
was carried out at the HIV care and treatment centers in the Kinondoni district because
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these centers provide HIV services for adolescents on a different day than adults and have
providers who may be more likely to understand the dynamics of HIV and mental health
in ALHIV. MDH facilitated the selection of HIV care and treatment centers. The expert
meeting and ToC workshops were conducted in the ilala district, where the Muhimbili
University of Health and Allied Sciences and the Muhimbili National Hospital is located.

3. Study Participants and Sampling

We included individuals aged 18 years and older, able to provide written, informed
consent to study participation. Participants also had to be either a mental health profes-
sional, a key stakeholder from the government/Ministry of Health, an HIV implementing
partner, or an HIV healthcare provider with experience working in the field or directly
with ALWHIV. The study also included ALWHIV who were at least 18 years old and their
caregivers (parents or guardians). We used a purposive sampling approach [49] to recruit
a diverse sample of participants. We considered those with experience or expertise in
adolescent HIV and mental health care. Adolescents were recruited from the three selected
clinics with the help of a healthcare provider from the respective clinic who was familiar
with adolescents who can communicate, are physically and mentally stable, and are aware
of their HIV-positive status.

4. Mental Health Professionals’ Workshop

Two mental health professional meetings were conducted. The first included twenty-
nine [29] mental health professionals (four psychiatrists, five clinical psychologists, three
social workers, four psychiatric nurses, and thirteen masters level residents in psychiatry
and clinical psychology). First, findings from phase one of the study, which consisted of the
literature review and the qualitative studies, were presented and discussed. Next, mental
health professionals discussed and gave recommendations on the content and delivery of
the intervention based on the proposed findings and their clinical and research experience.
The workshop was conducted in Swahili and English at the Muhimbili National Hospital’s
Department of Psychiatry and Mental Health and lasted two hours. Three people took notes
for the meeting. The second meeting was between two psychiatrists and three psychologists
from the first meeting, who reviewed inputs submitted in writing by participants from the
first meeting. Combined notes were taken to come up with one document.

5. Theory of Change Workshops

Four ToC meetings were conducted each for a half day with the Ministry of Health
and HIV implementing partners and district mental health officer (four), HIV health care
providers (twelve), adolescents living with HIV (eight), representatives from implementing
partners (two), health care providers (four and adolescents living with HIV (four)) We
purposefully recruited the participants to include those more likely to give their opinion
and consider their experience in supporting or delivering HIV and mental healthcare. All
ToC workshops were facilitated by TN, a master-level clinical psychologist with intensive
training in ToC. Efforts were made to ensure all participants got an opportunity to partici-
pate in each component fully. Summaries of key points were projected on a PowerPoint
presentation or laid out in flip charts and revised after each subsection to validate the
recorded information. After the workshop, using notes recorded during the workshop
by two research assistants and flipcharts from the seminar, the Theory of Change map
was updated.

The three TOC meetings started with a presentation that described the objectives of
the meeting, which were (a) to explore the feasibility and acceptability of a psychological
intervention to address depression in ALWHIV, and (b) to develop a ToC map that will
indicate the causal pathway through which the newly developed psychological intervention
was expected to achieve its impact. The presentation also covered findings from the
literature review and qualitative studies. English and or Kiswahili were used as the
medium of communication. After the introductory presentation, a discussion was led by
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TN encouraging participants to discuss the findings with a focus on possible social-cultural
benefits of psychological intervention for adolescents living with HIV. Participants were
also encouraged to consider the feasibility of such intervention within the existing structure
and the delivery of HIV care in Tanzania, including human resources, time, and other
possible barriers.

Discussion of the various components of ToC started by asking participants what they
would like as the outcome of the psychological intervention for HIV-positive adolescents
with depressive symptoms and challenges in ART medication adherence. We used sticky
notes to map things participants discussed as unavailable but needed to be there to achieve
the desired outcomes. Next, we used an example of growing a home shade tree to help
participants discuss intermediate activities and conditions that need to be there to move
from one intermediate outcome to the other, indicators of outcomes, and measurable
things that determines whether the outcome has been achieved or there is progress toward
achieving the outcome. The example included questions like; what are the desired results
of planting a tree in the garden? What needs to be conducted before planting a tree, and
why the preparatory process is necessary for obtaining the desired effect/outcome? The
tree example was beneficial, especially for adolescent ToC meetings, as their response
made it easy to relate the outcome assumptions and interventions used to develop the
psychological intervention.

For each ToC meeting, the ToC map for each session was drafted by reviewing work-
shop minutes and notes. An integrated ToC map was then developed from the three
maps. Finally, it was presented in the fourth Toc workshop that included representatives
from each group in the previous ToC meetings to come up with a final agreement on the
content, length, and number of sessions, and strategies to overcome potential barriers in
the implementation of integrated psychological services for adolescents living with HIV.
Next, TN and two other psychologists did a two-day intervention planning workshop to
refine the ToC map and finalize the content of the psychological intervention. Then, before
reviewing and approving the manual for pilot testing, the draft manual was translated
into Swahili.

6. Analysis

Following Graneheim and Lundman [50], qualitative content analysis guided data
analysis. Two researchers analyzed the data to ensure reliability [51]. All Toc meeting
transcripts, flip charts, and notes were first to read and re-read by two authors (TN and
FN). The qualitative data analysis with NVivo software was used to manage and organize
data. Condensed meaning units related to participants’ description of components of the
ToC map, including outcomes, intervention, preconditions, assumptions and indicators,
acceptability, and feasibility, were formed through data reduction. Since codes were pre-
defined by the ToCMRC frameworks, the authors agreed on the main categories by checking
the similarities and differences of sub-categories and reflecting upon the interpretations
of the participant’s descriptions. Quotes were selected to support the presented themes
and categories. Although the description seems to be linear, the analysis process was
iterative. Through discussion, ToC maps were developed. The authors then combined the
ToC maps from each workshop and devised a single ToC map. The final draft was refined
and approved by the last workshop, which consisted of representatives of participants
from the previous three ToC workshops.

7. Data Triangulation

A triangulation of findings from different sources was conducted to ensure the trust-
worthiness of this study. Credibility was ensured by collecting data from adolescents, health
care providers, and other essential stakeholders to provide comprehensive accounts of their
experiences, establish buy-in of the intervention in the health care system and delivery,
as well as to ensure its content and structure are well rooted in the local situation [52,53].
At least two authors conducted the initial analysis, and all authors reviewed and agreed
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on categories. Data accuracy was validated through summaries for participants’ checks
and the final meeting that reviewed and approved the last ToC map [54]. To increase the
study’s credibility, we included participants’ quotes to support the results [55]. Two senior
researchers (AF and SK) closely monitored, reviewed, and examined the research process
and data analysis to ensure consistent findings to promote dependability and conformabil-
ity. Finally, the Guidance for Reporting Intervention Development (GUIDED) checklist [56]
was used to report the intervention development process.

8. Ethical Considerations

The Muhimbili University of Health and Allied Sciences IRB granted ethical approval
for the study in Dar-es-Salaam, Tanzania (Ref. No. DA.282/298/01.C/053). Additionally,
the study was approved by the Addis Ababa University Institutional Review Board (Ref.
No. 051/20/CDT). The Kinondoni Reginal Medical officer permitted the conduct of the
study. Before the study, written informed consent to participation, a record of discussion,
and findings used for publication were obtained for all study participants at least 18 years.
In total, 2 participants were below 18 years and written parental permission and their
accent were also obtained.

9. Results
9.1. Mental Health Expert Workshop

The expert workshop suggested that the intervention be delivered in six individual
sessions. Participants argued that the intervention should be designed to address underly-
ing psychological problems/stressors specific to adolescents living with HIV, as identified
in the qualitative study. Psychoeducation was proposed to be included briefly, focusing on
illness/symptoms and available treatment options. Mental health professionals suggested
that nurse counselors be trained in communication skills to help them burst common myths
about mental health problems, change attitudes, and reduce stigma. Communication skills
were thought to be necessary to improve and build therapeutic relationships and improve
assessment and management skills that will enhance the acceptability of the intervention.

The mental health professionals further highlighted the importance of utilizing evidence-
based approaches from cognitive behavioral therapy and motivational interviewing, as
supported by the literature [10,45,57,58]. It was argued that the cognitive–behavioral
component would be helpful for adolescents to understand and practice how thoughts
affect emotional behaviors and change maladaptive thoughts. It was, however, discussed
and agreed that homework might not be very acceptable to adolescents; hence they should
be limited to more practical activities such as relaxation exercises, mood monitoring, and
behavioral activation. In addition, motivational interviewing strategies were thought
necessary to enhance and promote healthy behaviors and motivation to take care of their
health, adapt to their HIV status, and adhere to the treatment regime.

Mental health professionals suggested that including problem solving will make
the intervention more culturally acceptable. It was agreed that problems identified in
the qualitative data that required generating solutions, such as dealing with stigma and
improving academic performance, could be solved by improved problem-solving skills.
Mental health professionals suggested that the Intervention sessions last for approximately
30–45 min. The mental health professionals further recommended that the intervention
manual be used flexibly but should provide the provider using it with guidelines on the
content and structure of the session. It was discussed and agreed that the provider can,
however, modify a session based on their clinical judgment if the overall approach is
consistent with the principles of the intervention.

The expert suggested that one or two additional sessions may be included in the
manual and used throughout the interventions to address specific concerns of the adolescent
receiving the intervention or the provider. The supplement areas were suggested to be
designed to assist the counselor in applying core skills to common psychological problems
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and stressors for adolescents living with HIV, such as the loss of a significant other, stigma,
and violence due to HIV status.

9.2. ToC Workshops

Three ToC workshops and one ToC workshop that included the representative of
all participants were conducted, with a total of twenty-two participants, as indicated in
Table 1.

Table 1. Description of study participants.

Participants Male Female Total

ToC with Stake Holders
HIV implementing partners - 4 4
MoH and government officials 3 - 3

ToC with adolescent 4 4 8
ToC with healthcare providers 3 4 7
Total 22
Representative meeting
Stake Holders 1 2

7Adolescent 2 2

The fourth ToC meeting included representatives from the three workshops purpose-
fully selected to meet representation requirements. The synthesized findings were reviewed,
and TN and FN drafted the intervention manual that all authors critically reviewed.

9.3. Intervention Development Recommendations

Participants perceived that a psychological intervention was needed to address depres-
sion and associated problems in adolescents living with HIV. They, however, indicated the
importance of ensuring feasibility, acceptability, and applicability within the local context.

Caregivers of adolescents insisted on using local terminologies and other easy-to-
understand and acceptable approaches to helping adolescents and caregivers understand
depression. Local idioms were vital as they will facilitate understanding, health help-
seeking behavior, coping strategies, and the intervention’s probability of bringing about
the intended effect.

“You will need to use terminologies that we understand, do not say depression because
most will not understand. Better use a simple description like overthinking and give some
more description of the symptom.”

The intervention was perceived as necessary because it would provide a solution to
many adolescents’ problems and reduce the time spent by caregivers looking for help.

“It is hard to imagine that somewhere in this area has the solution to the problem that we
parents have been unsuccessfully finding. Availability of treatment in the CTC will save
us the movement from church, traditional healers, and so many places that have not been
helpful in this.”

The HCP thought that the intervention would be acceptable for nurse counselors
targeted to deliver the intervention. In addition, they suggested that management manuals
and screening tools for depression be presented simply, which would also assist in delivery.

Similarly, findings from the adolescent workshop indicated that for adolescents to
be free to request the service, providers need to be accepting, understanding, and non-
judgmental. In addition, they asked for depression awareness to be offered to them and their
caregivers to improve their mental health knowledge, early detection, and the likelihood
of the adolescents receiving support during depression treatment. Finally, caregivers’
awareness was thought necessary to increase help-seeking and treatment adherence and
ultimately lead to expected treatment outcomes.
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“For someone like me (adolescent) to benefit from the intervention, my parents need to be
aware first to understand my problem and then support me to receive the treatment.”

Participants in all groups suggested that the CTC intervention should be delivered in
HIV-CTCs since its where adolescents receive their regular follow-ups and prescription
refill. The Nurse counselor was seen as the most fitting person for the intervention delivery,
and most participants believed counselors should be available every clinic day. Adolescents
wanted the intervention to be called NITUE. This Swahili word means “Help me offload,”
reflecting the intervention’s aim, which is to provide relief from carrying a heavy load of
depressive symptoms.

9.4. Structure and Delivery of the Session

Adolescents and their caregivers suggested that the experts decide on the number,
duration, and frequency of intervention sessions depending on the content and experience
delivering similar kinds of help for adolescents living with HIV. However, they preferred
that the intervention be provided when needed and not wait until the regular monthly
appointments. Health care providers recommended from 30 min to 1 h, as they usually
spend during counseling with adherence or behavioral problems. However, they believed
that that time would be less if they were appropriately trained and knew what to do; hence,
they reached a consensus of 30 min.

“We have been using so much time because we did not know what to do or say. You might
spend an hour sometimes consulting with others or trying to console a crying youth.
I think once one is trained and knows what to do, 30 min may be enough.”

9.5. ToC Map

The final Theory of Change map in Figure 1 summarizes a participant’s identification
of knowledge gaps and describes pathways to the outcome of interests.

The outcome indicates the primary effect of the intervention. Adolescents and health
care providers mentioned improvement in depressive symptoms and enhanced adherence
for adolescents living with HIV as the outcome of interest. In addition, all participants
indicated other outcomes such as improved academic performance and quality of life as
defined by good health, making it easy to enjoy life and attain individual life goals. Stake-
holders noted that the final impact of the intervention would be to reduce the treatment
gap for adolescent depression.

The intermediate outcome for the intervention included unavailable things and needs
to be there to achieve the final prefeed effect. For example, stakeholder and HCP workshops
suggested that adequate training, treatment manual, and awareness materials must be
available within HIV-CTC. Other intermediate outcomes included (1) improved depression
awareness among adolescents, caregivers, and health care providers, (2) decreased mental
health stigma among healthcare providers, (3) healthcare providers’ confidence in manag-
ing depression improved, (4) adolescents attend CTC regularly for HIV, and depression
care, regular screening for depression in routine clinics, (5) enhanced communication skills
for providers, and (6) appointments are given for counseling/mental health care.

The interventions discussed were the different components of the intervention that
are needed to move from one outcome to another. For example, the unmeant mental health
needs were required to establish the gap that the intervention would cover. Healthcare
providers suggested that for the nurse counselors to deliver the intervention, there was a
need for an intervention to ensure these providers acquire the necessary skills required for
screening and managing depression in adolescents. They perceive that refresher, ongoing
training, and supervision should enable them to deliver the intervention and give them the
skills to provide mental health awareness and care for themselves while helping adolescents.
Adolescents suggested that providers need to be understanding and less judgmental for
them to be able to ask for and use the intervention. The need for improved communication
skills necessitates training as an essential intermediate intervention. Adolescents also
perceive that the intervention gives them skills to deal with everyday problems that may
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lead to depression. Adding problem-solving to the intervention components will make the
intervention more desirable and increase help-seeking behavior.
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Assumption: Participants also discussed the conditions beyond the interventions that
need to be there to move forward in achieving the outcome.

Stakeholders focused on the willingness of nurse counselors to be trained and their
desire to deliver the intervention as the fundamental assumption for the intervention’s
success. Participants also mentioned sustainable support from the Ministry of Health and
other HIV-implementing partners. The HCP workshop discussed issues related to the
acceptability of the intervention for adolescents and their willingness to see and receive
care. For adolescents, an important assumption was that all adolescents know where and
how to ask for mental health services.

Participants were also asked to discuss the rationale from evidence or experience
explaining each outcome’s pathway. That is why one outcome is an outcome of another.
For example, the available evidence was from a literature review that suggests that task
shifting to be effective training is required. Other evidence was from the qualitative studies
indicating the initial willingness of providers and positive attitude toward the intervention
from adolescents, caregivers, and providers.

Indicators: Participants were asked to list the indicators. These measurable things
determine whether the outcome has been achieved or whether there is progress toward
achieving the result. For example, participants identified and agreed on the availability
of structure, nurse counselors, and youth clubs to indicate that training and awareness
education is possible.

A manual availability will determine whether the training and intervention will occur.
Other indicators included (1) change in attitude and improved mental health knowledge
from pre and post-test results from training will show if nurse counselors can deliver the
intervention, (2) the number of adolescents attending all the intervention sessions, (3) the
decrease in depressive symptoms in 3 months as measured by PHQ-A, (4) adolescents’
satisfaction, (5) intervention fidelity by nurse counselors, and (6) changes in depressive
symptoms score in intervention vs. Control arm. Figure 1 shows the final Theory of Change
map for the NITUE intervention.

10. Description of the Intervention Manual

Information from the qualitative study and ToC workshops were merged to identify
adolescents’ unmet needs and priorities, which informed the intervention. During the
intervention design, the identified needs and preferences were linked to the components of
the intervention structured in six sessions.

Session 1: Psychoeducation and engagement to care: The first intervention sessions
utilize motivational interviewing and counseling skills to (1) build rapport, (2) provide
psychoeducation with a focus on depression, and HIV, as well as available treatment
options for depression, (3) provide an explanation of the intervention model of treatment
for depression and how it may help with depression and related problems, and (4) set
treatment goals (including depression and adherence goals).

10.1. Sessions 2–4: Reducing Depressive Symptoms: CBT and Problem-Solving

The three sessions emphasize reducing depressive symptoms using mood monitoring,
behavioral activation, cognitive restructuring, and problem-solving techniques. Behavioral
techniques such as deep breathing exercises and progressive muscle relaxation are practiced,
and adolescents are given homework at each session. Problem solving focuses on the
problems adolescents currently face and on facilitating them to discover a way out.

10.2. Sessions 5–6: Enhancing Adherence to ART and Relapse Prevention: Taking Charge of
One’s Health

Application of brief motivational interviewing strategies to enhance and promote
healthy behaviors and help adolescents adhere to ART treatment regimes. It also includes
plans on stress management and coping skills.
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11. Discussion

This study is a comprehensive, systematic, and theory-driven effort to develop the
first manualized brief psychological intervention guide in an integrated care context for
adolescents living with HIV in Tanzania. The participatory intervention development
process was anchored in the theory of change, making it possible to show the causal
pathway for how we expect the intervention to achieve the preferred long-term outcome
and its impact, as well as the other necessary elements of care preconditions to its success.

We used qualitative exploration first to understand the unmet mental health needs
and their associated consequences for adolescents living with HIV and incorporate the
perspectives of their caregivers and healthcare providers. The findings of this qualitative
data indicated areas that this brief psychological intervention could potentially address.
Second, explore challenges to accessing mental health care and psychological intervention
implementation opportunities. The understanding of adolescents, their caregivers, and
HCP helped to ensure that the developed intervention is acceptable and addresses obstacles
to help-seeking and utilization, adding the possibility that the interventions will prove ef-
fective. It also made it possible to consider barriers to mental health care access and include
strategies to modify those barriers within the structure and content of the intervention [31].

Furthermore, the unmet needs and barriers identified by participants in the qualita-
tive exploration are essential because psychological interventions work through specific
factors necessary for the intervention to be effective. Therefore, these components, such
as therapeutic alliance, the rationale for treatment, communication skills, positive emo-
tional experience, and locally suitable and adolescent-friendly treatment components, are
necessary considerations for intervention development [59].

Thirdly, we used ToC approaches involving different stakeholders, including ado-
lescents living with HIV and their caregivers, HCP, the ministry of health, mental health
professionals, and HIV implementing partners. This participatory approach helped the
researchers to understand the context of HIV care delivery and make decisions that reflect
scientific evidence and the views of essential stakeholders in policymaking, HIV care, and
treatment in Tanzania [40,60]. Therefore, the ToC approach merged scientific evidence
with stakeholders’ contributions, thus establishing a local buy-in to ensure ownership,
acceptance, and support for the intervention from these stakeholders, which are essential
prerequisites for the implementation [40]. Furthermore, involving important stakeholders
helped build trust, promoting the pooling of resources and knowledge while ensuring the
intervention is rooted within the Tanzanian cultural context [60].

Adolescent participants highlighted the importance of involving caregivers in the
intervention development process. In addition, literature from LMIC [61] and most mental
health treatment guidelines recommend the participation of adolescents and their caregivers
in treatment planning and decision-making [17].

Adolescents that live with HIV exhibit high levels of social stigma and isolation from
society. Many maintain close contact with a caregiver, parents, or close relatives and
perceive family support as critical. Caregivers, therefore, play an essential role in the
recovery process. It is also noted that caregivers often establish the adolescent’s initial
access to mental health services and that caregiver involvement increases compliance and
improves treatment outcomes.

The developed intervention utilizes a task-shifting approach [62] (and uses locally
available resources that are accessible within HIV care and treatment facilities [31]. The
World Health Organization has recommended integrating mental health services within
PHC settings to address the unmet mental health needs of adolescents living with HIV [17,63].
All study participants agreed that nurse counselors in HIV care and treatment facilities to
facilitate its future integration within routine HIV care. Although the participants were
concerned about the willingness of HCP, nurse counselors who were the targeted providers
of the intervention reported willingness and positive attitudes towards the intervention to
simplify their work.
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All study participants agreed that mental health training and communication for HCP
were vital to improving their knowledge, changing negative attitudes about mental illness,
and increasing the confidence of nurse counselors to deliver the intervention effectively.

Studies have shown that culturally adapted interventions delivered in a task-shared
approach are feasible and acceptable in LMIC [64–66]. Findings from poorly resourced
countries favor the possibility that HIV counselors in CTC facilities can be successfully
trained and supervised to deliver brief psychological interventions that target depression
in adolescents living with HIV [67–69].

12. Strengths and Limitations

We have developed an intervention that may be locally feasible, acceptable, and
likely to be effective in reducing depressive symptoms and improving ART adherence for
ALWHIV in Tanzania and possibly other low-income countries. In addition to the novel
focus, an innovative element includes training resources and a manualized guide of the
adapted intervention that targets (1) specific causes of mental health problems and issues
facing adolescents living with HIV and (2) management strategies for depression and ART
medication adherence problems for adolescents living with HIV and (3) using existing
HIV care and treatment providers to deliver the intervention. The study also supports
the attainment of Sustainable Development Goal three (Good health and well-being for
people), Target 3.3, which requires countries to end AIDS epidemics by 2030, and Target 3.4
to reduce by one-third premature mortality from non-communicable diseases (suicide and
depression included) through prevention, treatment, and promotion of mental health and
well-being by the same year 2030.

13. Conclusions

Utilizing the TOC-MRC enhanced framework for complex intervention development,
we developed a culturally appropriate brief psychological intervention that uses a task-
shifting approach to address depression and medication adherence for ALWHIV in Dar
es Salaam, Tanzania. The intervention will be piloted for appropriateness, feasibility, and
acceptability. The study also provides the prerequisite materials, training, and infrastructure
needed for a future trial to determine the effectiveness of this intervention in reducing
depressive symptoms and enhancing ART adherence in adolescents living with HIV in
Tanzania and possibly other countries in sub-Saharan Africa.
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Abstract: Introduction: Many universal school-based social and emotional learning (SEL) pro-
grammes in the U.S. and Europe have been found to improve social skills and reduce emotional
distress and behaviour problems. The aim of this study is to determine whether an adapted version
of the SEL can reduce social, emotional, and behavioural difficulties in children in mainland China,
using a pre-post intervention design. Methods: The study was conducted in a primary school in
an economically-disadvantaged rural area in Henan province in central China. The intervention
consisted of 16 weekly 90-minunte classroom sessions involving all 190 children in the school. Social
and emotional problems were assessed pre- and post- intervention using the Chinese version of
the Strengths and Difficulties Questionnaire (SDQ). The results suggest that: (1) the programme
can reduce children’s peer relationship problems, and that the reduction was sustainable at the two
post-intervention assessments; (2) the intervention effects on emotional symptoms or total difficulties
in the overall population are very few, but children identified as high risk in the initial assessment
benefited from the programme. Conclusions: This is the first published report on the effectiveness
of a school-based SEL programme in mainland China. Although the improvement are limited, the
programme does benefit some children.

Keywords: social and emotional learning (SEL); pre-post intervention study; school; children;
mainland China

1. Introduction

Social-emotional learning (SEL) is the process of developing the self-awareness, self-
control, and interpersonal skills that are vital for school, work, and life success. The idea
of integrating SEL into the education system across the age range emerged in the early
1990s in the US. SEL was defined as the process of acquiring core abilities to recognise
and manage emotions, set and achieve positive goals, feel and show empathy for others,
establish and maintain supportive relationships, make responsible decisions, and handle
interpersonal situations better [1]. The core goals of SEL programmes are to foster the
development of five associated cognitive, affective, and behavioural competencies: self-
awareness (e.g., recognising emotions, strengths and limitations), self-management (e.g.,
regulating emotions and behaviours), social awareness (e.g., taking the perspective of and
empathising with others from diverse backgrounds and cultures), relationship skills (e.g.,
establishing and maintaining healthy relationships), and responsible decision making (e.g.,
making constructive choices across varied situations) [2]. The United States remains the
hub for the development and dissemination of SEL programmes. SEL has been adopted
in mainstream education in a number of countries, including Australia, the UK, other
European countries, and parts of Asia such as Singapore [3,4].
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The results from a meta-analysis of 213 school-based, universal SEL programmes
(87% from United States) showed that participants demonstrated improved social skills,
fewer behaviour problems, and less emotional distress [5]. A meta-analysis of the effects of
universal, school-based social, emotional, and behavioural programmes in 75 studies (80%
from North America and 15% from European countries) reported enhancement of social
and emotional skills, positive self-image, reduction of antisocial behaviour and mental
health problems [6]. A meta-analysis of follow-up effects of school-based, universal SEL
interventions involving 97,406 kindergarten to high school students in 82 studies (54%
from United States, and others from Australia and European countries) suggested that
participants reported improvements in social-emotional skills, attitudes, and well-being
regardless of their race or socioeconomic background [7]. This meta-analysis also found no
significant difference in the effectiveness between interventions involving predominately
low- and working-class students compared with those of middle- and upper-class. A review
including 22 studies (mostly from Asian, African, and South American countries) indicated
school-based SEL programmes could improve emotional and behavioural wellbeing among
children from low- and middle-income backgrounds [8]. Some universal SEL interventions
indicated that students from rural low socioeconomic status actually benefit more from
the intervention [7]. Stronger intervention effects have been found for students from poor
families in improving school achievement and reducing misbehaviour [9].

Very few universal school-based SEL programmes have been conducted in Chinese
schools. Published reports on SEL programmes have only been published in Hong Kong.
A study among first graders aged 6–7 years in Hong Kong found improvements in emotion
regulation and prosocial behaviours after a universal classroom-led SEL programme [4].
A school-based universal SEL programme conducted among seventh-grade Hong Kong
children aged 12–13 years reported that the intervention group had less emotional distress,
fewer internalizing problems such as depression and anxiety, and attention difficulty [10].
In Chinese culture the pursuit of academic success is widely regarded as a high priority
with children and adolescents forced to devote most of their waking hours to studying.
Academic success is regarded as essential to higher income and social status [11]. As a result,
very little attention is paid to the social and emotional well-being of children. This is despite
strong evidence for the importance of confidence, compassion, good communication, good
relationships, and emotional stability in order to function well in society and especially in
the workplace [12].

In 2011, the Ministry of Education of China and UNICEF initiated a pilot social
and emotional learning (SEL) programme in five Chinese provinces (Guizhou, Yunnan,
Chongqing, Guangxi, and Xinjiang), based on the British Social and Emotional Aspects of
Learning (SEAL) project. Resources were developed based on the pilot experience and were
made available after the first COVID-19 lockdown in November 2020, in recognition of the
particular need for social emotional training during the COVID pandemic [13]. However,
the degree to which the programme was disseminated, as well as the outcomes, are unclear,
and there have been no recommendations about incorporating it into the curriculum.

In this study, we piloted an adapted version of the MoE-UNICEF social and emotional
learning programme with the aim of testing whether it can be used to reduce social,
emotional, and behavioural difficulties in children. We aimed to explore: (1) whether there
would be significant improvements in participants’ social emotional wellbeing after the
intervention; and (2) whether changes in social, emotional and behaviour problems were
related to the initial risk levels of the participants.

2. Methods
2.1. Participants

The pilot intervention was conducted in a primary school located in an extremely poor
village of Henan province in central China, with around 80% of residents with a household
income per person of 10,000 yuan or less in 2021, which is much lower than the average
level of rural China, i.e., 18,931 yuan [14]. More than 50% of the participants were “left-
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behind” children, with migrant workers as parents, and usually in the care of grandparents.
There is only one class in each grade, a small school by Chinese standards. There are classes
only in Chinese, mathematics, and English, with no classes in physical education, music, or
painting, which are officially included in the school curriculum. Difficulties in recruiting
local teachers to such poor rural schools mean that teachers are brought in on short-term
contracts from the nearest city. During exam times, there are no class breaks because the
whole day is spent revising for exams. This intensity is driven by competition with other
schools for places at better secondary schools.

2.2. Procedures

In this pilot trial, a pre-post intervention design was adopted. All school attenders were
included in the intervention condition with no control group because of the social emotional
needs of the children, logistic challenges, and requirements of the school. All 243 students
in the school participated in the intervention, but 43 (18%) first graders were not included
in the pre-post analysis because of difficulties understanding the questionnaire; 7 (3%)
from higher grades were not included because of missing one of the three assessments, and
3 (1.2%) were excluded because they missed more than two of the intervention sessions.
Therefore, 190 (79%) students from 2nd to 6th grade were included in the analysis. Prior
to the intervention, emotional and behaviour problems were assessed in January 2021
(Assessment 1). The intervention took place during regular school hours with the title
“social skills training” for a whole 4-month semester from September 2021 to January 2022.
After the programme was completed, emotional and behaviour difficulties were assessed in
all participants in January 2022 (Assessment 2). After 5-month follow-up, the participants
were once again assessed with the same questionnaire in June 2022 (Assessment 3).

2.3. Adaptation of the SEL Materials

The programme consisted of 16 weekly 90-min class sessions mostly adapted from the
MoE-UNICEF social emotional learning resources [13]. The sessions were adapted on the
basis of fieldwork and interviews with 30 students, evenly distributed across all grades,
and 6 teachers, to fit the developmental, behavioural, and emotional needs of the local
students. For example, teachers told us that almost all the children spoke rarely in class to
ask or answer questions. To improve this, we used videos of popular cartoons, in which
characters demonstrate confidence leading the children to discuss how to be confident.
More than half of the children were “left-behind”, by parents who were rural-urban migrant
workers, returning typically once or twice per year. These children were mostly looked
after by grandparents. At Interviews showed that communication with absent parents
was often difficult, so to address this problem, we inserted several stories in the session
“express myself” and “empathy training” to help with communicating with parents more
comfortably. Several focus groups with children were conducted to identify which type of
games from the SEL materials were most suited to the local context, as well as the “warm
up” games children preferred in different sessions.

The 16 sessions covered five topics: (1) improvement of self-understanding and help
with regulation of emotions; (2) building self-confidence and “feeling good to be me”;
(3) help with addressing arguments, communicating effectively, and getting along with
others; (4) saying NO to bullying; (5) setting targets and achieving them (Table 1). All
sessions involved group discussion, role-play, art activities, storytelling, watching videos,
handicrafts, and educational games. A handbook including the objectives and activities
of the sessions was written specifically for the programme to guide the volunteers, and a
separate booklet including the major content was given to each student.
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Table 1. Content of the intervention Sessions.

Topic Session Title

1. Learn about emotions

(1) Different and complex emotions

(2) How emotions influence behaviours

(3) Emotion management

2. Good to be me

(1) Be confident and aware of my strengths

(2) Express myself bravely and stay true to myself

(3) Relax and calm down

3. Get along with others

(1) Show kindness and care for others

(2) Empathy training and put yourself in other’s place to understand the differences

(3) Learn to resolve conflicts

(4) Take responsibility in collaboration

4. Say NO to bullying

(1) Bullying and being bullied

(2) Empathise with bullying victims

(3) What can we do if involved in bullying

(4) How to stop bullying

5. Move toward your goals
(1) Make a goal and a plan

(2) Strategies of overcoming difficulties such as boredom, tiredness, and procrastination

2.4. Selection of the School

We contacted the local education bureau to explain the aims and content of the pro-
gramme and asked for their support and recommendations for a participating school. After
getting approval from the school, a pamphlet was given to the students and their caregivers
with detailed information about the programme and a request for their written consent for
children’s participation.

2.5. Training Volunteers and Implementing the Intervention

The SEL classes were led by a volunteer in each classroom. Six volunteers from
the psychology department of a local university were recruited. They were third-year
undergraduate students, three of which were majoring in applied psychology and the
other three in educational psychology. They did not have experience in leading such
intervention groups. They were trained over seven three-hour sessions by the coordinator.
The training covered topics such as the general theory and main content of the curriculum,
the adaptation of the sessions, and the introduction of the school and students. Volunteers
were encouraged to think about daily examples in their experience that were relevant to
the teaching of the sessions, and which would facilitate children’s understanding of the
topics. They also had the chance to practise and role-playing activities and discussed how
to optimise delivery of the sessions in the classrooms.

When the sessions were underway in the classrooms, the coordinator observed and
provided support if needed. The coordinator assessed the volunteers’ implementation,
including the way they conveyed the core ideas and concepts of the sessions. She gave
feedback after each session and helped volunteers make adaptations if problems arose.
Since the programme was included in the curriculum, the attendance rate was over 95% at
each session.
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3. Measurement Instruments

Sociodemographic and background information comprised gender, age, grade, num-
ber of siblings, the main caregiver, household composition (both parents, one parent, neither
parent), family economy status (retrieved from school records and then categorised into
three levels-good, fair, poor), and parents’ occupations.

The Chinese version of the Strengths and Difficulties Questionnaire (SDQ) is a screen-
ing tool designed for the early detection of social, emotional, and behavioural problems in
children and adolescents aged 4 to 16 years [15]. It is very widely used in Chinese research.
The SDQ comprises 25 items, divided equally across five subscales: emotional symptoms,
conduct problems, hyperactivity, peer relationship problems, and prosocial behaviour. The
first four subscales measure potential difficulties and a combined score provide a child’s
total difficulties (TD) score with a higher score indicating greater difficulties. The fifth
subscale, prosocial behaviour, is measured separately as a ‘strength’, with a higher score
indicating better well-being.

Statistical Analyses

The intervention was carried out in all classes. In order to compare the effects of
the intervention on children with different levels of emotional and behaviour difficulties,
participants were stratified into low-, moderate- and high-risk groups based on the SDQ
total difficulties scores at the first assessment. The upper quartile mean was 7.25 and lower
quartile mean was 15, so the SDQ total difficulties score of less than 8 was classified as low
risk, 8–14 moderate risk, and 15 and over high risk.

The impact of the programme on emotional and behaviour problems was evaluated
by comparing scores on the SDQ subscales in the three risk groups at three time points:
before the intervention (January 2021), immediately after completion of the intervention
(January 2022), and 5-month follow-up (June 2022).

Data analysis was performed with SPSS 24.0. First, we generated descriptive statis-
tics on the sociodemographic information. Second, we used Pearson’s chi-square tests
to examine the association between gender and sociodemographic information. Third,
repeated measures analysis of variance (ANOVA) was conducted with three risk groups
(low, moderate, high) as between-subjects factor and the SDQ components as repeated
measures (pre-intervention, post-intervention, and follow-up assessment). Fourth, one-way
repeated measures analysis of variance (ANOVA) was conducted in different risk groups
separately with SDQ-difficulties as repeated measures (pre-intervention, post-intervention,
and follow-up assessment).

4. Results

The sociodemographic characteristics of the participants who completed all three
assessments are presented in Table 2. The chi-squared test for categorical variables revealed
no significant differences between genders. Around 38% of the participants were mainly
looked after by grandparents and around half did not live with both parents.
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Table 2. Sociodemographic and background information of participants at Assessment 1.

Total (n = 190) Male (n = 81) Female (n = 109) Chi-Square p

Age (mean = 9.21, SD = 1.1) 0.124 0.725

7–9 120 (63.2) 50 (61.7) 70 (64.2)

10–12 70 (36.8) 31 (38.3) 39 (35.8)

Number of siblings (mean = 1.91, SD = 1.038) 3.25 0.517

0 11 (5.8) 5 (6.3) 6 (5.6)

1 76 (40) 36 (45) 40 (37)

2 72 (37.9) 25 (31) 47 (43.5)

3 22 (11.6) 10 (12.5) 12 (11)

4 7 (3.7) 4 (5) 3 (2.8)

The main carer 0.83 0.66

Grandparents 72 (37.9) 33 (41.3) 39 (36.1)

Father 8 (4.2) 4 (5) 4 (3.7)

mother 108 (56.8) 43 (53.8) 65 (60.2)

Household composition 0.905 0.636

Both parents 93 (48.9) 37 (46.8) 56 (51.9)

One parent 55 (28.9) 23 (29.1) 32 (29.6)

Neither parent 39 (20.5) 19 (24.1) 20 (18.5)

Family economic status 2.542 0.281

Above average 60 (31.6) 26 (40.6) 34 (35.8)

Average 89 (46.8) 32 (50) 57 (60)

Below average 10 (5.3) 6 (9.4) 4 (4.2)

4.1. Intervention Effects on SDQ Components

There was an effect of the time point on peer problem (η2 = 0.15), which means
there were significant differences among the peer problem scores in the three assessments
(Tables 3 and 4). Peer problem scores lowered at Assessment 2 (p < 0.001) and Assess-
ment 3 (p < 0.001) compared to Assessment 1, while there were no differences between
Assessment 2 and Assessment 3. This suggested that peer problems decreased from pre-
to post-assessments, and that the reduction was sustainable at the two post-intervention
assessments. There was an effect of the time point on hyperactivity (η2 = 0.06), which means
there were significant differences in the scores of hyperactivity in the three assessments
(Tables 3 and 4). There was no effect of the time point on SDQ total difficulties, conduct
problems, emotional symptoms, or prosocial behaviours. Meanwhile, there was a time
* risk group interaction effect of the SDQ-total difficulties (η2 = 0.18), conduct problems
(η2 = 0.1), emotional symptoms (η2 = 0.11) and hyperactivities (η2 = 0.11). This suggested
that the effect of the time point was different in the three risk groups of total difficulties,
conduct problems, emotional symptoms and hyperactivities.
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Table 3. Descriptive statistics for SDQ components, mean (SD).

Total Low Risk
(n = 43)

Moderate Risk
(n = 83)

High Risk
(n = 46)

SDQ-total difficulties
Assessment 1 11.9 (5.6) 5.1 (1.8) 11.5 (1.9) 19.0 (3.8)
Assessment 2 11.2 (6.0) 8.7 (5.2) 10.6 (5.6) 14.7 (6.0)
Assessment 3 12.1 (5.5) 10.0 (4.4) 11.7 (5.5) 14.8 (5.4)

SDQ-peer problem
Assessment 1 3.7 (1.7) 2.2 (1.2) 3.9 (1.4) 4.9 (1.5)
Assessment 2 2.5 (2.0) 1.9 (1.8) 2.5 (1.7) 3.1 (2.4)
Assessment 3 2.6 (1.8) 1.8 (1.2) 2.7 (1.7) 3.2 (2.1)

SDQ-conduct problem
Assessment 1 1.6 (1.5) 0.5 (0.7) 1.4 (1.0) 3.1 (1.7)
Assessment 2 1.6 (1.6) 1.2 (1.3) 1.5 (1.5) 2.2 (1.7)
Assessment 3 1.9 (1.4) 1.5 (1.2) 1.7 (1.4) 2.4 (1.6)

SDQ-emotional symptoms
Assessment 1 3.6 (2.4) 1.4 (1.3) 3.4 (1.5) 6.1 (2.1)
Assessment 2 3.7 (2.5) 2.5 (2.1) 3.6 (2.5) 5.0 (2.4)
Assessment 3 3.9 (2.3) 3.2 (2.2) 3.8 (2.4) 4.7 (2.1)

SDQ-hyperactivity
Assessment 1 3.0 (2.0) 1.1 (1.1) 2.9 (1.5) 4.9 (1.5)
Assessment 2 3.4 (2.3) 3.1 (2.3) 3.9 (2.2) 4.3 (2.2)
Assessment 3 3.8 (2.1) 3.4 (1.9) 3.6 (2.1) 4.6 (2.0)

SDQ-strength (prosocial behaviour)
Assessment 1 7.9 (1.8) 8.7 (1.6) 7.8 (1.7) 7.3 (1.7)
Assessment 2 7.8 (2.0) 8.0 (1.9) 7.7 (2.1) 7.9 (1.9)
Assessment 3 7.5 (2.0) 7.9 (2.0) 7.6 (1.8) 7.1 (2.2)

Table 4. Two-way repeated measures ANOVA for assessing the differences of SDQ scores in three
time points by risk groups.

Effect MS df F p η2

SDQ-total difficulties
Time 34.4 1.8 2.14 0.124 0.01

Risk group 2335.8 2.0 65.11 <0.001 0.44
Time * risk group 296.7 3.7 18.48 <0.001 0.18

SDQ-peer problem
Time 72.8 1.8 29.0 <0.001 0.15

Risk group 107.4 2.0 26.63 <0.001 0.24
Time * risk group 9.6 3.7 3.83 0.006 0.04

SDQ-conduct problem
Time 3.1 1.9 2.31 0.10 0.01

Risk group 85.1 2.0 26.7 <0.001 0.24
Time * risk group 11.9 3.8 8.87 <0.001 0.1

SDQ-emotional symptoms
Time 3.6 2.0 1.26 0.29 0.007

Risk group 283.3 2.0 36.15 <0.001 0.3
Time * risk group 30.6 4.0 10.66 <0.001 0.11

SDQ-hyperactivity
Time 31.7 1.9 11.15 <0.001 0.06

Risk group 154.3 2.0 26.99 <0.001 0.24
Time * risk group 28.1 3.8 9.89 <0.001 0.11

SDQ-strength (prosocial behaviour)
Time 7.6 2.0 3.15 0.04 0.02

Risk group 19.9 2.0 3.34 0.04 0.04
Time * risk group 4.4 4.0 1.83 0.12 0.02

Note. “*” refers to the interaction of time and risk group.
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4.2. Intervention Effects on Participants of Different Risk Groups

The intervention effects of the SDQ-total difficulties, conduct problems, emotional
symptoms, and hyperactivities in three risk groups are presented in Table 5.

Table 5. One-way repeated measures ANOVA of SDQ components in three risk groups.

Effect MS df F p η2

High risk group
SDQ-total difficulties

Time 318.4 1.8 14.76 <0.001 0.25
SDQ-conduct problem

Time 12.8 1.6 5.92 0.007 0.12
SDQ-emotional symptoms

Time 24.1 2.0 8.76 <0.001 0.16
SDQ-hyperactivity

Time 4.26 2.0 1.66 0.196 0.04
Moderate risk group
SDQ-total difficulties

Time 36.55 1.8 2.28 0.112 0.03
SDQ-conduct problem

Time 2.6 2.0 2.13 0.122 0.03
SDQ-emotional symptoms

Time 4.1 2.0 1.36 0.261 0.02
SDQ-hyperactivity

Time 10.5 1.8 3.1 0.053 0.04
Low risk group

SDQ-total difficulties
Time 272.2 2.0 24.68 <0.001 0.37

SDQ-conduct problem
Time 12.7 2.0 15.1 <0.001 0.26

SDQ-emotional symptoms
Time 37.0 2.0 14.0 <0.001 0.25

SDQ-hyperactivity
Time 66.8 2.0 30.8 <0.001 0.42

In the high-risk group, there was an effect of the time point on SDQ-total difficulties
(η2 = 0.25) which lowered at Assessment 2 (p < 0.001) and Assessment 3 (p < 0.001) com-
pared to Assessment 1, with no difference between Assessments 2 and 3. This suggested
that in the high risk group, the total difficulties decreased from pre- to post-assessments, and
that the reduction was sustainable at the two post-intervention assessments. In the moder-
ate risk group, there was no effect of the time point on SDQ-total difficulties (η2 = 0.027). In
the low-risk group, there was an effect of the time point on SDQ-total difficulties (η2 = 0.37),
which increased at Assessment 2 (p < 0.001) and Assessment 3 (p < 0.001) compared to
Assessment 1, with no difference between Assessments 2 and 3. This suggested that in
the low risk group, total difficulties increased from pre- to post-assessments, and that the
increase was sustainable at the two post-intervention assessments.

In the high-risk group, there was an effect of the time point on conduct problems
(η2 = 0.12), which lowered at Assessment 2 (p = 0.016) compared to Assessment 1, with no
difference between Assessments 3 and 1 (p = 0.07). This suggested that in the high-risk
group, conduct problems decreased from baseline to post-intervention, but increased at the
5-month follow-up. In the moderate risk group, there was no effect of the time point on
conduct problems (η2 = 0.026). In the low-risk group, there was an effect of the time point on
conduct problems (η2 = 0.26), which increased at Assessment 2 (p = 0.002) and Assessment 3
(p < 0.001) compared to Assessment 1, with no difference between Assessments 2 and 3.
This suggested that in the low risk group conduct problems increased from pre- to post-
assessments, and that the increase was sustainable at the two post-intervention assessments.
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In the high-risk group, there was an effect of the time point on emotional symptoms
(η2 = 0.16), which lowered at Assessment 2 (p = 0.03) and Assessment 3 (p < 0.001) compared
to Assessment 1, with no difference between Assessments 2 and 3. This suggested that in
the high risk group, emotional symptoms decreased from pre- to post-assessments, and the
reduction was sustainable at the two post-intervention assessments. In the moderate risk
group, there was no effect of the time point on emotional symptoms (η2 = 0.016). In the
low-risk group, there was an effect of the time point on emotional symptoms (η2 = 0.25),
which increased at Assessment 2 (p = 0.008) and Assessment 3 (p < 0.001) compared to
Assessment 1, with no difference between Assessments 2 and 3. This suggested that in the
low risk group, emotional symptoms increased from pre- to post-assessments, and that the
increase was sustainable at the two post-intervention assessments.

There was no effect of the time point on hyperactivities in the high-risk group
(η2 = 0.036) and moderate risk group (η2 = 0.037). In the low risk group, there was an
effect of the time point on hyperactivities (η2 = 0.42), which increased at Assessment 2
(p < 0.001) and Assessment 3 (p < 0.001) compared to Assessment 1, with no difference
between Assessment 2 and 3. This suggested that in the low risk group hyperactivities
increased from pre- to post-assessments, and that the increase was sustainable at the two
post-intervention assessments.

5. Discussion

To our knowledge, this is the first study to test the effectiveness of a universal school-
based SEL programme for primary school children in mainland China. The key findings are:
(1) the programme can reduce children’s peer relationship problems and the reduction was
sustainable at the two post-intervention assessments; (2) no intervention effect was found
on emotional symptoms, conduct problems or hyperactivity in the whole participants, but
the high-risk children benefited from the programme.

The peer problems reduced after the intervention and the reduction was sustainable
at the two post-intervention assessments. This may have been because of the focus of our
programme, which was on positive communication, collaboration, and problem-solving
skills within the classroom context with the aim of enhancing children’s ability to under-
stand their differences, be more empathic, and resolve conflicts effectively. Children’s
peer communication skills can be improved with an increase in mutual understanding
and acceptance [16]. The role plays are reported to be effective in fostering perspective
taking and empathy [17]. In our study, the pre-prepared role plays scenarios relevant to
the school setting are widely used through all sessions, for example, role plays dealing
with how to communicate with students who have been making jokes on you that makes
you embarrassed.

The intervention did not improve emotional symptoms, conduct problems, or hyper-
activity in the whole participants. This may have been due to the relative brevity of the
intervention, which spanned just 4 months. It is hard to acquire the skills that can have a
consequential influence on emotional well-being or hyperactivity in such a short time [18].
There is also a problem that the programme put too much responsibility on the children
to integrate the newly learned skills and strategies into their behaviours; for example, a
common strategy in the programme involves teaching children how to modify unhelpful
thoughts into helpful thoughts, which activate positive behaviours. An alternative ap-
proach would be to train schoolteachers to better recognise and reward helpful thoughts
expressed by the children. Consequently, an approach where teachers are substantially
trained in such core practice elements instead of only receiving a short introduction of the
general idea of the programme may enhance the preventive effect [19]. Another possible
explanation for this lack of significance is the delayed effect, which means the effectiveness
cannot be found after a short period of the intervention, but can be seen after extended in-
tervals for participants to practise, apply and consolidate skills [20]. So further assessments
with longer follow-ups are required.
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Since this is a universal study, the lack of effectiveness could also be attributed to
the selection of the sample. In the general population of children, there will always be a
number of subjects who do not present any risk of social emotional problems [21]. In our
study, the emotional symptoms, conduct problems, and hyperactivity levels were quite
low for the low-risk children at the pre-intervention assessment, and these difficulties even
increased at post-intervention assessments but were still within the normal range. Room
for improvement is quite small for such low-risk children [22]. However, the effectiveness
of the reduction of total difficulties and emotional symptoms at post intervention and
5-month follow-up could be observed in high-risk children in our study. Similar results
had been found from other studies, that is, the children most responsive to the effects of
the social emotional training programmes were the ones with higher levels of emotional
and behavioural difficulties at pre-intervention assessment [23,24].

There were a number of limitations in this study. A primary one was the lack of a con-
trol group. It is possible that the improvements in children’s social and emotional outcomes
were due to other factors and not the programme, for example, “natural” developmental
progression in the 4-month period in which the intervention was implemented. Therefore,
longer term follow-up is needed. Second, the results were based on children’s self-reports
and, ideally, future research should include data from other informants, such as parents,
teachers, and caregivers. Third, given that the programme was conducted in just one school
in a poor rural area of central China, the findings cannot be generalised.

6. Conclusions

This intervention was welcomed by the school, incorporated into the curriculum, and
was cheap to implement, making it potentially sustainable. The programme is easy to
implement with the guidance of the handbook. It can be delivered to school children in
regular school hours and could be integrated into the classroom curriculum, ensuring a
high attendance rate and retention.

To our knowledge, this is the first published report of the effectiveness of a universal
school-based SEL programme in mainland China. Although the findings are preliminary,
they support the evidence for the effectiveness of the programme to improve peer rela-
tionships among primary school children. With the support of the local Education Bureau,
schools could incorporate the SEL programme into their formal curriculum, as has been
the case in a number of countries [3,25]. Schools in Hong Kong have been urged by the
governmental Education Bureau to regard the all-round development and social emotional
wellbeing of their students as major educational aims, with the incorporation of SEL in
the curricula [4]. Our study shows that the SEL programme is cheap to implement and
potentially sustainable in poor rural areas in China. Local people who are interested in and
capable of delivering the intervention sessions should be trained and employed to deliver
the programme. Implementation should be the responsibility of the local government
education department.

Our findings show that future studies should: (1) train schoolteachers and other school
staff in SEL skills so that children’s positive behaviours can be strengthened outside of SEL
classes. SEL skills are also needed in playgrounds and in lunchrooms, and thus, school
staff, who have interaction with children should be trained in such skills; (2) shorten the
duration of each session to 40–50 min. Although there is a 10-min class break in the middle
of the 90-min session, most children could not focus well in the second half, which might
compromise the effectiveness of intervention sessions. (3) A more intense programme
could be provided for high-risk children.
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Abstract: Background: Traumatic brain injury (TBI) is a serious issue and a leading cause of death
and disability worldwide. Caregivers of TBI patients experience psychological distress and a variety
of social and financial issues. The present study aims to investigate the caregiver’s burden and
the factors that influence this burden. Furthermore, the present study will find out the association
of religious practice, religious coping relations and psychological distress among caregivers of
children affected with TBI. Methods: A cross-sectional survey was conducted on 302 caregivers of
children with TBI using Duke University Religion Index (DURL) for religious practice. General
Health Questionaire-12 (GHQ-12) was used for anxiety and depression and Brief Religious Coping
Scale (RCOPE) was used for coping strategies. The caregivers were conveniently chosen from
different regions of Khyber Pakhtunkhwa province and data was collected from different tertiary
care hospitals in Peshawar. Results: Forty-nine (49) % of caregivers score ≥ 3 on GHQ suffer from
psychological distress with a Mean of 20.957 ± 4.175). Positive coping methods were mostly used by
caregivers than negative coping have a low level of distress with a Mean Positive Coping (P-COPE )
of 6.93 ± 0.41, Mean of Negative Coping (N-COPE) 0.486 ± 1.023. In religious practice, caregivers
mostly participate in Organized Reliogious Activities (ORA) or some Non-Organized Reliogious
Activities (NORA) with a Mean ORA of 4.20 ± 1.27, and NORA Mean of 4.17 ± 1.37 used by the
caregivers. Coping methods were related to Caregiver psychological distress (GHQ-12 and P-COPE
co-relation scores are (ρ −0.022, p b 0.05); GHQ-12 scores and N-COPE (ρ + 0.221=, p b 0.001). There
is a negative correlation between GHQ 12 and PCOPE, while GHQ12 is positively correlated with
NCOPE. Conclusion: According to this study, there is a significant association between religious
coping methods, religious practice, and psychological distress among caregivers of children with
traumatic brain injury.

Keywords: traumatic brain injury; religious practice; psychological distress; coping strategies;
caregiver; children

1. Introduction

Traumatic brain injury (TBI) is a brain injury, caused by out-sided force to the head
that affects brain function [1]. TBI is caused by a focal gunshot wound or diffuse brain
injuries like shaken baby syndrome or both types. Symptoms depend on the area of the
lesion, and the extent of brain damage [2]. According to the Centers for Disease Control
and Prevention (CDC), the most common causes of TBI in children aged 1 to 18 years
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old are falls (50.2%), struck by/against them (24.8%), automobile collisions (6.8%), assault
on a person (2.9%) and other/unknown (15.3%) mechanisms of TBI in children TBI is a
general health concern that can result in short- or long-term memory impairment. TBI
causes psychological discomfort and financial burden all around the world [3]. Caregivers
suffer from economic burdens as well as psychological discomfort during the TBI treatment
process. The caregiver experiences feelings of hopelessness, frustration, impotence, despair,
depression, grief, and a desire to quit. TBI has a significant impact on patients, their families,
communities, and healthcare systems [4].

For both the survivor and the survivor’s family, the healing process after a TBI can be
lengthy and challenging. During a hospital stay, caregivers may neglect their home and
work responsibilities, and they may have difficulty returning to their pre-injury activities [4].
They may feel a greater sense of responsibility to provide physical, financial, and emotional
support than they are used to. TBI is the leading cause of death in children in the age
group of 0–5 years and 15–19 years [5]. In addition, 145,000 children aged 1–19 years are
living with long-term changes in behavior, physical disability and cognitive impairments
following TBI [6]. The findings from a systematic review revealed that siblings experience
psychological suffering and worse family functioning following TBI in children including
behavioural problems in their brother and sisters and absence of perceived social support.
The findings largely support that there is a need to grow and evaluate support interventions
to improve siblings’ adjustment to the effects of TBI [7]. Although evidence of efficacy
is lacking, however, a number of tactics have been defined in the literature for siblings
support in the context of TBI [8,9].

People react differently to different types of events and have varying levels of sen-
sitivity. Caregivers who are experiencing psychological discomfort may have a different
reaction. Cognitive evaluation and coping mechanisms, according to Lazarus and Folk-
man’s model, have a major impact on the quality and severity of a person’s stress reaction
in a stressful event. Religion helps in stress management by increasing the occurrence of
pleasant sensations and decreasing the likelihood of negative thoughts like depression,
stress, and suicidal thoughts [10]. According to Kaplan et al, religion has a distinctive role
in three ways when coping with various disorders: First people engage in a religious event,
secondly, religion helps people to cope with stressful events, and lastly, religion is essential
in people’s lives to cope [11].

Numerous studies have been conducted to examine how religious participation in-
fluences caregivers’ distress levels when their children suffer from long-lasting illnesses
such as cancer, thalassemia, or cystic fibrosis. Caregivers, who pray, attend public religious
services and study religious scriptures had lower stages of anxiety [12–14]. Some caregivers
cope with their circumstances by seeking God’s comfort [11]. As a result, religious beliefs
and practices can alter people’s perceptions of terrible occurrences and diminish unpleasant
sensations, either directly or indirectly, while also encouraging pleasant emotions and the
development of human values [15].

Religious coping stratagies are categorized into negative religious coping and pos-
itive religious coping [16]. There are more hopeful ways to deal with positive religious
relationships that include spiritual help, forgiveness, shared religious conflicts, spiritual
connections, and compassionate religious reconsideration Negative coping is a stressful
approach to dealing with issues like spiritual misery and blaming God. Positive religious
survival methods are more often used by people caring for children with chronic conditions
than negative ones [17–19].

According to our knowledge, no study has been conducted on “the relationship be-
tween religious practice and psychological distress and coping strategies among caregivers
of children affected with TBI. The diverse types of religious coping have had different
effects on how people react to catastrophic life experiences. This study aims to look at
different religious coping techniques in predicting coping strategies in a group of TBI
child caregivers.
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2. Materials and Methods

A cross-sectional survey was conducted at Northwest General Hospital & Research
Centre (NWGH), Khyber Teaching Hospital (KTH), Hayatabad Medical Complex (HMC)
Peshawar, the leading health care providing hospitals in Khyber Pakhtunkhwa province.
The data was collected after approval from the ethical committee (Approval ID; NWIHS-
EC/0028-0021) of the Northwest Institute of Health Sciences, Peshawar, Pakistan and the
declaration of Helsinki was followed. The population for the study was caregivers of
children with TBI at the above mention hospitals. Non-Probability convenience sampling
was used. Inclusion criteria were considered (Caregivers of TBI patients, Patients aged
1 to 18 years). The data was collected through General Health Questionaire-12 (GHQ-
12) (for behavioral changes and psychological distress), for religious practice the Duke
University Religion Index (DUREL) and Brief Religious Coping Scale (Brief RCOPE) were
used for coping. Participants meeting the inclusion criteria were selected for the study.
To all participants, the purpose of the study was explained and informed consent was
obtained in written form. All the willing participants were briefed about the purpose
and procedure of this study. We provided a questionnaire in Urdu (translated through a
faculty member of the department of Engish, University of Peshawar, who were native
Urdu speakers) format for those who are not able to understand the questionnaire in
English. For those participants who were illiterate, the questionnaires were administered
by the researcher through a face-to-face interview, while others filled them through self-
administration. The data collector verbally asked questions. The investigator was there
to assist in case of difficulty in understanding. Prior to the survey, a short introduction
was given to participants. Those participants who permitted us were screened by the
inclusion (Caregivers of TBI patients, children aged 1 to 18 years) and exclusion criteria
(known cases of Acute TBI patients, patients with any physical issues, diabetic neuropathy,
amputation, mentally retarded patients and congenital brain disorder) in these tertiary care
hospitals. To analyze the data SPSS (Statistical Package for Social Sciences) version 20 was
used. Using descriptive statistics, Demographic data were described in tables. The links
between, religious coping techniques, religious practice, and psychological distress were
investigated using Spearman’s rank-order correlation.

3. Results

The probable sample size was 302, 95% confidence interval, however, 310 question-
naires were given to Caregivers who met inclusion criteria throughout the sampling period.
Three hundred and two caregivers agreed to take part and completed the questionnaires,
in total, 79 % (n = 239) were male and 21% (n = 63) were female. In terms of religion, 99.4 %
(n = 99) were Muslim, while only 0.6 % (n = 1) were Christian Table 1.

Table 1. Showing characteristics, frequencies, and percentages.

Variable Characteristics Frequency Percentage

Gender
Male

Female
Total

239
63

302

79.1%
20.9%

100.0%

3.1. Religious Practice, Religious Coping Methods and Psychological Distress

The psychological distress Mean or average score was 20.957 ± 4.175. Almost all of the
caregivers (n = 302) were depressed, with a GHQ score of 3 or above. The mean(M) score for
Organized Religious activities (ORA), and caregivers’ religious practice was 5.738 ± 0.7343,
suggesting a high level of attendance at public religious services or meetings; the sample
had a high ORA score. The mean for Non-Organized Religious Activities (NORA) was
4.410 ± 1.452, and the participants practiced it. The mean score for Intrinsic religiosity (IR)
caregivers’ religious practice was 14.367 ± 1.270, with IR ranging from 3 to 15; high IR for
the majority, indicating strong religious motivation and faith. In terms of the coping sample
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score high on P-COPE, the mean P-COPE was 6.93 ± 0.418. The sample used negative
religious coping methods N-COPE mean was 0.4868 ± 1.023. whereas the range show
number of question in the questionnaire. Table 2 shows the mean, Std. Deviation, Ranges
of religious practices, psychological distress and religious coping of the participants are
presented in Table 2.

Table 2. Caregivers ’ Mean, Std. Deviation, psychological distress, religious practices, and religious
coping.

Variables Total No M ± SD Ranges

Psychological
distress (GHQ-12)

302
≤3 scores
≥3 scores 20.957 ± 4.175 0–12

Religious practice
(DUREL)

NORA
ORA

IR

4.410 ± 1.452
5.738 ± 0.734

14.367 ± 1.270

1–6
1–6
1–6

Religious coping
Method
N-COPE
P-COPE

0.486 ± 1.023
6.933 ± 0.418

0–7
0–7

3.2. Relationship between Psychological Distress and Religious Practice

The Spearman rank-order correlations between religious coping methods (N-COPE
and P-COPE), religious practices sub-scales (NORA, ORA, and IR), and psychological dis-
tress (GHQ-12). ORA and GHQ-12 scores had a weak negative correlation (rs (df) = −0.020,
p b 0.05), ORA is inversely related to GHQ 12 when a person deviates from ORA then
his/her distress level will ultimately decrease. NORA and GHQ-12 scores had a weak
positive connection (rs (df) = 0.094, p b 0.05), with an increase in NORA linked with high
distress. IR and GHQ-12 had a negative connection (rs (df) = −0.045, p N 0.05). The connec-
tion between religious coping strategies and psychological discomfort-COPE and GHQ-12
scores had a weak negative correlation (rs (df) = −0.022, p b 0.05); increase P-COPE was
linked with reduced distress level. The positive connection between GHQ-12 scores and
N-COPE (rs (df) = 0.221, p b 0.05), with increased N-COPE scores being associated with
increased distress (Table 3).

Table 3. Correlations among religious practice, religious coping methods, and psychological distress.

Variables Values GHQ-12 Scores

Religious Practices

ORA
NORA

IR

ρ

p
ρ

p
ρ

p

−0.020
0.728
0.094
0.102
−0.045
0.434

Religious Coping Method

P-COPE
N-COPE

ρ

p
ρ

p

−0.022
0.709
0.221

0.000 *

* Correlation is significant at the 0.05 level (2-tailed). p < 0.05 was statistically significant.
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3.3. Spearman Rank-Order Correlations between Psychological Distress and Religious Practice and
Religious Coping Method

Table 4 shows the Spearman rank-order correlations between religious coping meth-
ods (N-COPE and P-COPE), religious practices sub-scales (NORA, ORA, and IR), and
psychological distress (GHQ-12). The co-relation GHQ12 with NORA, ORA, IR, NCOPE
and PCOPE has already been discussed in Table 3.

Table 4. Correlations among, religious coping methods, religious practice and psychological Distress.

GHQ12 ORA NORA IR PCOPE NCOPE

Sp
ea

rm
an

’s
rh

o

GHQ12

Correlation
Coefficient 1.000 −0.020 0.094 −0.045 −0.022 0.221

Sig.(2 tailed)
p value 0.728 0.102 0.434 0.709 0.000 *

N 302 302 302 302 302 302

ORA

Correlation
Coefficient −0.020 1.000 0.234 0.175 0.125 * −0.363

Sig. (2-tailed)
p Value 0.728 0.000 * 0.002 * 0.030 * 0.000 *

N 302 302 302 302 302 302

NORA

Correlation
Coefficient 0.094 0.234 1.000 0.298 0.049 −0.094

Sig.(2 tailed)
p value 0.102 0.000 * 0.000 * 0.399 0.104

N 302 302 302 302 302 302

IR

Correlation
Coefficient −0.045 0.175 0.298 1.000 0.131 * −0.173

Sig.(2 tailed)
p value 0.434 0.002 * 0.000 * 0.022 * 0.003 *

N 302 302 302 302 302 302

PCOPE

Correlation
Coefficient −0.022 0.125 * 0.049 0.131 * 1.000 −0.296

Sig.(2 tailed)
p value 0.709 0.030 * 0.399 0.022 * 0.000 *

N 302 302 302 302 302 302

NCOPE

Correlation
Coefficient 0.221 −0.363 −0.094 −0.173 −0.296 1.000

Sig.(2 tailed)
p value 0.000 * 0.000 * 0.104 0.003 * 0.000 * .

N 302 302 302 302 302 302

* Correlation is significant at the 0.05 level (2-tailed). p < 0.05 was statistically significant.

Whereas in Table 4, the second row shows the inter and intra-co-relation between
questioners. There is a weak negative inter-co-relation between ORA and GHQ 12 (−0.020;
p = 0.728). When a person deviates to ORA then his distress level will ultimately decrease.
A moderate positive intra-co-relation between ORA and NORA (ρ 0.234) is observed
with high significance (p < 0.000). There is a weak positive intra-co-relation between
ORA and IR, which is highly significant (ρ = 0.175; p = 0.002). There is a weak positive
intercorrelation between ORA and PCOPE (ρ = 0.125; p = 0.030). There is a moderate
negative intercorrelation between ORA and NCOPE (ρ = −0.363; p = 0.000) which is highly
significant. The third row shows the inter and intra-co-relation between questioners. There
is a weak positive inter correlation between NORA and GHQ 12 (ρ = 0.094; p = 0.102)
showing no significance. There is moderate positive intra-co-relation between NORA and
ORA (ρ 0.234, p = 0.000) indicating highly significance. There is a moderate positive intra-co-
relation between NORA and IR, which is highly significant (ρ = 0.298; p = 0.000). There is a
weak positive inter-co-relation between NORA and PCOPE with no significance (ρ = 0.049;
p = 0.399). There is a moderate negative intercorrelation between NORA and NCOPE with
no significance (ρ = −0.094; p = 0.104). The fourth row shows the inter and intra-co-relation
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between IR, GHQ12, ORA, NORA PCOPE and NCOPE, There is a weak negative inter-co-
relation between IR and GHQ 12 (ρ = −0.045; p = 0.434) which is non-significant. There
is a weak positive intra-co-relation between IR and ORA (ρ 0.175). here, p-value 0.002
indicates high significance. There is moderate positive intra-co-relation between IR and
NORA, which is highly significant (ρ = 0.298, p = 0.000). There is a weak positive inter co-
relation between IR and PCOPE (ρ = 0.131, p = 0.022) indicating significance. There is a weak
negative intercorrelation between IR and NCOPE (ρ = −0.173, p = 0.003) which is significant.
The fifth row shows the inter and intra-co-relation between PCOPE, IR, GHQ12, ORA,
NORA and NCOPE, There is a weak negative inter co-relation between PCOPE and GHQ
12 with no significance (ρ = −0.022; p = 0.709). There is a weak positive intercorrelation
between PCOPE and ORA (ρ 0.125; p = 0.709) with no Significance. There is a moderate
positive intercorrelation between PCOPE and NORA, which is non-significant (ρ = 0.049,
p = 0.399). There is a weak positive intercorrelation between PCOPE and IR (ρ = 0.131,
p = 0.022) which shows that the Correlation is significant at the 0.05 level (2-tailed). There
is moderate negative intra-co-relation between PCOPE and NCOPE (ρ = −0.296, p = 0.00)
which is highly significant. The last row shows the inter and intra-co-relation between
NCOPE, IR, GHQ12, ORA, NORA and PCOPE, There is moderate negative inter co-relation
between NCOPE and GHQ 12 with high significance (ρ = −0.22; p = 0.000). NCOPE
and ORA showed moderate positive inter co-relation and high significance (ρ −0.363,
p = 0.000). There is a weak negative inter co-relation between NCOPE and NORA, which is
non–significant (ρ = −0.049, p = 0.104). There is a weak negative inter correlation between
NCOPE and IR (ρ = −0.173, p = 0.003) which shows that the Correlation is significant at
the 0.05 level (2-tailed). There is moderate negative intra-co-relation between NCOPE and
PCOPE (ρ = −0.296, p = 0.000) which is highly significant.

4. Discussion

In this research, nearly all of the caregivers caring for a child suffering from traumatic
brain injury (n = 302) reported psychological problems, with GHQ-12 ratings of 3 or higher.
This finding is comparable to the findings of Shaligram et al. (2007), who found that
about half (50%) of their observers had known psychiatric problems and scored > 3 on
the GHQ-12 [20]. In a study conducted by Ali et al., 2012, out of 40, 27 (67.5%) parents
of children who experience hypochromic anemia, reported psychological problems and
scored > 3 on the GHQ-12 [21]. This discrepancy could be attributed to the short size of
the sample or demographic variables. On the other side, the majority of parents (58%)
scored < 3 on the GHQ-12, suggesting a decreased distress level or none at all, possibly due
to acclimating to the standard therapies. The high ORA (M = 5.738, n = 302) and NORA
(4.410, n = 302) scores suggested that caregivers were often engaged in religious practices.
The average mean scores revealed an increased utilization of NORA and ORA, showing
that caregivers take part in group religious activities and private religious practices. In
contrast, Hexem et al. (2011) discovered that parents prayed and read religious scriptures
more frequently, although not in a regular manner. Attending places of worship, according
to Hexem et al is a sort of community aid in which friends offer support and strength to sick
kids by praying for them. The parent’s average intrinsic religiosity score indicates that they
have a high level of IR, strong faith, and find inspiration in religious instruction. Parents
who did not regularly join group religious services sensed a connection with God [13]. This
is supported by previous studies conducted by Atkin and Ahmad et al. (2000) in which
parents agreed that religion is important [14]. The P-COPE mean score of religious coping
was 6933 indicating that parents used P-COPE more than negative methods. The finding is
constant with earlier research demonstrating that parents select positive religious coping
mechanisms [11,14,17]. Furthermore, the use of P-COPE may be due to their belief and faith
in God which strengthens them to cope with it [12]. The connection between psychological
distress and religious practice even though there is a weak negative connection between
ORA and psychological distress in caregivers [rs (df) = −0.020, p b 0.05], the findings
indicate that increased ORA will decrease psychological discomfort. This data suggests that
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those caregivers, who are experiencing a great level of emotional distress are trying to go to
community religious services to connect and receive support from the community. Previous
research has also indicated that religious activity is related to emotional support from
God [13,14,22]. On the other hand, the study findings showed that caregiver psychological
discomfort and NORA are negatively associated; caregivers’ who regularly engaged in
NORA (e.g reading religious scriptures, meditation, or prayer) had decreased distress.
Because the link was weak, and the outcome may happen by coincidence. Longitudinal
research would help to explain the association between psychological discomfort and
religious activities in the future.

No statistically significant relationship between psychological distress and IR, im-
plying that neither low nor high religious motivation scores were linked to caregivers’
psychological discomfort or may be due to individual perceptions in the intensity of psy-
chological suffering felt by caregivers who are subjected to the pressures [17]. Psychological
distress is determined by how the individual assessed the circumstance based on religious
instruction. An individual’s stress response during stressful conditions is determined by
their coping technique and intellectual evaluation [23]. The connection between psycho-
logical discomfort and religious coping strategies, Positive religious coping mechanisms
were found to be associated with decreased levels of psychological discomfort in this study.
Thombre et al. (2010) backed up this conclusion, claiming that religious coping was linked
to higher levels of positive life-change perceptions. Caregivers who use negative coping
methods have increased psychological distress than caregivers who used P-COPE. This is
similar to the research of advanced cancer patients (aged 21 and older) and their non-related
caregivers (N = 162) that specified that negative coping practices were connected with
anxiety disorders and increased the risk of major depression [24,25]. Negative religious
coping mechanisms show the effort that results from a damaged relationship with God.
A negative view of life, and a sense of hostility from a religious community. As a result,
nurses have a hard time paying attention to and being aware of their patients’ religious
coping styles during ordinary nursing care. On admission, nurses might conduct a cultural
and spiritual assessment to gather previous information to assist caregivers who require
religious support. Screening parents and caregivers for religious coping mechanisms could
be useful in identifying people who are at risk of psychological distress and giving spiritual
support to help them regain control of their circumstances [25,26].

4.1. Limitations

There are various restrictions. As convenience sampling was used and there were
chances of occurrence of selection biases. There might have been some caregivers expe-
riencing more psychological discomfort and they may have been overlooked. Random
sampling can be used to avoid bias. Because this study relied on questionnaires and
required participants to react at that moment, some caregivers may have struggled to
focus due to the urge to comfort their distressed child. The investigators discovered that
caregivers may answer quickly, to finish the questionnaire, leading to recall bias. As a
result, the caregiver should be given enough time and space to complete the questionnaire,
especially when their children are relaxing. There was also the possibility of self-report
bias, which impeded the accuracy of the caregiver’s information, reducing generalizability.
A longitudinal study is recommended in the future to evaluate the relationship between
religious coping methods and psychological suffering among caregivers caring for children
with traumatic brain injury. Finally, because the researcher was in charge of all recruitment,
the caregiver may have felt obligated to participate in the study. Note that the translation
of Questionare from English to Urdu language was not subject to study verification.

4.2. Practice Implication

Caregivers in this study challenged a variety of problems that impacted their psycho-
logical well-being. Even though the data showed a modest association, there are several
practical implications. When caregivers suffer from stress, religious coping approaches are
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offered to them as non-religious coping methods to cope with these stressful events. Nurses
can connect parents in need with other religious colleagues. Caregivers gain control and
confidence over their psychological well-being contributes to better child health outcomes.
Religious coping might be an option for assisting caregivers in coping with their suffering.
As a result, when delivering nursing care, nurses should respect each culture. Furthermore,
continual nursing education on this topic is critical in strengthening the nurses’ comprehen-
sion of their coping techniques. Moreover, nurses may work with a religious front-runner
like an imam, holy man, pastor, or other religious crops to help careers manage stress and
to offer nurses a better understanding of religious beliefs. Finally, caregivers who do not
have religious beliefs should be taken into account. These caregivers may require therapy,
coping skills training, or membership in a TBI support group.

5. Conclusions

In the present study, we for the first time found in Pakistani poulation that caregivers
(n = 302) caring for children with traumatic brain injury endure psychological hardship.
We noted an incidence of anxiety and depressive symptoms in caregivers. The caregivers
take part in group religious activities as well as private religious practices which correlates
with decreased psychological discomfort while managing the TBI children. This data also
suggests that those caregivers who are experiencing a great level of emotional distress
are trying to go to community religious services to connect and receive support from
the community. They relied on positive religious coping strategies more than negative
religious coping strategies. Non-Organized, and Organized Religious Activities, and nega-
tive and positive religious coping mechanisms had a strong relationship with caregivers’
psychological suffering.
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Abstract: Peer relationships play an important role in the growth of children. This study offers
insights about feelings of fear and inferiority in children’s peer relationships. Based on a national
survey, the 2018 Construction for Social Policy Support System for Urban and Rural Poor Families in
China, initiated by the Ministry of Civil Affairs, and using multiple regression models and a structural
equation model, this study discusses whether and how having a rural household registration or being
from a poor (dibao) family has an isolation effect on fear and inferiority in children’s peer relationships.
The research findings indicate that children with a rural household registration or those from a dibao
family are at a disadvantage in peer interactions. Moreover, rural resident identity has an indirect
effect on children’s fear of peers and inferiority, mainly through psychological resilience, anxiety and
depression, and mobile phone dependence. Being from a dibao family directly influences children’s
fear and inferiority in their peer relationships; it also indirectly influences fear of peers and inferiority
through psychological resilience. This study suggests that more attention should be paid to fear of
peers and inferiority in rural children or children from a dibao family.

Keywords: children; fear of peers and inferiority; urban–rural distinction; economic segmentation;
China

1. Background

Previous studies have shown that peer relationships have a unique and irreplaceable
role in the social and emotional development of children. These relationships impact the
healthy development and social adaptation of children’s social ability, cognition, emotion,
self-conception, and personality [1,2]. Peer relationships and family environment are the
two core systems of children’s personality formation and socialization [3].

Peer relationships can be positive or negative. Early research primarily examined peer
relationships from two perspectives: peer acceptance and friendship. Peer acceptance is
a one-way structure of common opinions, reflecting the attitudes group members have
toward individuals, such as likes or dislikes, acceptance, or exclusion. Friendship is an
individual-oriented two-way structure, reflecting the emotional connection of individuals.
With the development of research, scholars have gradually paid attention to difficulties
in children’s peer relationships [4], such as peer rejection [5] and peer victimization [6].
However, aside from peer exclusion and peer victimization, fear of peers and sense of
inferiority are the individual subjective feelings of fear and inferiority in peer interactions,
which are associated with social self-perception [7]. From a field perspective, peer exclusion
and peer aggression are mainly concentrated in the middle and end of peer communication
processes, while fear of peers and inferiority are mainly concentrated in the front end.
Fear of peers and inferiority may be the major factors behind children’s resistance to
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social participation and social integration. They might be detrimental to the production of
prosocial behavior and could lead to aggressive behavior against others [8]. It is necessary
to conduct an in-depth study on the antecedents of fear of peers and inferiority, which
will increase the understanding of why some children fall into an adverse situation in peer
relationships; such a study will also identify the effective measures needed to help children
build and maintain good peer relationships.

Therefore, this study focused on fear of peers and inferiority in Chinese children. In
reality, the reasons for children’s fear of peers and inferiority may be multifaceted. However,
in China, it is important to pay particular attention to two unique social backgrounds that
are very important for children’s growth. First, there is an urban–rural separation effect
in children’s development in China [9]. The differences in the geographic regions and the
human environments between urban and rural China lead to a gap between urban and
rural children’s environmental adaptation and interpersonal communication skills [10]. Sec-
ond, the rapid development of China’s economy has produced serious economic divisions
between people. Some vulnerable groups have fallen into poverty and have also suffered
from social exclusion in terms of political participation and interpersonal communica-
tion [10]. Children from poor families, with low social skills and a lack of communication
experience, are prone to psychological problems, such as feelings of inferiority [11]. In the
study discussed in this paper, we aimed to determine whether a rural household registra-
tion or being from a poor family (dibao family) has an isolation effect on fear and inferiority
in children’s peer relationships and to investigate the specific mechanisms underlying this.

2. Research Questions and Analytic Frameworks

Although fear of peers and inferiority in children’s peer interactions are influenced
by socio-economic status (SES), some empirical studies have suggested that the effect of
SES on children’s peer relationships is very weak [12]. These controversies suggest that the
effects of SES on children’s fear of peers and inferiority may be influenced by mediating
mechanisms. Therefore, the present study aimed to examine the association between SES
and fear of peers and inferiority among children in China. Moreover, it explored the
intermediary mechanisms of the SES stratification constituted by urban–rural distinction
and economic segregation that affects fear of peers and inferiority from the perspective of
social stratification.

2.1. Socio-Economic Stratification and Peer Fear and Inferiority

In China, urban–rural distinction and economic segmentation constitute two important
aspects of socio-economic stratification. Urban–rural distinction has become an undeniable
fact in China. Due to the long-term existence of the country’s household registration system,
there is a clear distinction between urban and rural areas. Moreover, this system has a
comprehensive effect on urban–rural distinction [13], and a disadvantage in peer interac-
tions has been confirmed, thus becoming a typical problem of children’s development [9].
Studies have indicated that, due to urban–rural geographical and cultural differences, a
certain degree of difference also exists among college students, in terms of environmental
adaptation and interpersonal communication [14]. In comparison to rural students, urban
students have better interpersonal communication skills [15]. Regarding group cooperation,
rural children get along with others significantly better than children from villages and
towns [16]. Therefore, this study proposes:

Hypothesis 1. Urban–rural distinction has a negative effect on children’s fear of peers and inferiority.

In addition to urban–rural distinction, acute economic segmentation arises from
China’s rapid economic development. Long-term emphasis on economic efficiency and
neglect of social justice have led to a significant gap between rich and poor, as well as a
wide social class divide. Economically, some vulnerable groups of society not only fall into
poverty, but also suffer all-around social exclusion with regard to political participation and
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interpersonal communication [13]. Among the associated disadvantages, social exclusion
resulting from interpersonal communication is particularly harmful to the growth of poor
children and students. Family poverty not only causes and aggravates students’ psycholog-
ical burden, it also negatively impacts their communication needs leading to a low level
of social skills and a relative lack of contact experience. They have a high probability of
confronting many psychological problems, such as an inferiority complex, impacting their
interpersonal communication skills [11]. Students with family economic difficulties are
a high-risk group for psychological poverty [17], and there is a gap between poor and
non-poor undergraduates [18]. Therefore, this study proposes:

Hypothesis 2. Economic segmentation has a negative effect on children’s fear of peers and inferiority.

2.2. Psychological Resilience

Resilience research began in the 1970s. Some scholars believe that resilience refers to
an individual’s ability to cope with changes and stressful events in a healthy way [19], while
others emphasize that resilience is a process of reintegration. When children encounter
serious sources of pressure, they can return to normal with the support of protective
factors [20]. Studies have indicated that resilience helps diminish children’s depressive
symptoms and enables them to initiate peer relationships and cultivate more of them.
Children with resilience are more popular among their peers. Consequently, they enjoy
better interpersonal relations and social support networks [21] and have relatively more
stable and effective social support resources [22].

However, other studies have suggested that SES indirectly reflects the abundance of
resources that individuals can mobilize and utilize [23,24]. Individuals with lower SES may
incur more health costs in maintaining psychological resilience and they may exhibit poorer
mental health [25]. For example, children from rural areas typically have a lower SES,
which in turn reduces their level of psychological resilience [26]; this may increase their
fear and feelings of inferiority in their peer interactions. Therefore, this study proposes:

Hypothesis 3. Psychological resilience partially mediates the relationship between urban–rural
distinction and children’s fear of peers and inferiority.

Hypothesis 4. Psychological resilience partially mediates the relationship between economic
segmentation and children’s fear of peers and inferiority.

2.3. Anxiety and Depression

Anxiety and depression are the commonly diagnosed psychological disorders among
children. Anxiety is a group of mental disorders characterized by anxiety and fear, often
accompanied by severe depression or other personality disorders. There is a statistically
significant correlation between anxiety and depression [27]. Studies have shown that
adolescent anxiety and depression has a significant negative correlation with peer rela-
tionships. The higher the degree of anxiety and depression is, the worse the child’s peer
relationships [28]. Children with a higher level of anxiety and depression have poorer
social functioning, less classmate support, and less social acceptance in social communica-
tion [29]. High anxiety and social insecurity will increase the risk of children’s low-quality
friendships and peer abuse, and a low level of social support and peer relationships will
further deepen children’s psychological distress, such as anxiety and depression [30].

Further research has shown that anxiety and depression are closely related to SES.
Individuals with lower SES showed stronger anxious depression than individuals with
higher economic and social status [31]. Therefore, this study proposes:

Hypothesis 5. Anxious depression partially mediates the relationship between urban–rural dis-
tinction and children’s fear of peers and inferiority.
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Hypothesis 6. Anxious depression partially mediates the relationship between economic segmenta-
tion and children’s fear of peers and inferiority.

2.4. Mobile Phone Dependence

Attention overload theory considers that individual psychological resources are lim-
ited, and the maintenance of target information depends on the number of available
psychological resources. The failure of sustained attention comes from limited psychologi-
cal resources [32]. When individuals with high dependence on mobile phones input a large
number of cognitive resources into those devices, they reduce the resources that should
have been allocated to other personal activities. Consequently, excessive dependence on
mobile phones will lead to children’s cognitive failure in social communication as well
as many adverse psychological characteristics, such as stress susceptibility and low self-
evaluation [33]. Studies have found that, in a group of young people with mobile phone
addiction, the negative factors impacting peer relationship quality are more significant than
the positive factors. Furthermore, the higher the degree of mobile phone addiction, the
more negative the impact is on the quality of peer relationships [34]. Social phobia is signif-
icantly associated with the risk of smartphone addiction in young people. Individuals with
psychosocial problems, such as social phobia and loneliness, prefer mobile devices rather
than face-to-face communication because online communication can reduce anxiety [35].

Research on mobile phone dependence has shown that it is closely related to economic
and social status. Students from dibao families have higher levels of cell phone addiction
than students from non-dibao families [36–38]. Therefore, this study proposes:

Hypothesis 7. Mobile phone dependence partially mediates the relationship between urban–rural
distinction and children’s fear of peers and inferiority.

Hypothesis 8. Mobile phone dependence partially mediates the relationship between economic
segmentation and children’s fear of peers and inferiority.

3. Methods
3.1. Participants

The data used in this study were collected by the Peking University Chinese Social
Sciences Survey Center in 2018, extracted from a survey project called Chinese Social
Policy Support System for Vulnerable Families (CSPSS). The Ministry of Civil Affairs of the
People’s Republic of China appointed and funded the Institute of Social Science Survey
(ISSS) at Peking University to deliver the related project and organize a research team
to write the report. It is a national large-scale sample survey project supported by the
Chinese Ministry of Civil Affairs, aiming to be representative of the vulnerable Chinese
families targeted by the government’s social assistance program. Using stratified sampling
methods, the project adopted the computer-assisted personal interviewing (CAPI) method
to investigate more than 1800 villages in 29 provinces from July 2018 to September 2018.
The project has compiled three questionnaire databases: disability, the elderly, and children.
Among them, parents and their children were interviewed for the children questionnaire,
which included detailed information of the demographic, socio-economic, health, learning,
and psychological and social interactions of the respondent parents and their children (aged
8–16 years). The respondent parents and children had to complete separate questionnaires
without communicating their opinions with each other. The children were required to
answer the questionnaires about children’s psychological health and school performance. If
a child needed help during the procedure, an interviewer read and explained the questions.
If the parents of the children (such as left-behind children in a rural area) were not at home
when the interviewers were visiting, the questionnaires for parents could be also completed
through a telephone survey. The database has 3342 samples, including 991 samples of
urban poor families (dibao families), with 1032 urban non-dibao families; and 543 samples
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of rural dibao families, with 776 rural non-dibao samples. After deleting the missing and
abnormal values in the database, 3334 observations were finally obtained.

3.2. Measurements
3.2.1. Dependent Variable

To evaluate the children’s fear of peers and inferiority, we used the 10-item Fear of
peers and Inferiority Scale (PFIS). The participants answered items (e.g., You feel afraid
if you do something you have never done before in front of other students) on a 4-point
rating scale ranging from 1 = completely disagree to 4 = completely agree. A mean score
was computed to yield the composite score, and higher scores indicated higher fear of peers
and inferiority. A cumulative score was created by adding the responses of all 10 indicators
(ranging from 10 to 40). The higher the total score of the fear of peers and inferiority
subscale, the higher the level of fear and inferiority in peer interactions, and the more
negative the self-perception. In our study, the Cronbach’s alpha coefficient for the PFIS was
0.8357, demonstrating good internal consistency.

3.2.2. Independent Variables

To evaluate the existence of economic segmentation and urban–rural distinction, we
used two dummy variables: dibao family (0 = no; 1 = yes) and urban family (0 = rural family;
1 = urban family). It should be noted that, in China, families receiving dibao are often at the
bottom of the economic status hierarchy, which can be considered to be the poorest group.

3.2.3. Mediating Variables

In this study, psychological resilience, anxiety and depression, and mobile phone
addiction are the mediator variables.

We used the Child and Youth Resilience Measure Scale (CYRM-R) to measure chil-
dren’s psychological resilience. This scale was developed by Professor Michael Ungar et al.
by integrating the results of 35 researchers from 11 countries and 14 regions on psycho-
logical resilience in 2009 [39]. The scale consists of 28 items, including three dimensions:
individual level, relative level, and social and cultural level. They are evaluated on a five-
point Likert scale, with a total score ranging from 28 to 140 points. A higher score indicates
a better level of psychological resilience. In our study, the Cronbach’s alpha coefficient for
the CYRM-R (psychological resilience) was 0.9045, indicating good internal consistency.

We used the Revised Child Anxiety and Depression Scale (RCADS 25) to measure
the respondents’ depression tendencies. RCADS 25, which includes two dimensions
(depression and anxiety), is a revised children’s anxiety and depression scale tailored for
children and adolescents ranging in age from 8 to 18. The RCADS 25 uses a four-point Likert
scale, with 1 representing “never” and 4 representing “always” [40]. A cumulative score
(ranging from 24 to 91) was obtained by adding the responses of all 25 indicators. A higher
score indicates a higher degree of anxiety and depression. In our study, the Cronbach’s
alpha coefficient for the RCADS 25 was 0.8583, demonstrating good internal consistency.

To assess the tendency of mobile phone addiction, we used the Chinese version of
the self-report 17-item Mobile Phone Addiction Index (MPAI), which was based on the
English version of the MPAI. MPAI consists of four dimensions of mobile phone addiction:
inability to control cravings, feeling anxious and lost, withdrawal/escape, and productivity
loss. The participants answer items (e.g., You feel anxious if you have not checked for
messages or switched on your mobile phone for some time) on a 5-point rating scale ranging
from “1 = not at all” to “5 = always” [41]. A cumulative score (ranging from 14 to 83) was
obtained by adding the responses of all 17 indicators. A higher score indicated a stronger
tendency toward mobile phone addiction. In our study, the Cronbach’s alpha coefficient
for the MPAI was 0.8528, demonstrating good internal consistency.
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3.2.4. Covariates

Based on the existing studies on the factors influencing peer relationships [42], the
present study included three sets of covariates: school characteristics, family characteristics,
and personal characteristics. School characteristics mainly included three variables: key
school (zhongdianxuexiao), public school, and boarding school (jisuxuexiao); three of them
are dummy variables (0 = no; 1 = yes). Family characteristics mainly included six variables:
whether the parents are alive (1 = both; 0 = either or neither), whether the parents are di-
vorced (0 = no; 1 = yes), if the parents quarrel (0 = never or rarely; 1 = occasionally or often),
family gatherings (0 = never; 1 = several times a year; 2 = once a month; 3 = two or
three times a month; 4 = several times a week: 5 = every day), parent-child communi-
cation (0 = never or occasionally; 1 = always or often), and parents’ beating and scolding
(0 = never or occasionally; 1 = always or often). Personal characteristics mainly included
five variables: gender (0 = female; 1 = male), only child (0 = no; 1 = yes), health status
(0 = bad; 1 = moderate or good), physical disability (0 = no; 1 = yes), and student leader
(0 = no; 1 = yes).

3.3. Analytical Strategies

Stata 14.0 was used as the data analysis tool for this study. First, we used the t-test to
check the differences in the characteristics of two groups of participants (urban vs. rural
and dibao vs. non-dibao). Then, a multiple regression model was used to examine the
impact of economic segmentation and urban–rural distinction on the respondents’ fear of
peers and inferiority. Finally, we used the structural equation model method of maximum
likelihood with default values for model estimation.

4. Results
4.1. Descriptive Analysis

Table 1 shows the descriptive analysis results of the core dependent variables. The
average score of fear of peers and inferiority of all children was 19.942. The average
score was higher for rural children (20.746) than urban children (19.415). The average
score was higher for children from dibao families (20.381) than children from non-dibao
families (19.570).

4.2. Analysis of the Multiple Regression Model

To enhance the robustness of the statistical results of the independent variables, the
independent variables and three sets of control variables were gradually put into a series
of multiple regression models, as shown in Table 2. Model 1 reflects the regression results
when only the independent variables are included. Model 2 reflects the regression results
when the independent variables and school level control variables are included. Model 3
shows the regression results when the independent variables and the school and personal
level control variables are included. Model 4 shows the regression results when the
independent variables and the school, personal, and family level control variables are
included. With the gradual inclusion of the school, personal, and family characteristic
variables, the R2 of the model gradually increased, indicating that the fitting degree of the
model was increasingly higher. Moreover, in Model 4, the variance inflation factor (VIF)
results were all lower than in Model 2 (specific results are not listed), indicating that there
was no multicollinearity issue among the explanatory variables.
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Table 2. Analysis results of the multiple regression models.

Variable Model 1 Model 2 Model 3 Model 4

Urban–rural distinction
−1.399 *** −1.173 *** −0.966 *** −0.681 ***

(0.199) (0.210) (0.212) (0.215)

Economic segmentation 0.916 *** 0.897 *** 0.708 *** 0.573 ***
(0.198) (0.199) (0.204) (0.203)

Key school −0.116 −0.102 −0.0102
(0.333) (0.329) (0.331)

Public school
0.729 ** 0.671 * 0.846 **
(0.349) (0.357) (0.356)

Boarding school 1.074 *** 0.965 *** 0.934 ***
(0.242) (0.246) (0.244)

Whether parents are alive 0.119 0.0383
(0.312) (0.310)

Whether parents are divorced 0.428 0.616 **
(0.288) (0.292)

Parents’ quarrels 1.256 *** 1.162 ***
(0.220) (0.218)

Family gatherings −0.286 *** −0.261 ***
(0.0707) (0.0699)

Parent-child communication
−1.036 *** −0.955 ***

(0.255) (0.255)

Parents’ beating and scolding 1.630 *** 1.651 ***
(0.368) (0.364)

Gender
−0.867 ***

(0.195)

Only child −0.547 **
(0.222)

Health status
−0.584
(0.509)

Physical disability 0.944
(0.687)

Student leader
−1.290 ***

(0.199)

Constant
20.37 *** 19.36 *** 20.08 *** 21.48 ***
(0.171) (0.379) (0.536) (0.746)

Observed value 3334 3303 3240 3238
R2 0.019 0.025 0.058 0.078

Robustness standard errors are reported in parentheses. *** p < 0.01, ** p < 0.05, * p < 0.1.

In Model 1, both the independent variables—of whether the child is from a dibao family
and whether the child holds an urban household registration—passed the significance
test at the 1% level. The data show that the score of fear of peers and inferiority of urban
children was 1.399 points lower than that of rural children. The score of fear of peers and
inferiority of children from dibao families was 0.916 points higher than that of children from
non-dibao families. The results demonstrate that peer interactions were impacted by urban–
rural distinction and from barriers arising from basic living allowances. In comparison to
urban children and those with better economic conditions from non-dibao families, rural
children and children from dibao families faced more communication barriers and had
stronger fear of peers and inferiority in peer interactions.

In Model 2, both independent variables again passed the significance test at the
1% level. The children’s fear of peers and inferiority was still closely related to household
registration and family economic conditions. Moreover, among the school characteristic
variables, a public school or not and a boarding school or not were significantly associated
with fear of peers and inferiority. The data show that the score of fear of peers and inferiority
of children in public schools was 0.729 points higher than that of children in private schools.
The score of fear of peers and inferiority of children in boarding schools was 1.074 points
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higher than that of children in the control group. The control variable of a key school or not
was found to have no significant correlation with children’s fear of peers and inferiority.

Like Model 1 and Model 2, in Model 3, both independent variables passed the sig-
nificance test at the 1% level. The results demonstrate that children’s fear of peers and
inferiority in peer interactions were still closely related to household registration and family
economic conditions. Consistent with Model 2, the control variables of a public school
or not and a boarding school or not passed the significance test. Moreover, the family
characteristic variables of parents’ quarrels, family gatherings, parent-child communication,
and parents’ beating and scolding all passed the significance test.

In Model 4, both independent variables were significantly associated with fear of
peers and inferiority, showing the same result as the other three models. Consistent with
Model 2 and Model 3, the control variables of a public school or not, a boarding school or
not, gender, parents’ quarrels, family gatherings, parent-child communication, and parents’
beating and scolding all showed the same significance. Personal characteristics, such as
gender, only child or not, and a student leader or not, were significantly associated with
fear of peers and inferiority.

Based on the descriptive analysis and multiple regression results, Hypothesis 1 and
Hypothesis 2 were supported. Specifically, the score of fear of peers and inferiority was
significantly higher for rural children than for urban children. The score of fear of peers
and inferiority was significantly higher for children from dibao families than for children
from non-dibao families. The results demonstrate that urban–rural distinction and economic
segmentation impacted the children’s peer interactions.

4.3. Results of the Structural Equation Model

The multiple regression models demonstrated that urban–rural distinction and acute
economic segmentation had an impact on the children’s peer interactions. Children with a
rural household registration or those from dibao families suffered more from fear of peers
and inferiority. However, the models cannot explain how the two factors led to a higher
level of children’s fear and inferiority in peer interactions. To identify the mechanisms, this
study used the structural equation model method of maximum likelihood with default
values for model estimation based on the literature review and the research hypotheses. In
comparison to the multiple regression analyses based on OLS (ordinary least squares), the
structural equation model enabled us to conduct a path analysis more efficiently. Table 3
shows the model estimation results based on unstandardized regression coefficients.

The three mediator variables all had a significant direct effect on the score of fear of
peers and inferiority of children’s peer interaction. Specifically, the score of fear of peers
and inferiority decreased by 0.070 points for each point increase in children’s psychological
resilience. The score of fear of peers and inferiority increased by 0.284 points for each point
increase in children’s anxiety and depression. The score of fear of peers and inferiority
increased by 0.048 points for each point increase in children’s mobile phone dependence.

This study found that the independent variable of whether the child is from a dibao
family had a significant direct effect on the score of fear of peers and inferiority of chil-
dren’s peer interaction; it also affected fear of peers and inferiority through the mediating
mechanism of psychological resilience. The psychological resilience score was 2.180 points
lower for children from a dibao family than for children from non-dibao families. However,
whether the child was from a dibao family did not have a significant effect on the degree
of anxiety and depression or on mobile phone dependence. Therefore, the influencing
mechanism of a dibao family on children’s fear and inferiority in peer interactions was the
synthesis of the direct effect brought about by basic living allowances and the indirect effect
brought about by the mediating variable of psychological resilience. Thus, Hypothesis 4
was supported, but Hypothesis 6 and Hypothesis 8 were not.
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Table 3. Estimation results of the structural equation model.

Psychological
Resilience

Anxiety and
Depression

Mobile Phone
Addiction Fear of Peers and Inferiority in Peer Interactions

Direct Direct Direct Direct Indirect Total Effect

Urban–rural
distinction

2.040 *** −1.609 *** −1.061 ** 0.359 −0.652 *** −0.689 **
(0.630) (0.403) (0.432) (0.164) (0.126) (0.214)

Economic
segmentation

−2.180 *** 0.163 0.046 −0.037 ** 0.202 * 0.561 ***
(0.594) (0.328) (0.406) (0.174) (0.119) (0.201)

Psychological
resilience

- - - −0.070 *** - −0.070 ***
(0.005) (0.005)

Anxiety and
depression

- - - 0.284 *** - 0.284 ***
(0.010) (0.010)

Mobile phone
addiction

- - - 0.048 *** - 0.048 ***
(0.010) (0.010)

Key school 3.143 *** −0.115 −0.145 0.320 −0.261 0.059
(0.929) (0.513) (0.625) (0.256) (0.186) (0.315)

Public school
0.050 −0.260 0.228 0.922 *** −0.066 0.855 **

(1.041) (0.575) (0.704) (0.286) (0.207) (0.353)

Boarding school −0.525 0.754 * 1.999 *** 0.604 *** 0.348 ** 0.952 ***
(0.750) (0.415) (0.511) (0.207) (0.150) (0.255)

Whether parents
are alive

−0.644 −0.582 −0.807 0.147 −0.159 −0.012
(0.879) (0.485) (0.603) (0.242) (0.175) (0.298)

Whether parents
are divorced

−0.860 1.857 *** 1.467 *** −0.014 0.659 *** 0.645 **
(0.788) (0.435) (0.548) (0.218) (0.158) (0.267)

Parents’ quarrel −4.333 *** 2.581 *** 1.579 *** 0.052 1.115 *** 1.166 **
(0.638) (0.351) (0.433) (0.178) (0.130) (0.216)

Family gathering 1.460 *** −0.502 *** −0.323 ** −0.010 −0.261 *** −0.272 ***
(0.199) (0.110) (0.138) (0.055) (0.040) (0.068)

Parent-child
communication

1.460 *** −1.086 *** −0.183 −0.040 −0.858 *** −0.898 ***
(0.199) (0.394) (0.503) (0.200) (0.147) (0.242)

Parents’ beating
and scolding

−5.602 *** 5.477 *** 3.631 *** −0.470 * 2.126 *** 1.656 ***
(0.990) (0.545) (0.684) (0.277) (0.203) (0.335)

Gender
−0.951 * −0.289 2.050 *** −0.958 *** 0.084 −0.874 ***
(0.568) (0.314) (0.387) (0.158) (0.115) (0.193)

Only child 1.297 ** −1.196 *** 0.212 −0.161 −0.421 *** −0.582 ***
(0.629) (0.347) (0.427) (0.174) (0.126) (0.213)

Health status
2.063 −1.496 ** 0.886 0.036 −0.527 * −0.491

(1.358) (0.750) (0.985) (0.375) (0.272) (0.461)

Physical disability −2.957 −0.053 −2.299 0.830 0.082 0.912
(1.948) (1.075) (1.404) (0.537) (0.389) (0.661)

Student leader
5.174 *** −0.222 −0.928 ** −0.838 *** −0.472 *** −1.311 ***
(0.583) (0.321) (0.395) (0.162) (0.119) (0.198)

Standard errors are reported in parentheses. *** p < 0.01, ** p < 0.05, * p < 0.1.

This study found that the independent variable of whether the child holds an urban
household registration did not have a significant direct effect on children’s fear of peers
and inferiority in peer interactions. However, this variable had significant effects on
children’s psychological resilience, anxiety and depression, and mobile phone dependence
(all passed the significant positive test). Therefore, this variable had an indirect effect on
children’s fear of peers and inferiority through the three mediating variables. Specifically,
the psychological resilience score was 2.040 points higher for urban children than for
rural children. Moreover the anxiety and depression score was 1.609 points lower for
urban children than for rural children and the mobile phone dependence score was 1.061
lower for urban children than for rural children. These three mediating mechanisms jointly
strengthened the urban–rural distinction in children’s peer interactions. Thus, Hypothesis 3,
Hypothesis 5, and Hypothesis 7 were supported.
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Figure 1 shows the model path diagram based on standardized regression coefficients,
which allows us to understand the influencing mechanisms of urban and rural areas and
basic living allowances on children’s fear of peers and inferiority more intuitively.
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5. Conclusions and Policy Suggestions
5.1. Conclusions

Using data from the CSPSS national survey, this study found that urban–rural distinc-
tion and economic segmentation have an impact on children’s fear of peers and inferiority
in China. First, rural children suffer much more from fear of peers and inferiority than
do urban children. Hypothesis 1 was supported. In China, compared to urban children,
rural children have a higher probability of becoming left behind children and they are
more likely to have the characteristics of imbalance, sensitive personality, psychological
isolation, inferiority and discord. Second, children from dibao families are more vulnerable
to fear of peers and inferiority than those from families without basic living allowances.
Hypothesis 2 was also supported. Because of welfare stigma, children from dibao families
are at a disadvantage in peer interactions.

This study also examined the mechanisms of the relationship between children’s fear of
peers and inferiority and urban–rural distinction and economic segmentation. The findings
show that urban or rural household registration has no direct effect on children’s fear of
peers and inferiority, but a rural resident identity indirectly makes rural children suffer
more from fear of peers and inferiority by affecting their psychological resilience, anxiety
and depression, and mobile phone dependence. Hypotheses 3, 5, and 7 were supported.
Similar to previous research [23–26,31,36–38], this study also found higher economic and
social status have a significant impact on children’s psychological resilience anxiety and
depression, and mobile phone dependence. Being from dibao families has a direct effect
on children’s fear of peers and inferiority; it also indirectly leads to a higher level of fear
of peers and inferiority by affecting their psychological resilience. Thus, Hypothesis 4
was supported, but Hypothesis 6 and Hypothesis 8 were not. Compared to previous
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research [31,36–38], this study further found that urban–rural distinction has a significant
impact only on children’s anxiety and depression, and mobile phone dependence.

Finally, this study found that, aside from urban or rural household registration and be-
ing from dibao families, children’s personal characteristics, family environment, and school
environment all affect their fear of peers and inferiority in peer interactions. Specifically,
as the children grow older, their fear of peers and inferiority become more serious. Girls
face more serious fear of peers and inferiority than boys. Children who are not an only
child have a higher level of fear of peers and inferiority than those who are an only child.
Children’s health status is positively correlated with fear of peers and inferiority. Student
leaders can help children diminish fear of peers and inferiority. Children from divorced
families have more severe fear of peers and inferiority. Parental relationship, family rela-
tionship, and parent-child relationship are all negatively correlated with children’s fear of
peers and inferiority. Children in public schools have a higher level of fear of peers and
inferiority than those in private schools. Children in boarding schools have a higher level
of fear of peers and inferiority than those in day schools. Children’s relationship with their
teachers has a significantly negative correlation with fear of peers and inferiority.

5.2. Policy Suggestions

Positive peer interactions and developing and maintaining good peer relationships
are conducive to children’s healthy growth. The government, family, and school should
pay active attention to the problem of children’s fear of peers and inferiority, warranting
timely interventions and help. They should encourage children to actively participate in
peer interactions and create and maintain good peer relationships. Therefore, based on the
research findings, this study provides the following suggestions.

First, policy makers should focus on the fear of peers and inferiority of rural children
and children from dibao families. For rural children, it is necessary to concentrate on
strengthening their psychological resilience, alleviating their anxiety and depression, and
diminishing their dependence on mobile phones. For children from dibao families, it is
essential to enhance their psychological resilience and prevent the dibao family from creating
feelings of inferiority in their children’s social interactions.

Second, policy makers should pay special attention to fear of peers and inferiority
in exceptional children (teshuertong). Psychological changes of social cognition in older
children are worth our attention, and it is necessary for us to solve the problem of fear of
peers and inferiority. More support for and attention to girls and children who are not
an only child is needed to enhance their peer interactions. Policy makers should work
to improve children’s health status to avoid the psychological problem of fear of peers
and inferiority caused by health problems. Children from divorced families also deserve
our attention, and we can help them by actively providing psychological support and
encouraging them to engage in peer interactions to offset the negative psychological effects
from divorce.

Third, families and schools should play important roles in solving the problem of fear
of peers and inferiority. In a family, a harmonious conjugal relationship, supportive family
atmosphere, and a close parent-child relationship are conducive to addressing children’s
problem of fear of peers and inferiority. Parents are advised to have fewer quarrels or
avoid them. We suggest that parents should often organize family outings and regularly
communicate with their children. For schools, children living on campus are the center of
attention, and each school should support them in engaging in peer interactions. It is also
necessary to build and maintain good relationships between teachers and students, and
teachers should guide children and become role models. Teachers are advised to encourage
children to actively participate in peer interactions. Children should be motivated to play
an active role in class activities and to campaign for student leaders. In doing so, they can
improve their ability to avoid fear of peers and inferiority.
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Abstract: (1) Background: Even though the comorbidity of obsessive-compulsive disorder (OCD)
and a psychotic disorder (PD), such as schizophrenia, is being increasingly recognized, the impact of
this comorbidity on the clinical presentation, including insight into obsessive-compulsive symptoms
and the functioning of OCD, remains unclear. (2) Methods: To investigate clinical differences between
OCD patients with and without PD, 86 Japanese outpatients who met the DSM-IV-TR criteria for OCD
were recruited and divided into two groups: 28 OCD patients with PD, and 58 OCD patients without
PD. The two groups were cross-sectionally compared in terms of their sociodemographic profiles
and clinical characteristics, including the DSM-IV-TR insight specifier and the Global Assessment of
Functioning (GAF). (3) Results: The results showed that OCD patients with PD scored lower on both
the insight and GAF assessments. (4) Conclusions: The present study suggests that comorbid PD in
OCD is a clinical entity.

Keywords: obsessive-compulsive disorder; psychotic disorder; schizophrenia; comorbidity; insight;
functioning

1. Introduction
1.1. Background

The relationships between obsessive-compulsive disorder (OCD) and various psy-
chotic disorders (PDs), such as schizophrenia, have long been noted [1–6]. OCD, schizophre-
nia, and their comorbidity interact with each other in a manner that may affect prognosis
and treatment [7–10]. The comorbidity of OCD and schizophrenia is currently being gradu-
ally recognized [11], and a common biological basis may underlie the higher-than-expected
comorbidity rate [12,13].

Most of previous studies have focused on patients with schizophrenia, with or without
obsessive-compulsive symptoms or OCD [14], but not vice versa. It is clear from the
assessments by a number of investigators over the last two decades that a subgroup of
patients with schizophrenia holds co-occurring obsessions and compulsions, while early
studies on psychotic symptoms in patients with primary OCD did not use standardized
diagnostic criteria [15]. Prior to the DSM-III-R [16], the diagnosis of OCD was ruled
out by the presence of schizophrenia, and obsessive-compulsive symptoms in patients
with schizophrenia were interpreted as symptoms of schizophrenia, as is still the case
in ICD-10 [13,17]. Therefore, research on the comorbidity and relationship between the
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two disorders has mainly emphasized broad variations in the psychopathological aspects
of schizophrenia. DSM-5 [18] noted that the prevalence of OCD was higher in patients
with schizophrenia than in that in a general population. Achim et al. (2011) showed that
12% of patients with schizophrenia had OCD. While obsessive-compulsive symptoms
in schizophrenia have been proposed as a defense against psychotic deterioration [19]
and, thus, are a predictor of a positive prognosis [20,21], many studies reported that the
comorbidity of OCD among patients with schizophrenia had a negative impact on their
prognosis [8,22–24]. Claims have been made [25–29] that the comorbidity of schizophrenia
and OCD is a subtype of schizophrenia, with specific clinical features, but not without
disagreement [30].

Less attention has been paid to OCD patients who are with or without PD. Comorbid
PDs are frequently indicated as exclusion criteria in the majority of clinical research on
OCD. Hence, limited information is currently available on the clinical characteristics of
OCD patients with schizophrenia [13,31]. Numerous studies on psychotic traits comorbid
with OCD have focused on schizotypal personality traits [32–35]. Epidemiological studies
showed that 1–12.5% of patients with previously diagnosed OCD developed PD [36],
and about one out of ten (12%) of patients with OCD met the diagnostic criteria for
schizophrenia [25]. Recent meta-analyses found that individuals with OCD are more likely
to have psychosis than the general population [37], and recent large-scale studies found that
OCD increased the risk of developing schizophrenia after the onset of OCD [38–41], which
is in contrast to the findings of previous studies showing that OCD was not associated with
an increased risk of schizophrenia [42,43]. OCD with schizophrenia was more common
in men [7], was associated with a lower score on the Global Assessment of Functioning
(GAF) [9], had a more deteriorative course [7], was more resistant to conventional OCD
treatments [44], and was susceptible to the exacerbation of psychotic symptoms when an
anti-OCD agent was administered [10].

As used in Matsunaga et al.’s (2002) study, the GAF is internationally well known and
widely used for scoring the severity of illness in psychiatry [45], and is recommended for
routine clinical use [46]. The GAF summarizes the clinician’s view of the patient’s current
degree of impairment in terms of psychosocial and occupational or educational function.
Despite this, the GAF has been significantly less used in OCD studies.

Regarding insight into the obsessive-compulsive symptoms of pivotal clinical impor-
tance [42], Matsunaga et al. (2002) reported that a large percentage of patients with OCD
had poor insight [9], and this may affect treatment and prognosis [47]. However, many stud-
ies discussing insight in patients with OCD excluded a psychotic comorbidity [35,48–51].
Studies on insight in patients with OCD with PD, especially schizophrenia, are rare [9,52].
It is still debatable whether comorbid PD is associated with a better [13] or worse [7,9,30]
outcome of OCD.

A specifier of OCD with poor insight was first introduced in DSM-IV-TR [53]. The
DSM-5 provides 3 insight specifiers: (1) good to fair, (2) poor, and (3) absent/delusional
beliefs. Similarly, the ICD-11 has recently employed simpler dichotomous insight specifiers:
(1) good to fair insight or (2) poor to absent insight [47]. As far as we know, there is
one previous study on clinical characteristics and insight in patients with OCD using
dichotomous insight specifiers [49]; this study, however, evaluated only OCD patients
without PDs.

1.2. Objectives

The present study compared clinical characteristics between OCD patients with and
without PD to identify what would differentiate the two groups, with particular focus on
insight into OCD and the Global Assessment of Functioning. Our hypotheses were that
OCD patients with PD would show poorer insight and lower GAF compared with OCD
patients without PD.
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2. Methods
2.1. Participants

Between April 2015 and April 2022, 86 outpatients at the Department of Psychiatry
at Tokyo Metropolitan Matsuzawa Hospital were enrolled after submitting their written
informed consent to participate in this study. Our hospital, the largest psychiatric center
in Tokyo, receives approximately 7600 new patients annually, including 45 new OCD
patients. After conducting surveys of outpatient medical records, all patients had been
diagnosed with OCD (based on the DSM-IV-TR criteria) independently by an experienced
psychiatrist (Y.O.) with more than five years of experience in the treatment of OCD, who was
different from the attending psychiatrists. Inclusion criteria were patients with OCD based
on the DSM-IV-TR criteria. No specific exclusion criteria were established. All patients
were assessed using the Mini International Neuropsychiatric Interview, Japanese version
5.0.0 2003 (MINI), administered by one of the authors (Y.O.) or the attending psychiatrist.
The MINI is a reliable and valid structured interview that may be administered by clinicians
or trained non-clinicians to screen for 17 of the most common mental disorders listed in
the ICD-10 and DSM-IV-TR [54–58]. The interview confirmed the diagnosis of OCD in all
patients for the previous month, except for six who clearly had a history of OCD symptoms
and irrational feelings about their obsessive-compulsive symptoms, but who were free
from OCD symptoms in the month prior to the interview. Comorbidities not covered by the
MINI were diagnosed according to the ICD-10. We also ensured that in OCD patients with
PD, psychotic symptoms did not consist only of the delusional nature of insight into their
obsessive-compulsive symptoms, but included other symptoms related to PD, including
delusions other than those only related to poor insight, hallucinations, thought disorders,
and negative symptoms. A total of 86 patients with OCD were divided into 2 groups:
28 patients with comorbid PD (26 with schizophrenia, one with schizotypal disorder, and
one with schizoaffective disorder, depressive type, according to ICD-10) and 58 patients
without PD.

2.2. Ethical Considerations

All of the procedures in the present study complied with the ethical standards of
the relevant national and institutional committees on human experimentation and were
conducted according to the guidelines of Declaration of Helsinki. The present study was
approved by the Ethics Committee of Tokyo Metropolitan Matsuzawa Hospital. Detailed
explanations of the study procedures were provided to each participant prior to their
informed consent.

2.3. Clinical Evaluation

A detailed interview was conducted by one of the authors (Y.O.) covering the infor-
mation on the patients’ demographic profiles, clinical features, social background factors,
and family and medical histories, as well as the clinical course and characteristics of their
OCD. Insight levels were dichotomously assessed using the DSM-IV-TR insight specifier,
which defines poor or absent/delusional insight as an individual’s lack of awareness that
his or her obsessions and compulsions are irrational during most episodes of OCD [53].
Patients other than those with poor to absent/delusional insight were assigned to the group
characterized as having good to fair insight. If a patient had multiple obsessive-compulsive
symptoms and no insight into at least one of these symptoms, the patient was defined as
having poor to absent/delusional insight. Then, 20 out of 86 participants were randomly
selected from the patients attending in January and February 2022 to examine the inter-rater
reliability of the assessment of insight based on a joint interview by two of the authors (Y.O.
and Y.M.), and the kappa coefficient [59] was 0.88.

Global severity and the prevalence of obsessive and compulsive symptoms was evalu-
ated using the Yale–Brown Obsessive Compulsive Scale (Y-BOCS) [60]; general functioning
was assessed using the Global Assessment of Functioning (GAF) [16,61,62]; disease severity
was evaluated using the Clinical Global Impressions and Severity of Illness (CGI-S) [63];
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and the severity of depression was rated using the Japanese version of the GRID-Hamilton
Rating Scale for Depression (GRID-HAMD) [64,65], a structured interview incorporating
the Hamilton Rating Scale for Depression (HAMD) [66], the international gold standard for
assessing the severity of depression with high inter-rater reliability.

2.4. Statistical Analysis

Continuous variables were summarized with means (standard deviation, SD) regard-
ing OCD with and without PD, and compared using a t-test between groups. Categorical
variables were presented as frequencies and percentages by groups, and compared using
the chi-square test or Fisher’s exact test. The significance level was set at p < 0.05. A
multivariate logistic regression analysis was used to extract the most influential clinical
variables distinguishing OCD, with and without a psychotic comorbidity. The independent
variables used were all seven variables that were significant in the bivariate analysis—
the five clinical factors reported in previous studies as significant for distinguishing the
two groups: gender, marital status, age at OCD onset, GAF, and CGI-S, plus the two
new items significantly differing between the two groups in the present study, namely,
insight and an involuntary initial visit to a healthcare provider for a consultation regarding
obsessive-compulsive symptoms. Statistical analyses were performed using IBM SPSS
Statistics (Version 23; IBM Corporation, Armonk, NY, USA, 1989, 2015) (SPSS Inc., Chicago,
IL, USA).

3. Results
3.1. Sociodemographic and Clinical Characteristics

No significant differences were observed in age, housemates, education, employment,
or a medical or family history of a psychiatric disease, or comorbidity of psychiatric
disorders other than PD between the OCD cases with and without PD (Table 1). The gender
ratio was different between the two groups: men were overrepresented in OCD patients
with PD. None of the OCD patients were married among OCD patients with PD, while one
quartier of the OCD patients without PD were married.

Table 1. Comparison between OCD with psychotic disorder (n = 28) and OCD without psychotic
disorder (n = 58): sociodemographic profiles and clinical characteristics.

OCD with PD
(n = 28) (%)

OCD without PD
(n = 58) (%) p

Gender
Men 20 (71.4) 26 (44.8) 0.02

Women 8 (28.6) 32 (55.2)
Age, mean (SD) 29.7 (10.7) 31.2 (11.9) 0.579
Marital status

Married 0 (0.0) 14 (24.1) 0.004
Unmarried 28 (100.0) 44 (75.9)

Housemates
Living alone 4 (14.3) 11 (19.0) 0.765

Cohabiting or living in an institution 24 (85.7) 47 (81.0)
Educational level

High school or higher, including
current students 20 (71.4) 51 (87.9) 0.059

Junior high school, including
current students 8 (28.6) 7 (12.1)

Present employment status
Employed, housewife, or

current student 5 (17.9) 18 (31.0) 0.298

Unemployed or on a leave of absence
from duty or school 23 (82.1) 40 (69.0)
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Table 1. Cont.

OCD with PD
(n = 28) (%)

OCD without PD
(n = 58) (%) p

Physical comorbidity
Yes 10 (35.7) 18 (31.0) 0.584
No 17 (60.7) 40 (69.0)

Family history of psychiatric illness
Yes 18 (64.3) 29 (50.0) 0.212
No 10 (35.7) 29 (50.0)

Psychiatric comorbidity
Mood disorder 13 (46.4) 27 (46.5) 0.991

Anxiety disorder 10 (35.7) 16 (27.6) 0.462
Autism spectrum disorder 3 (10.7) 14 (24.1) 0.247

Self-harm attempt
Yes 12 (42.9) 18 (31.0) 0.281
No 16 (57.1) 40 (69.0)

The t-test or chi-square test were used to compare the groups, and Fisher’s exact test was used if there were cells
with expected frequencies of five or less.

3.2. OCD-Related Aspects

A total of 41 out of the 86 patients examined (47.7%) had poor to absent/delusional
insight. Patients in the OCD with PD group were significantly more likely than those
without PD to have poor to absent/delusional insight (23/28 vs. 18/58, p < 0.001) (Table 2).

The mean age of onset of OCD was lower in OCD patients with PD. The mean (SD)
duration of untreated OCD was not different between the two groups. OCD patients with
PD were more likely than those without PD to initially make an involuntary visit to a
healthcare provider for a consultation regarding obsessive-compulsive symptoms (Table 2).

Table 2. Comparison between OCD with psychotic disorder (n = 28) and OCD without psychotic
disorder (n = 58): clinical features and measures.

Variables OCD with PD
(n = 28)

OCD without PD
(n = 58) p

Insight into obsessive compulsive
symptoms, n (%)

Poor to absent/delusional 23 (82.1) 18 (31.0) <0.001
Good to fair 5 (17.9) 40 (69.0)

Age at OCD onset, mean (SD) 16.3 (6.2) 19.9 (9.4) 0.033
Duration of untreated OCD (yr), mean (SD) 7.4 (7.4) 5.6 (7.4) 0.295

Duration of OCD (yr), mean (SD) 14.0 (9.8) 11.3 (9.9) 0.232
First consultation with a health care

provider for OCD
Voluntary 9 (32.1) 35 (60.3) 0.014

Involuntary 19 (67.9) 23 (39.7)
GRID-HAMD, mean (SD) 16.9 (8.6) 16.8 (8.9) 0.961

Y-BOCS, mean (SD) 27.5 (9.7) 26.2 (9.0) 0.555
Types of obsession, n (%)

Aggression 11 (39.3) 24 (41.4) 0.853
Contamination 22 (78.6) 39 (67.2) 0.278

Sexual 1 (3.6) 2 (3.4) 1.000
Hoarding 2 (7.1) 11 (19.0) 0.207
Religious 1 (3.6) 1 (1.7) 0.548

Symmetry/exactness 4 (14.3) 16 (27.6) 0.276
Somatic 4 (14.3) 11 (19.0) 0.765

Miscellaneous 9 (32.1) 21 (36.2) 0.711
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Table 2. Cont.

Variables OCD with PD
(n = 28)

OCD without PD
(n = 58) p

Types of compulsion, n (%)
Cleaning/washing 22 (78.6) 38 (65.5) 0.217

Checking 12 (42.9) 34 (58.6) 0.170
Repeating 11 (39.3) 24 (41.4) 0.615
Counting 1 (3.6) 5 (8.6) 0.659

Ordering/arranging 2 (7.1) 6 (10.3) 1.000
Hoarding/collecting 2 (7.1) 7 (12.1) 0.712

Miscellaneous 5 (17.9) 8 (13.8) 0.749
GAF, mean (SD) 22.7 (13.8) 38.0 (15.9) <0.001

CGI-S, mean (SD) 6.7 (0.48) 6.1 (1.1) <0.001
GAF = Global Assessment of Functioning; CGI-S = Clinical Global Impressions of Severity scale;
GRID-HAMD = GRID-Hamilton Rating Scale for Depression; Y-BOCS = Yale–Brown Obsessive-Compulsive
Scale. The t-test or chi-square test was used to compare the groups, and Fisher’s exact test was used if there were
cells with expected frequencies of five or less.

OCD patients with and without PD were not different in terms of the mean Y-BOCS
scores and the types of OCD symptoms, as well as the mean (SD) GRID-HAMD score
(Table 2).

The GAF score was significantly lower, and the CGI-S was significantly higher in the
OCD with PD group than in the OCD without PD group (Table 2).

3.3. Temporal Course of OCD and Schizophrenia

Among the 26 OCD patients with schizophrenia, the onset of OCD preceded schizophre-
nia in a majority of cases (22 patients); the onset of the disorders was simultaneous in two
patients, and the onset of schizophrenia preceded OCD in two patients. In the 22 patients
in whom the onset of OCD preceded schizophrenia, the mean (SD) age of OCD onset was
15.0 (5.5) years. The mean (SD) delay of schizophrenia onset after OCD was 9.7 (7.5) years,
and the mean (SD) onset age of schizophrenia was 24.7 (10.4) years.

3.4. Multivariate Analysis

The multivariate logistic regression analysis was performed to identify the clinical
variables that best distinguish OCD with PD from OCD without PD (Table 3). Two items
significantly predicted group membership: poor to absent/delusional insight (odds ratio:
0.065; p < 0.001) and lower GAF (odds ratio: 0.927; p = 0.012).

Table 3. Multivariate logistic regression analysis of factors of OCD with psychotic disorder
(n = 28) and OCD without psychotic disorder (n = 58): sociodemographic profiles, clinical features,
and measures.

Variables Level Odds Ratio 95%CI p

Insight into obsessive
compulsive symptoms

Poor to absent/delusional
vs. good to fair 0.065 0.013–0.318 0.001

Gender Male vs. female 0.443 0.123–1.604 0.215
GAF 0.927 0.874–0.983 0.012

CGI-S 0.895 0.262–3.053 0.859
Age at OCD onset 0.969 0.881–1.065 0.513

First consultation for OCD Voluntary vs. involuntary 0.513 0.113–2.328 0.387
Marital status Unmarried vs. married 0.000 0.000 0.998

CI = confidence interval.

4. Discussion

The main results of this study were that OCD patients with PD scored lower in insight
and GAF evaluations compared with OCD patients without PD.

118



Healthcare 2022, 10, 1910

4.1. Insight

In the present study, 41 patients (47.7%) were considered to have poor to absent/delusional
insight, which is consistent with previous findings. Matsunaga et al. (2002) reported that
a large percentage of patients with OCD had poor insight. Although a lack of insight is
generally assumed to be rare in patients with OCD [7], recent studies demonstrated that
the frequency of poor insight was 15–31% in patients with OCD without PD [48–51] and
9–36% in patients with OCD with PD [9,52]. The present results showed a slightly higher
prevalence of OCD patients with poor insight, which may be attributed to the higher rate
of psychotic comorbidity (32.6%) than in previous studies (20% [9] and 1.7% [52]). The
prevalence rate of poor insight in patients with OCD may be influenced by the degree
of treatment for OCD at the time of interview, since previous studies have reported that
insight can be improved after treatment for OCD [9].

The results of the present study are consistent with previous findings showing that
OCD with schizophrenia was correlated more strongly with poor insight than OCD without
schizophrenia [9,30,67]. As for the mechanism of poor insight in OCD with schizophrenia,
it is possible that the schizophrenic thought disorders may contribute to the poor insight
into OCD. Further study considering the degree and effect of thought disorders due to
schizophrenia on insight into OCD are required.

The assessment of insight or comorbid schizophrenia in OCD is important because
it is relevant to treatment planning. Some previous studies reported that OCD with poor
insight was closely associated with a poorer response to medication [50], and some reported
that OCD patients with schizophrenia were often resistant to typical OCD treatments [44].
As for pharmacological treatment, for example, in the American Psychiatric Association
practice guideline for the treatment of patients with OCD, the pharmacological treatment
of OCD with poor insight or with comorbid schizophrenia has not been established, and
psychiatrists must rely on clinical judgment in formulating a treatment plan, since no
large, controlled trials have yet been conducted [68]. Some reports stated that the use
of an augmenting atypical antipsychotic was effective in patients with poor insight and
an early age of OCD onset [69], and olanzapine monotherapy has been beneficial for
patients with co-occurring schizophrenia in two case series, while second-generation
antipsychotics were reported to exacerbate obsessive-compulsive symptoms [68]. Therefore,
since there is no consensus on pharmacological treatment of OCD patients with poor insight
or with the comorbidity of schizophrenia, those groups of patients may be resistant to
conventional OCD treatment, and further research is needed to improve pharmacological
therapeutic strategies.

4.2. Sociodemographic Profiles and Clinical Characteristics

In the present study, the OCD group with PD was significantly more likely than
the OCD group without PD to exhibit the following clinical characteristics: unmarried,
male, with poor prognostic factors, including a lower GAF and a higher CGI-S score in
the univariate analysis, which is consistent with previous findings [7,9,30]. Among these
factors, the multivariate logistic regression analysis revealed that the GAF score was a
significant predictor of the OCD group with PD, suggesting the negative clinical impact
of the comorbidity of PD and OCD. Since GAF measures the degree of mental illness by
rating psychological, social, and occupational functioning [45], further research is needed to
evaluate this issue using more specific rating scales that evaluate each function separately.

In the present study, the mean untreated duration of OCD was 7.1 years, which closely
corresponded to the 7 years reported by previous studies [70]; however, the period may
be as long as 17 years [71]. The prevalence of OCD in the general population is reportedly
as high as 1.1–1.8% [18] or 2.5% [25]. Many patients with OCD hesitate to seek medical
care and exhibit a low rate of hospital visits. Comorbidities may complicate the disease
and make it enduring, and a chronic course is one of the poorest prognostic factors [72].
Therefore, early interventions, such as sharing knowledge about OCD and the importance
of early consultation as part of medical care, with the general public and family physicians
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and enabling early access to treatment by OCD experts, is important for the prevention of
chronicity and severity in OCD.

4.3. Temporal Course of OCD and Schizophrenia

There are four possibilities regarding the pathogenesis of the comorbidity of OCD
and schizophrenia. First, the two disorders may coexist by chance, without affecting each
other. Second, OCD may develop first as a prodromal symptom of schizophrenia, or
schizophrenia with OCD may represent a subtype of schizophrenia [28]. Previous studies
on OCD in individuals at ultra-high risk of psychosis reported various conclusions [73,74].
Third, coexistent OCD and schizophrenia may have a mutually exacerbating or amplifying
effect [29,75], and persistent OCD may predispose a patient to an increased risk of develop-
ing schizophrenia [40,41,73]. OCD may also become schizophrenia [76] or another form of
psychosis [42]. Finally, patients with the comorbidity of OCD and schizophrenia may have
common risk factors or a neurobiological basis [12,77,78]. In the present study, the onset of
OCD preceded that of schizophrenia in most of the cases with PD, which is in line with
previous findings [39,79,80]. In comorbidity cases, average ages at the onsets of OCD and
schizophrenia were 15.0 years (slightly lower than the DSM-5 figure of 19.5 years, which
was similar to those reported in previous studies [7,13]) and 24.7 years, respectively. Among
the above four possibilities, the second, third, and fourth possibilities are the most likely,
and the coexistence of the two disorders suggests more than a chance occurrence, because
OCD with PD may be distinct from OCD without PD, based on poor to absent/delusional
insight and the lower GAF score found in the present study. In addition, previous reports
may configure such OCD with PD groups characterized by male predominance, younger
age at OCD onset, and poor prognosis. To explore these possibilities, increasing the sample
size and conducting cluster analysis or latent class analysis in a heterogeneous group of
OCD patients with various comorbidities may also be useful in elucidating the pathophys-
iology of OCD. Such studies would provide a more detailed picture of the relationship
between the two disorders, or of the cases of comorbidity of OCD and schizophrenia,
especially in patients characterized by poor insight, low functioning, male predominance,
younger age at OCD onset, and poor prognosis.

4.4. Strengths and Limitations

The present study has three strengths. First, it is one of the few studies to focus on
the clinical characteristics of OCD with and without PD, in contrast to the large number
of previous studies on schizophrenia with and without OCD. Recognizing the difference
between OCD patients with and without PD may improve current treatments. For example,
clinicians may provide adequate psychoeducation to patients with a comorbidity of OCD
and psychosis in order to improve their insight, or consider a sufficient number of treatment
options, such as the addition of antipsychotics if patients are resistant to conventional OCD
treatment, or introduce the use of measures to prevent the development of schizophrenia.

Second, the present study contains rather common and practical information on clinical
judgement in daily psychiatric settings. Psychiatrists need to make treatment plans for
patients with OCD with various comorbidities, including PD, and to seek multidimensional
information about the patients based on the results of the GAF; with these processes, we
believe, better treatment of the patients with OCD can be achieved.

Third, the present study was conducted at a general psychiatric center in Japan, with
no outpatient clinic specializing in OCD treatment. In Japan, there are not sufficient OCD
specialists, and many psychiatric institutions do not have outpatient clinics specializing
in OCD. Patients with OCD hesitate to disclose their obsessive-compulsive symptoms,
resulting in a long period of time before they receive specialized treatment. Furthermore,
clinicians may overlook obsessive-compulsive symptoms because OCD patients with poor
insight may present to general psychiatric outpatient clinics for other prominent psychiatric
symptoms, such as depression and psychomotor agitation. While this study was conducted
in a more general psychiatric institution with no outpatient clinic specializing in OCD, it is
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important to note that our hospital is a medical institution that treats many patients with
schizophrenia, particularly the most severe forms of the disorder.

The present study is not without limitations. It contained a selection bias. The
study center is the largest general psychiatric center in Tokyo, but has no specialized
OCD treatment clinic. We included one patient with schizotypal disorder and one with
schizoaffective disorder under rubric of PD. This may have biased the results. However, we
obtained virtually the same results (Supplementary Tables S1-1, S1-2, and S1-3) when we
repeated the analysis using 26 patients with schizophrenia and 58 OCD patients without
PD (thus excluding the above 2 patients). Our OCD patients with PD included four patients
with OCD onset that did not precede the onset of PD. This may have biased the results.
However, we obtained virtually the same results (Supplementary Tables S2-1, S2-2, and
S2-3) when we repeated the analysis using 24 patients whose OCD onset preceded that of
PD and 58 OCD patients without PD (thus excluding the above 4 patients). Furthermore,
the present study was exploratory; hence, the results of the multivariate logistic regression
were not conclusive. Moreover, this study did not use a more detailed OCD insight scale.
Notwithstanding these limitations, we believe this study provides clinically essential results,
with practical applications.

5. Conclusions

The present study demonstrated that patients with a comorbidity of OCD and psy-
chotic disorders were more likely to have poor insight and a lower GAF score than patients
with OCD without psychotic disorders, and suggested that a psychotic disorder is one of
the important clinical factors in assessing patients with OCD. The present results indicate
that patients with this comorbidity may have a clinically different phenotype from that of
patients with OCD without psychotic disorders. Future studies that enroll a larger cohort
and employ more quantitative and qualitative assessment scales or multicenter research,
including other institutions specializing in OCD clinics, are needed to generalize the results.
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Abstract: Diabetes is a chronic illness affecting over six percent of the global population. Visual social
media sites such as Tumblr provide a unique opportunity to understand visual illness narratives
of type 1 and type 2 diabetes and its effects on mental health. We qualitatively analyze 259 Tumblr
images with a “diabetes” hashtag. The results provide rich insights into the lives of diabetes patients,
including personal and social life interactions, visual narratives portraying one’s acceptance and
maintenance of diabetes, difficulty in social interactions, and how patients’ identity and beliefs are
shaped by the daily struggles and failures of living with diabetes. We discuss the findings in the
context of the chaos, quest, and restitution narratives of illness proposed by Arthur Frank. The results
have implications for the visual representation of chronic diseases on social media and for improving
patient–provider interactions and treatment of type 1 and type 2 diabetes patients.

Keywords: visual narratives; social media; diabetes; mental health; chronic illnesses; Tumblr

1. Introduction

Diabetes is a chronic illness [1] and affects over six percent of the world’s popula-
tion [2] Similar to other chronic illnesses, living with diabetes is a daily battle of self-care
and decision making [3,4], patient education and psychosocial support, anxiety stress
management [5], and better treatment adherence [6].

Diabetes patients have to follow a strict regimen in terms of diet and exercise. The
regimens often bring communication breakdown between patients vs. caregivers, often
referred to as “diabetes police” [7], or significant others (e.g., wife of a patient) overtly
monitoring food consumption of diabetes patients. In such situations, many patients switch
to social media for social support [8]. Social media enables them to share new forms
of narratives that are quick, symbolic, and ad hoc [9], providing instant means for self-
expression and identity formation [10]. In particular, visual narratives, such as photographs,
help them to express in forms meanings that are otherwise not easily conveyed through
words. Such visual forms of self-expression produce illness narratives that help patients
with diabetes to make sense of life events, such as career, family, marriage, sex, and intimacy,
among others.

Sharing narratives of personal experiences through social media is found useful in
improved self-management behavior [11]. Illness narratives seem to have therapeutic
effects for the writer and strongly influence the readers to understand the writer’s con-
text [12]. Diaries, blogs, and other illness narrative expressions have also shown to produce
therapeutic effects on social relationships and self-help [13].

Specifically, this study examines the visual illness narratives of diabetes on the Tumblr
social media site. The findings have implications for employing visual narratives to improve
chronic illness care for diabetes patients. Studying visual illness narratives can also help
healthcare providers, researchers, and caregivers to understand the challenges that patients
experience and can have design implications for better disease treatment.

127



Healthcare 2022, 10, 1748

1.1. Visual Research Methodology

Visual research methods have a long history in qualitative health research. For exam-
ple, Kaley, Hatten, and Milligan [14] conducted a visual ethnographic study to explore how
individuals with intellectual disabilities engaged in green care. Harvey and Brooks [15] ex-
plored the role of stock images in forming perceptions of patients with dementia. Cheezum,
Rosse, Niewolak, and Cobb [16] conducted a PhotoVoice study to assess the determinants
of health and wellness in Detroit’s homeless community. Additionally, researchers have
used photo-videography in data collection and in the analysis of daily computing environ-
ments [17] and visual methods to explore human–computer interactions [18], including
design projects and visual ethnography [19]. Other visual research methodologies include
visual ethnography [20], ethnomethodology [21], documentary photography [22], photo
elicitation [20], and photovoice [23]. Considering the abundant use of visuals on social
media, visual research methodologies are also experiencing a transition from traditional
objectivist forms of data collection and analysis to more subjective ways of looking into
culture and social life as evidenced by more recent work in sociology and anthropology
using photographs, illustrations, and videos [24,25].

1.2. Illness Narratives

Studies of illness narratives describe two distinct languages of discourse around health.
The first is objective language, which includes medical information provided by physicians
and other health providers. The second is subjective language, which talks about the
intimate, non-verifiable experiences around having an illness. Frank [26] discussed the
critical role of such subjective language in illness narratives as “ill people learn by hearing
themselves tell their stories, absorbing others’ reactions and experiencing their stories
being shared.” Illness narrative is shaped by a mix of interactions a patient has with other
patients similar to himself, family, and providers. These could be in-person interactions
and interactions taking place in mediated environments, such as websites or mass media
(e.g., radio, movies, TV).

Researchers found that giving the opportunity to tell personal stories about their illness
helps the participants to actively participate in their health improvement process [27]. In
addition, by hearing stories from similar others they do not feel alone in experiencing the
illness [26]. The conventional method to achieve this is through maintaining patient diaries.
For instance, patients have produced narratives of their illness experiences and hospital
stays in the ICU [28]. Healthcare providers have also recognized the importance of illness
narratives. They use illness narratives to learn about the patient’s life after disease [29].
Intensive-care nurses use diaries to record their experience, which is often co-authored
by other healthcare providers and even patients’ family members [30]. For example, a
study examined the effects of digital photo-sharing on the social connectedness of patients
with spinal cord injury and elderly living in a nursing home [31]. The results showed
that the sharing of photos served as “food for the talk” and improved the bonding with
family members.

1.3. Visual Narratives

With the presence of new media and communication technologies, people have found
more elaborate ways to express their daily life stories. Among these, people use pho-
tographs to communicate through signs and symbols about concepts that are generally
hard to convey in words [27]. The method has the potential to reveal hidden meanings
as well as new opportunities to understand and improve disease management. Patients’
lived experiences might not always be possible to verbally describe. Narratives presented
visually provide a unique window into the subjective experiences of the narrator [27]. For
instance, a picture of swollen feet and the person’s painful gesture provides a window to
see beyond physical symptoms and feel the emotional side of the patient’s struggle with
the illness. Such visuals also show subtle details that are often not shared during medical
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visits. Visual narratives take several forms, including but not limited to photography [32]
and graffiti [33].

The ubiquity of visual social media sites has led to a significant increase in the visual
sharing of illness narratives, thereby increasing social interactions around it. This has been
studied in many health contexts such as HIV AIDS [23], chemotherapy [19], and post-
hospital recovery [32]. Visual narratives have also been used to study embodiment [34],
body image, and how it shapes the personal–social identity [35]. To that extent, images
provide a unique avenue to express and understand illness narratives with more richness.

1.4. Tumblr: A Place for Sharing Visual Narratives

Tumblr is a visual social media site that is popular among internet users, with its fast
sign-up procedure and micro-text, images, and photographs sharing abilities. The website
hosts over 518 million blogs [36]. It publishes over 12 million blog posts daily and has
over 327 million unique visitors around the globe. The posts are categorized as photo,
video, audio, text, link, chat, and answer (Figure 1). Several of these posts are re-blogs,
with roughly 10% original posts [37]. In terms of posts’ sentiment, image posts express
more intense emotions and positive valence compared with text-only posts [38].
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Even though Tumblr appears similar to other visual social media sites, some differ-
ences still exist. For example, Pinterest lets users curate images. Flickr lets people view and
like others’ photos but not share or re-blog. On Flickr, tagging behavior occurs significantly
among friends. Accordingly, popular photos do not spread widely and quickly on the
network. Over 50% of information exchange is between online friends but with a significant
delay at each connection [39]. However, Tumblr makes possible the quick dissemination of
information through the re-blogging feature, similar to Twitter.

Several researchers have used Tumblr blogs to study health topics. These include
visual representation of anorexia and found blogs containing emotionally intense and
triggering images [40]. Tumblr has also been used to examine visuals of domestic violence
through a feminist participatory action approach [41].

Most research on illness narrative is based on textual data generated from written
diaries, surveys, focus discussion groups, and in-depth interviews. However, qualitative
data exist in other non-textual forms, such as signs, symbols, non-verbal gestures, paintings,
and other visual artifacts. Visual communication offers significant opportunities to explore
lived experience and the subjectivity of patients’ illness experience [27]. This is particularly
relevant for patients with diabetes that puts them in awkward social situations such as
having to inject a needle before a dinner date and having to worry about telling a blind
date that one has a disease that is not curable. As patients tell their story, they untangle
their illness experience and begin to accommodate to life as the person they have become.

Based on this discussion, this article presents a qualitative analysis of diabetes-related
images on Tumblr and explores how patients use Tumblr in the context of expressing their
illness. Our study informs how visual social media sites can be developed to effectively en-
hance patients’ illness experiences and help stakeholders such as providers and caregivers
to better understand the patient’s perspective, leading to improved patient care.

2. Methods
2.1. Data Collection

First, the author searched the term “Diabetes” on Tumblr.com, which resulted in posts
associated with the tag “diabetes”. Tumblr shows 15 posts on the first page and shows

129



Healthcare 2022, 10, 1748

more posts as users scroll down. The search was repeated multiple times for four months.
Each time new images were found. Those images were recorded in a dataset. Because
we were interested in understanding how patients expressed their illness experiences in
visual narratives, we collected only those posts that contained images. If the post contained
images showing only text embedded in an image file (e.g., banner), the image was still
included as our data. We captured the images and the text for each post. Posts that only
included text or videos, but not images, were not captured. As a result, we collected
295 posts comprising photos, illustrations, cartoons, drawings, and images with embedded
text. All posts were de-identified during the collection. We did not record the poster
information and other meta-data, including re-blog and like counts, due to the scope of
this study being exploratory. We focused our data collection and analysis on the images as
units of analysis.

2.2. Data Analysis

We analyzed the images from Tumblr using open coding analysis [42]. We chose
this method to identify emerging themes and patterns of an unknown phenomenon. The
codes were iteratively refined and grouped using an affinity diagram [43] to make linkages
among themes, categories, and sub-categories. The method allowed us to understand
the social construction of illness experiences expressed by the posters. Additionally, the
analysis provided an alternative understanding of patients’ beliefs and actions that may
vary from those expressed in a clinical setting [43]. We asked the following questions
during the analysis:

1. What is portrayed in these images?
2. What diabetes-related problems are highlighted in the images?
3. How does the poster cope with the problem, if any?
4. What are the distinctive characteristics across the images?
5. What constrains or facilitates the process of disease management?

With these questions in mind, the author began the descriptive coding, translating
the visual images into a textual description of what each image contained using Atlas.Ti
qualitative software. The textual data were also coded using open coding schema. Next,
the first author moved on to interpretive coding, identifying possible causes, implications,
and connections among the images by iteratively comparing images and codes produced
from the descriptive codes. The author then conducted axial coding, attempting to find
emerging themes of clusters and connections among the codes.

For eight months, the author regularly discussed and debated the concepts and themes
arising from data with a team of researchers once a month at research meetings. The
meetings comprised graduate students and a faculty member with expertise in health and
risk communication, communicative science and disorders, games, and human–computer
interactions. The author solicited feedback from the group on the interpretation of the
images, gaining consensus on balancing interpretation with a more objective view of what
each image conveyed relative to the poster’s illness experiences. Comments and questions
generated from this process provided further avenues for reflection during the analysis. The
quotes from the textual images appear in italics with double quotation marks throughout
the article.

3. Results
3.1. Finding 1: The Beginning

Tumblr users posted metaphors, body images, illustrations, cartoons, selfies, photo-
shopped images, memes, and photographs of their daily experiences. These images ex-
pressed their frustration of accepting diabetes as part of their lives, dealing with fluctuating
emotional and physical challenges, along with the determination to manage their illness.
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3.2. Acceptance of Diabetes as a Chronic Illness

Tumblr users posted revelations about how long it took to embrace both the good
and the worse parts of living with diabetes. Seeing other Tumblr users go through similar
situations helped them to move on to accepting the disease. One post stated: “It is never
really been easy to talk about [diabetes] to other people, but I have come to realize over time that
diabetes has become a big part of me. It’s been the greatest part (I literally get to eat skittles . . .
daily), and the worst part (I . . . get to take insulin shots . . . daily). But it’s something that I can’t
change.” Here, the quote illustrates the poster’s coming to agreement with “the greatest”
and “the worst” parts about having diabetes as a major life transformation.

Another poster, after spending 15 years with diabetes, accepted “the fact that I’m a
diabetic” and stated how “Finding this blog has helped so much, and knowing others
struggle the same as I do [was] reassuring.” Similarly, another poster stated: “I have never
met an immature diabetic. We have all had to grow up and face life’s reality.” (Figure 2a).
One poster talked about learning from the past, when injecting insulin was a big deal,
which has now become a “peace of cake.” (Figure 2b). The images of these posts showed
peoples’ perceptions about the self and the illness transforming overtime, finally leading to
a lifelong commitment to the illness.

Healthcare 2022, 10, x FOR PEER REVIEW 5 of 14 
 

 

Tumblr users posted metaphors, body images, illustrations, cartoons, selfies, 

photoshopped images, memes, and photographs of their daily experiences. These images 

expressed their frustration of accepting diabetes as part of their lives, dealing with 

fluctuating emotional and physical challenges, along with the determination to manage 

their illness. 

3.2. Acceptance of Diabetes as a Chronic Illness 

Tumblr users posted revelations about how long it took to embrace both the good 

and the worse parts of living with diabetes. Seeing other Tumblr users go through similar 

situations helped them to move on to accepting the disease. One post stated: “It is never 

really been easy to talk about [diabetes] to other people, but I have come to realize over time that 

diabetes has become a big part of me. It’s been the greatest part (I literally get to eat skittles … 

daily), and the worst part (I … get to take insulin shots … daily). But it’s something that I can’t 

change.” Here, the quote illustrates the poster’s coming to agreement with “the greatest” 

and “the worst” parts about having diabetes as a major life transformation. 

Another poster, after spending 15 years with diabetes, accepted “the fact that I’m a 

diabetic” and stated how “Finding this blog has helped so much, and knowing others 

struggle the same as I do [was] reassuring.” Similarly, another poster stated: “I have never 

met an immature diabetic. We have all had to grow up and face life’s reality.” (Figure 2a). 

One poster talked about learning from the past, when injecting insulin was a big deal, 

which has now become a “peace of cake.” (Figure 2b). The images of these posts showed 

peoples’ perceptions about the self and the illness transforming overtime, finally leading 

to a lifelong commitment to the illness. 

 

Figure 2. Images related to the beginning of diabetes and related illness narratives on Tumblr. 

3.3. Emotional and Physical Fluctuations 

Tumblr images depicted the emotional fluctuations and physical symptoms that 

people with diabetes pass through on a daily basis. For example, one post expressed how 

people with diabetes find it hard to have a good peaceful sleep, showing an image of a 

woman sleeping peacefully (Figure 2c). Another post, tagged as “anger post,” described 

their weekly routine as: “no, ugh, why, omg, finally, yes and ends at crying” (Figure 2d), 

Figure 2. Images related to the beginning of diabetes and related illness narratives on Tumblr.

3.3. Emotional and Physical Fluctuations

Tumblr images depicted the emotional fluctuations and physical symptoms that people
with diabetes pass through on a daily basis. For example, one post expressed how people
with diabetes find it hard to have a good peaceful sleep, showing an image of a woman
sleeping peacefully (Figure 2c). Another post, tagged as “anger post,” described their
weekly routine as: “no, ugh, why, omg, finally, yes and ends at crying” (Figure 2d), showing
the constant challenges they face with diabetes throughout the week. Another poster
expressed: “I hate my life and need to roll over and die” (Figure 2e). Another image showed
that diabetes “loves to complicate” things in their life. Other posts showed similar feelings of
frustration when they have important work to do or meet deadlines. These images showed
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the emotional trauma and despair that diabetes patients pass through daily as they struggle
to manage blood glucose.

Measuring blood sugar takes a large part of diabetes patients’ everyday life. This
was evident through the substantial number of images about glucometers and insulin
pumps in our data (Figure 2f). Posters expressed several emotions surrounding the use of a
glucometer, for example, anxiously waiting for the glucometer and the excitement upon
finally receiving it. Reading the instructions and using the glucometer for the first time
held particular importance (Figure 2g). In addition, images conveyed the emotional state
of waiting for the blood sugar number to appear on the glucometer and expressed feelings
of extreme disappointment upon receiving a high blood sugar number (Figure 2h). For
instance, one image showed a glucometer screen displaying “Oh Shit!” instead of the actual
glucometer reading (Figure 2i). The images showed their constant fear of uncontrolled
diabetes. This image was related to another image showing the cartoon character Sponge
Bob Square Pants (Figure 2j) depicting panic attacks and depression. The findings consist
of a mix of both excitement and despair, depending upon the test results. We realized that
it is not only the physical feeling but also the emotional state of sadness upon receiving a
low glucometer reading that adds up to their stress.

Feeling low (blood sugar) or high (blood sugar) are critical indicators for tracking
how well blood sugar is controlled. Feeling low happens when patients’ medications are
overworked compared with the level of sugar in their blood. Patients need to take sugar
as a remedy not to fall into shock. Diabetes patients can feel low at one point and high
the next. Many posts expressed such fluctuating physical symptoms as contributing to
fluctuating emotional states. For instance, a screenshot image of a fluctuating blood sugar
monitor (Figure 2k) was coupled with the text: “a long day.” Another image expressed the
low sugar levels at night as similar to a frantic roller coaster (Figure 2l). When patients are
low, they want to keep sleeping, sedated with sugar, tired of the struggle, and scared of the
consequences (Figure 2m). Some posts described the state of feeling low and attempting
to take sugar as crawling on a desert: “Trying to reach the kitchen . . . when your blood sugar
is very low” (Figure 2n). We found strong indications of emotional burnout and fatigue in
managing the illness throughout the day. Additionally, there is no particular time of day
when they could be feeling worse or better. Instead, images related to feeling high and low
appeared across the board at all times of the day.

3.4. Determination to Fight against Diabetes

Tattoos emerged as a dominant theme in our data (Figure 2o), mainly as an expression
of determination and hope. These images included a tattooed text, shape, or design that
captured their health condition. The designs expressed emotions such as hope, the cycle
of life, dependency on disease, and expressions of staying calm while bravely surviving
the illness. One post read “Tatted up finally. Type 2 Diabetes for five years now.” (Figure 2p)
Despite all difficulties, posts shared encouraging messages and showed determination to
keep fighting with the disease until its cure is found (Figure 2q).

Posts other than tattoo images also conveyed determination. For instance, a post
showed comic hero characters such as “insu-man” and captain glucose to keep them driven.
Many posts compared improvements made over time and the associated pride with these
accomplishments.

In sum, the images portrayed their beginning journey as a diabetes patient, starting
with struggles and acceptance, while continuously being challenged with emotional and
physical fluctuations, but being determined to stay healthy. Although posters often used
symbolic metaphors that only insiders would understand, the posters attempted to talk
to the broader audience about how challenging it is to go through this initial phase of
having diabetes.
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3.5. Finding 2: Living with Diabetes

Posters also expressed the need for others to understand the daily struggles of a person
with diabetes. We found several posts indicating that people with diabetes strongly wish
others could feel their emotional and physical pain. Many images were shared about the
misunderstandings and stereotypes associated with diabetes. One post read: “Don’t tell me
I am a bad diabetic. You don’t have diabetes. You don’t know how hard it is. I try my best to manage
what I didn’t ask for” (Figure 3s).
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Several other posts expressed a similar level of annoyance regarding when someone
says too much sugar relates to diabetes or when people mix up type 1 with type 2 diabetes.
Many posters tried to raise awareness regarding type 1 diabetes, which is not limited to
children only and it is not always caused by eating sugar: “I have type-1 diabetes because I
ate too much sugar” (Figure 3q). A similar post showing what people with diabetes do not
agree with stated: “you didn’t care for yourself.” On the whole, we found posters trying to
clarify that there are no good or bad diabetes patients and that each patient is different in
terms of acquiring and experiencing the illness.

Speaking about the daily social interactions, one post mentioned: “people with diabetes
notice the knee-jerk responses by others when they order low-calorie food in a public space.” Another
post mentioned that people with diabetes feel bad and hurt when they are asked to check
their blood sugar and strongly want other people to stop judging them. Overall, we found
that people with diabetes react with hostility towards social control and pressurizing
behavior of others.
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With regards to diabetes, information spread through mass media was found to be
both helping and misleading. For example, posters mentioned that mass media spreads the
misperception that blood sugar is correlated with anger. One post mentioned a person with
diabetes hearing from others: “You are not fat, you don’t look fat.” Few posts touched upon
the misperceptions that exist within the diabetes community, such as the proper usage of
flex pens vs. syringe and the right way to inject insulin. Mass media have also helped raise
awareness about diabetes; for example, one poster thanked news reporters for clarifying
that: “daily soft drink intake increases diabetes risk” (Figure 3n). On the whole, we found a
considerable portion of images posted on Tumblr about mass-media-based messages on
diabetes. We noticed that Tumblr users aggressively responded to such misperceptions and
showed a strong urge to clarify these misperceptions as much as they could.

3.6. Interactions with Friends, Family, and Providers

Tumblr images also included different ways a person with diabetes interacts with
family, friends, and healthcare providers. These posts revealed the close monitoring of
their parents on the posters’ diabetes status, which the posters took as sometimes excessive
and sometimes supported. For example, one post mentioned: “When parents ask, ‘how you
are doing?’ I reply in numbers. My friends don’t understand what I said, but my parents do.”
(Figure 3o). Another image showed parents with an insulin pump painted on their stomach
as a gesture of support to their child who has diabetes. Other posts showed images of
adolescent diabetes patients being panicked upon seeing high glucose readings but trying
to hide this from parents. A similar post stated: “Sometimes when I act stupid, my blood sugar
is just fine . . . so don’t ask me to check it.” Another post read: “My blood sugar is fine, in fact,
it is perfect . . . I am just really angry right now!” (Figure 3p). All these images expressed
frustration and distress about the comments they receive from others who do not know
about diabetes. We found that posters strongly protested about being judged by others for
having diabetes or not managing their illness.

Tumblr users portrayed their friends as being unsupportive or uninformed about their
diabetes status. One image showed how posters illustrated their friends being the diabetes
police—meaning that the posters felt that the friends judged the posters’ behavior. One
quote mentioned above illustrated that friends did not understand the diabetes conversation
they have with their parents. We also found images in which posters strongly opposed
the misperception that a person gets diabetes because their parents did not take care of
them (Figure 3q). Few posters showed their gratitude towards parents and appreciated
their help, albeit over-protective, in correcting their diet and exercise.

We also found posts related to interactions with healthcare providers. For example,
some posts mentioned to avoid self-diagnosis and consult a doctor if you think you have
diabetes. One image mainly talked about the perceived facial expressions of the doctor
when he knows the A1C score (Figure 3r). Overall, we found a tendency of hiding diabetes-
related worries from both friends and family. At the same time, we noticed a silent
want of support from diabetes patients. They perceived their larger social circle as being
unsupportive and ignorant to their real condition. Overall, we found reluctance towards
both friends and family members as the groups to open up to about their situation.

3.7. Finding 3: Self-Reflection

This section describes findings around Tumblr images portraying the posters’ reflection
about their illness. This section describes the core value that illness narratives offer—the
beliefs that patients have and how those beliefs drive their behavior; rich, historical stories of
failure, recovery, and restoration; and how those experiences built up who the patients are.

3.8. Life: Past, Present, and Future

Our analysis of Tumblr images found that people with diabetes expressed a profound
view of both past and future about the illness. In terms of looking to the past, we found
images about how their health had improved or worsened with time. In many images,
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patients expressed that they hate to think about past events that they do not want to
remember. We also found forward-looking images in which people with diabetes expressed
a mix of hope and distress. One such post mentioned that distress is associated with
how many more years one would have to live with diabetes, especially in the absence of
a permanent cure. Another image showed the Garden of Eden in heaven with a tree’s
hanging fruits being insulin bottles (Figure 4a). Overall, we found a mix of bittersweet
experience with regards to diabetes management. It is not surprising considering the
chronic nature of the disease; however; we think that feelings differ depending on the
time spent with the illness. Although we could not assess the age of the person posting
on Tumblr, we found indications that older patients seemed to have negotiated with their
illness as they made an effort to maintain health and wait for better cures.
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We also found a strong sense of helplessness expressed in the images posted on
Tumblr, such as expressing feelings of depression because of the restrictions imposed by
the illness (Figure 4b). One such image showed that diabetes had defined their territory,
which is limited to the glucose test result. Explicitly, the younger patients expressed added
frustration of not being able to enjoy “junk” food, which they loved so much. One post
expressed the same feeling of reliance and helplessness by relating diabetes with a voodoo
doll controlled by strings in the hands of the disease (Figure 4d) and thinking of oneself
as an insulin junkie for life (Figure 4c). Some posts indicated that people with diabetes
find it hard to believe that their whole life depends on the medical supplies in a pouch that
continuously dictates their daily choices and actions (Figure 4e). Some posts talked about
the added complexity of diabetes when coupled with other illnesses such as the common
cold. Overall, we found that living on the terms and conditions defined by diabetes is
particularly frustrating for diabetes patients. We noticed that diabetes patients longed for
the past when they had the freedom and liberty to enjoy food.

We also found images in which posters talked about accepting the disease as a per-
manent part of their life, again with an understanding of there being no escape from its
complexities. They showed to console themselves by thinking that diabetes is a disease
with a long lifespan, and they can survive it even with low-functioning organs. We found
images in which people appreciated the invention of insulin but with the recognition
that it is not a replacement for a fully functional pancreas. Images depicted the reality of
being used to insulin shots, daily monitoring, and pricking with the realization that it is
not getting any easier. With regards to reactions towards glucometer readings, we found
posters expressing optimism to keep the morale high and hope for a better score in the
coming months. On the whole, we found that people with diabetes are fully aware of the
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fact that their illness is without cure and that it may become worse if they do not put in
concerted effort to control it.

With regards to diabetes management, we found images related to routine day-to-day
activities and their impact on the illness. For example, one poster mentioned that working
from home is particularly helpful for a person with diabetes. A post about medication
intake mentioned that unlike other illnesses, diabetes patients do not have a fixed time for
medication because it depends on their glucometer reading and daily fluctuations in the
sugar level. One post was about the extra space needed to carry diabetes supplies such as
medicines and the glucometer. Few posts talked about the challenge of having to inject
insulin in a moving vehicle (Figure 4f). Another image showed insulin injection as an old,
long-time friend (Figure 4g). With regards to educating newly diagnosed patients, one
post explained the difference between CGM and an insulin pump by clarifying that CGM
measures blood sugar levels and not insulin.

3.9. Self-Perceptions about Body Shape and Organs

The images posted on Tumblr also showed how people with diabetes might view their
physical body and internal body organs, especially stomach and pancreas, in the context of
the illness. One image showed that people with diabetes tend to treat their body as a very
sacred place, such as a temple, and critically reject the views of treating it as trash where
one can just throw anything (Figure 4h). Other posts showed that people with diabetes
idealize a very smart and slim body (Figure 4i). One post talked about the color and size of
the insulin pump because this determines its placement on the body and also the effect on
the choice of clothing. In the case of the stomach, images showed insulin pumps pasted
with tape (Figure 4j). One post showed a patient filling out a driver’s license form and not
checking the field for organ donation of the pancreas (Figure 4k). Other posts showed a
healthy body but a dead pancreas. Such posts expressed emotions associated with sadness
because the pancreas does not perform as well as other body parts. Another image showed
a cartoon character talking with his pancreas and saying: “Diabetes, you will not compromise
recovery!” From these posts, we found that people with diabetes are very conscious of their
physical changes and how the illness affects their perception about their physique and
perceptions of smartness. It is not surprising that the pancreas and insulin production
remain a dominant thought on the minds of diabetes patients. Thus, anything related to
pancreas either on mass media, print advertisements, or news immediately catches their
attention. Additionally, diabetes patients stay on the lookout for more ways to paste the
insulin pump on their body. The stomach is the most used place for this because it hides
the pump under the clothing.

4. Discussion

The ultimate goal of this study is to examine how visual illness narratives can be used
to help various stakeholders, such as peer patients, health professionals, researchers, and
caregivers, to better provide support for patients. We learned that micro-visual illness
narratives provide a rich medium for Tumblr users to express struggles, share help, and
reflect in depth. The images triggered productive conversations about posters’ illness
experiences that we might have not otherwise captured elsewhere. Below, we discuss
how visual narrative illness extracted from Tumblr images provide utility and implications
around patient care.

4.1. Chaos, Quest, and Restitution Narratives of Diabetes

In his book The wounded storyteller: Body, Illness, and Ethics, Frank classified three
broad categories of illness narratives, i.e., restitution, chaos, and quest narratives (Frank,
1995). Based on these classifications, we elaborate on the illness narratives found on
Tumblr. First, chaos narratives are disjointed and without temporal sequence. Tumblr
images showed posters’ progress in their diabetes management to fluctuate between sick
vs. worse, no matter how hard they tried to maintain it. As a result, posters showed signs
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of despair and loss of hope. Chaos narratives describe experiencing illnesses with no cure
and/or unreliable treatments. Patients suffering from chronic illness find listening to chaos
narrative helpful because they no longer feel alone.

Patients with experiences associated with the narrative are often not in a position to
fully articulate their condition. Accordingly, chaos narratives are difficult to retrieve from
patients. Close family members and friends mostly witness such narratives. However,
through Tumblr images, the public could witness chaos narratives around posters’ earlier
struggles and acceptance of the illness. The narrative depicted anxiety, frustration, and
distress from illness. It revealed vulnerability and weaknesses, which most people hide,
thus helping us understand the more in-depth, subjective side of the illness experience.

Quest narratives are about patients’ fighting back. These illness narratives consist
of stories about patients’ strong will and making a concerted effort to fight the disease.
Accordingly, the narrative includes signs of improvement. Quest narratives also depict
alternative ways of being well by focusing on how to live longer and healthier. We found
quest narratives to be most commonly appearing after chaos narratives on Tumblr. Patients’
quest narratives consisted of images showing efforts to manage the diet, perform regular
physical activity, and showing a positive attitude towards life, even though pricking
emerged as one of the most painful aspects of patients’ life, even when posters showed
signs of resilience and commitment to get better.

Restitution narratives point toward the belief that health is restorable. These narratives
are stories of the recovery and restoration to better health. For example, “in the past, I
was healthy, today I have an illness, but I will be healthy again tomorrow.” The restitution
narrative originally denotes recovery. The connection between the restitution narrative and
our data was the hopefulness and positive attitude of posters. For instance, images showed
recovery and improvement in maintaining the glucose level, performing physical activity,
controlling the diet, battling temptations to eat sugary food, and managing stress with a
sense of optimism and hopefulness for the future self. These images provided insights
about the everyday matters of people with diabetes and subtle realities that they may
not openly disclose in a clinical setting. Tumblr also provides users with an opportunity
to express aspects of their illness that may be considered taboo to openly share. Such
narratives can open up conversations about sensitive topics that many want to talk about
but never find the opportunity to do so.

4.2. Implications for Stakeholders and Chronically Ill Patients

Tumblr images with the diabetes hashtag showed rich expressions of diabetes illness
narratives. The images communicated the anxiety, frustration, and vulnerability of posters
who might have found it difficult or not appropriate to easily express such emotions in an
offline social setting. We also found stories of hope and struggle in which posters were seen
facing the illness with a strong will to get better. Such narratives consisted of posters who
made a concerted effort to fight the disease and showed enormous signs of improvement.
These images also showed alternatives ways of being well by focusing on how to live longer
and healthier under the existing health conditions.

Social media are increasingly becoming mostly visual media, and enormous possi-
bilities exist to utilize these data for pro-social benefits. Our analysis contributes unique
insights about how diabetes patients self-disclose their illness narratives and experience on
Tumblr. Patients and researchers can use the data to understand patients’ experience, follow
one’s trajectory of illness, and emerging trends by predicting possible outcomes from a
patients’ current physical and emotional state. For instance, we can use crowd-sourced tags,
meta-data of images, and automated visual analytic technologies to group images showing
struggles, success, tips, and self-reflection. These groups can be used to provide tailored
help to peer patients going through struggles. Posters can be matched as recommended
friends to provide peer help if they post about similar emotional distress status.

Researchers can use these images to understand emerging trends in a cross-cultural
context. Currently, Tumblr posters are predominantly western-oriented. However, with
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time, Tumblr membership may grow to include other nationalities, thus providing even
richer insights for diabetes management in an international public health setting. Research
organizations such as the Center for Disease Control and the National Cancer Institute can
benefit from these findings to formulate funding announcements employing visual illness
narratives on social media to better understand and serve the diabetes community.

During the analysis, a strong sense of disapproval was found towards the social
stereotypes and misunderstandings about diabetes in the Tumblr community. We suggest
that this topic be brought into discussion by healthcare providers during hospital visits and
counseling sessions to provide patients with an opportunity to express and build strong
patient–provider relationships. In addition, diabetes support groups and community health
educators can use this information for community engagement and for supporting existing
health education interventions. For instance, patients with speaking disabilities or limited
English proficiency may find it hard to verbalize their illness experience. Such patients can
be shown visuals to use as a medium for expressing their concerns and questions.

Additionally, the findings of this study can contribute to the design and development
of glucometers, insulin pumps, and future wearable devices for diabetes care. We found
specific emotional and physical behaviors associated with the use of these mobile devices
that have implications in patients’ choice of clothing and preference for mobile devices.
For example, children with diabetes may show specific resistance to wearing an insulin
pump. It is both uncomfortable and insecure for them to wear during school and play. The
findings can help design future devices which are more convenient and more comfortable
to wear for all age groups.

The study findings also have implications for health marketing and advertisement.
We found that people with diabetes have a critical view of mass media advertisement,
specifically about food products. A strong sense of skepticism and lack of trust was seen
towards soda and sugary food manufacturers. Health marketers can use social media
images to gain insights and design useful print and mass media advertisement and public
service messages.

Our study is not without limitations. We do not know detailed information about
the posters in terms of demographics and whether they were diagnosed patients. Our
findings are instead based on the analysis of the images that the posters shared on Tumblr.
Interviewing the Tumblr posters of these would help us to further understand how our
interpretation differed and matched with the posters’ intention. Our next step is to involve
healthcare providers, caregivers, and patients to extract their interpretations of these images.
This process could unveil hidden communication breakdowns and hints for improving
patient–provider relationships.
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Abstract: The aim of this cross-sectional study was to determine the status of locomotive syndrome
(LS) and the level of physical activity (PA) in long-term inpatients in a psychiatric care ward and to
investigate the association between the severity of LS and the level of PA. The study participants
consisted of 25 patients aged 55 years or older who had been admitted to a psychiatric care ward for
more than one year. The participants’ LS stage was determined and their level of PA was measured
using an accelerometer. We also analyzed the correlations between the LS stage test results, level of
PA, and values for each assessment item. The LS stage test showed that 84.0% of the participants
were at stages 3. The participants’ mean step count was 3089.8 ± 2346.5 steps. The participants’ mean
sedentary time was 349.7 ± 68.9 min, which is more than 70% of the total measuring time. Overall, the
results indicate that LS stage was significantly correlated to age, ADL, and level of PA. Patients who
stay in a psychiatric care ward experience declining motor functioning and lack PA. Deterioration of
motor functioning is associated with lack of PA, suggesting the need for physical intervention.

Keywords: motor function; physical activity; psychiatric inpatients; physical therapist

1. Introduction

In Japan, aging and long-term hospitalization pose serious problems for psychiatric
care inpatients. In 2017, 16.2%, 23.8%, and 38.1% of psychiatric care inpatients were 55–64,
65–74, and >75 years of age, respectively [1]. In Japan, the average length of stay (LOS)
for the treatment of psychiatric and behavioral impairments is 277.1 days [1]. Moreover,
long periods of hospitalization are common in psychiatric care wards; 51.1% and 82.2%
of inpatients have LOSs that exceed 5 and 1 year, respectively [2]. Older and longer-term
psychiatric inpatients are likely in poor physical health and they tend to develop more
serious complications, including physical disability and falling incidents.

Over 80 years ago, the BMJ reported that mental illness was associated with poor
physical health [3]. Subsequent studies have shown that the risk for premature mortality
of people with severe mental illness is 2–3 times higher than that of the general popula-
tion [4], with cardiovascular disease causing most of the early mortalities [5]. In the general
population, there is ample evidence demonstrating that low cardiorespiratory fitness is a
strong and independent predictor of cardiovascular disease and all-cause mortality [6]. A
meta-analysis of published works indicates that cardiorespiratory fitness in people with
severe mental illness is severely reduced compared to age- and sex-matched controls [7].
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Thus, physical fitness is a major factor determining the health of patients with mental illness.
The following factors associated with low physical fitness have been found in patients
with schizophrenia: lack of physical activity (PA), illness duration, smoking, metabolic syn-
drome, and the presence of more severe negative, depressive, and cognitive symptoms [8];
and patients with bipolar disorder are often associated with older age, lack of PA, positive
and negative affect, and consumption of antipsychotic medication [9].

Only a few studies have investigated the decline in physical fitness and the factors
contributing to such decline in elderly, long-term hospitalized psychiatric patients. In
our previous study [10], we investigated the motor functioning of long-term psychiatric
Japanese inpatients who were suffering from the locomotive syndrome (LS), taking into
account the characteristics associated with aging. The Japanese Orthopaedic Association
(JOA) defines LS as a condition in which the mobility function of the patient is impaired
due to musculoskeletal disorders, and as it progresses, patients tend to require more
nursing care [11]. Our previous study found that an overwhelming majority of long-stay
psychiatric care inpatients suffer from declining motor function due to aging and long-term
hospitalization, consequently affecting their activities of daily living (ADL). Psychiatric
care inpatients often have fixed schedules for treatment and daily living. However, hospital
life tends to involve low levels of PA, which may be associated with a decline in physical
fitness. Therefore, PA is an important consideration for psychiatric care inpatients; however,
in our previous studies, we have not objectively measured PA.

There is growing evidence that patients with mental illness undergo a decrease in
PA [12–16], which is a serious problem because it may be associated with cardiovascular
disease, premature mortality, and a decline in physical fitness.

Therefore, the purpose of this study was to determine the status of LS and the level
of PA in long-term inpatients in a psychiatric care ward and to examine the association
between the severity of LS and the level of PA.

2. Materials and Methods
2.1. Study Participants

This is a single-center study. The subjects consisted of 49 patients aged 55 years or
older who had been admitted to psychiatric care wards for more than one year. Sixteen
patients were unable to walk and seven did not give their informed consent and were
excluded from the study. Finally, 25 patients participated in this study.

2.2. Basic Information

We obtained the following information from the participants’ medical records: age,
sex, F code in the International Classification of Diseases 10th edition (ICD-10), LOS, body
mass index (BMI), and chlorpromazine-equivalent dose of antipsychotics (CP dose) [17].
Physical therapists evaluated each of the participant’s independence level in ADL using
the Functional Independence Measure (FIM) [18]; mental function was assessed with the
Global Assessment of Functioning (GAF) [19]; cognitive function was assessed with the
Japanese version of the Montreal Cognitive Assessment (MoCA-J) [20].

2.3. Physical Activity and Sedentary Behavior

All participants were fitted with a triaxial accelerometer (Panasonic; Acti-marker
EW4800, Kadoma, Japan), which they wore for 2 days from 9:00 to 17:00. PA was measured
in steps taken and expressed as metabolic equivalents (MET; in kcal/h/kg), an indicator
of daily energy expenditure [21]. Based on the model proposed by Pate et al. [22] for
classifying the MET intensity of PAs, PA was classified as sedentary, 1.0–1.5 METs; light
(LPA), 1.6–3.0 METs; moderate-to-vigorous (MVPA), >3.0 METs. Daily average times spent
in sedentary, LPA, and MVPA were calculated.
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2.4. Locomotive Syndrome Stage Tests

To assess the LS risk, we administered a stand-up test, a two-step test, and the 25-item
Geriatric Locomotive Function Scale (GLFS-25) test, as described below. Based on clinical
levels developed by the JOA [23], the participants were classified as having no LS risk or
having LS risk levels of 1 (LS stage 1), 2 (LS stage 2), or 3 (LS stage 3). Descriptions of these
stages are given below.

In the stand-up test, physical therapists measured the participants’ ability to adopt a
single-leg or double-leg stance from stools that were 40, 30, 20, and 10 cm high. The result
was reported as the minimum stool height from which the participant could stand.

In the two-step test, the physical therapists measured the two-stride length of each
participant, starting from a starting line to the final position of the tips of the toes. The score
was calculated by dividing the maximal length of two steps by the participant’s height.

The GLFS-25 is a self-reported, comprehensive survey limited to information relevant
to the preceding month and included 4 items on pain, 16 items on ADL, 3 items on social
functions, and 2 items on mental health status. Each item was graded from no impairment (0
points) to severe impairment (4 points), and thus total scores ranged from 0 (no symptoms)
to 100 (most severe symptoms) points.

The criteria for LS stage 1 were any of the following: (1) difficulty rising on 1 leg
(either leg) from a 40-cm-high stool in the stand-up test; (2) a two-step test score of <1.3;
and (3) a GLFS-25 score of ≥7. Any of these conditions resulted in a diagnosis of LS
stage 1, indicating the beginning of a decline in mobility. The criteria for LS stage 2 were
as follows: (1) difficulty rising on both legs from a 20-cm-high stool in the stand-up test;
(2) a two-step test score of <1.1; and (3) a GLFS-25 score of Th16. Any participant who met
these conditions was diagnosed with LS stage 2, indicating progression toward decline
in mobility that increases the risk of losing the ability to live independently. The criteria
for LS stage 3 were as follows: (1) difficulty rising on both legs from a 30-cm-high stool
in the stand-up test; (2) a two-step test score of <0.9; and (3) a GLFS-25 score of ≥24.
Any participant who met these conditions was diagnosed with LS stage 3, indicating a
progressive decline in mobility that interferes with social participation.

2.5. Statistical Analysis

Basic statistics for each survey item and correlation analysis were performed using
statistical analysis software R, version 4.0.2 (The R Foundation, Boston, MA, USA). Spear-
man’s rank correlations were analyzed between the LS stage tests (stand-up test, two-step
test, and GLFS-25) and age, LOS, BMI, CP dose, FIM score, GAF score, MoCA-J score, and
PA (step counts, LPA, MVPA, sedentary time). Correlations were considered significant at
a p-value of 5%.

3. Results
3.1. Characteristics of Study Participants

Table 1 lists the mean values of age, LOS, BMI, and CP dose of the 25 participants
included in the final analysis. The participants’ mean age was 70.1 ± 9.3 years, with ages
ranging from 55 to 92 years; 80.0% of the participants were aged 65 years or older. The
participants’ mean LOS was 16.2 ± 14.1 years. Over half of the participants had stayed in
the psychiatric ward for >10 years. The participants’ mean CP dose was 646.9 ± 741.6 mg.
We defined a high CP dose regimen as a prescription of >1000 chlorpromazine-equivalent
mg of antipsychotics per day, a regimen that 16.0% of the participants received. Based
on ICD-10 F code sorting, 92.0% of all participants were diagnosed as either F2 or F3
(Table 2). Table 3 lists the mean FIM and GAF scores, as well as the means of other
measured variables. The participants’ mean scores for FIM motor and cognitive items
were 82.0 ± 9.1 and 27.4 ± 5.5 points, respectively. More than 90% of the participants’ GAF
scores were below 40 (GAF scores below 40 had a higher probability of readmission to the
hospital [19]). The participants’ mean MoCA-J score was 13.9 ± 6.8 points, with all scoring
below 25 points, the cut-off value for mild cognitive impairment.
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Table 1. Characteristics of the study participants.

Variables Overall (n = 25) Male (n = 5) Female (n = 20)

Age, y 70.1 ± 9.3 67.0 ± 7.6 70.9 ± 9.7
≤59 y 5 (20.0%) 1 (20.0%) 4 (20.0%)

60–69 y 7 (28.0%) 2 (40.0%) 5 (25.0%)
70–79 y 9 (36.0%) 2 (40.0%) 7 (35.0%)
≥80 y 4 (16.0%) 0 (0.0%) 4 (20.0%)
LOS, y 16.2 ± 14.1 17.5 ± 16.9 15.8 ± 13.8
≥1y, <5y 6 (24.0%) 2 (40.0%) 4 (20.0%)
≥5y, <10y 6 (24.0%) 0 (0.0%) 6 (30.0%)
≥10y 13 (52.0%) 3 (60.0%) 10 (50.0%)

BMI (kg/m2) 22.5 ± 3.9 20.9 ± 4.1 22.9 ± 3.9
CP dose (mg/day) 646.9 ± 741.6 745.9 ± 611.3 621.1 ± 763.0

Continuous variables are expressed as mean ± SD. Categorical variables are expressed as n (%). LOS, length of
stay; BMI, body mass index; CP dose, chlorpromazine equivalent dose of antipsychotics.

Table 2. Diagnoses (F-codes) of all participants based on the ICD-10 classification of mental and
behavioral disorders.

Categories Overall (n = 25) Male (n = 5) Female (n = 20)

F0 1 (4.0%) 0 (0.0%) 1 (5.0%)
F2 18 (72.0%) 3 (60.0%) 15 (75.0%)
F3 5 (20.0%) 2 (40.0%) 3 (15.0%)
F7 1 (4.0%) 0 (0.0%) 1 (5.0%)

Categorical variables are expressed as n (%). F0, Organic, including symptomatic, mental disorders; F2, Schizophre-
nia, schizotypal and delusional disorders; F3, Mood [affective] disorders; F7, Mental retardation; ICD-10, the
International Classification of Diseases 10th edition.

Table 3. Independence level in ADL, mental function, and cognitive function of the participants.

Variables Overall (n = 25) Male (n = 5) Female (n = 20)

FIM-motor 82.0 ± 9.1 83.8 ± 10.5 81.6 ± 8.9
FIM-cognitive 27.4 ± 5.5 27.6 ± 7.5 27.4 ± 5.2

GAF 11–20 1 (4.0%) 1 (20.0%) 0 (0.0%)
21–30 16 (64.0%) 3 (60.0%) 13 (65.0%)
31–40 6 (24.0%) 1 (20.0%) 5 (25.0%)
41–50 1 (4.0%) 0 (0.0%) 1 (5.0%)
51–60 1 (4.0%) 0 (0.0%) 1 (5.0%)

MoCA-J 13.9 ± 6.8 15.0 ± 9.2 13.6 ± 6.6
Continuous variables are expressed as mean ± SD. Categorical variables are expressed as n (%). FIM, Functional
Independence Measure; GAF, Global Assessment of Functioning; MoCA-J, Japanese version of The Montreal
Cognitive Assessment.

3.2. Physical Activity Levels of the Participants

Table 4 lists the mean values of step counts, sedentary time, LPA time, and MVPA
time. The participants’ mean step count was 3089.8 ± 2346.5 steps, with all the participants
scoring below 8000 steps per day, the recommended value for physical health [24–27]. The
participants’ mean sedentary time was 349.7 ± 68.9 min, which is more than 70% of the
time between 9:00 to 17:00.

Table 4. Physical activity levels of the participants measured from 09:00 to 17:00.

Variables Overall (n = 25) Male (n = 5) Female (n = 20)

Step counts (steps) 3089.8 ± 2346.5 4243.3 ± 1685.3 2955.5 ± 2450.1
Sedentary time (min) 349.7 ± 68.6 366.3 ± 34.7 342.1 ± 74.7

LPA time (min) 122.4 ± 66.9 107.0 ± 32.1 129.8 ± 72.8
MVPA time (min) 9.2 ± 7.7 8.0± 9.2 9.3 ± 7.9

Continuous variables are expressed as mean ± SD. LPA, Light-intensity physical activity; MVPA, Moderate-to-
vigorous physical activity.
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3.3. Distribution of Risk Levels for Locomotive Syndrome

Figure 1 shows the distribution of LS risk levels based on the results of the stand-up,
two-step, and GLFS-25 risk assessment tests and the total assessment for all participants.
In the total assessment, all of them were determined to be LS (stages 1, 2, and 3).
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3.4. Association between Locomotive Syndrome and Measured Variables

Table 5 shows the correlations between the scores of the stand-up, two-step, and
GLFS-25 tests and the measured variables. The stand-up test scores were significantly
negatively correlated with age (r = −0.65, p = 0.02), and significantly positively correlated
with the FIM motor items score (r = 0.78, p < 0.01) and step counts (r = 0.68, p < 0.01). The
two-step test scores were significantly positively correlated with the FIM motor items score
(r = 0.73, p < 0.01) and step counts (r = 0.27, p = 0.05). The GLFS-25 scores were significantly
positively correlated with age (r = 0.65, p < 0.01) and significantly negatively correlated
with the FIM motor items score (r = −0.68, p < 0.01).

Table 5. Correlations between the stand-up test, two-step test, and GLFS-25 scores and measured
variables in participants.

Variables Stand-Up Test Two-Step Test GLFS-25

Age −0.65 * −0.59 0.65 **
LOS 0.02 −0.12 0.27
BMI 0.42 0.30 −0.33

CP dose 0.18 0.42 −0.21
FIM-motor 0.78 ** 0.73 ** −0.68 **

FIM-cognitive 0.44 0.49 −0.32
GAF 0.31 0.25 −0.19

MoCA-J 0.21 −0.06 −0.15
Step counts 0.68 ** 0.27 * −0.41

Sedentary time −0.21 0.11 0.28
LPA 0.22 −0.06 −0.30

MVPA 0.35 0.11 −0.36
GLFS-25, 25-Geriatric Locomotive Function Scale; LOS, Length of stay; BMI, Body Mass Index; CP dose, Chlorpro-
mazine equivalent dose of antipsychotics; FIM, Functional Independence Measure; GAF, Global Assessment of
Functioning; MoCA-J, Japanese version of The Montreal Cognitive Assessment; LPA, Light-intensity physical
activity; MVPA, Moderate-to-vigorous physical activity. Data are Spearman’s rank correlation coefficients (r).
* p < 0.05, ** p < 0.01.
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4. Discussion

The purpose of this study was to determine the status of LS and PA in long-term
inpatients in a psychiatric care ward and to investigate the association between the severity
of LS and the level of PA. Our results show that most of the long-term inpatients in the
psychiatric ward were at LS stages 2 or 3, and that the levels of PA in these patients were
also declining. The severity of LS was related not only to age and ADL, but also to the level
of PA, suggesting the need for physical intervention. The novelty of this study is that it
focused on long-term hospitalization and aged patients, which characterize psychiatric
care patients in Japan. We evaluated the motor functioning and measured the level of PA
in elderly patients who had been admitted to psychiatric care wards for long periods of
time. In addition, previous studies have often measured the level of PA subjectively, such
as by self-reporting by questionnaires; however, compared to objective measurements, this
method underestimates sedentary behavior while overestimating MVPA [12–16]. Therefore,
we believe that the use of an accelerometer in this study was appropriate and provided an
objective measure of PA.

The motor functioning of patients with mental illness is often impaired. In addition,
the risk for premature mortality in people with severe mental illness is 2–3 times higher
than that of the general population [4]. For example, schizophrenia is associated with
accelerated aging syndrome, in which the physiological changes in body structures and
functions that are associated with normal aging occur approximately 25 years earlier [28].
In the present study, 84.0% of the participants had the most severe form of LS (stage 3),
confirming that motor functioning declines in long-term inpatients in psychiatric care
wards. The prevalence of LS risk increases with age, as does the prevalence of age-related
decline in motor function. Yoshimura et al. [29] estimated the prevalence of LS risk by
age, based on the results of LS grade tests administered to the general population of a
community. The prevalence of LS stage 2 was 28.2% and 39.0% in men and women in
their 70s, respectively; and 62.1% and 76.0% in men and women in their 80s and over,
respectively. Although the average age of the participants in the present study was 70 years
old, all were diagnosed with LS, with 84.0% and 12.0% of them having LS stage 3 and 2,
respectively. This indicates that inpatients in psychiatric care wards are at a higher risk of
LS than members of the same age in the general population.

In a previous study, Aoyagi et al. reported that elderly members of a community
performed an average of 6500 steps per day and an average of 17 min of moderate- to
high-intensity activities [24]. In the present study, the participants per day and an av
steps taken per day was 3089, and their average MVPA duration was 9 min, suggesting a
lack of PA, although it is necessary to take into account that the measurement period of
the present study was from 9:00 to 17:00. Aoyagi et al. established that physical health
requires at least 8000 steps of activity per day [25–27]. None of the participants in the
present study exceeded 8000 steps, thus, they did not reach the level of activity needed to
maintain physical health. Moreover, the average duration of sedentary behavior in this
study was 350 min, which represents more than 70% of the total measuring time. Several
meta-analyses on the level of PA in mentally ill patients agree that compared to the general
population, mentally ill patients spend significantly more time sedentary [12–16], averaging
660 min per day [14]. This corresponds to 60–70% of awake time, a level comparable to the
results of the present study. These results indicate that patients admitted to psychiatric care
wards spend long periods sedentary.

The current study showed that step counts, as a primary physical activity index, were
correlated with the scores in stand-up and two-step tests but not with GLFS-25. The partici-
pants who had been admitted to a psychiatric care ward for >1 year showed low GAF and
MOCA-J scores (e.g., negative symptoms, depressive symptoms, and cognitive function),
which may have affected the results of the GLFS-25, a self-reported questionnaire. The
correlation between PA and LS was only observed in step counts but not in sedentary time,
LPA, and MVPA. The participants could walk of their own free will in the psychiatric care
wards; however, most participants led a low-stimulation, low-activity hospital life due to
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the fixed daily treatment and living schedule. This suggests that the environment may
have affected the MET intensity of PAs. In the present study, we found an association
between the LS stage test results and PA, which is consistent with many previous studies
that have found an association between motor functioning and PA in patients with men-
tal illness [8,9,30]. Psychiatric inpatients are deficient in PA, and the fact that LS risk is
associated with PA suggests that efforts to increase PA may prevent the development of
metabolic syndrome and decreased health-related quality of life (QOL) [31–33]. Previous
studies have also reported that PA is beneficial for mental health and QOL, and it helps
alleviate psychiatric symptoms in psychiatric patients [34–36]. Factors contributing to
inactivity in psychiatric inpatients include their daily fixed schedule that lacks time PA,
their limited living space, the effects of antipsychotic medication, and psychiatric symp-
toms (such as negative, depressive, and cognitive symptoms) that hinder engaging in PA.
Physical therapists can contribute to the solution of these problems by increasing their
understanding of the characteristics of schizophrenia and other mental and behavioral
disorders getting involved in the daily activities of patients, improving physical mobility,
and expanding the living space. Moreover, other interventions can also be considered,
such as establishing mobility patterns and living environments that allow patients to move
safely and comfortably, conducting group exercise programs developed by psychiatric
occupational therapists, and cooperating with ward staff in creating care plans.

This study has a number of limitations. First, we conducted a single-center study
involving a small number of subjects. It will be necessary to conduct a multi-center study
involving a larger number of subjects to determine whether our results are consistent across
other psychiatric wards. Second, this was a cross-sectional study that only showed the
association between LS risk and PA. Therefore, longitudinal studies that clarify causal
relationships are needed, along with studies that examine the effects of efforts aiming to
prevent the decline of motor functioning, including LS, in psychiatric inpatients. Finally,
Kota et al. [37] reported that among patients admitted to a psychiatric ward, LS risk as
judged by the two-step test is associated with the decision of discharge to the community.
We believe that it is necessary to investigate whether improving motor functioning can
facilitate patient discharge. Our results indicate that a decline in motor functioning of
psychiatric inpatients is associated with a lack of PA, suggesting an urgent need for physical
rehabilitation. We recommend that physical therapists play a larger role in inpatient
intervention in psychiatric care wards.

5. Conclusions

Patients who stayed in a psychiatric care ward experience declining motor function
and lack PA. Outcomes of the present study revealed that 84.0% of the participants had the
most severe form of LS (stage 3), which confirmed a long-term decline in motor functioning
among inpatients in psychiatric care wards. The average number of steps taken by the
participants per day was 3089, whereas their average MVPA duration was 9 min, thereby
suggesting a lack of PA. Deterioration of motor function was associated with a lack of PA,
and indicated the need for physical intervention. We recommend that physical therapists
should have a larger role in the intervention of psychiatric care ward inpatients.
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Abstract: Background: In France, there are two main types of psychosocial educational therapies for
people with mental disorders: (1) therapeutic patient education (TPE) or “training”, and (2) psychoe-
ducation. Both types of educational therapy aim to improve disease morbidity, treatment compliance
and patient quality of life, but they have very different modes of application. The aim of this study
was to interview mental health professionals in order to explore and identify the determinants (bar-
riers and enablers) underlying their acceptance of therapeutic patient education (TPE) in order to
facilitate the implementation of these programmes among people with severe mental illness such
as schizophrenia. Methods: In this multicentre cross-sectional study, we opted for a qualitative
approach based on individual semi-structured interviews with 21 mental health professionals trained
in TPE, regardless of whether they had practiced it before or not. In accordance with the “Jardé”
law (Decree no 2016-1537 dated 16 November 2016 published on 17 November 2016 in the Official
Journal of the French Republic). No regulatory approval was required for this study. Results: The
major themes that emerged from the analysis were grouped into the following conceptual framework:
(1) mental health professionals (MHPs) highlight important organizational and institutional chal-
lenges that they feel are beyond their scope; (2) MHPs mention in parallel their own perceptions and
representations of TPE in the context of mental health care; and (3) MHPs’ representations could hide
a lack of knowledge or awareness that would prevent them from appropriating TPE programmes. For
each major theme, the sub-themes identified are presented. Conclusions: Although TPE is of interest
in the process of patient empowerment, we found that caregivers were reluctant to appropriate this
approach to care. Efforts must be made in the initial and ongoing training of MHPs to move from
a paternalistic model to a patient partnership model, which is made possible by TPE. These efforts
must also be firmly supported by health care facilities, and proactive governance is required for the
successful implementation of TPE.

Keywords: schizophrenia; therapeutic patient education programme; mental healthcare; patient
partnership

1. Background

Schizophrenia is a severe and persistent mental disorder that affects 0.7 to 1% of
the world population [1] and 600,000 people in France [2]. Schizophrenic patients are
exposed to higher mortality and to numerous comorbidities, and their life expectancy is
10 to 15 years lower than the general population (excluding suicide) [3]. The gap in life
expectancy between the general population and schizophrenic patients is not acceptable,
and all potential means of reducing it must be explored.
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In France, there are two main types of psychosocial educational therapies for people
with mental disorders: (1) therapeutic patient education (TPE) or “training” and (2) psychoe-
ducation. Both types of educational therapy aim to improve disease morbidity, treatment
compliance and patient quality of life, but they have very different modes of application [4].

Psychoeducation aims, usually through group workshops, to inform patients (or
their relatives) about their psychiatric disorder and to promote coping skills by providing
structured information about the illness and its treatments [5]. Psychoeducation promotes
the resolution of emotional, psychological, behavioural and cognitive problems [5]. It has
been shown to have a positive impact on patients’ adherence to treatment, autonomy and
recovery, as well as being useful for family and friends [6,7]. It is recommended in particular
for bipolar disorders and schizophrenia [8,9]. It is considered to be particularly suitable
for psychiatry, and, in contrast to TPE, its implementation does not require a legislative
framework or compulsory training [8,9]. The evaluation procedures for the programmes
developed are under the sole authority of the practitioners and the institutions that offer
them. Specific institutional funding for this activity is infrequent and it is mainly part of
a project for a single unit or for the psychiatric department in general, or as part of an
annual operating grant. It is often carried out on an ongoing basis, through shared staff or
redeployment of staff [8,9] (Table 1).

Table 1. A comparison between therapeutic patient education or “training” and psychoeducation in
France.

Educational
Therapies

Therapeutic Patient Education
or “Training” Psychoeducation

Aims

Aims to encourage a process of
empowerment in order to make the
patient more autonomous and active
in his/her behavioural changes
throughout the care project.

Promotes the resolution of emotional,
psychological, behavioural and
cognitive problems

Disease type For individuals with chronic diseases For individuals with mental disorders

Legislative
framework

Framed by the “Hospital, Patients,
Health and Territory” law (HPST) of
21 July 2009 [10].

Does not require a legislative
framework or compulsory training

Assessment

The “Haute Autorité de Santé” (HAS)
has set recommendations for the
annual and four-year self-assessment
required for the renewal of
programmes [11].

Evaluation procedures for the
programmes developed are under the
sole authority of the practitioners and
the institutions that manage them.

Funding Conditional funding by the “Agence
Régionale de Santé (ARS) No specific institutional funding

According to the World Health Organisation (WHO), TPE programmes aim to help
patients acquire or maintain the skills they need to manage their lives with a chronic
dis-ease [12]. The “Hôpital Patients Santé et Territoire” (HPST) law dated 21 July 2009 [10]
gave a legislative framework to TPE in France and recognised it as a right for patients,
while the decree no 2010-906 dated 2 August 2010 specifies the skills required to deliver
TPE programmes as well as the specifications for the authorisation of these programmes by
the regional health agencies (ARS) [13]. They provide for a formalised “shared educational
assessment”, the definition of a personalised care programme with the patient, the planning
of workshops and sessions, and the evaluation of their acquisition and effectiveness [14].
The French National Authority for Health (HAS) has provided a guide to facilitate the
annual self-assessment and four-year assessment that are required to continue running the
programmes [14]. Table 1 should be moved to this position

Despite the mentioned differences between psychoeducation and TPE, these educa-
tional programmes also have similarities in that they help the person to understand their
psychological disorders and to acquire self-care skills to manage them in their daily lives.
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They also provide information in a personalised way, helping to rebuild their identity,
develop coping skills and explore the emotions generated by the disorder [8–10]. Most TPE
programmes are currently built on the basis of the caregivers’ knowledge of the disease. A
caregiver in mental health care refers to any person who is involved in the treatment or
prevention of the illness or its complications. The doctor, nurse and care assistant can be
considered caregivers. Some TPE programmes are delivered in collaboration with a multi-
disciplinary team and aim to help the patient gain mastery and skills in order to increase
their sense of self-efficacy and help them to be more active in their management [15,16].
New approaches even take into account the patient’s experience of the disease and the
experiential knowledge gained during their illness [17]. This new role attributed to patients
has led to a redefinition of the relationship between caregivers and patients. Thus, the
process of empowerment [18] and otherness relationship patterns [19] have been concep-
tualised to describe an educational position that “allows the subject to exist in his or her
health choices and apprehensions in the face of disease”, and also to redefine the caregiver–
patient relationship. In these models, patients seem to be at least as well placed as carers to
recognize their needs. Thus, TPE works towards changing the practices and attitudes of
caregivers towards patients in general. In France, however, TPE is having difficulty gaining
momentum in the field of mental health. Only 2.3% of the 1800 TPE programmes listed in
France in 2011 were programmes for patients with psychiatric disorders [20]. Although,
in 2016, the number of TPEs in psychiatry had doubled since 2011 [21], a search of the
ARS websites shows that in 2021 there was a great disparity in the deployment of TPEs in
psychiatry. For example, 13 programmes were listed in the Auvergne-Rhône Alpe region, 6
in Bourgogne Franche-Comté and only 4 in the Grand Est region and 2 in Normandy. The
care of psychiatric disorders is of course very different from that of other systemic illnesses.
Firstly, because health care alone is not enough, and above all, because it alters relationships
with others and is a source of stigmatization [22,23]. Moreover, the relationship between
the carer and the patient has until now been oriented towards a paternalistic, benevolent
and protective position. In this context, the patient’s attempts to decide for him or herself
can be perplexing for caregivers because of their representations of how to care for a patient
with a mental health disorder [24]. Moreover, beyond the relational dimension of care in
psychiatry, the educational approach raises ethical questions and forces caregivers to assess
their personal biases about providing TPE to people with psychiatric disorders [22].

Indeed, recent studies on the representations of the main providers of TPE in psychia-
try have highlighted that some mental health professionals (MHPs) have a skewed image of
TPE, wrongly considering that it is limited to improving treatment compliance [24,25]. The
few studies that have looked at the representations of those providing TPE to patients suf-
fering from psychiatric disorders highlight a feeling of lack of exchange and infantilization
by some caregivers [25].

Insofar as the effectiveness of a TPE programme is based on the synergy of the patient–
caregiver relationship, individual MHP representations must not hinder the support pro-
vided to patients in these programmes. It is therefore important to identify the gaps between
the expected and actual roles of caregivers, the mechanisms of resistance employed by the
individuals involved, and/or the structural and contextual blockages complicating the
implementation of health education for schizophrenic patients.

Qualitative research is a social-sciences approach that is based on observation and
listening to bring out new non-quantitative data [26]. It seeks to answer the questions of
“why?”, “how?” and “what?”, taking subjectivity into account, rather than validating pre-
established hypotheses. It may highlight the ambivalence often found in open questions
involving the interviewees’ convictions and feelings. Grounded theory in particular is a
systematic set of techniques and procedures that enable researchers to identify concepts and
build theories or conceptual frameworks from qualitative data. More specifically, grounded
theory is focused on psycho-social processes of behaviour and seeks to identify and explain
how and why people behave in certain ways, in similar and different contexts [27]. Data
generation is aimed at explaining how changes in action–interaction come about in response
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to different conditions by capturing data in a way that is amenable to identifying and
explaining these processes and phenomena. This leads to a better interpretation of the
results and to more complex and relevant hypotheses [28].

2. Aims

Our aim was to interview MHPs in order to explore and identify the underlying
determinants (barriers and enablers) of their acceptance of TPE, in order to facilitate the
implementation of these programmes among people with severe mental illness such as
schizophrenia, and how changes can be introduced and sustained.

3. Methods

In this multicentre cross-sectional study, we opted for a qualitative approach based
on individual semi-structured interviews with MHPs trained in TPE, whether they had
practiced it or not. The interviewer was a male sociologist trained in qualitative health
research who was not involved in the follow-up of patients. A purposive sample was
constituted with MHPs from six French psychiatric care centres.

3.1. Participant Selection

Interviewees were paramedical and medical caregivers (nurses, nursing staff, nurses’
aides, social workers, pharmacists, and physicians) practicing in psychiatry and trained in
TPE. They may or may not have provided a TPE program for patients with schizophrenic
disorders in the last 6 months.

The interviews were conducted until the phenomenon of saturation was reached [29].
Theoretical saturation occurs when questioning additional participants does not bring out
new information or themes.

3.2. Participants

Interviews with 21 participants came from 7 different organisations were conducted
between August 2019 and December 2020 (Table 2); 13 (62%) participants had already
practiced TPE and 8 (38%) had not. All participants had completed the mandatory 40 h
training to conduct a TPE program [14]. Before a TPE program is started, the patient and
caregiver choose together the themes to be worked on following an educational diagnosis.
They then set goals to be achieved. Individual or group TPE sessions are then carried out
or the patient is involved in his or her education. A specific session aims to evaluate the
skills acquired and the changes implemented by the patient in his daily life. For the success
of this program, the coordination of health professionals involved in the management of
chronic disease around and with the patient is essential [11,14]. The characteristics of the
21 participants in the study are presented in Table 2.

3.3. Data Analysis
3.3.1. Inclusion Process

In each participating centre, the study investigator identified eligible MHPs. The
investigator explained the objectives of the research to each potential participant and mailed
them the written information. If the MHP accepted the interview, their email address was
given to the sociologist to schedule an appointment for a face-to-face interview.

3.3.2. Interview Guide

The interview guide was based on: (1) the data available in the literature in order
to identify the area of focus [21,27]; and (2) the exploratory semi-directive interviews
conducted by a health sociologist with a nurse, a nurse manager, a care assistant and a
physician corresponding to the study’s inclusion criteria. The semi-structured interview
is a qualitative data collection strategy in which the researcher asks informants a series of
predetermined but open-ended questions [27].
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Table 2. Population characteristics.

Demographics n (%) Minimum Maximum

Age (years) (SD)
46.3 (8.2) 21 100% 34.2 59.6
Gender

Male 4 19%
Female 17 81%

Profession Cumulated
frequency

Cumulative
percentage

Nurse 8 38.1% 8 38.1%
Nurse Manager 4 19% 12 57.1%

Nursing assistant 2 9.5% 14 66.7%
Social worker 4 19% 18 85.7%

Pharmacist 1 4.8% 19 90.5%
Physician (1 doctor and

1 psychiatrist) 2 9.5% 21 100%

Experience in
psychiatry
0 to 5 years 3 14.3% 3 14.3%
6 to 10 years 5 28.2% 8 38.1%

11 to 15 years 2 9.5% 10 47.6%
>15 years 11 52.4% 21 100%

SD: Standard deviation.

The following themes were thus addressed: experience, training and professional
background, representations of mental health care, representations of and experience with
therapeutic education, and needs and expectations for the development of therapeutic
education.

3.3.3. Procedure

Due to the COVID-19 pandemic, some interviews were conducted by videoconference
(n = 2) or by phone (n = 5), while the others were conducted in person in the mental health
centres. Participants met up with the interviewer in a quiet place for 30 to 60 min. The
interviewer first reviewed the principles of a qualitative study and reminded the participant
that the interview would be audio recorded (anonymously), which was specified in the
study information documents provided beforehand. Active listening with interrogative,
reiterative or interpretative techniques was used to encourage the professional to explain
and clarify their answers and feelings, but without influencing them. A pause was allowed
between questions so that participants could recall events and feelings with precision.
Notes on non-verbal communication were included in the transcription of interviews to
enrich the data.

Interview records were transcribed in their entirety in a text format for later analysis.
Data were encoded to guarantee the anonymity of the participants. Starting from the
realities of the field and the participants’ discourse, the inductive approach was favoured,
in accordance with the requirements of grounded theory [30]. This involves identifying the
themes addressed, grouped into major thematic categories (divided into sub-categories),
and then proceeding, with a higher level of inference, to a conceptual interpretation of their
interactions. The analysis of the interviews proceeded in six distinct main steps:

1. Open coding of the transcribed interviews in order to bring out as many themes as
possible from the initial corpus.

2. Categorisation of the codified elements: a careful rereading of the entire corpus to
ensure that each category is clearly defined, its properties identified, and the different
forms and conditions of appearance of the phenomena specified.

3. Relating the categories: writing more detailed memos and designing explanatory
diagrams.

4. Integration of the previous steps in order to identify the essence of the phenomenon.
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5. Modelling: the phenomenon, in addition to being described, defined and explained,
will then be examined and conceptualised in terms of its dynamics. The structural
and functional relationships of each of its constituents were then highlighted.

6. Theorising: careful and exhaustive construction of the “multi-dimensionality” and
“multi-causality” of the phenomenon of the relationships between the needs, expecta-
tions and representations of the different actors (physicians, nurses, nursing assistants,
social workers, and pharmacists).

In order to reduce analysis bias and ensure cross-validation of the data, the interview
data were analysed and interpreted first by the sociologist involved in the field. Then, this
initial coding framework or set of codes was discussed in an interdisciplinary meeting
with the study’s steering committee who could redefine the boundaries of the themes that
emerged from the data.

3.4. Ethics

After participants were provided with information about the study, their oral consent
was collected and they were included in the study. Their contact details were sent to the
sociologist in charge of conducting the interviews so that an appointment could be made in
accordance with the “Jardé” law (Decree no 2016-1537 dated 16 November 2016 published
on 17 November 2016 in the Official Journal of the French Republic). No regulatory
approval was required for this study.

4. Results
4.1. Findings

The major themes that emerged from the analysis were grouped into the following
conceptual framework: (1) MHPs highlight important organizational and institutional
challenges that they feel are beyond their scope; (2) MHPs mention in parallel their own
perceptions and representations of TPE in the context of mental health care; and (3) MHPs’
representations could hide a lack of knowledge or awareness that would prevent them
from appropriating TPE programmes. For each major theme, the sub-themes identified are
presented.

4.2. MHPs Highlight Important Organizational and Institutional Challenges That They Feel Are
beyond Their Scope
4.2.1. The TPE Would Be Too Time Consuming

The professionals described a lack of institutional will to provide TPE in their facility
due to the lack of time dedicated to this additional activity.

“I think that in fact the difficulty of TPE comes from the fact that it has not been
supported by anyone specific...” (Doctors (D)) and (Nursing Manager (NM)).

“They don’t have much time. They are really busy with all the protocols. They
have more and more things to do...”.../... “They don’t have much time.../...”
(NM).

“And then there’s so much work too, so much nursing and care assistant work,
that it’s not easy to detach yourself” (NM).

“We could do it but at the expense of something else.” [Nursing assistant (NA)].

“In the evening, they have finished their day, they want to go home, I understand
them, I really don’t blame them, but they want to go home. They have their
children too, they have their mother to visit, they have their life. And to commit
oneself like that to something very regular is clearly a constraint.” [NA].

In France, psychiatry suffers from a significant shortage of caregivers, which has a
major impact on the implementation of new activities.
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4.2.2. High Turnover of Professional Staff within the Units

The respondents also presented the issue of high staff turnover because of the difficulty
of the work as a factor that was detrimental to the sustainability of the programmes, whether
this was due to personal or institutional causes.

“I was running a workshop with a health executive who left the hospital. And so
I found myself... a bit on my own with this...”.../... [NA].

“Another obstacle that everyone in the hospital knows, and this was the case for
the unit I was talking about, is that in fact all the care workers change departments
every 5 years...”.../... [NM and Psychiatrist (P)].

“This is really a big obstacle. Because if there isn’t a team of carers who can come
and re-mobilise, re-explain the origin and re-initiate work on these programmes,
on these tools, people find it difficult to re-appropriate them and they have to run
a programme that was created by others...” [NM and P].

4.2.3. Institutional Communication Needs to Be Improved

The lack of centralisation and institutional organisation also seemed to be lacking
within the institutions and accentuated the feeling of having to manage alone and of lacking
visibility in the running of the programmes.

“There must have been four or five professionals who really wanted to get
involved. We were lucky enough to have the support of the managers, who made
it possible for us to make up for the time taken up personally to structure our
workshops.” [P and NM].

“When we asked for a bit of material, we had it all, right away. No, we were
lucky in that respect, yes.” [NM].

On the other hand, “At the beginning, it was really word of mouth, there would have
been no communication if the doctor who was at the initiative of this project had not done a
bit of pushing, creating meetings, inviting people, inviting the different partners, we made
flyers, brochures, we tried to talk to a lot of people. And it’s true that little by little our
colleagues began to understand the interest in better perceiving the indications and why
we could propose that, why we could also think like that.” [NM].

4.3. MHPs Mention in Parallel Their Own Perceptions and Representations of TPE in the Context
of Mental Health Care
4.3.1. TPE and the Emergence of a Conflict of Values

In its approach to care and the new type of relationship with the patient, TPE is
contrary to the culture of psychiatric care that carers are used to. The culture around
medical care seems to be still strongly anchored in a paternalistic model where the doctor
is the decision maker on what the quality and philosophy of life of the patient should be.

“I think that doctors, or even nurses, like to control, to know everything, and not
to leave too much autonomy.” [NA and Social Worker [SW)].

Generally speaking, the idea emerged that the initial training of MHPs leaves too little
room for the personalisation of work, group work and the development of social skills,
which hinders the development of cooperation.

“We are all used to receiving educational content in a rather formatted, vertical
way . . . ”, “Really one-sided, yes. And so that’s totally the opposite of what TPE
can be, totally . . . ” [D].

“And, in psychiatry, perhaps we are a little behind in this respect, a little behind,
because... well yes, clearly diabetes and pneumology have made a lot of progress
in all this. And I think that for years, psychiatry has been watching all this
progress, that’s it.” [P].

157



Healthcare 2022, 10, 1644

The participants recognize that the organisation of practices is rigid and difficult to
change because it calls into question the meaning of “care” in psychiatry.

“When I told colleagues from other departments that were doing therapeutic
education in psychiatry, they looked at me wide-eyed when in fact... it’s still
shocking, that’s all.” [P].

Even though the general management of the participants in the study had approved
the training for TPE, contradictory orders in the field made it difficult to implement these
practices and created a conflict of values and a loss of meaning for them.

“Behind all this, it is the importance of the meaning we give to all this!” [P].

4.3.2. TPE Seen as a Fad

Some carers, in the context of the current strain on psychiatry units, considered that it
was necessary to distance themselves from TPE by considering it to be an ephemeral

“trend” within the context of the current issues in psychiatry. [NA].

“There is a new thing, it’s a trend, it will go as it came, that’s it...” [NA].

4.4. MHPs’ Representations Could Hide a Lack of Knowledge or Awareness That Would Prevent
Them from Appropriating TPE Programmes
4.4.1. TPE Is Not Well Known

Some MHPs justified the opposition to TPE in psychiatry by a lack of knowledge
of TPE among psychiatric carers. Others acknowledged that they did not have sufficient
knowledge of TPE and had difficulty distinguishing it from psychoeducation, which is
more widely practiced.

“There was nothing to stop me from advocating TPE: I just didn’t know about it!”
. . . / . . . .”For me, it wasn’t part of the care.” [P].

Psychoeducation programmes have been developed for people living with psychiatric
disorders. They are defined as systematic didactic and psychotherapeutic interventions
that aim to inform patients and their relatives about the psychiatric disorder and promote
coping skills. Beyond the transmission of information, psychoeducation is a pedagogical
method with the aims of identity clarification and empowerment [10]. The aim of TPE is to
help patients acquire or maintain the skills they need to manage their lives with a chronic
illness to the best of their ability, with the aim of acquiring and maintaining self-care skills
and mobilising or acquiring coping skills based on the patient’s previous experience. The
distinction between psychoeducation and TPE remains blurred.

“I talk about TPE, and in fact it’s systematic: every time, when people manage to
understand a little bit what TPE is, they say, ’But in fact, we do it every day!’ Well,
yes! Except that the representation that people have of TPE is not the right one!
It’s not just about giving information to patients, to make them overly responsible
and then let them manage.” [P].

“The training in TPE proved to me that people were like me, ignorant. Because
in fact, we do a workshop... without a goal, without an objective, without a care
project with psychoeducation! Whereas in TPE, there is a care project. We know
what it should lead to and we know where the patient is at.” [NA].

Our study revealed a paradoxical situation in that although MHPs have been trained
to provide TPE, they have difficulty distinguishing it from psychoeducation. It is possible
that the quality of the training received needs to be reviewed.

4.4.2. The Highly Formatted Framework of TPE Is Not Adapted to the Problems of
Psychiatry

In France, TPE is considered as part of the patient care pathway. It aims to make
patients more autonomous by facilitating their adherence to prescribed treatments and
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improving their quality of life. These programmes must be authorised by the Regional
Health Agency (ARS). The conditions of authorisation provide a strict framework for the
composition of the educational teams, the skills required to provide TPE and the teams that
take the courses.

“We had our ARS file turned down many times; it was never right. The doctor
persevered, we never got a positive response, we ended up giving up, and so
each year we tried to modify the programme, to adapt it according to.” [NM].

“So, yes, honestly, it was all Greek to me. For me, it was really constraints that
served no purpose; I didn’t see the point of submitting a file to the ARS.” [NA].

“Because it was totally beyond me, I didn’t really care” . . . / . . . “there are
so many criteria... “ . . . / . . . Doctor XXX, I think she must have made 4 or
5 reminders, files, and at the last one we said, is it really useful to continue, and
we said no. So, we are not called a ‘Therapeutic Education Group’, we are called
a ‘Psychoeducation Group’, we are not recognised, we are not registered in the
official booklet of existing groups that we will see on the ARS.” [NA].

The conditions required for authorisation are poorly adapted to the functioning of
psychiatric professionals, and have discouraged a number of initiatives. Although mental
disorders are chronic illnesses, the TPE framework seems more suited to the management
of a physical disorder because it was originally designed on a regulatory basis within that
framework. Adaptations seem necessary.

4.4.3. Mistaken Representations of TPE

Some caregivers reported that there was a form of refusal of the principle of TPE
for some MHPs. This negative outlook was sometimes linked to a generational effect,
explaining divergent representations of TPE.

“I think that doctors, even perhaps doctors or even nurses, like to control, to
know everything, and not to allow too much autonomy, but, well...” [NA and
SW].

“There was one major obstacle: a general practitioner who was totally opposed
to all this.../.... Radically. So, it was impossible, even for things that are very
common, namely, insulin injections, self-injections of insulin, it was impossible!
You couldn’t... and that’s how it was!” [NA].

“Afterwards, it is perhaps also a question of generation but also undoubtedly of
personality...” [P and Pharmacist].

4.4.4. Lack of TPE Training in Initial/Continuing Education

Insufficient training in TPE, whether in initial and/or continuing education, has been
identified as a major barrier to the dissemination of TPE knowledge and culture among
psychiatric workers.

“So no, it was not at all a transversal thing in my training...”.../...“Yes, it was
something optional, but it was optional, or rather over-optional.” [NA].

“It changed for the nurses, it was a portfolio to fill in with boxes, crosses and
things, there were no more notes, so I was in my second year, so we saw, vaguely,
therapeutic education in class, it must have been on the syllabus but really minor,
eh: 2 h.” [NA].

5. Discussion

While the analysis of the various interviews we conducted with MHPs revealed many
barriers, it also highlighted the means of improving the implementation of TPE for people
with severe mental illnesses such as schizophrenia.
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The conflict of values that we have brought to light shows that paternalism seems to
be more widespread in psychiatry than what is generally assumed. There is indeed a long
tradition of paternalism in psychiatry, even though patient rights have been considerably
more in focus in recent decades [31]. From the point of view of the interviewees, patients
with psychiatric disorders simply do not seem to be able to develop a sufficient level of
self-control. It is on the basis of these arguments that the paternalistic approach would
be justified in psychiatry. In this context, psychiatric staff members should be aware of
their responsibility and not exploit dependency by making offers that would coerce or
manipulate the patient’s free will [32,33]. One of the reasons cited for not moving towards
more patient autonomy is the continuing reduction in the number of psychiatric beds [34].
This means that inpatients tend to be in more serious condition than in the past, and the
proportion of those who are treated by restraint has increased.

One way to move towards a less paternalistic model could be to see psychiatry as a
value-based practice [35] that would aim to (1) always start from the patient’s perspective
but also seek a balance between legitimately different perspectives and (2) ensure that
communication skills play an important role in clinical decision making. Although it is
not always possible to move towards this mode of decision making in psychiatry, staff
should at all times try to establish an open dialogue in order to reach a compromise that
is acceptable to the patient and sufficiently appropriate from a professional point of view.
Only after such a strategy has failed should staff consider paternalistic decision making [36].
In this sense, TPEs could play an interesting role in the paradigm shifts.

There also appears to be a lack of knowledge about TPE. In psychiatry, the educational
dimension has been promoted for some years in effective, internationally recognised exper-
iments, which are essentially based on the notion of empowerment and recovery [37]. The
American Psychological Association states that sustainable recovery (from mental illness)
requires treatment that is comprehensive, coordinated, consistent, competent, empathetic
and person-centred [38]. Therapeutic education offered in an inappropriate manner may be
ineffective, if not counterproductive [39]. Despite the obstacles, psychiatric carers trained
in therapeutic education validate the fact that it is efficient in care and beneficial to their
practice; psychiatrists are thus increasingly taking an educational approach [4].

TPE has shown its value in developing positive attitudes towards mental illness and
mentally ill people and has led to improvements in self-reported health [39]. However,
in France, Cadiot et al. [4] showed that very few structured programs were underway,
and that most dealt with bipolar disorders and schizophrenia, i.e., disorders for which the
effectiveness of patient education has been demonstrated. The French National Institute
for Prevention and Health Education (INPES) estimates that only 50% of initial training
facilities for health professionals offer specific teaching in TPE [40]. Limited access to
training due to a lack of specific financial resources and overcrowded curricula is also a
reason given by professionals [41], even though the legislation provides, for example, in
the decree of 31 July 2009, for 150 h of training on preventive care for students of the State
Nursing Diploma [42].

It would seem that TPE care is viewed as creating additional work for caregivers,
causing a fear of insufficient return on investment. However, TPE should be a priority in
the care plan since an early return home has become one of the key aims for supporting
recovery from mental illness [43]. Mental health professionals have a scientific, ethical and
moral responsibility to guide the social, political and health care organisations involved in
the process of meeting mental health needs.

6. Recommendations and Limitations

This study has some limitations inherent to any qualitative study, such as possible
self-selection bias or potential response bias. Due to the COVID-19 pandemic, some
interviews were conducted by video conference (n = 2) or by telephone (n = 5). Telephone
calls are impersonal compared to a physical interview and do not allow for reading, for
example, body language or facial expressions. Although video conferencing is an interesting
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alternative to the telephone, it requires a certain amount of time to adapt to the tool so that
the interviewer feels at ease, as does the interviewee.

Another limitation is that the views of those involved in psycho-education were
not formally explored. In this context, it is difficult to say whether the concerns of the
participants in the study are specific to TPE or related to general frustrations with the
development of educational programmes in their institutions. This grey area of this study
will be explored in the future.

We can nevertheless highlight some of the elements identified herein that could foster
the ability of mental health professionals to deliver TPE to people with psychiatric disorders.

1. Continue the fundamental work on the recognition of the rights of mental health
users.

2. Continue efforts to destigmatise mental health, including among health professionals,
and leave more place for the patient’s voice.

3. Institutions must fully commit to accompanying the implementation of TPEs to
achieve this, and it would be useful to organise a shared activity between professionals
in order to create a dynamic for the implementation of TPE in psychiatry.

4. Organisational or even financial support could be provided through shared resources
between institutions, which could be organised through a periodical magazine, events,
conferences or associations.

5. Training for the provision of TPE should be fully integrated into initial training
curricula and included in continuing education.

6. Mental health nurses have a key role to play in TPE insofar as it is part of their skill
set. In many European countries, important steps have been taken in recent years to
recognise and develop the role of nurses in health care teams, particularly with regard
to prevention, clinical monitoring and the education of chronic patients.

7. The focus should be on the good practices needed to ensure equal access to care and
on how to provide treatment at costs that are sustainable for health systems. In this
case, ad hoc payments would promote the use of TPE.

8. The framework for building TPE programmes and reporting to the ARS should be
simplified so they can be easily recorded in the establishment’s care project.

7. Conclusions

Although TPE is of interest in the process of patient empowerment, we found that
caregivers were reluctant to appropriate this approach to care. Efforts must be made in
the initial and ongoing training of MHPs to move from a paternalistic model to a patient
partnership model, which is made possible by TPE. These efforts must also be firmly
supported by health care facilities, and proactive governance is required for the successful
implementation of TPE.
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Abstract: Patients at tertiary hospitals may find themselves in need of mental health support due
to the distress associated with the illness that may or not lead to a psychiatric condition. Here is an
overview of the clinical cases treated by the liaison psychiatry service of a public tertiary hospital
from Southeast Mexico during its first years of operation (2008–2018), with the purpose of gathering
information about the status and needs of this population. A sample of 304 clinical records of patients
treated for the first time by the psychiatry service was reviewed, and the distribution by demographic
characteristics, diagnosis of mental illness and medical area of reference was analyzed. Anxiety and
depression symptoms were the most frequent. Most patients were women, lived in Merida and
returned after the first appointment. The neurology service referred most patients, yet most attended
directly. General tertiary hospitals should prioritize integrating ad hoc mental and physical health
care. Adult women with a profile of anxiety and/or depression would be the first target group. Some
areas of opportunity for further research and improvement of mental health services are: preventive
services for anxiety and depression, follow-up of patients, attention to relatives of patients at intensive
care units, implementation of telehealth alternatives, training on mental health screening and inter-
and intra-institutional collaboration.

Keywords: anxiety; depression; psychiatric department; hospital; Mexico

1. Introduction

Tertiary hospitals provide services to patients whose health conditions are severe
and/or chronic and, thus, require highly specialized care. These patients may find them-
selves in need of mental health support due to the distress associated with the illness that
may or not lead to a psychiatric disorder. Although the strong link between stress and
illness is widely acknowledged, the underlying mechanisms are complex [1]. Chronic stress
may increase vulnerability to illness [2,3] by suppressing the immune system, releasing
histamine and/or altering insulin needs [4,5]. Conversely, when facing serious illness, the
patients [6,7], and even their relatives [8–10], may feel stressed not only about the medical
prognosis per se but due to their emotional representations and perceptions of possible
adverse consequences in various life dimensions (e.g., work activity, household economy,
independence for functioning and long-term treatment) [11].

Improvements in medical diagnoses and treatments have increased the survival rates
from illnesses that, in the past, were terminal, yet the upcoming years may come with
chronic conditions that require ongoing medical resources and/or limit daily functioning.
The current definition of health goes beyond merely the absence of disease or infirmity
but comprises a state of complete physical, mental and social well-being [12]. Given
that “there is no health without mental health” [13], in the last decades, the relevance of
mental health care has increased, being well-recognized and promoted by the World Health
Organization (WHO).
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Caring for mental health must be present at all levels, and particularly in tertiary
hospitals, where patients often arrive already emotionally exhausted and overwhelmed by
illnesses that demand time, energy and economic resources. In these circumstances, patients
may experience psychological distress and require mental health care for preventing or
ameliorating symptoms of prolonged stress, depression and/or anxiety.

In 2012, at the 65th World Health Assembly, the WHO adopted the Mental Health
Action Plan 2013–2020 (last updated at the 74th Assembly in 2021 for 2013–2030), aiming at
“promoting mental well-being, preventing mental disorders, providing care, improving re-
covery, promoting human rights and reducing mortality, morbidity and disability of people
with mental disorders” [13]. Among its objectives, the Action Plan calls for strengthening
information systems, scientific data and research on mental health. Governments have a
responsibility for the health of their peoples, which can be fulfilled only by the provision of
adequate health and social measures, planned accordingly to the evidenced needs of their
populations. Responding to this demand, this work presents an overview of the clinical
cases treated by the liaison psychiatry service of a public tertiary hospital from Southeast
Mexico during its first years of operation. The authors had the goal of gaining evidence of
the profiles and needs of the users in order to be taken into consideration for the optimal
design, implementation and evaluation of mental health services.

2. Materials and Methods

This exploratory and retrospective study was performed at the HRAEPY (Regional
Hospital of High Specialty of the Yucatan Peninsula), a public tertiary hospital in Southeast
Mexico. Both the Research and the Research Ethics Committees of the HRAEPY approved
the protocol. The HRAEPY started functioning in June 2008, and even though it does
not have a mental health department, during its first 11 years, up to three active staff
psychiatrists were available to provide liaison services for a total of 50,863 new users.

The study targeted patients that had ever attended a psychiatry appointment at the
HRAEPY. First, from the Statistics Department, the authors obtained the list of patients
(recorded by name) that had received care between 2008 (the hospital’s start year) and 2018.
The department in charge of the management of clinical files corroborated this list and
filtered those cases that were inexistent, duplicated or had passed away. Additionally, it
provided the total number of new clinical files opened each year, data to help estimate the
rate of users who have ever attended an appointment at the HRAEPY’s psychiatric service.
Following this, 10 files were randomly selected to corroborate that the required information
would be available and, if necessary, make adjustments to the data capture sheet. The
required sample size by year was estimated (Table 1), and files were randomly selected.
Up to the date of the data collection, medical records were not electronically archived;
thus, the clinical files were manually reviewed to gather information regarding: age,
sex, dwelling location, date of first and last appointments, mental diagnosis and service
referring the patient. Additionally, the total number of appointments by patient from
his/her first interview to the end of 2019 was recorded. In order to prevent bias, no recorded
information from 2020 and on was considered, given that the year was still ongoing during
data collection and the COVID-19 pandemic demanded substantial changes in the regular
services provided by the hospital. The data was analyzed with descriptive statistics.

A stratified random sampling with a population size of 1450 (original files of living
patients identified by name, file number and whose names are not duplicated); a confidence
level of 95% and a 5% margin error required a sample of 304 cases (Figure 1) in a range
from 2 to 42 cases by year (Table 1). A total of 374 files were randomly selected in order
to complete the required sample size, given that, of the initially selected files, 61 were not
found in the archives, and 9 were discarded because they did not have any notes from
a psychiatrist.
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Table 1. Estimation of the sample size.

Total New Files (n) Potential Cases * (n/%) Distribution (%) Required Sample (n)

2008 455 11 (2.418) 0.758 2

2009 4253 81 (1.905) 5.582 17

2010 5487 152 (2.770) 10.476 32

2011 6401 199 (3.109) 13.784 42

2012 5619 170 (3.025) 11.716 36

2013 3964 136 (3.431) 9.373 29

2014 6400 190 (2.969) 13.094 40

2015 5209 126 (2.419) 8.684 26

2016 4686 149 (3.180) 10.269 31

2017 4432 130 (2.933) 8.959 27

2018 3957 106 (2.679) 7.305 22

Total 50,863 1450 (2.851) 100 304

* Original files of patients identified by name, file number and whose names are not duplicated and are not
registered as deceased. Percentage by total new cases each year.
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3. Results

Table 2 presents the descriptive statistics of the samples. A mean of 2.9 (1.9–3.4%) of the
new cases each year attended the psychiatry service at least once. It must be remembered
that not all 50,863 files ever opened at the HRAEPY were available during data collection;
some might have been lost and some other currently found in the dead archives or being
used by a service at the moment of request.

Table 2. Descriptive statistics.

Distribution by Year

Year of file 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

New files (n = 50,863) n 455 4253 5487 6401 5619 3964 6400 5209 4686 4432 3957

Potential cases * (n = 1450) n 11 81 152 199 170 136 190 126 149 130 106

% over total yearly new cases (2.4) (1.9) (2.8) (3.1) (3.0) (3.4) (3.0) (2.4) (3.2) (2.9) (2.7)

Final sample (n = 304) n 2 17 32 42 36 29 40 26 31 27 22

Time (months) from first to last contact (n = 304)

Minimum 33.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Maximum 93.1 120.4 116.3 108.1 73.9 79.7 67.5 53.1 41.5 35.3 19.7

Mean 63.1 47.5 31.6 27.6 18.7 15 11.7 17.4 12 11.1 4.9

Standard Deviation 42.5 41.0 35.4 36.2 20.6 22.5 19.3 16.2 13.3 10.7 6.2

Total of appointments (n = 304)

Minimum 21 1 1 1 1 1 1 1 1 1 1

Maximum 36 55 36 50 25 33 25 32 25 17 8

Mean 28.5 12.2 9.8 9.2 6.9 6.4 5.1 8.2 6.3 5.5 3.6

Standard Deviation 10.6 13.2 10.2 12.2 6 8.1 6.3 7.4 6.9 4.3 2.4

Characteristics of sample (n = 304)

Diagnosis (n/%)

Mixedanxiety/depression 81
(26.6) Surgery protocol 25

(8.2) Psychosis 10 (3.3)

Anxiety 79
(26.0) No diagnosis/symptoms 16

(5.3) Substance abuse 6 (2.0)

Depression 55
(18.1) Dementia 12

(3.9) Other 20 (6.6)

Referring service (n/%)

Psychiatry 90
(29.6) Internal medicine 30

(9.9) Transplant protocol 10 (3.3)

Neurology 64
(21.1) Emergency admission 20

(6.6) Gastroenterology 10 (3.3)

Surgery 56
(18.4) Bariatric surgery 17

(5.6) Other 7 (2.3)

Sex (n/%) Age (years at the time of first interview) Dwelling location (n/%)

Female 219
(72.0) Minimum 17.3 Yucatan 268 (88.2)

Male 85
(28.0) Maximum 92.1 Quintana Roo Campeche 19 (6.3)

Mean 48 Other 12 (3.9)

Standard Deviation 16.8 5 (1.6)

* Original files of patients identified by name, file number and whose names are not duplicated and are not
registered as deceased. Percentage by total new cases each year.
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Out of the final sample (n = 304), most patients (70.7%) reported symptoms related
to depression and/or anxiety disorders. In the case of the people interviewed as part of
a surgery protocol, 84.0% were declared suitable. For the remaining cases, 16 files did
not have any reference to a psychiatric symptom or disorder. Most of the cases (29.6%)
attended the psychiatry service as their first appointment, whereas most medical referrals
came from the neurology service (21.1%). As part of their protocols, the bariatric and the
transplant surgery services referred 6.6% and 5.6% cases, respectively.

Most patients were females, and the mean age at the time of their first appointment
was 48.0 years, with a range from 17.3 to 92.1 and no significant differences by sex (p = 0.25).
Most patients lived in the State of Yucatan (88.2%), either in the city of Merida (40.5%),
where the hospital is located, or in adjacent locations (11.5%).

Regarding the time from first to last appointment with the psychiatry service, the
average was 19.4 (SD = 26.7) months. When excluding the cases that attended only once
(21.1%), the average was 24.6 (SD = 27.9) months, ranging from 2 days to 120 months.
During their first year, 36.5% of the patients returned but dropped out, 13.8% during the
second year and 11.5% during the third year, and only 17.1% returned after that time. Yet,
it could be the case that a patient interrupted treatment for some time and later retuned.
Most patients (78.9%) returned after their first appointment, with 38.8% having between
2 and 5 visits, 17.8% between 6 and 10 visits and 22.8% between 11 and up to 55 visits.
The average number of visits was 7.4 (SD = 8.6), ranging from 1 to 55. Here, it must be
considered that the older the file, the more chances the case added follow-up appointments.
Moreover, it is very likely that the physical files of those patients that had not returned for
some time had already been removed from the clinical archive at some depuration point.

4. Discussion

An important number of people with long-term physical health conditions also have
mental health problems; this comorbidity can severely impact health outcomes and reduce
the quality of life [1,14]. For instance, depression is twice as common in people with
diabetes relative to the general population, and in the other direction, comorbid depression
in diabetes has an additive negative effect on patients’ mental quality of life and is asso-
ciated with an increased risk of debilitating complications, further increasing the disease
burden [15]. It is estimated that up to 18% of the amount expended on long-term conditions
is in relation to deteriorated mental health. By interacting with and exacerbating physical
illnesses, comorbid mental health problems may raise the total health care costs by at least
45%. Innovative forms of liaison psychiatry demonstrate that providing better support for
comorbid mental health needs can reduce physical health care costs [1].

At tertiary hospitals, most patients arrive by medical reference and dealt with their
illnesses for some time. It is not unusual that they experience burden and despair that may
lead to the manifestation of incipient or full-blown mental disorders. Learning about the
main features and needs of patients is a mandatory step towards the design, implementation
and validation of strategic health programs.

At the HRAEPY, most patients attending its psychiatric service are women in their
late-middle adulthood years. This may reflect that females are not only more prone to
present mental/emotional symptoms [16–18] but also to seek treatment earlier [17–19].
It is important to provide early intervention in mental health to these users, not only
to prevent a mental disorder and the associated economic costs of a comorbidity but
also considering that, in Mexican culture, women, at home full-time or not, are often the
family’s primary caregivers, so their emotional well-being would have a significant effect
on their family. Lara and colleagues, considering social and gender factors, developed
psycho-educational interventions for women with depressive symptoms [20] to prevent
women from developing postpartum depression [21] and the Help for Depression (HDep)
program [22,23], one of the few unguided web-based interventions available in Latin
America, all with promising results. Regarding age, it is important to notice that the
HRAEPY does not provide pediatric care (except for the Pediatric Cardiac Intensive Care
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Unit), so all patients attending the psychiatric service are adults. However, the HRAEPY
must consider that every Pediatric Intensive Care Unit should be able to address not only
the physical but also the psychosocial, emotional and spiritual needs of patients with
life-threatening conditions and their immediate families [24].

Most patients of the psychiatric service presented symptoms of anxiety and/or de-
pression. These mental disorders are not only the most prevalent in patients with chronic
illnesses [6,25–27] but also in the general population [16,28]. It must be underlined that
presence of “symptoms of” does not equal the “clinical diagnoses of”. Patients who expe-
rience mild symptoms of anxiety and/or depression (an expected response when facing
a severe, chronic and/or disabling physical illness) may better benefit from preventive
services (e.g., counseling, group therapy, psycho-education and support groups) to help
them manage their cognitions and emotions and increase adherence to treatment [2,29,30].
This highlights the importance of expanding efforts to enable society to identify anxiety
and depressive symptoms as obstacles to well-being and productivity and to accept them
as challenges that can and must be overcome with the decisive and organized participation
of everyone.

Most patients returned after their first appointment; yet, it must be considered that the
ones that had not returned for a long time might have already been taken out of the archive.
The patient might have dropped off treatment due to the amelioration of symptoms or
receiving care somewhere else. However, on the contrary, it might be the case that the
patient did not continue under treatment due to limitations in accessing care (e.g., economic
and geographical), a lack of insight regarding mental illness or even death. Research on
health trajectories [31–33] comes forward as an ideal model to monitor the routes of care
in mental health and chronic diseases, learn about the likely limitations for access and
improve health care provisions.

With most patients living in the hospital’s city, it would be feasible to provide in-person
individual and/or psychoeducational group interventions to develop self-management of
health. These interventions must be designed accordingly to the target group, taking into
consideration not only clinical features but also psychological and social factors that may
intervene [34]. In Mexican culture, there is a marked influence of a male-dominated society
and the stigmatized concept of mental disorders. Within the indigenous Mayan population
(mostly located at the Yucatan Peninsula), the traditional healers provide a remedy for
a wide range of mental health problems, so it is important to reach a compromise that
include the individual’s cosmovision (worldview) [35]. In addition to this, Yucatan is
positioned in the first places in alcoholism nationwide, where the rates of suicides and
alcohol intoxications are among the leading causes of mortality [36]. Patients may not
report the use of alcohol and substances, either from shame and/or as it is normalized in
the community and not even seen as a risk for physical and mental health.

Patients with limitations to attend in-person appointments (e.g., due to distanced
dwelling, mobility impairments and/or limited schedule) may benefit from alternative
provision of services (not yet available at the HRAEPY). Telehealth allows the delivery of
universal health coverage through technology in order to provide quality and cost-effective
health services and eliminate the need for either the patient or practitioner to travel to
appointments, offering potential help in reducing the ‘mental health gap’ in low- and
middle-income countries [37,38]. Although remote therapy offers a number of advantages,
it brings about a variety of challenges that are unique to this modality. For example,
pre-recorded video modules are less interactive with the patient, and teleconferences in
real time require trained staff for technological support. Partial or total contents of online
interventions in mental health may be accessed 24/7, and research has shown favorable
results in the clinical [37,39] and economic [40] outcomes. Yet, this option is not always
suitable. From the age, education and socioeconomic levels of most people attended to at
the HRAEPY, it can be assumed that they are unlikely to be computer literate and own an
electronic device with reliable internet access. Moreover, an important segment of users
only speak (but not write) Maya, the local indigenous language rarely known by health
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professionals. The use of telehealth is expected to increase as the upcoming generations
of patients and health professionals are more skilled in the use of technology and internet
access spreads, so further research and training will be needed to provide an effective
and more widely distributed low-cost mental health approach, a task that the HRAEPY
must adopt.

At the HRAEPY, the psychiatric service does not offer hospitalization and functions
mainly as a support to patients treated by other medical specialities; thus, intra-institutional
referrals are predominant. Despite the benefits, referral to consultation–liaison psychiatry
remains low; a thoughtful analysis would help clarify whether this is due to low rates
of psychiatric symptoms or to non-detection and/or nonreferrals from other specialists.
Education should be provided to hospital doctors but also to nurses, residents and social
workers to better recognize mental illness so referrals can see an increase [41,42]. Collab-
orative screening and accurate referrals would require the consolidation of a multi- and
interdisciplinary mental health service [43–45].

From clinical records, it was observed that most of the patients directly sought the
psychiatry services; it would be worth exploring the source of this informal referral, how
patients acknowledged their need for mental health care, how they reached for treatment at
HRAEPY and whether or not they had previously received psychiatric treatment. Among
the medical departments at the HRAEPY, the one with the most percentage of patient
referrals to psychiatry was the neurology department. Although this study does not count
with the specific diagnosis, it does concur with previous findings [43,46,47], where the
neurology team stands out as the highest number of referrals to psychiatry, mainly in
relation to brain organic disorders, mood and dissociative disorders.

At the HRAEPY, a psychosocial evaluation is mandatory for all patients before trans-
plant or bariatric or surgery; yet, it seems to be limited to meeting the requirement, as no
follow-up appointments are routinely scheduled. The psychological care for transplant
recipients and donors should continue throughout the postoperative period to guarantee
treatment adherence and a successful process [48]. In the case of bariatric patients, an
evaluation is recommended to identify potential contraindications to surgical intervention
or barriers for lifestyle changes [49]. The published recommendations point out that the
optimal frequency for follow-up visits for bariatric patients are seven or more visits per
year [50].

The data collection was limited by the COVID-19 pandemic, where all recorded
information (if any) regarding the psychiatric service from 2020 and on was not included
to prevent bias. Populations were exposed to prolonged uncertainty and lockdown, and
this might have had a significant effect on mental health, with an increment in rates of
symptoms of depression and/or anxiety and an exacerbation of illness in psychiatric
patients. In England, it was estimated that up to 30% of people in the general population
experienced trajectories with symptoms in the clinical range during the lockdown; yet, the
trajectory patterns were diverse [33]. Depressive and anxiety disorders were the leading
causes of the global health-related burden in the years prior to the pandemic, but the
social restrictions created an environment where psychological distress and mental illness
were likely exacerbated. The COVID-19 pandemic has created an increased urgency to
strengthen mental health systems, demanding the early detection and management of
mental and emotional health issues for managing the global prevalence and burden of
depressive and anxiety disorders in the upcoming populations of patients [51].

This study follows a simple design; however, the value of this research relies, above all,
on the utility of the analysis and the feasibility of replicating the method in other hospitals
from the same hospital network. At the moment, across Mexico, there are five HRAEs
(Regional Hospitals of High Specialization). Apart from being tertiary hospitals dependent
on the Federal Government, they also have in common the task of performing up-to-date
research in benefit of their populations, and this study would be easy to replicate across
institutions alike, in Mexico and/or abroad.
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Given the inner conditions for research at the site, the study followed a descrip-
tive/observational design. The results came from information available in nonelectronic
files, which was not only scarce but, in many cases, missing. This natural nonmanipu-
lated condition, evidencing the usual functioning of the services, implies that a deeper
analysis could not proceed without questioning the validity and reliability of data for a
generalization of the findings. Further projects must consider the standardized inclusion of
other relevant variables for more precise characterizations of users. For instance, coded
diagnoses (CIE and/or DSM) would help establish whether symptoms are present at the
subclinical or clinical level and/or in comorbidity with a physical illness, which increases
the economic [52,53] and psychological costs [1,14]. Additionally, they would reflect more
accurately the evolution of the patient’s health status.

Lastly, the implementation of electronic files [54–56] would standardize the recording
of relevant information for follow-up (e.g., date, updated diagnosis and prescription) from
all services each patient attends and would also reduce discrepancies between Statistics
and Archive departments’ information. Given that the descriptive statistics reported in this
study were based on only 304 samples, all findings and implications are not conclusive.

5. Conclusions

General tertiary hospitals should prioritize integrating ad hoc mental and physical
health care more closely as a fundamental strategy for improving the quality and func-
tionality of their provision of health care. Adult women with a profile of anxiety and/or
depression would be the first target group to attend. Some areas of opportunity for further
research and improvement of mental health services are: preventive services for anxiety
and depression, follow-up of patients, attention to relatives of patients at intensive care
units, the implementation of telehealth alternatives, training in mental health screening
and inter- and intra-institutional collaborations.
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Abstract: There is a multitude of factors that makes difficult to identify those at risk for suicide,
especially among schizophrenia patients. Suicide cannot be explained by genetics alone, therefore
epigenetic mechanisms including DNA methylation are thought to play a role. DNA methylation
could be a valuable tool in helping predict those at-risk individuals. This cross-sectional study com-
prised 112 subjects diagnosed with schizophrenia spectrum disorders, and were grouped according
to the current suicidal ideation severity. DNA methylation across the genome was measured with
the Infinium® MethylationEPIC BeadChip. We utilized the dmpFinder and bumphunter functions
within the Bioconductor minfi package to identify differentially methylated positions (DMPs) and
differentially methylated regions (DMRs), respectively. Following quality control, we removed
one sample from the analysis and reported the most significant DMPs and DMRs associated with
suicidal ideation severity. All positions and regions identified in this analysis were only found
to have suggestive levels of significance at the genome-wide level. The present study was one of
the first to investigate genome-wide methylation and suicidal ideation severity. While there were
many strengths of our study, including investigating both differentially methylated positions and
regions, further larger-scale studies are necessary to replicate, support, and validate our findings
presented here.

Keywords: DNA methylation; schizophrenia; suicide; Illumina EPIC; C-SSRS

1. Introduction

Suicidal behavior has consistently been ranked as one of the leading causes of injury
and death worldwide. However, patients with schizophrenia have a tenfold increase in
suicide risk compared to that of the general population, with an estimated 25–50% of these
individuals making at least one suicide attempt during the course of their lifetime [1,2].
Suicidal ideation greatly increases the risk for later suicide attempts and can serve as an
important early warning sign for family, caregivers, and clinicians alike [3,4].

The symptoms of schizophrenia can often complicate the ability to accurately pre-
dict patients at high risk for suicide. For instance, positive symptoms such as auditory
hallucinations and delusions are known to increase the risk for suicide, yet these same
symptoms frequently hinder proper and adequate communication with the patient [5].
Depression, also strongly associated with suicide, can easily be confused with the nega-
tive symptoms of schizophrenia, such as apathy and reduced expression, or can even be
attributed to the side effects of prescribed antipsychotic regimens [1,6]. In light of these
considerations, it becomes necessary to consider other factors to better predict and prevent
suicide. The National Alliance for Suicide Prevention proposed the identification of periph-
eral biomarkers for screening and risk assessment [7]. We, in turn, adopted this approach
to predict suicidal ideation specifically in the schizophrenia population.
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Family studies have long supported the notion that suicidal behaviors, including both sui-
cide attempts and completion, have a strong genetic component [8]. However, genome-wide
association studies (GWAS) have been unable to consistently and reliably identify risk asso-
ciated with DNA sequence variants alone. As such, in recent years, epigenetic mechanisms
have been suggested to play a role in “quantifying the missing heritability” of suicide in
schizophrenia [9]. DNA methylation and suicide have been well-studied in relation to the
dysfunction of the adaptive stress response by the hypothalamic-pituitary-adrenal (HPA)
axis, particularly in the NR3C1 and SKA2 genes [10–14]. Therefore, the evidence suggests
that these epigenetic markers can prove valuable in investigating suicide attempts and
completed suicides. However, predicting suicidal ideation may very well yield different
results from those studies utilizing suicidal behaviors as the outcome variable [15]. As such,
it is necessary to replicate these studies in the context of suicidal ideation. The present
study will investigate genome-wide methylation status in association with suicidal ideation
severity. Based on previous studies investigating DNA methylation and suicide [10–14],
we further predict that suicide ideation will be associated with genome-wide methylation.

2. Materials and Methods
2.1. Participants

The present study included 112 individuals with a diagnosis of schizophrenia spectrum
disorders, recruited from the Centre for Addiction and Mental Health (CAMH) in Toronto,
Canada. Subjects were between the ages of 18 and 75 years and did not have a past history
of head trauma with loss of consciousness, nor diagnosis of an intellectual disability, major
neurological disorder, or substance-induced psychosis. All participants were prescribed
antipsychotics. The study was approved by the CAMH Research Ethics Board. Each subject
provided consent to participate. The Columbia- Suicide Severity Rating Scale (C-SSRS) [16]
was administered to determine whether subjects were experiencing suicidal ideation at the
time of the assessment, and if so, the severity of ideation.

2.2. Sample Collection and DNA Methylation

Venous blood was collected from participants after administering the C-SSRS. Genomic DNA
was extracted using the QIAamp® DNA Blood Maxi Kit (QIAGEN Inc., Hilden, Germany).
Samples were then sent to The Centre for Applied Genomics (TCAG) at the Hospital for Sick
Children for further processing. There, 500 ng of DNA was treated with sodium bisulfite
using the EZ DNA Methylation Kit (Zymo Research, Irvine, CA, USA). Genome-wide
DNA methylation was quantified using the Infinium® MethylationEPIC BeadChip array
(Illumina) to interrogate over 850,000 CpG loci at single-nucleotide resolution. The confocal
laser scanning iScan® (Illumina) system was utilized to output signal intensities of the
bisulfite-converted DNA methylation as IDAT files [17,18].

2.3. Identification of Differentially Methylated Positions and Regions

All analyses were conducted using the minfi Bioconductor package run in the R- 3.5.1
(64-bit) statistical analysis environment on the CAMH Specialized Computing Cluster.
The methylation intensity data files (IDAT) and suicidal ideation severity for each corre-
sponding subject were first analyzed. For quality control purposes, the preprocessRaw
function was implemented to convert IDAT data into methylation β-values without nor-
malization. We generated a probe intensity scatterplot and β-value density plot; samples
with poor quality were excluded from further analyses [19,20]. For further downstream
analyses, the preprocessFunnorm function was utilized for functional normalization to re-
move biological and technical variation [21]. To identify differentially methylated positions
(DMPs), the dmpFinder function was used to test individual CpG sites for associations
between methylation level and the suicidal ideation severity phenotype. The dmpFinder
function performed univariate linear regressions of the C-SSRS score by each of the CpG
positions. Considering multiple testing, a significance threshold of p < 5.8 × 10−8 was
used to determine CpG sites that are significantly associated with the C-SSRS score.
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Differentially methylated regions (DMRs) were identified through the implementation
of the bumphunter function, with a methylation differential cut-off of 0.2 corresponding to
a 20% difference in p-values [21]. The utility of bump hunting allows for the consideration
of methylation levels between nearby CpG sites, and hence the identification of regions
that are differentially methylated [17,22]. For DMR, the p-value was used to determine
the significance of the association between candidate bumps and the C-SSRS score. For all
analyses, only autosomal positions and regions were included and no other probe fil-
tering were applied [23]. Cell composition was estimated using the Horvath algorithm
(https://horvath.genetics.ucla.edu/html/dnamage (accessed on 31 March 2022)).

3. Results
3.1. Demographic and Clinical Characteristics

Among our cohort of 112 participants, we found that 19 subjects, or approximately
16.8%, currently reported experiencing suicidal ideation, while the remaining 94 subjects
did not report suicidal ideation. The demographic and clinical variables from these par-
ticipants are summarized in Table 1. Consistent with previous findings, we identified
significant group differences between ideators and non-ideators with respect to psychosis
severity, depression, hopelessness, and perceived stress [1,5,24,25].

Table 1. Demographic and clinical variables in the study cohort presented as mean ± standard
deviation. Variables were also tested for group differences between subjects with and without current
suicidal ideation with the Mann-Whitney U test for continuous variables and the Chi-square test for
categorical variables.

Total (N = 112) Ideator
(n = 19)

Non-Ideator
(n = 93) p-Value

Sex (male/female) 11/8 59/34 0.377
Age (years) 44.7 ± 9.3 44.9 ± 12.8 0.961

Age-of-Onset (years) 21.2 ± 6.1 22.9 ± 6.8 0.345
Duration-of-Illness (years) 23.1 ± 9.9 21.5 ± 13.3 0.503

BPRS (Brief Psychiatric Rating Scale) 33.2 ± 7.8 28.3 ± 6.6 0.013
CDSS (Calgary Depression Scale

for Schizophrenia) 6.7 ± 5.3 2.8 ± 3.2 0.031

BHS (Beck Hopelessness Scale) 7.6 ± 6.8 4.1 ± 4.3 0.043
PSS (Perceived Stress Scale) 31.2 ± 6.6 24.1 ± 6.8 0.012

SAI (Schedule for Assessment of Insight) 11.1 ± 2.6 11.6 ± 3.1 0.707

3.2. Quality Control Assessments

The probe intensity scatterplot graphically represents the logarithm of the median
intensity of the methylated signal against the logarithm of the median intensity of the
unmethylated signal (Figure 1A). Typically, high-quality samples cluster together with
high median methylated and unmethylated intensities, whereas low-quality samples are
located separately from the main cluster at lower medians [26]. Our results indicated that
one sample was considered to be an outlier based on the above definitions. Following the
conversion of raw IDAT data into methylation levels, we then generated a β-value density
plot (Figure 1B), a visual representation that allows for the identification of sample outliers
with poor quality. We observed that there was an overall level of consistency in the density
plot, though one sample showed relatively poor quality. This was confirmed to be the same
subject as identified with the probe intensity scatterplot and was removed from further
analyses. The QC analysis confirms the findings illustrated in Figure 1A,B.
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Figure 1. (A): β-value density plot for quality control purposes. Each line represents the density
distribution of methylation levels for each CpG site throughout the genome. The number 0 and
associated green lines represent samples from subjects not reporting suicidal ideation, whereas the
number 1 and corresponding red lines represent samples from subjects reporting current suicidal
ideation. The two peaks in the distribution curve are seen near 0.0 and 1.0 and refer to the theoretical
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states of CpG sites being completely methylated or unmethylated. (B): Probe intensity scatterplot for
quality control purposes. The logarithm of median methylated and unmethylated signal intensities
was plotted. High quality appears to cluster with high signal intensities (black), whereas low-quality
samples are located separately from the main cluster with lower signal intensities (red). One sample
with bad quality was identified and indicated in red, along with the sample index number. The sample
index number allows for the identification of a given sample for removal in subsequent analyses.

3.3. Differentially Methylated Positions (DMPs)

The dmpFinder function was utilized to identify DMPs between subjects with and
without suicidal ideation, considering their suicidal ideation severity scores. As defined by
the C-SSRS, this continuous phenotype ranged from a score of zero to five, with increasing
severity. The ten most significant CpG sites that were identified using this approach are
reported in Table 2. Using LIMMA, we further analyzed the top ten CpG sites using a
regression model that incorporated age, sex, ethnicity, and plate and cell composition
(granulocytes, lymphocytes, and monocytes) as covariates. Only two of the top ten CpG
sites remained significant after the addition of covariates (Table 2). The association p-values
for all CpG sites across the genome before correction are graphically represented with
volcano and Manhattan plots (Figure 2). In the original analysis, we determined that
cg27077219, located within the LINC01356 gene on chromosome 1, was hypomethylated in
subjects experiencing current suicidal ideation. However, after covariate correction, this
CpG site was no longer significant.

Table 2. List of top ten differentially methylated positions (DMPs) associated with current suicidal
ideation severity. Methylation at these CpG sites were identified to be associated with suicidal
ideation severity, as a continuous phenotype, with a linear regression-based algorithm.

Chr Position CpG Site Gene p-Value β Coefficient p-Value after
Correction *

1 113392580 cg27077219 LINC01356 7.85 × 10−8 −0.600 0.247351
6 97285662 cg14723344 GPR63 3.85 × 10−7 −0.478 0.015739
1 153044071 cg13950674 SPRR2B 4.08 × 10−6 −0.851 9.9181 × 10−7

17 33772796 cg00888402 SLFN13 4.54 × 10−6 −0.766 0.000008
6 168629778 cg01801443 Intergenic 5.47 × 10−6 −0.306 0.000003

16 89299756 cg27334271 Intergenic 6.39 × 10−6 0.574 0.000029
10 30692613 cg02903852 Intergenic 7.65 × 10−6 0.302 0.001251
6 5951562 cg12116564 Intergenic 1.92 × 10−5 −0.257 6.2654 × 10−7

2 88355002 cg06459916 KRCC1 2.20 × 10−5 −0.305 0.178508
8 55380008 cg17993900 Intergenic 2.37 × 10−5 −0.188 0.005229

Chr = chromosome number; Position = base-pair coordinate of the CpG site; p-Value = significance of the differen-
tially methylated position associated with current suicidal ideation severity; β Coefficient = regression coefficient.
* Results corrected for age, sex, ethnicity, batch, monocyte count, lymphocyte count and granulocyte count.

3.4. Differentially Methylated Regions (DMRs)

In the investigation of DMRs with bumphunter, we identified a total of 575 regions that
were differentially methylated and nominally associated with current suicidal ideation.
A list of the ten most significant DMRs are shown in Table 3. The methylation difference
value represents the percent difference in methylation at a particular DMR between subjects
with and without suicidal ideation. Positive methylation differences were indicative of a
particular region being hypermethylated, and negative differences indicated hypomethyla-
tion of the DMR in subjects with current suicidal ideation. We report that a DMR located in
chromosome 10 with a start position at 79655482 was hypermethylated in subjects with
current suicidal ideation (top hit).
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Table 3. List of top ten differentially methylated regions (DMRs) associated with current suicidal
ideation. These regions were identified to be the most differentially methylated between subjects
with and without current suicidal ideation.

Chr Position Gene Methylation
Difference (%) p-Value

10 79655482 DLG5 27.78 1.04 × 10−3

1 2100232 CACNB4 27.65 1.14 × 10−3

12 49074303 KANSL2 −26.56 1.66 × 10−3

22 43168851 Intergenic −23.77 4.89 × 10−3

11 118022607 SCN4B −23.54 5.41 × 10−3

13 103423502 TEX30 −23.53 5.41 × 10−3

9 135937572 CEL −22.90 7.59 × 10−3

1 152572665 LCE3C −15.32 7.80 × 10−3

12 123757860 CDK2AP1 21.95 9.88 × 10−3

1 152586240 LCE3B −21.63 1.10 × 10−2

Chr = chromosome number; Position = base-pair coordinate of the beginning of the DMR; Methylation
Difference = difference in the methylation levels (%) between subjects with and without suicidal ideation;
p-Value = significance of the differentially methylated region associated with current suicidal ideation.
Nominal p-value presented.

4. Discussion

In the present study, we assessed differential DNA methylation across the genome at
the level of individual positions (DMPs) and regions (DMRs). To the best of our knowledge,
this study is the first to investigate genome-wide methylation in relation to suicidal ideation
severity in schizophrenia. We identified several DMPs and DMRs associated with suicidal
ideation severity, although there was no consistency between DMR and DMP analyses
and we were unable to conclude that these findings were significant at the genome-wide
level. When applying a Bonferroni correction for 850,000 CpG sites, as in the DMP test, the
genome-wide significance would require a p < 5.8 × 10−8. For the DMRs, the threshold
would be less stringent. Considering that the human genome has approximately 30,000 CpG
islands [27], the genome-wide significance would require a p < 1.6 × 10−6. Our top DMPs
and DMRs were therefore only found to have suggestive levels of significance at the
genome-wide level since they were not corrected for multiple tests.

Previous studies on DNA methylation and suicidal behavior have specifically pointed
to hypomethylation of the NR3C1 gene [10]. However, we were unable to find sim-
ilar results in our analysis of DNA methylation and current suicide ideation severity.
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Moreover, the CpG sites highlighted in our study also did not coincide with a previously
published genome-wide methylation study on suicide attempts [9]. Additionally, a recent
genome-wide methylation analysis showed hypomethylation of the PSORS1C3 in suicide
victims, although we were unable to find similar results [28].

Despite these results, our study had several strengths. From a technical standpoint, we
utilized the latest Infinium® MethylationEPIC BeadChip array with the most comprehen-
sive coverage of over 850,000 CpG sites, compared to previous generations of methylation
arrays which covered either only 450,000 or 27,000 sites. The MethylationEPIC array re-
moved approximately 10% of CpG sites found in the 450K chip due to poor performance,
and among others, added 333,265 CpG sites located on intergenic and gene enhancer
regions [29,30]. Prior to the identification of DMPs and DMRs, we conducted an array of
quality control assessments to identify and remove samples of poor quality, as well as extra
steps to process and normalize methylation measures.

Furthermore, our study design considered both differentially methylated positions
(DMPs) and regions (DMRs) in an annotation-free approach. We were not the first to utilize
these methods, with another study identifying both DMPs and DMRs associated with
psychotic experiences [31]. Nonetheless, it is a strength of this study. In fact, it was even
suggested that both approaches be run in tandem, since individual DMPs are not necessarily
evenly spaced across the genome, and in many cases are not located within 1 kbp of a neigh-
boring site [32]. While the identification of DMPs is certainly of interest, the region analysis
is generally considered more robust than individual probes. Bump hunting for regions that
are differentially methylated is more likely to identify differentially expressed genes than
probing for individual CpG sites within the genome [19]. The identified genes would then
have the potential to lead to the identification of downstream associated pathways and a
greater understanding of etiological factors contributing to suicidal ideation.

Several limitations are present in this study. While our study had a reasonable size,
a larger sample would have been indicated for improved interpretation of genome-wide
results [33]. Furthermore, in the investigation of psychotic experiences mentioned above,
the authors utilized a sample size of 845 participants [31]. Further studies with increased
sample sizes are thus required. Additionally, the present study employs a cross-sectional
design to investigate DNA methylation in relation to the severity of suicidal ideation;
however, the causal impact of DNA methylation should be investigated longitudinally
in the future so that additional factors such as financial, health, and family stress can be
analyzed. Probes that are directly affected by SNPs, such as those associated with suicidality
or schizophrenia, should be included in further investigations. Finally, future studies
should examine methylation change in post-mortem neural tissue, especially considering
the fact that genetic liability of schizophrenia has long been emphasized, with gray matter
reductions in the anterior cingulate being reported as a marker of genetic liability for
psychosis [34]. Although previous literature demonstrates that there is a limited, albeit
significant degree of correspondence between peripheral blood methylation and brain
methylation, causal effects should be interpreted as tentative since CpG sites may differ by
tissue type.

5. Conclusions

We investigated individual sites and regions across the genome that were differen-
tially methylated in association with current suicidal ideation severity. While the present
hypothesis-free study did not determine any positions or regions differentially methylated
that were significant at the genome-wide level, our findings suggest trends toward signifi-
cance. While epigenome-wide association studies are still in their infancy, further work
is required to replicate, support, and validate our findings presented here. The present
analysis can be further expanded to determine the clinical utility of using genome-wide
methylation markers to determine current suicide ideation severity.
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In conclusion, despite the lack of statistical power to discover genome-wide changes
for biomarker identification, this study might stimulate further investigation addressing
the biological relevance of genome-wide methylation in psychiatric disorders.
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Abstract: Background and Purpose: While impacts of the pandemic on family well-being have been
documented in the literature, little is known about the psychological challenges faced by children and
their parents as schools reopen after mandated closures. Therefore, the purpose of this study was to
determine if sending children back to in-person school impacts the mental health of parents and the
perceived mental health of their children. Methods: This cross-sectional descriptive study recruited
a nationally representative, non-probability sample of parents or guardians (n = 2100) of children
attending grades K-12 in the United States (U.S.) through a 58-item web-based survey. The univariate,
bivariate, and multivariate statistical tests were used to analyze the data. Results: The mean scores
of parental Coronavirus anxiety and Coronavirus obsession were significantly different between
race/ethnic groups of parents. Parents with children going to private schools had significantly higher
mean scores for Coronavirus anxiety and obsession compared to parents whose children are attending
public schools. Nearly 55% of parental Coronavirus anxiety was explained by the generalized anxiety,
separation anxiety, child’s vulnerability to infection, and school type of the child. Similarly, 52% of
parental Coronavirus obsession was explained by the generalized anxiety, separation anxiety, child’s
vulnerability to infection, and social phobia of the children. Conclusions: The COVID-19 pandemic
has a substantial impact on psychological well-being of parents and their school-going children.
Findings of this study will inform policy makers in developing targeted interventions to address
unique needs of families with school-going children.

Keywords: COVID-19; K-12; coronavirus anxiety; coronavirus obsession; psychosocial impact

1. Introduction

COVID-19 has negatively impacted mental health outcomes around the world. The
pandemic has been associated with an increase in mental health disorders, elevated anxiety,
and an overall disruption to the delivery of mental health services in most countries [1–3].
According to UNICEF (2021), one in five of individuals ages 15–24 reported feeling de-
pressed and experiencing anhedonia (the inability to feel pleasure) during the pandemic [4].
Within the United States (U.S.), an increase in mental health disorders and symptoms have
been attributed to COVID-19; communities of color, women, immigrants, and parents with
school going children present higher rates of psychological symptoms [5–7].

While American adults were eight times more likely to suffer severe mental distress
during the pandemic, adult caregivers and households with children reported even worse
outcomes, including increased anxiety and depression-related symptoms, higher rates
of substance use, and elevated suicidal ideation [5,8,9]. Almost half of parents reported
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higher levels of stress during the pandemic, and this rate increased to over 60% for parents
with children attending remote learning environments [10]. In addition, nearly 50% of
mothers whose children attended remote learning environments reported a decline in
mental health, compared to 30% of fathers. Parents were more likely to access mental
health services during the pandemic than non-parents with 75% of parents indicating a
need for increased emotional support [10]. Parents were also more likely than non-parents
to have been diagnosed with a mental health disorder and exhibited high rates of anxiety,
depression, and burnout during the pandemic [10,11]. Job loss, health issues, and death of
loved ones were attributed to lower levels of pandemic-related resilience and exacerbated
mental health issues among parents [12]. The previous research highlighted a need for
emotional, financial, and caregiving support to ease burdens on parents [11–13].

While 54% of parents indicated that their children could benefit from mental health
services, considerably less is known about the needs and wellbeing of school going children
during COVID-19 [10]. However, studies do show that COVID-19 reduced family function-
ing and children’s psychological wellbeing. He et al. found that caregiver stress during
the pandemic was felt by many children, who internalized household discord and felt
responsible for causing it [14]. Female students and older students have exhibited higher
levels of anxiety during the pandemic [15]. In Canada, a quarter of children returning to
in-person school had stress level above the critical threshold [16]. Further, nearly 25% of
high school students in schools with closures reported elevated levels of pandemic-related
worry, with students of color, low-income students, students in higher grades, and female
students exhibiting the highest rates of COVID-19-related concerns [17]. As people of color
and people with low income experienced higher rates of COVID-19, the elevated levels of
pandemic-related worry among students of color and low-income students are additional
pandemic-related disparities [17].

While pandemic impacts on family wellbeing have been documented in the liter-
ature [10–15], little is known about the mental health challenges faced by children and
their parents as schools across the country reopen after mandated closures. Therefore, the
purpose of this study was to determine if sending children back to in-person school impacts
the mental health of parents and the perceived mental health of their children as they return
to school. Due to the established relationship between child–parent anxiety and phobias,
we wanted to understand this relationship within the context of COVID-19 and children’s
return to school [18]. Here, we explore the association between parental COVID-19 anxiety,
obsession, and anxiety (generalized and separation) and social phobia in their children. As
schools reopened across the country and children transitioned away from home schooling,
we hypothesized that their generalized anxiety, separation anxiety, and social phobia would
be associated with COVID-19 anxiety and obsession in their parents.

2. Materials and Methods
2.1. Study Design and Eligibility Criteria

This cross-sectional descriptive study recruited a nationally representative sample
of parents or guardians of children who were enrolled in grades K-12 (kindergarten,
elementary, middle, high school) in the U.S. In addition, only participants who could
comprehend English and were capable of providing voluntary consent were included in
this study.

2.2. Data Collection and Sampling Procedure

Data were collected between November and December 2021. This study utilized a
commercial service offered through the Qualtrics Research Marketing Team to manage the
data collection. A contractual agreement was established between the study’s investigators
and Qualtrics to recruit a quota sample that would mirror the U.S. Census with regard to
gender, race, and region of the country of participating parents. Qualtrics recruited a high-
quality sample through multiple avenues, including apps, games, social media platforms,
and their dashboard-type system. A detailed sampling strategy used by the Qualtrics can be
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found at https://www.qualtrics.com/panels-project/ (accessed on 18 January 2022) [19].
A few screening questions related to the study’s inclusion criteria were asked at the start
of the survey to determine eligibility of the participants and to prevent response bias. If
participants did not self-identify as a parent or guardian of a child going to school in grades
K-12, the survey was programmed to automatically terminate. Given the use of multiple
sources for the data collection, calculation of the response rate was not possible. Eligible
participants who completed the survey were given incentives per terms and conditions set
forth by Qualtrics and its data collection partners.

2.3. Ethical Considerations

This study (protocol ID: UNLV-2021-223 dated 2 December 2021) was granted an
exempt status from the Institutional Review Board at the University of Nevada, Las Vegas.
This study was exempted under category 2, as it includes protocols survey procedures,
interviews, observation of public behavior, etc. Participants were provided detailed infor-
mation about the study objectives, and participation was voluntary. Personal identifiers of
the participants were not collected to abide by the ethical guidelines.

2.4. Quality Assurance of Data

The Qualtrics Research Marketing Team provided a complete dataset with only com-
plete survey responses as a part of the contractual agreement. Qualtrics first collected only
10 percent of the total sample size as a part of a “soft launch” to identify any potential
discrepancies before the full data set was collected [19]. Once the data quality was assessed
by the study’s investigators, the rest (90%) of the sample was collected. Algorithms such
as digital fingerprinting and “prevent ballot-box stuffing” were used to ensure unique re-
sponses (only one response per participant). Once the data collection effort was completed,
investigators were given an additional 7 days to review the quality of the data.

2.5. Survey Instrument

The 58-item questionnaire included 5 items related to parental Coronavirus anxiety,
(Appendix A.1), 4 items related to parental Coronavirus obsession (Appendix A.2), and
22 items to measure separate anxiety, social phobia, and generalized anxiety among chil-
dren using the Revised Child Anxiety Disorder Scale-Parent version (RCADS-P) [20–23].
As described by the previous studies, Coronavirus anxiety is an unhealthy state of mind,
which stems from behavioral and psychological reactions following exacerbation of fear
and worries related to coronavirus and its stimuli [24]. Coronavirus, on the other hand, is
repetitive and maladaptive thinking about COVID-19 most of the time (Lee, 2020a; Lee
2020b; Chen et al., 2021). The remaining items were related to school safety measures and
demographics of parents and their youngest child. Both Coronavirus anxiety and obsession
were measured on a 5-point Likert scale ranging from “not at all” (0) to “nearly every
day over the last 2 weeks” (4) [20,21]. Separation anxiety, social phobia, and generalized
anxiety were measured on a 4-point Likert scale ranging from “never” (0), “sometimes” (1),
“often” (2), and “always” (3) [19]. The RCADS-P has a good internal consistency, test–retest
reliability, and construct validity [22,23].

2.6. Sample Size Justification

Prior to running analyses, the minimum sample size required was predetermined
using the formula n = (z)2 p (1 − p)/d2 with a 95% confidence interval (alpha = 0.05,
Z = 1.96), and a margin of error d = 5% [25]. This sample size calculation used the normal
approximation to the binomial distribution [21]. The proportion (p) of worst mental health
symptoms among parents of school going children was 27% in June 2020 based on the
data reported by a study performed by Patrick et al. [26]. The estimated sample size
after accounting for 10% non-response was 334. We also predetermined our sample size
separately for t, chi-square, ANOVA, and multiple regression tests by using “small” Cohen’s
effect size conventions (effect size = 0.1 for t-tests, chi square, one-way ANOVA; 0.02 for
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linear regression with 10 predictors) [27]. The total sample size estimated with a power
of 0.95 for was 1289, 1979, 1865, and 1229 for t test, chi square, one-way ANOVA, and
linear regression test, respectively. The sample size with the greatest value (n = 1.979) was
considered appropriate since it satisfies the minimum requirement of all the statistical
tests used.

2.7. Data Analysis

SPSS software v.26 (IBM Corp.: Armonk, NY, USA) was used to analyze the data.
Univariate statistics were used to describe the sample population. Independent-samples-t-
test/Welch test or one-way ANOVA was used to draw group comparisons for continuous
outcomes. Homogeneity of variance assumption was assessed by the Levene’s test. Tukey
or Games–Howell analysis was conducted to derive multiple group comparisons (wherever
appropriate). The Pearson test was conducted to assess bivariate associations. Two models
of multiple linear regression were fit to predict parental Coronavirus anxiety and obsession
by parent demography, child demography, school characteristics, and the child’s general-
ized anxiety, social phobia, and separation anxiety. All independent variables, including
the polytomous variables, were dummy coded to aid in the accurate computations of
regression coefficients and slopes. A Checklist for Statistical Assessment of Medical Papers
(CHAMP statement) was used for our reporting [28]. The significance level was set at 5%.
A detailed methodology can be seen in Figure 1.
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3. Results
3.1. Univariate Statistics

A total of 2100 parents completed the survey. The mean age of the participants was
49.9 ± 11.2 years. The gender, race/ethnicity, and regional distribution was comparable
to the U.S. Census parameters. Over thirty percent of parents had a 4-year college degree
followed by nearly 27% reporting they had attended some college (Table 1). Over sixty
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percent of parents were married and had full-time paid jobs (Table 1). As reported by the
parents, nearly 51% of children were male as compared to 47% being female (Table 2). The
mean age of the youngest child reported was 9.10 ± 4.11 years and over 40% of children
were attending elementary school (Table 2). A larger proportion (83.4%) of parents reported
having their children attending public schools. Over 35% of parents reported having a
child vulnerable to infections or were living with a vulnerable family member. Nearly 57%
of parents relied on local health departments for COVID-19 related information.

Table 1. Demographic characteristics of the respondents (n = 2100).

Variable Categories n (%) 95% CI (LCL, UCL)

Age (Mean ± SD) - 49.9 ± 11.2 49.4, 50.4
Gender Female 1065 (50.7) 48.5, 52.9

Male 999 (47.6) 45.4, 49.7
Other, including non-binary, Transgender 29 (1.4) 0.93, 2.0

Race/ethnicity

Non-Hispanic White 1197 (57.0) 54.9, 59.1
Non-Hispanic Black 273 (13.0) 11.6, 14.5

Hispanic 378 (18.0) 16.4, 19.7
Asian or Pacific Islanders 126 (6.0) 5.0, 7.1

Other 126 (6.0) 5.0, 7.1

Education

Some high school 54 (2.6) 1.9, 3.3
High school diploma or GED 417 (19.9) 18.2, 21.6

Some College 560 (26.7) 24.8, 28.6
4-year college degree 656 (31.2) 29.3, 33.3
Graduate level degree 383 (18.2) 16.6, 19.9

Other 30 (1.4) 1.0, 2.0

Marital status

Married 1294 (61.6) 59.5, 63.7
Single, never married 364 (17.3) 15.7, 19.0
Divorced or Separated 192 (9.1) 7.9, 10.5

Widowed 42 (2.0) 1.4, 2.7
A member of an unmarried couple 208 (9.9) 8.6, 11.3

Employment status

Full-time paid job 1390 (66.2) 64.1, 68.2
Part-time paid job 175 (8.3) 7.2, 9.6

Self-employed 146 (7.0) 5.9, 8.1
Unable to work 103 (4.9) 4.0, 5.9

Unemployed and looking for work 104 (5.0) 4.1, 5.9
Unemployed but not looking for work
(e.g., retired, homemaker, student, etc.) 182 (8.7) 7.5, 10.0

Annual Gross Income

0 to $10,000 153 (7.3) 6.2, 8.5
$10,001 to $25,000 202 (9.6) 8.4, 11.0
$25,001 to $50,000 473 (22.5) 20.8, 24.4

$50,001 to $100,000 606 (28.9) 26.9, 30.9
$100,001 to $250,000 528 (25.1) 23.3, 27.1

>$250,001 111 (5.3) 4.4, 6.3

Region

Midwest 448 (21.3) 19.6, 23.2
Northeast 358 (17.0) 15.5, 18.7

South 819 (39.0) 36.9, 41.1
West 475 (22.6) 20.8, 24.5

SD: Standard Deviation; CI: Confidence interval; LCL: Lower Confidence Level; UCL: Upper Confidence Level.
The percentages may not add up to 100% for some variables (e.g., gender and income), as a few participants
preferred not to say.
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Table 2. Characteristics of family and youngest school going child as reported by parent respondents
(n = 2100).

Variable Categories n (%) 95% CI (LCL, UCL)

Age of the youngest child (Mean ± SD) - 9.10 ± 4.11 8.93, 9.27

Gender of the youngest child
Female 983 (46.8) 44.7, 49.0
Male 1077 (51.3) 49.1, 53.4

Other, including non-binary,
transgender 26 (1.2) 0.8, 1.8

School type of the youngest child Private 349 (16.6) 15.1, 18.3
Public 1751 (83.4) 81.7, 85.0

School level of the youngest child

Kindergarten 536 (25.5) 23.7, 27.5
Elementary 852 (40.6) 38.5, 42.7

Middle school 357 (17.0) 15.4, 18.7
High school 355 (16.9) 15.3, 18.6

Vulnerability of the youngest child
to infections

Yes 741 (35.3) 33.2, 37.4
No 1094 (52.1) 50.0, 54.3

Not sure 265 (12.6) 11.2, 14.1

Living with vulnerable family member Yes 755 (36.0) 33.9, 38.1
No 1345 (64.0) 62.0, 66.1

Friends/family tested positive for
COVID-19

Yes 955 (45.5) 43.3, 47.6
No 1129 (53.8) 51.6, 55.9

COVID-19 information source

Local health department 1194 (56.9) 54.7, 58.9
School administration 367 (17.5) 15.9, 19.2

Parent association 205 (9.8) 8.5, 11.1
Superintendent or official
district communications 166 (7.9) 6.8, 9.1

The percentages may not add up to 100% for some variables (e.g., gender and family member tested positive for
COVID-19), as a few participants preferred not to say. CI: Confidence interval; LCL: Lower Confidence Level;
UCL: Upper Confidence Level.

3.2. Bivariate Statistics

A Welch-t-test was run to determine if there were differences in mean scores of
Coronavirus anxiety, Coronavirus obsession, children separation anxiety, and generalized
anxiety by parental gender. There were no outliers in the data, as assessed by inspection
of a boxplot. All scores for each level of gender were normally distributed, as assessed
by Shapiro–Wilk’s test (p > 0.05), and there was no homogeneity of variances as assessed
by Levene’s test for equality of variances (p < 0.05). For social phobia, the assumption of
homogeneity of variance was not met (p > 0.564), for which an independent-samples-t-test
was used to compare the means. The differences in the means scores of parental Coronavirus
anxiety and Coronavirus obsession, and children separation anxiety, social phobia, and
generalized anxiety by parental gender, were not significant (Table 3). A one-way Welch
ANOVA was conducted to compare mean scores among different race/ethnic groups of
parents. There were no outliers, and the data were normally distributed for each group,
as assessed by boxplot and Shapiro–Wilk test (p > 0.05), respectively. Homogeneity of
variances was violated, as assessed by Levene’s Test of Homogeneity of Variance (p < 0.001).
Coronavirus anxiety, Welch’ F (3, 2096) = 14.829, p < 0.001, ω2 = 0.02, and Coronavirus
obsession, F (3, 2096) = 8.536, p < 0.001, ω2 = 0.011, scores were significantly different
between race/ethnic groups of parents. Coronavirus anxiety score increased from the
other group (M = 3.30, SD = 4.37) to the Black (M = 4.20, SD = 4.96), White (M = 4.60,
SD = 5.24), and Hispanic (M = 6.00, SD = 5.32) groups, in that order. Games-Howell
post hoc analysis revealed that the mean score increases from Black to Hispanic (1.77,
95% CI [0.72, 2.82]), White to Hispanic (1.36, 95% CI [0.55, 2.17]), as well as White to other
(1.30, 95% CI [0.49, 2.11]) were significant. Similarly, the mean scores of separation anxiety,
social phobia, and generalized anxiety of children (reported by parents) were significantly
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different, with Hispanic parents reporting the highest scores (Table 3). The assumption of
homogeneity of variance was met for groups of parents living in different regions (p = 0.06).
By regional location of parents, only Coronavirus obsession mean scores were significantly
different. F (3, 2096) = 3.455, p = 0.02,ω2 = 0.003. Games-Howell post hoc analysis revealed
that the mean increases from Midwest to Northeast region (0.93, 95% CI [0.14, 1.72]), as well
as Midwest to Southern region (0.67, 95% CI [0.017, 1.33]) were significant (p < 0.05). There
was no homogeneity of variances in, as assessed by Levene’s test for equality of variances
(p < 0.05) by school type. Parents with children going to private schools had significantly
higher mean scores for Coronavirus anxiety and obsession compared with parents whose
children are attending public schools (Table 3). In addition, parents of children going to
private schools reported that their children had higher separation anxiety, social phobia,
and generalized anxiety as compared to those going to public schools (Table 3). Children’s
separation anxiety (as reported by the parents), F (3, 2096) = 15 139, p < 0.001,ω2 = 0.020,
scores were significantly different by school level of the children. Separation anxiety
score decreased from the Kindergarten (M = 7.05, SD = 5.19) to the Elementary (M = 6.17,
SD = 5.00), Middle (M = 5.81, SD = 5.78), and High (M = 4.67, SD = 5.29) school level, in
that order. The mean scores of all the constructs were significantly different by the gender
of the child with parents having male children and other gender identities reporting higher
scores for coronavirus anxiety and obsession (Table 3).

Table 3. Group-wise comparisons for parental and children anxiety as reported by parents (n = 2100).

Variable Groups Coronavirus Anxiety Coronavirus
Obsession Separation Anxiety Social Phobia Generalized Anxiety

M ± SD p Value M ± SD p Value M ± SD p Value M ± SD p Value M ± SD p Value

Gender of the
parent

Male 4.64 ± 5.42 0.8 4.60 ± 4.66 0.3 6.21 ± 5.61 0.2 8.93 ± 6.68 0.6 5.22 ± 4.73 0.8
Female 4.60 ± 4.93 4.39 ± 4.23 5.93 ± 4.98 9.07 ± 6.55 5.19 ± 4.43

Race/ethnicity
of the parent

White 4.60 ± 5.24 <0.001 4.37 ± 4.48 <0.001 6.12 ± 5.36 <0.001 9.18 ± 6.46 <0.001 5.33 ± 4.54 <0.001
Black 4.20 ± 4.96 4.38 ± 4.39 5.62 ± 5.26 8.34 ± 7.03 4.45 ± 4.31

Hispanic 6.00 ± 5.32 5.51 ± 4.51 7.07 ± 5.31 10.09 ± 6.89 6.27 ± 4.87
Other 3.30 ± 4.37 3.89 ± 4.01 4.91 ± 4.68 7.46 ± 6.07 4.06 ± 4.26

Region

Northeast 5.05 ± 5.30 0.05 * 4.93 ± 4.43 0.02 6.37 ± 5.62 0.08 9.37 ± 7.08 0.3 5.53 ± 4.94 0.09
South 4.74 ± 5.15 4.67 ± 4.52 6.12 ± 5.16 8.89 ± 6.48 5.13 ± 4.48
West 4.66 ± 5.29 4.44 ± 4.48 6.31 ± 5.50 9.33 ± 6.90 5.53 ± 4.84

Midwest 4.07 ± 4.94 3.99 ± 4.24 5.54 ± 4.99 8.66 ± 6.11 4.88 ± 4.16

School type Public 4.40 ± 5.06 <0.001 4.38 ± 4.39 0.002 5.85 ± 5.19 <0.001 8.84 ± 6.50 0.005 5.10 ± 4.46 0.006
Private 5.81 ± 5.53 5.21 ± 4.63 7.25 ± 5.64 9.98 ± 7.04 5.91 ± 5.12

School level

Kindergarten 5.05 ± 5.25 0.2 4.75 ± 4.45 0.4 7.05 ± 5.19 <0.001 8.48 ± 6.66 0.09 4.90 ± 4.59 0.2
Elementary 4.53 ± 5.00 4.47 ± 4.27 6.17 ± 5.00 9.14 ± 6.25 5.28 ± 4.33

Middle school 4.63 ± 5.30 4.55 ± 4.61 5.81 ± 5.78 9.59 ± 6.97 5.56 ± 4.89
High school 4.25 ± 5.28 4.24 ± 4.57 4.67 ± 5.29 9.00 ± 6.95 5.30 ± 4.83

Gender of the
youngest child

Male 4.77 ± 5.20 <0.001 4.58 ± 4.50 0.03 6.27 ± 5.44 0.04 9.20 ± 6.65 0.003 5.45 ± 4.64 <0.001
Female 4.37 ± 5.07 4.38 ± 4.33 5.82 ± 5.11 8.74 ± 6.55 4.91 ± 4.47
Other 8.35 ± 6.01 6.62 ± 4.64 7.73 ± 5.30 12.96 ± 5.62 9.23 ± 4.65

Note: For two groups comparisons, independent-sample-t-test was conducted. For more than two groups,
one-way ANOVA was conducted. Bolded p values are significant <0.05 level. * p < 0.05.

Table 4 shows the Pearson correlation coefficient matrix of all continuous variables.
Parental Coronavirus anxiety was directly and strongly correlated with Coronavirus obses-
sion (r = 0.83, p < 0.01), separation anxiety of the child (r = 0.71, p < 0.01), and had direct
moderate correlation with social phobia (r = 0.62, p < 0.01), and generalized anxiety of the
child (r = 0.66, p < 0.01). Parental age was negatively or indirectly correlated with parental
anxiety and obsession as well as separation anxiety, social phobia, and generalized anxiety
of the child.
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Table 4. Pearson correlations, and reliability estimates for study variables in the sample (n = 2100).

Variables 1 2 3 4 5 6

1. Coronavirus anxiety of parents 1 0.83 ** 0.71 ** 0.62 ** 0.66 ** −0.14 **
2. Coronavirus obsession of parents 0.83 ** 1 0.70 ** 0.62 ** 0.64 ** −0.13 **
3. Separation anxiety of child 0.71 ** 0.70 1 0.75 ** 0.76 ** −0.19 **
4. Social phobia of child 0.62 ** 0.62 ** 0.75 ** 1 0.82 ** −0.12 **
5. Generalized anxiety of child 0.66 ** 0.64 ** 0.76 ** 0.82 ** 1 −0.11 **
6. Parental age −0.14 ** −0.14 ** −0.19 ** −0.12 ** −0.11 ** 1
Cronbach’s Alpha 0.915 0.895 0.901 0.925 0.918 -

** p < 0.01.

3.3. Multiple Linear Regression

For two models with parental Coronavirus anxiety and Coronavirus obsession as
dependent variables, there was independence of residuals, as assessed by a Durbin–Watson
statistic nearly 2. There was homoscedasticity, as assessed by visual inspection of a plot
of studentized residuals versus unstandardized predicted values. There was no evidence
of multicollinearity, as assessed by tolerance values greater than 0.1. There were no stu-
dentized deleted residuals greater than ±3 standard deviations, no leverage values greater
than 0.2, and values for Cook’s distance above 1. The assumption of normality was met,
as assessed by a P-P Plot (Appendix B.1. and Appendix B.2). The multiple regression
model was significant for parental coronavirus anxiety, F (15, 2048) = 169.051, p < 0.001, adj.
R2 = 0.55. Only generalized anxiety of the child, separation anxiety of the child, child’s
vulnerability to infection, and school type variables added significantly to the prediction,
p < 0.05. Regression coefficients and standard errors can be found in Table 5. The multiple
regression model was significant for parental coronavirus obsession, F (15, 2048) = 151.182,
p < 0.001, adj. R2 = 0.522. Only generalized anxiety, separation anxiety, child’s vulnerability
to infection, and social phobia variables added significantly to the prediction, p < 0.05.
Regression coefficients and standard errors can be found in Table 6.

Table 5. Multiple regression results for Coronavirus anxiety among parents.

Variables B 95% CI for B SE B β R2 ∆R2

LL UL

Model - 0.553 0.550 **
Constant −0.020 −0.826 0.785 0.411 -

Parental gender (ref: female) −0.157 −0.494 0.179 0.172 −0.015
Parental age −0.007 −0.023 0.010 0.009 −0.012

Race/ethnicity of the parent, white (ref: black) 0.016 −0.454 0.486 0.240 0.002
Race/ethnicity of the parent, Hispanic (ref: black) 0.540 −0.016 1.096 0.283 0.040

Race/ethnicity of the parent, other (ref: black) −0.379 −0.985 0.226 0.309 −0.024
Child gender, male (ref: female) 0.070 −0.257 0.397 0.167 0.007
Child gender, other (ref: female) 1.870 −0.044 3.784 0.976 0.029

Child’s vulnerability to infections (ref: No) 0.768 0.433 0.999 0.171 0.071 **
School type (ref: public) 0.460 0.051 0.869 0.209 0.028 *

School level, elementary (ref: kindergarten) −0.128 −0.517 0.260 0.198 −0.012
School level, middle (ref: kindergarten) 0.052 −0.436 0.541 0.249 0.004

School level, high (ref: kindergarten) 0.312 −0.194 0.819 0.258 0.023
Social phobia of child 0.042 * 0.002 −0.084 0.022 0.053

Generalized anxiety of child 0.25 ** 0.19 0.32 0.032 0.22 **
Separation anxiety of the child 0.467 ** 0.417 0.52 0.025 0.48 **

Note. Model = “Enter” method in SPSS Statistics; B = Unstandardized regression coefficient; CI = confidence
interval; LL = lower limit; UL = upper limit; SE B = Standard error of the coefficient; β = standardized coefficient;
R2 = coefficient of determination; ∆ R2 = adjusted R; * p < 0.05; ** p < 0.01.
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Table 6. Multiple regression results for Coronavirus obsession among parents.

Variables B 95% CI for B SE B β R2 ∆ R2

LL UL

Model - 0.525 0.522 **
Constant 0.731 0.018 1.444 0.364

Parental gender (ref: female) 0.166 −0.132 0.464 0.152 0.019
Parental age −0.008 −0.023 0.007 0.008 −0.018

Race/ethnicity of the parent, white (ref: black) −0.325 −0.741 0.091 0.212 −0.036
Race/ethnicity of the parent, Hispanic (ref: black) 0.139 −0.353 0.631 0.251 0.012

Race/ethnicity of the parent, other (ref: black) 0.013 −0.523 0.549 0.273 0.001
Child gender, male (ref: female) −0.174 −0.464 0.116 0.148 −0.020
Child gender, other (ref: female) −0.145 −1.839 1.550 0.864 −0.003

Child’s vulnerability to infections (Ref: No) 0.653 ** 0.357 0.950 0.151 0.070 **
School type (ref: public) 0.053 −0.310 0.415 0.185 0.004

School level, elementary (ref: kindergarten) 0.009 −0.335 0.353 0.175 0.001
School level, middle (ref: kindergarten) 0.126 −0.306 0.559 0.221 0.011

School level, high (ref: kindergarten) 0.357 −0.092 0.805 0.229 0.030
Social phobia of child 0.086 ** 0.048 0.123 0.019 0.128 **

Generalized anxiety of child 0.176 ** 0.120 0.232 0.029 0.181 **
Separation anxiety of the child 0.369 ** 0.326 0.413 0.022 0.440 **

Note. Model = “Enter” method in SPSS Statistics; B = Unstandardized regression coefficient; CI = confidence
interval; LL = lower limit; UL = upper limit; SE B = Standard error of the coefficient; β = standardized coefficient;
R2 = coefficient of determination; ∆R2 = adjusted R; ** p < 0.01.

4. Discussion

This study yielded several interesting findings. First, there was a variation in parental
COVID-19 anxiety and obsession as well as child separation anxiety, social phobia, and
generalized anxiety based on the parent’s race/ethnicity, with Hispanic parents reporting
the highest scores for all variables. Hispanic and Latino populations in the U.S. have
been disproportionately impacted by COVID-19 [29]. Compared with White people, His-
panic/Latino people have had 1.5 times more cases, 2.4 times more hospitalizations, and
1.9 times more deaths [25]. These disparities in COVID-19 cases, hospitalizations, and
deaths may have influenced Hispanic/Latino parents’ COVID-19 anxiety and obsession
and their children’s anxiety and social phobia. Another study found that Hispanic parents
were less likely to support schools reopening full-time/in person and were more likely to
support homeschooling until a vaccine was available and mask mandates in school than
White parents [29,30]. Additionally, one study of Latino parenting styles revealed that
the majority of parents had a protective/warm parenting style, while another found that
Latino parents are more likely to have a family focused parenting style with high scores
for involvement, monitoring, agency, and familismo (the cultural orientation and sense of
obligation to family) [31–34]. These might explain higher scores for COVID-19 anxiety and
obsession among this parent group compared with the other groups.

COVID-19 obsession among parents varied by region, with parents living in the
Northeast having the highest scores and parents living in the Midwest having the lowest
scores. This may have been impacted by the rates of disease or the political response such
as mask or vaccine mandate variations within the regions. The Northeast, which includes
New York, was hit hard by the pandemic in the early months. This may have influenced
people’s attitudes about the seriousness of COVID-19 in the Northeast region [35]. Recent
hotspot trends in COVID-19 cases show relatively low cases in the Midwest region of the
country compared with other regions [35]. This may be a result of population density,
as many of the Midwest states have large rural areas. People in the Midwest might not
feel as threatened by COVID-19 as people living in the more densely packed Northeast
part of the country. Interestingly, the Northeast was reported to have the highest rate of
mask wearing than other regions in the U.S. in June of 2020 [36]. Additionally, states that
comprise the Northeast regions have the highest rates of vaccination according to the Johns
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Hopkins COVID Resource Center [37]. This higher COVID-19 vigilance may have led to
more persistent thoughts about COVID-19 among people in the Northeast. Lastly, the
survey took a few weeks to conduct, and COVID rates were in a constant state of flux
in November and December, 2021. These differences could have affected responses. For
example, news coverage of a pediatric death in the community could have driven people
to be more worried that day

Parents whose children attended private school had higher scores for all constructs
than parents whose children attended public schools. A large survey of school attendance
in the U.S. during November–December of 2020 found that children attending private
school were much more likely to attend school fully in-person and face to face (60%)
compared with students in public school with virtual attendance (25%) [38]. Another study
found that attending a private school is associated with almost a 40% increase in attending
school fully in-person and almost a 30% decrease in attending school fully remotely when
compared with public school attendance. These differences in full in-person attendance
may have heightened parents’ anxiety and obsession with COVID-19 as well have been
associated with children’s anxiety and social phobia. On the other hand, some parents who
were anxious about COVID-19 and how prevention strategies were being handled in the
public-school system sought out private school for their children [38]. Additionally, parents
of children who have social phobia or generalized anxiety may be more likely to send their
children to private school because of smaller class sizes and more resources for children
with special needs, which may explain some of the difference in the reported children’s
anxiety and social phobia scores [39].

Parents’ COVID-19 anxiety was significantly associated with their child’s reported
generalized anxiety and separation anxiety while parents’ COVID-19 obsession was sig-
nificantly associated with their child’s reported generalized anxiety, separation anxiety,
and social phobia. Due to the cross-sectional nature of this study, we cannot say if parents’
COVID-19 anxiety and obsession resulted in higher anxieties and social phobia among
children or if children’s higher anxieties and social phobia created higher COVID-19 anxiety
and obsession among parents. It could be either/or, or both. During the COVID-19 pan-
demic, parents have been more likely to have higher rates of anxiety and depression than
non-parents [10,11]. Research has shown that parental anxiety increases the risk of anxiety
and other mood disorders among their children [40,41]. Parental stress has been associated
with distress in their children during the COVID-19 pandemic [14]. Additionally, when
their child experiences distress, anxious parents tend to reciprocate their child’s distress
rather than help them regulate it [42]. Among parents who reported having high reactivity
to imagining their child experiencing fear, greater parental anxiety was associated with
higher reactivity in their children. During the distress associated with COVID-19, parents’
and children’s reactivity to the distress may have elevated anxiety in each [42].

Strengths and Limitations

As with any study, there are limitations to this study. Due to the cross-sectional
nature of this study, causation could not be assessed. Additionally, we did not measure
pre-COVID-19 measures of anxiety in parents or children and are not able to determine
if anxiety increased during the pandemic. Parents who are more anxious may have been
more likely to complete the survey which may have resulted in anxiety bias. Parents self-
reported their COVID-19 anxiety and obsession which subjects this study to a self-report
bias. Parents may have over or under reported their concerns. Additionally, we did not
directly measure children’s general and separation anxiety or social phobia, but rather had
parents reported these data. Parents may have over or under reported their child’s anxieties
and social phobia based on their own perceptions or concerns. Despite these limitations,
there are strengths to this study. We had a nationally representative sample of parents
mirroring the census representation by gender, race/ethnicity, and region distribution,
although generalizability may be somewhat compromised by the lack of representation
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by type of child’s school. Still, the findings of this study provide baseline data to design
targeted interventions.

5. Conclusions

The purpose of this study was to determine if sending children back to in-person
school impacts the mental health of parents and the perceived mental health of their
children. The mean scores of parental Coronavirus anxiety and Coronavirus obsession
were significantly different between race/ethnic groups of parents and among parents
with children going to private versus public schools. Over half of parental Coronavirus
anxiety was explained by the generalized anxiety, separation anxiety, and school type of
the child, while parental Coronavirus obsession was explained by the generalized anxiety,
separation anxiety, and social phobia of the children. The COVID-19 pandemic has a
substantial impact on psychological well-being of parents and their school-going children.
Future studies could directly measure children’s anxiety, separation anxiety, and social
phobia rather than gleaning this data from parents. A future area for research may include
children prior to returning to school, during the return, and after the return to school to
draw comparisons. Additionally, research in this area should continue as the COVID-19
pandemic and precautions pertaining to the pandemic change over time. Findings of this
study can inform policy makers to develop targeted interventions to address unique needs
of families with school-going children. For example, parents of children in private school
who were more likely to be in-person, face to face, may need more information about the
precautions being implemented to keep their children safe while in school (e.g., social
distancing, mask requirements, protective barriers). This information needs to be culturally
tailored toward different races and ethnicities with the understanding that Hispanic/Latino
parents may have elevated levels of concern. Due to the association between parental
Coronavirus anxiety/obsession and children’s anxiety (general and separation) and social
phobia, interventions to increase parents’ coping skills (e.g., mindfulness, mediation) or
stress reduction (emotional, financial, or caregiving support) may help to reduce anxiety
for both parents and children.
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Abstract: High rates of mental health problems are a growing concern in Czech higher education,
negatively impacting students’ performance and wellbeing. Despite the serious nature of poor mental
health, students often do not seek help because of negative attitudes and shame over mental health
problems. Recent mental health research reports self-compassion is strongly associated with better
mental health and reduced shame. However, relationships between those constructs remain to be
evaluated among Czech students. This study aims to appraise the relationships between mental
health problems, negative mental health attitudes, mental health shame, and self-compassion in this
population. An opportunity sample of 119 psychology students from a Czech university completed
questionnaires regarding these constructs. Correlation, regression, and path analyses were conducted.
Mental health problems were positively associated with negative mental health attitudes and shame,
and negatively associated with self-compassion. Self-compassion negatively predicted mental health
problems, while negative attitudes and shame did not. Last, self-compassion fully mediated the
negative attitudes-mental health problems relationship, and partially mediated the shame-mental
health problems relationship. Findings suggest self-compassion is essential for mental health in
Czech students and associated with negative mental health attitudes and mental health shame. Czech
universities can benefit from incorporating self-compassion training into their curricula to protect
students’ mental health.

Keywords: self-compassion; Czech university students; mental health; mental health attitudes;
mental health shame

1. Introduction

Mental health is high on the national agenda in the Czech Republic. The social and
economic transformations that followed the collapse of the socialistic regime took a toll
on the mental health of the people of Central and Eastern Europe that persists to this
day [1–3]. In the Czech Republic, one in five adults are diagnosed with a mental health
illness [4]. Alcohol dependence is almost twice as high as in the rest of Europe [5]. The
highest prevalence rates of alcohol dependence (16.64%), as well as mood (7.96%) and
anxiety disorders (5.42%), have been found in young people aged 18 to 29 years old,
predominantly undergraduate university students [4]. The consequences of poor mental
health in university students are higher dropout rates and lower academic achievement [6],
which is partially mirrored in lower tertiary qualification attainment (i.e., college, university,
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and vocational courses) in the Czech Republic [7]. Furthermore, Bobak et al. [8] found
a high prevalence of depression among a Czech Republic adult sample and were able to
establish an inverse relationship between psychological wellbeing and acquired education:
well-educated adults in the Czech Republic tended to have poor psychological wellbeing.
This trend is present consistently among Eastern European university students [9]. While the
government has recently started reforming mental health care, underfinancing and insufficient
legislation [10] are still contributing to the substantial treatment gap in the Czech Republic
where 83% of people with a mental disorder need care but have not received it [11,12].

Furthermore, mental health illness and its diagnosis in the historical Soviet discourse
has mainly served as an instrument of oppression, and led to inhumane and amoral
treatment. These conditions resulted in a stigmatization of psychiatry [1] that continues to
foster negative attitudes towards the discipline of mental health at large [13]. As attitudes
and beliefs about mental health are formed and maintained through cultural knowledge
and perceptions, which are often based largely on historical narratives [14], the higher
prevalence of mental health stigma in former socialist societies not only poses an additional
barrier to close the treatment gap in the Czech Republic [13,15], but can potentially worsen
overall mental health in the region [16].

The detrimental effects of negative mental health attitudes (i.e., believing that hav-
ing a mental health problem indicates that the person is weak and inadequate) are well
known. Research suggests that such attitudes impact negatively on self-esteem [17,18],
self-efficacy [19], and physical health [20], and that they are a significant obstacle to treating
mental health. These socio-cognitive barriers are among the leading obstacles for help-
seeking behaviours, followed by mental health knowledge and awareness [21–26]. While
studies have shown that mental health literacy is associated with more positive attitudes
towards mental health [27], only 1% of Czech medical students are genuinely interested in
pursuing careers in psychiatry [28]. The extent to which negative mental health attitudes
and shame in post-Soviet societies, such as the Czech Republic, affect treatment seeking,
has not yet been explored in detail.

1.1. Negative Mental Health Attitudes and Shame

It is well established that negative attitudes about mental health can lead to internali-
sation potentially manifesting in a sense of shame [29–33]. The emotional state of shame
is complex and arises when individuals feel that they fall short of internalised socially
constructed standards [32,34–36]. Shame involves negative self-evaluations and concerns
about the judgements of others, and feelings of regret about one’s identity [37,38]. As a
marker of psychopathology, shame has been linked to depression [39], anxiety [40], and
eating disorders [41]. “Mental health shame” ([42], p. 136)—feeling ashamed for having a
mental health problem—is linked in university students to poorer mental health [43] and is
especially prominent in students who prepare to enter demanding careers such as business
management [44] and health care [45]. Doblytė [13] qualitatively explored feelings of shame
regarding mental health problems in an adult Czech sample and observed that shame was
a dominant theme for delayed treatment seeking and the adoption of destructive coping
strategies to prevent stigmatisation. Though psychopathology is affecting predominately
young adults in the Czech Republic [11] and the stigma surrounding mental health in the
country remains pervasive [15], the relationship between negative attitudes, mental health
shame, and mental health problems has not yet been quantitatively examined in Czech
undergraduate students.

1.2. Self-Compassion

Research that focused on mental health improvement and shame reduction has consis-
tently identified self-compassion as a protective factor [31,46–50]. Rooted in the tradition
of Buddhism [51], self-compassion is related to practicing kindness towards oneself when
facing adversity, acknowledging that struggling and suffering is a shared human condition,
and becoming mindful and aware of one’s painful thoughts [52]. Self-compassion has been
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linked to lower rates of depression, anxiety, and stress [52–55], as well as reduced social
comparison [56] and self-criticism [31,47,57,58]. It has also been beneficially linked to life
satisfaction, happiness, optimism, and overall wellbeing and better mental health [53,54,57].
Some have investigated the moderating role self-compassion plays in psychopathologi-
cal symptoms such as rumination and stress [59], and self-criticism and depression [57].
However, the mediating role of self-compassion in the relationship between shame and
mental health problems have largely only been explored in the context of eating disorders
(e.g., refs. [58,60]). Self-compassion has begun to attract attention in the Czech Republic [61].
Montero-Marin et al. [62] suggested that this may be because practicing self-compassion is
influenced by cultural values. Most notably, self-compassion is suggested to be inversely
related to indulgence and restraint, as outlined by Hofstede’s [63] Cultural Dimensions
Theory. Like many other Eastern European countries, the Czech culture scores comparably
lower in the indulgence domain than other Western societies such as Germany, the United
Kingdom, and the United States [64]. Restraint and control of impulses and desires is a
governing cultural value in the Czech Republic [63]. Therefore, self-compassion might
not be a common trait or known skill in Czech culture and thus is a meaningful area to
explore to support the national mental health agenda goals of improving the quality of life
of people with mental illnesses and widening access to treatment [10].

1.3. Mental Health and Emotion Regulation

Disorders of distress such as anxiety and depression have been widely linked to
emotional dysregulation [65] and often lead to maladaptive coping behaviours such as
substance [66,67] and alcohol abuse [68]. Neurophysiological research suggests that there
are three main emotion regulation systems [69], namely the threat, drive, and soothing
systems [70]. The threat system functions as an alarm apparatus that elicits feelings of
anxiety and anger, resulting in protection-seeking behaviours [70]. The drive system is goal
oriented and triggers behaviours that bring pleasure [69]. The soothing system focuses on
safety, and reduces distress through nurturing and affection [70]. According to Gilbert [71],
taken together these emotion regulation systems, if balanced, form the foundation of men-
tal wellbeing, but cause distress and psychopathology if unbalanced. The societal values
of restraint and impulse control in Czech culture [64] could lead to imbalances in some
individuals, with greater activation of the threat system, and diminished activation of the
soothing system [62]. This in turn could explain lower engagement in self-compassionate
behaviours. High activation of the threat system could further explain the high prevalence
in mental health illness in the Czech Republic. Accordingly, we theorise that Czech indi-
viduals might predominantly operate on the threat system, which could be a plausible
explanation for the high prevalence of mental health problems in the country. Therefore, if
shame and negative attitudes towards mental health are anchored in the threat system then
self-compassion as a soothing mechanism should be able to mediate the negative effects of
the overstimulated threat system on mental health.

1.4. Aims and Hypotheses

Poor mental health affecting young adults in the Czech Republic can impair educational
attainment and quality of life [13]. Recent mental health reform is currently addressing
legislative avenues to facilitate accessibility to mental health services and better treatment
in the Czech Republic. It is important to consider the cognitive barriers for individuals in
accessing support and treatment, which has thus far not been explored in depth.

Given the scarcity of empirical studies investigating this association, the current study
aimed to appraise the relationships between mental health problems, negative mental health
attitudes, mental health shame, and self-compassion in Czech undergraduate psychology
students. We particularly focused on depression, anxiety, and stress as “mental health
problems” as these symptoms are most common among the general public and university
student populations [72,73]. Additionally, based on Gilbert’s [71] emotion regulatory
systems, we investigated if self-compassion would be able to mediate the relationship
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between (H3) negative mental health attitudes and mental health problems, and (H4)
mental health shame and mental health problems among Czech university students.

Our guiding hypotheses for the current study were as follows:

H1: Greater mental health problems are significantly associated with (a) negative mental health
attitudes, (b) mental health shame, and (c) self-compassion.

H2: Mental health problems are significantly predicted by (a) negative mental health attitudes,
(b) mental health shame, and (c) self-compassion.

H3: Self-compassion mediates the relationship between negative mental health attitudes and mental
health problems.

H4: Self-compassion mediates the relationship between mental health shame and mental health problems.

2. Materials and Methods
2.1. Design

A cross-sectional study design was employed. Ethical approval was granted by the
Ethics Panel of the Institute of Psychology, Faculty of Arts, Masaryk University (ID: 035/20).

2.2. Participants

Participants were aged 18 years or older and were undergraduate psychology stu-
dents studying at a Czech university. Students who were on a break from studies were
excluded from the study. Students were invited to take part in the study through a class
announcement by programme tutors, who were not the authors of this paper, in February
2020. No incentive for participation was given.

An opportunity sample of 130 students agreed to participate. The final sample con-
sisted of 119 students with an overrepresentation of females (n = 93; 78%) compared to
males (n = 20), which is similar to the ratio found in the general psychology population
in the Czech Republic [74]. Six students did not disclose their gender. The sample was
aged between 19 and 44 (M = 21.87, SD = 3.32 years). The sample satisfied the required
sample size of 115 based on statistical a priori power calculations [75]. The majority of
students were Czech (n = 98; 82%), and the rest were Slovakian students (n = 21; 18%). The
withdrawn 11 students did not report any reason or complaint.

2.3. Measures

Three self-report measures were used in this study (Table 1).

Table 1. Descriptive statistics and correlations between mental health problems, negative mental
health attitudes, mental health shame, and self-compassion in Czech psychology students (n = 119).

M SD α 1 2 3 4 5 6

1 Gender (F = 93, M = 20, No Answer = 6) -
2 Age (19–44 in our sample) 21.87 3.32 0.25 ** -
3 Mental Health Problems (0–126) 38.00 20.98 0.90 −0.14 0.02 -

4 Negative Mental Health
Attitudes (0–24) 4.50 4.63 0.86 0.20 * 0.08 0.26 ** -

5 Mental Health Shame (0–81) 18.34 11.55 0.90 0.13 0.02 0.35 ** 0.56 ** -
6 Self-Compassion (1–5) 3.08 0.60 0.81 0.12 0.002 −0.54 ** −0.25 ** −0.36 ** -

Gender F = 0, M = 1; * p < 0.05, ** p < 0.01.

Mental health problems were assessed using the Depression Anxiety and Stress Scale
21 (DASS21), a shorter version of the original DASS42 [76]. DASS21 evaluates the lev-
els of depression (“I found it difficult to work up the initiative to do things.”), anxiety
(“I felt I was close to panic.”), and stress (“I felt that I was using a lot of nervous energy.”).
Participants reflect on the past week and select how much each statement applies to them
on a scale of 0 to 3 (0 = “Did not apply to me at all.”; 3 = “Applied to me very much, or
most of the time.”). DASS21 has good reliability: α ≥ 0.87 [77].
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Negative mental health attitudes and mental health shame were evaluated using the
Attitudes Towards Mental Health Problems (ATMHP), comprising 35 items on a four-point
Likert scale (0 = ‘do not agree at all’ to 3 = ‘completely agree’; a higher score indicates
more negative attitudes and stronger shame) [30]. This scale consists of four sections:
(i) Community Attitudes and Family Attitudes refer to their perception of how their
community and family perceive mental health problems, (ii) External Shame appraises
their perception of how their community and family would view them if they had a mental
health problem, (iii) Internal Shame considers how they would perceive themselves if they
had a mental health problem, and (iv) Reflected Shame examines how their family would
be perceived if they had a mental health problem (Family-Reflected Shame), and fears of
reflected shame on themselves if a close relative had a mental health problem (Self-Reflected
Shame). All of the subscales had good internal consistency (α = 0.85–0.97; [30]). Negative
mental health attitudes were calculated by totalling the scores for Community and Family
Attitudes, and mental health shame was calculated by totalling the scores for External
Shame, Internal Shame, and Reflected Shame.

Self-compassion was assessed using the Self-Compassion Scale-Short Form (SCS-SF).
This 12-item self-report measure is a shorter form of the 26-item Self-Compassion Scale [52],
responded on a five-point Likert scale (e.g., “When something painful happens I try to take
a balanced view of the situation.”; 1 = ‘Almost never’ to 5 = ‘Almost always’). The internal
consistency was high (α = 0.86) [78].

2.4. Data Analysis

Data was screened for outliers and the assumptions of parametric tests. Pearson
correlations between mental health problems, negative mental health attitudes, mental
health shame, and self-compassion were evaluated using an SPSS version 26 (IBM, Chicago,
IL, USA). Multiple regression analyses were performed to identify significant predictors
of mental health problems. Path analysis was undertaken to explore effects of negative
mental health attitudes in the relationship between mental health shame and mental health
problems. Last, mediation analyses were conducted to examine the impact of negative
mental health attitudes on the relationship between mental health shame and mental
health problems. For the path analyses, the Process Macro 3 for SPSS (IBM, Chicago, IL,
USA) [79] was used, with a setting of 5000 bootstrapping re-samples and bias-corrected
95% confidence intervals (CIs).

3. Results

Three scores in mental health problems and four scores in self-compassion were
identified as outliers using the outlier labelling rule [80], so were winsorised [81]. All
variables had good reliability (α = 0.81–0.90; Table 1). Because scores on all variables were
not normally distributed (Shapiro-Wilk’s test, p < 0.05), they were square-root-transformed
to satisfy the assumption of normality.

3.1. Correlations (H1)

Pearson’s correlation was conducted to examine the relationship between mental
health problems, negative mental health attitudes, mental health shame, and self-compassion.
Mental health problems were significantly positively associated with negative mental health
attitudes (r = 0.26) and mental health shame (r = 0.35), and negatively associated with
self-compassion (r = −0.54). H1 was supported.

3.2. Regression (H2)

Multiple regression analyses were conducted to appraise the relative contribution
of negative mental health attitudes, mental health shame, and self-compassion to mental
health problems (Table 2). At step 1, gender and age were entered to statistically adjust
for their effects, and at step 2, negative mental health attitudes, mental health shame,
and self-compassion were entered. Adjusted coefficient of determination (Adjusted R2)
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was reported. Multicollinearity was not a concern (the variance inflation factor < 10).
After adjusting for demographic information, negative mental health attitudes, mental
health shame, and self-compassion accounted for an additional 29% of the variance for
mental health problems (p < 0.001). Negative mental health attitudes (p = 0.23) and mental
health shame (p = 0.24) were not significant predictors for mental health problems. Self-
compassion score was a significant negative predictor of the mental health symptom score
(p < 0.001). A one-unit decrease in the self-compassion score was significantly associated
with a 4.25-unit increase in the mental health problems score.

Table 2. Multiple regression examining negative attitudes to mental health, shame, and self-
compassion as predictors of mental health symptoms in Czech psychology students (n = 119).

Dependent Variable: Mental Health Problems

B SEB β 95% CI

Step 1
Gender −0.62 0.43 −14 −1.46, 0.23

Age 0.02 0.06 0.03 −0.10, 0.14
Adj. R2 0.001

Step 2
Gender −0.61 0.37 −14 −1.35, 0.13

Age 0.05 0.05 0.08 −0.05, 0.16
Negative Mental
Health Attitudes 0.16 0.13 0.12 −0.10, 0.42

Mental Health Shame 0.14 0.12 0.12 −0.10, 0.38
Self-Compassion −4.25 0.80 −0.46 *** −5.84, −2.66

Adj. R2 ∆ 0.29 ***

Gender F = 0, M = 1; *** p < 0.001.

3.3. Mediation of Self-Compassion on Negative Mental Health Attitudes—Mental Health Problems (H3)

Path analysis was conducted, using Model 4 in the Process Macro parallel mediation
model [79], to examine whether self-compassion (mediator variable) mediated the rela-
tionship between negative mental health attitudes (predictor variable) and mental health
problems (outcome variable).

Self-compassion mediated the relationship between negative mental health attitudes and
mental health problems (Figure 1). The total effect of negative mental health attitudes on
mental health problems, including self-compassion, was significant, b = 0.36, t(117) = 2.92,
p = 0.004, CI [0.12, 0.60]. The direct effect of negative mental health attitudes on mental health
problems was not significant, b = 0.18, t(116) = 1.66, p = 0.10, CI [−0.04, 0.40]. The indirect effect
of negative mental health attitudes on mental health problems, controlling for self-compassion,
was significant, b = 0.18, CI [0.06, 0.32]. H3 was supported by a full mediation.

3.4. Mediation of Self-Compassion on Mental Health Shame—Mental Health Problems (H4)

Last, another path analysis was conducted, using Model 4 in the Process Macro
(parallel mediation model [82]). Mental health shame was entered as a mediator variable,
instead of negative mental health attitudes. Self-compassion (mediator variable) and mental
health problems (outcome variable) remained the same.

Self-compassion partially mediated the relationship between mental health shame and
mental health problems (Figure 2). The total effect of mental health shame on mental health
problems, including self-compassion, was significant, b = 0.42, t(117) = 3.99, p = 0.0001,
CI [0.21, 0.62]. The direct effect of mental health shame on mental health problems was
also significant, b = 0.21, t(116) = 2.14, p = 0.03, CI [0.02, 0.40]. The indirect effect of mental
health shame on mental health problems, controlling for self-compassion, was significant,
b = 0.21, CI [0.09, 0.34]. H4 was supported by a partial mediation.
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Figure 1. Parallel Mediation Model: Negative Mental Health Attitudes as a predictor of Mental
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are coefficients indicating impacts. ** p < 0.01, *** p < 0.001.
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4. Discussion

Our aim was to explore how negative mental health attitudes, mental health shame,
and self-compassion are associated with psychopathological symptoms. We hypothesised
that all variables of interest would be significantly associated and predictive of mental
health problems. While negative attitudes and mental health shame were significantly
associated with mental health problems, they showed no significant predictive power for
the mental health problems (H1ab, H2ab). On the other hand, self-compassion was both a
significant correlate with, and predictor of mental health problems (H1c, H2c). Mediation
analyses also indicated self-compassion fully mediated the relationship between negative
mental health attitudes and mental health problems (H3), and partially mediated the
relationship between mental health shame and mental health problems (H3, H4). Overall,
the importance of self-compassion to mental health was demonstrated in all analyses.

Our findings support and add to the empirical literature of the beneficial relationship
between practicing self-compassion and better mental health. Gilbert and Procter [31]
argue that self-compassion can reduce feelings of embarrassment and humiliation, which
provides further insight into the study findings. This is in line with earlier findings that self-
compassion mediated the relationship between shame and negative body image [83]. Self-
compassion has also been found to mediate the relationship between shame and symptoms
of depression [84] and students’ psychological health [85]. This research supports the

207



Healthcare 2022, 10, 676

beneficial role of self-compassion on shame reduction [31,42,45,48]. Though mental health
shame is often a by-product of socially constructed attitudes and beliefs about mental
health [14], our findings indicate that despite their strong relationship in our sample, these
negative attitudes do not directly affect mental health but somewhat compromise the
positive impact of self-compassion on mental health.

Furthermore, in our sample, while negative mental health attitudes and mental health
shame were significantly correlated with mental health problems, these did not significantly
predict mental health problems. This stands in contrast to some earlier findings [43], but
echoes others [33]. A plausible explanation for this could be that perceived attitudes
and mental health shame are not precursors of mental health problems but rather co-
occurrences and consequences. Therefore, mental health shame possibly only arises once
mental health problems are experienced. Mental health shame, as measured in the current
study, takes into account external, reflective, and internal shame of having mental health
issues [36,86,87], hence it is possible that one’s own and the perceived attitudes of others
towards mental health only become relevant when one becomes a potential target of these
beliefs. There are some findings suggesting that anticipated stigma is significantly linked
to higher rates of mental distress [88]. Indeed, this cross-sectional study did not appraise
the causality, but our findings indicate a possible interpretation for non-predictive, yet
correlative relationships of negative mental health attitudes and mental health shame with
mental health problems. Further research is needed to investigate the directions of these
relationships through longitudinal observation.

Applied to the context of mental health in the Czech Republic, our current findings
indicate that the pervasive negative attitudes associated with mental health are strongly
linked to feelings of shame, which have a direct effect on mental health. These attitudes and
feelings of shame may create cognitive barriers for help-seeking behaviours that prevent
individuals in distress from accessing mental health services and receiving treatment. It
seems that the historical demonised image of psychiatry in former socialist societies [1]
continues to cloud the cultural perception of mental health and therefore continues to
fuel scepticism and shame [13]. This may be potentially aggravated and maintained by
feelings of inferiority and elevated status anxiety in the country [89]. With this persistent
fear of losing one’s standing, the threat system seems constantly activated, and with a
culturally inclined tendency to restrain from pleasures and soothing behaviours [62,64],
the emotion-regulation systems may be unbalanced. This imbalance could be a plausible
explanation for the elevated prevalence of mental distress [71] in the Czech Republic [4],
and addressing the same might be a feasible avenue to explore in the reform of mental
health. Given that poor mental health is a nationally recognised problem, the importance
of self-compassion needs to be emphasised in Czech higher education. Training that targets
self-compassion would be helpful for the mental health of Czech students. Considering
the heightened anxiety associated with the transition to university [90], the effects of such
training may be maximised during the orientation/induction session.

4.1. Limitations

While the current study has added to the understanding of the relationship between
negative mental health attitudes, mental health shame, self-compassion and mental health
problems, it is not without limitations. One of the key limitations would be that our sample
was recruited at one university in the Czech Republic. Moreover, we recruited psychology
students, many of whom were female students. Research has shown that mental health
literacy [91,92], as well as being female, is associated with less stigma and negative attitudes
toward mental health [32]. These might have caused sample biases. Therefore, a more
diverse sample of students needs to be involved. Second, self-report measures might
compromise the accuracy of reporting because of response biases [93]. Moreover, process-
oriented constructs such as self-compassion may require closer evaluation [94,95]. Third,
the causal direction of these relationships has not been examined. Longitudinal studies
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would be helpful to elucidate the temporal patterning of the relationships identified in this
study and may help develop more effective interventions.

4.2. Conclusions

In conclusion, this study highlights the relationship between greater self-compassion
and better mental health in university students. Practicing self-compassion, particularly in
student samples who experience high levels of stress and who may be at greater risk of
developing mental health illness, may be beneficial. Future research should examine ways
in which positive psychology techniques can be introduced into the university curricu-
lum. Longitudinal research should also be conducted to examine the causal relationships
between negative attitudes and shame towards mental health, self-compassion and poor
mental health.
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Abstract: Nursing school graduates must be prepared to interact comfortably and effectively with
patients about their sexual health. This study analyses the attitudes and beliefs about patient sexuality
held by Portuguese and American nursing students. Objective: In Portuguese and American nurs-
ing students, (1) we analyzed students’ attitudes and beliefs towards sexuality using the Sexuality
Attitudes and Beliefs Survey (SABS); (2) we identified nationality, socio-demographic information,
and affective-sexual beliefs and attitudes. Method: Quantitative, cross-sectional study; convenience
sample of 296 students (63.2% Portuguese; 36.8% American); mean age: 21.9 years (SD = 3.12);
two-way ANOVA and multiple correspondence analyses were performed. Results: Attitudes and
beliefs toward sexuality: Portuguese women are more liberal than men, contrary to American stu-
dents. Among both nationalities, participants with multiple sexual partners held more conservative
attitudes. Sexual orientation: bisexual American students and homosexual Portuguese students
are conservative. Multiple correspondence analysis revealed two profiles: (1) Portuguese students:
liberal-tolerant in attitudes towards patient sexuality, live with family/roommate, 18 to 21 years old,
no or one sexual partner; (2) US students: traditionalist attitudes towards patient sexuality, share
house, 22 and 23 years old, multiple partners. Conclusion: Human sexuality must be addressed in
nursing education curricula.

Keywords: nursing; health personnel; clinical competence; sexuality; intervention

1. Introduction

Nursing students, while studying to work in their profession, perform care interactions
in a real context. They deal with the patient’s body and intimate issues and must engage
with expressions of people’s sexuality.

At the beginning of their undergraduate education, students’ knowledge about sexu-
ality is rooted in primary sources such as family, friends and the media [1,2]. At this stage,
attitudes and beliefs tend to express traditionalism [3,4]. The social and family environment
from which they come plays a determining role by offering values and life perspectives.
Students from conservative families or those belonging to religious denominations are
more traditionalist [2,5].
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Sexual health is an important area for holistic care [3] and requires intentional training
in nursing curricula [3,6]. The undergraduate curricula of European and American nurs-
ing education programs cover similar subjects, including sexual orientation, gender and
identity [6]. However, as the inclusion of sexuality issues is controversial in some settings,
the need for sexuality content in nursing education is clear and demands consistent use of
pedagogical curricular strategies for effective inclusion in all settings [6–10].

Nursing students consider addressing sexuality a requirement of the profession [1,11,12].
In addition, teachers emphasize the need to educate students on positive attitudes in order to
be more effective in dealing with patients [10,13]. Some students criticize the curricula, stating
that there is little theoretical preparation and little training for the clinical experiences [3,9],
especially with regard to lesbian, gay, bisexual, and transgender (LGBTQ) issues [1,14]. In
clinical practice, they report a lack of time to address patients’ sexual concerns and find that
patients do not expect nurses or students to address sexual issues [7,15]. Studies reveal that
students feel anxiety and worry about how they may be viewed by their colleagues when
deciding to address patients regarding sexuality [12]. The students’ resistance or difficulty
worsens when the patient has a non-heterosexual orientation [16]. Although they may hold
favourable attitudes, they feel discomfort and are reluctant to initiate the subject [1,5,11,16].

In Portugal, undergraduate nursing students’ attitudes are less permissive and more
conservative compared to students studying other health professions [17]. On the other
hand, American studies identify more favourable attitudes and better knowledge and
self-efficacy after specific training of undergraduate students in sexual health [18]. When
the same instrument was applied to younger (accelerated program) American students,
they held more conservative attitudes and beliefs than older (traditional program) under-
graduate students in addressing the sexual concerns of patients [15]. In nursing students,
research has used several instruments [17,19] for analysing attitudes, opinions and beliefs
towards patient sexuality. However, it is rare that the same study takes place in sam-
ples of different countries and in diverse languages. In fact, the application of a single
instrument, validated for different cultures, guarantees a reliable analysis of the construct.
The objectives are (1) to analyse the attitudes and beliefs towards sexuality of the patient
through the application of the Sexuality Attitudes and Beliefs Survey (SABS) and (2) to
identify the profile of the students, considering characteristics such as nationality and
socio-demographic and affective-sexual data.

2. Materials and Methods

This is a quantitative study of inferential character and uses a transversal approach
with a convenience sample, with the participation of 296 undergraduate nursing students.
Portuguese students attended state schools and American students attended private schools.
Data from the Portuguese students were collected online, through the Lime-survey platform,
by sending 340 emails to students from Évora and 375 emails to students from Santarém.
The data from the American students, located in Seattle, were collected on paper from
135 students.

2.1. Data Collection Instrument

The instrument applied consisted of two sections: (a) sociodemographic data and (b)
SABS scale in the original version [19] or in the version validated for Portuguese [20]. The
scale is unidimensional, and the original form consists of a set of 12 items with a Cronbach’s
alpha coefficient of 0.75 and retest of 0.82 [19]. In the Portuguese version, the observation
of the psychometric properties implied the removal of item 3, thus resulting in 11 items. In
this version, the Cronbach’s alpha coefficient was 0.72 and the test-retest was 0.80 [20]. In
the current study, the subsample of Portuguese students (11 items in the SABS scale) shows
a Cronbach’s alpha value of 0.67, and the subsample of American students (12 items in the
SABS scale) demonstrates a Cronbach’s alpha value of 0.66.

The items are presented on a six-position scale, ranging between 1 (i.e., strongly
disagree) and 6 (i.e., strongly agree). Items 1, 2, 4, 6, 8, 10 and 12 are reverse-formulated
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and are scored accordingly. Higher scores indicate stronger and more limiting attitudes
and beliefs about addressing sexuality with the patient. In the current study, the response
score on the SABS was analysed using the mean.

2.2. Ethical Procedures

The invitation to participate was presented face to face in the classroom, at a date
prior to data collection. In the data collection instrument, the first page of both the online
and paper versions presented the informed consent. In view of the student’s inability to
manually sign the online version, the first question was mandatory to answer. He/she
could not progress to the questionnaire without explicitly ticking (i.e., yes versus no) to
confirm consent. In the paper version, consent was signed in person. The questionnaires
were anonymised, with no elements that could link the respondent to the response.

The study was submitted to and approved by the Ethics Committee for Research in the
Areas of Human Health and Welfare of the University of Évora (Registration No. 18175).

2.3. Data Analysis

Statistical analysis was performed using the Statistical Package for the Social Sciences
(IBM SPSS Statistics for Windows, Version 24®). The distribution of the sample, according to
nationality showed normality (KS = 0.055; df = 187; p = 0.200; KS = 0.054; df = 109; p = 0.200)
in the Portuguese and Americans, respectively. We opted for a parametric test approach,
performing two-factor ANOVA analysis of variance and multiple correspondence analysis.
Values are presented in mean and standard deviation, and the significance level is p < 0.05.

3. Results

A total of 296 students participated, of whom 187 (63.2%) were Portuguese and 109
(36.8%) American. The response rate in Évora was 28.5% (i.e., 340 sent vs. 97 completed
responses), in Santarém was 24% (i.e., 375 sent vs. 90 completed responses) and in Seattle
was 80.7% (i.e., 135 invited vs. 109 completed).

The age of participants ranged from 18 to 40 years, with a mean of 21.9 years (SD = 3.12)
and a mode of 22 years. The representation of males compared to females was lower in both
schools (n = 25: 13.4% vs. n = 162: 86.6% in the Portuguese; n = 15: 13.8% vs. n = 94: 86.2%
in the Americans). The majority were in the 22–23 age group (n = 115: 38.9%). Regarding
current residence, most Portuguese lived with their parents (n = 70: 37.4%), while the
Americans lived with their peers in a rented house (n = 38: 34.9%).

Regarding sexual orientation, most defined themselves as heterosexual (n = 274: 92.6%)
in the total sample. The majority of the students stated that they currently had a sexual
partner (n = 152: 51.4%), while 76 (25.7%) stated they were currently not in a relationship
and 64 (21.6%) had never had an affective-sexual relationship. The sociodemographic,
sexual orientation and affective-sexual relationship data are shown in Table 1.

Through a two-factor ANOVA (gender and nationality), having verified the equality
of variances by Levene’s test (p = 0.261), it was observed, without significant differences
(F(3:292) = 2.119; p = 0.098), that American students had higher mean scores on the SABS
(M = 2.91; SD = 0.081) than Portuguese students (M = 2.78; SD = 0.063). Among Portuguese
students, females show less conservative attitudes and beliefs towards the sexuality of the
patient (M = 2.77; SD = 0.057) than males (M = 2.80; SD = 0.667). However, in American
students, males are more liberal in their approach to patient sexuality than females (M = 2.86;
SD = 0.410 vs. M = 2.95; SD = 0.608), according to Figure 1.

A two-way ANOVA test was performed, using the SABS scale and the students’
nationality and the affective relationships they reported. The homogeneity of variances
was verified in Levene’s test (p = 0.945). It was observed without significant differences
(F(7:288) = 1.239; p = 0.281), that American students held numerically higher averages in the
SABS, that is, more limiting attitudes and beliefs in the approach to sexuality of the patient
compared to the Portuguese students (M = 2.98; SD = 0.113 vs. M = 2.84; SD = 0.111). On
the other hand, in both nationalities, the most conservative participants in their approach to
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patient sexuality were those with multiple sexual partners (M = 3.08; SD = 0.415 American;
M = 3.00, SD = 0.415 Portuguese). The more liberal participants revealed having only one
sexual partner (M = 2.86, SD = 0.087 and M = 2.74, SD = 0.057) (Figure 2).

Table 1. Characteristics of the participants.

Category Characteristic Portuguese American Total

n (%) n (%) n (%)

Sex
Male 40 (13.5) 25 (13.4) 15 (13.8)

Female 256 (86.5) 162 (86.6) 94 (86.2)

Age

18–19 years old 51 (17.2) 45 (24.1) 6 (5.5)
20–21 years old 92 (31.1) 57 (30.5) 35 (32.1)
22–23 years old 115 (38.9) 51 (27.3) 64 (58.7)
23–40 years old 38 (12.8) 34 (18.2) 4 (3.7)

Living at

Family home 85 (28.7) 70 (37.4) 15 (13.8)
Academic residency 53 (17.9) 22 (11.8) 31 (28.4)

Rented room 65 (22.0) 47 (25.1) 18 (16.5)
Rented house with

colleagues 67 (2.6) 29 (15.5) 38 (34.9)

Other 26 (8.8) 19 (10.2) 7 (6.4)

Sexual
Orientation

Heterosexual 274 (92.6) 171 (91.4) 103 (94.5)
Homosexual 9 (3.0) 6 (3.2) 3 (2.8)

Bisexual 10 (3.4) 7 (3.7) 3 (2.8)
Not defined 3 (1.0) 3 (1.6) -

Sexual partner

Never had sex partner 64 (21.6) 25 (13.4) 39 (35.8)
No sex partner now 76 (25.7) 53 (28.3) 23 (21.1)
One sex partner now 152 (51.4) 107 (57.2) 45 (41.3)
Multiple sex partners 4 (1.4) 2 (1.1) 2 (1.8)

Total 296 187 109
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Figure 1. SABS considering students’ nationality and gender.

Considering the students’ sexual orientation (heterosexual, homosexual and bisexual),
excluding the three participants who did not define themselves, a new two-factor ANOVA
test (i.e., nationality and sexual orientation) was performed. Levene’s test showed equality
of variances (p = 0.086). Without significant differences (F(5:287) = 1.906; p = 0.093), American
students showed numerically higher means in the attitudes and beliefs towards sexuality
of the patient when compared to the Portuguese (M = 2.863, SD = 0.160 vs. M = 2.772,
SD = 0.109). It was observed that the most conservative about patient sexuality were
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the American students with a bisexual orientation (M = 3.19, SD = 0.337) and the least
traditional were those who declared themselves homosexual (M = 2.44, SD = 0.337). In
contrast, in the Portuguese, the most conservative were the students with a homosexual
orientation (M = 2.86, SD = 0.238) (Figure 3).
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One focus of this study was to identify the profile of nursing students related to
attitudes toward patient sexuality, considering underlying characteristics like national-
ity, sociodemographic data (age, gender, type of residence where they live) and affec-
tive relationships. A multiple correspondence analysis (MCA) was developed to process
the responses.

Before starting the analysis, the maximum and minimum scores on the SABS scale
(Min = 1.36 and Max = 4.64) were considered, and three groups with the same range were
formed, with cut-off points at 2.46 and 3.55. The SABS was thus defined as the liberal group
(scale score between 1.36 and 2.45), the tolerant group (scale score between 2.46 and 3.54)
and the traditionalist group (scale score between 3.55 and 4.64).
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In the first exploration, the maximum number of dimensions (i.e., nine dimensions)
was used to observe the behaviour of the inertia values (i.e., eigenvalues), according to
Table 2. The first two dimensions have supremacy, with higher eigenvalues (i.e., 1.907,
1.371). A two-dimensional solution was then used. The total inertia became 0.546. The
variance explained for Dimension 1 is 31.78% and for Dimension 2 is 22.85%.

Table 2. Two-dimensional solution.

Model Summary

Variance Accounted for

Dimension Cronbach’s Alpha Total (Eigenvalue) Inertia % of Variance

1 0.571 1907 0.318 31.778
2 0.325 1371 0.229 22.854

Total 3278 0.546

Mean 0.468 a 1639 0.273 27.316
a Mean Cronbach’s Alpha is based on the mean Eigenvalue.

Discrimination Measures

The discrimination measures of the variables residence, affective relationship and
nationality have higher values in Dimension 1 (i.e., respectively, 0.571, 0.337 and 0.540).

In Dimension 2, the discrimination measures of the variables SAB groups and age
groups have higher values (i.e., SABS groups = 0.159; Age Groups = 0.563). The gender
indicator is not relevant in any of the dimensions, as revealed in Table 3, and in the
observation of the discrimination measures chart, since the sex variable is very close to the
origin (Figure 4).

Table 3. Discrimination measures of variables entered in the 2-dimensional model.

Discrimination Measures

Dimension
Mean1 2

ResidNow 0.571 0.376 0.474

AfectiveRelationship 0.337 0.186 0.262

Country 0.540 0.087 0.314

AgeGroups 0.375 0.563 0.469

SABSgroups 0.082 0.159 0.121

Gender 0.000 0.001 0.000

Active Total 1.907 1.371 1.639

% of Variance 31.778 22.854 27.316

If we remove the gender variable from the analysis, the distribution and grouping of
the categories suggests that the American students have a traditionalist profile manifested
by students aged 22–23 years, living in rented accommodation with colleagues and with
multiple affective relationships. In the Portuguese students, the profile oscillates between
liberal and tolerant attitudes toward engaging with the patients’ sexuality, falling into
lower age groups, living in a family house or rented room, with no current affective-sexual
relationship or with an exclusive partner (Figure 5).
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4. Discussion

The objective of this study was to examine Portuguese and American nursing students’
attitudes toward patients’ sexuality and define their profile. The different proportion of
answers obtained in the Portuguese versus American institutions reveals the influence
that the collection method may have on the final data set. The response rates in the online
application coincide with previous studies, which refer to a representation between 20% and
47%, while in the collection via paper, the sample is higher than those found in the literature,
which vary between 32.6% and 75% [21]. Although the use of the internet increases the
dissemination to and access of potential respondents, as well as the suitability for personal
schedules and privacy, compared to the classroom during school hours, the response rates
do not seem to reflect these advantages. The overload of requests for collaboration via
the internet may be a demotivating factor. Perhaps the direct and personal stimulus of
the researcher, providing a paper questionnaire and requesting collaboration from the
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students, is the cause of a more successful response rate. On the other hand, the online
data collection route should be cultivated, as it favours the preservation of the environment
and the dematerialisation of communication, and it saves financial resources. In fact, in
addition to the non-countable expenses to the environment, the paper-based application
would be a considerable burden on Portuguese students.

Gender representation is similar in both sets of participants, favouring women. This
was expected, as nursing is a career widely chosen by women. In this profession, the nature
of caring imprints social attributes associated with femininity. In addition, there may be
higher social expectation for women to be nurses, thereby feminising the profession [22].
The lower number of male students may be due to ambivalence between the call to the
profession and the construct of professional identity. Some studies show that there are
barriers to student development, including the lack of a clear and acceptable public im-
age, which suggests the idea that the option for nursing is not appropriate for men [23].
Gender stereotypes in professions may induce biases, since performance expectations are
misrepresented. Not only in the population but also among nursing students, there are
gender stereotypes [22] that can negatively affect students’ professional paths. Professions
that, like nursing, are associated overwhelmingly with one gender present a risk that some
members of the profession may be devalued when the traditional gender boundaries are
broken [24].

Although heterosexuality is the orientation most frequently mentioned by the partici-
pants, the fact that some students reported other orientations reveals that they are in the
process of recognizing and making known the way they feel and live their sexuality. The
entry into university approximately coincides with the leaving of the parents’ home, a phase
of searching for adult identity in which young people tend to free themselves from family
norms. In this context, a positive view of orientations other than heterosexuality grows and
becomes more acceptable [25] and feelings of self-marginalisation can be reduced.

The affective-sexual relationships recognised by the participants, in the sense of roman-
tic relationships, follow the juvenile framework, when the adolescent crisis is overcome [26].
The type of involvements and the expressions of gender identity in the current study cor-
respond to those identified in the literature [26,27]. In fact, during university education
there are typical behaviours (i.e., exclusivity, short relationships, sequential monogamies,
multiple partners), which may reflect development, opportunities or experimentation.

4.1. Gender vs. Nationality in the SABS

The SABS results in the two-way ANOVA between the factors of sex and nationality
point to a difference in female students, with American students demonstrating the most
conservative results, and Portuguese female students demonstrating the most liberal. The
interpretation requires care to avoid xenophobic allocations or approximations to nation-
alism, machismo or marianism. The similar SABS scores for Portuguese and American
men can be interpreted from a gender perspective, as men may be less subject to social
influences than women. In fact, the role norms with which men and women from different
cultural, ethnic and religious traditions invest in care are different [28]. The results seem
to be rooted in the pathway of nursing education. The admission of more male students,
older people, individuals with different marital status and families, and emigrants or
their descendants has broken the conventional female profile [28]. Moreover, although the
profession retains a female majority, the sexual division of care is blurring [29]. The higher
score of American women in the SABS score suggests that private university institutions
may favour a more conservative education. In the Portuguese polytechnic environment,
there may be greater openness in this area of patient care. Controversy, however, may still
reside in the eventual perception of the students regarding the client’s responses, since
in some cultures, men prefer male caregivers, while women prefer female [28,29]. A bias
related to social desirability may still be present, as American and Portuguese students
responded to what is expected of the good caregiver [29].
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4.2. Affective-Sexual Relationship vs. Nationality

The SABS results in the two-way ANOVA between the factors of type of affective-
sexual relationship and nationality suggest the dominance of a hidden curriculum, prior
and simultaneous to the nursing training process, to which both samples are exposed.
There may be social stereotypes in which both the experience of one’s own sexuality and
opinions about the sexuality of others are rooted. On the other hand, this suggests that
in spite of the sociocultural surroundings, there is an individual and singular path in the
development of the student. Not having experienced affective-sexual relationships and not
having a partner or being in an exclusive relationship seem to transmit a greater openness
to the sexuality of the others and to consider the patient as a total being. The participants
with multiple partners, on the other hand, by showing more barriers, suggest less maturity,
and less affective-emotional development. Perhaps these individuals are still trapped in a
late adolescence, which prolongs experimentation [26].

4.3. Sexual Orientation vs. Nationality

Students coming from conservative, religious backgrounds are more traditionalist [2,5]
in their attitudes toward sexuality. The relationship between conservative religious beliefs
and attitudes and beliefs toward patient sexuality need to be explored in further detail.
These authors describe the results obtained in the ANOVA with the two factors of sexual
orientation and nationality.

4.4. The SABS Profile in Portuguese and American Students

The MCA revealed relations of interdependence, and thus profiling, between the
student attitudes to addressing sexuality in patient care and a series of sociodemographic
variables, including affective relationship, nationality, place of residence and age. The MCA,
although with exploratory purposes, was useful in this analysis, as it involved multifaceted
structures rooted in the cultural environment [30]. It allowed us to observe the association
between the categories of different variables, thus defining profiles. This is useful for
understanding the vision of the participants and for emphasizing to teachers and clinical
supervisors the students’ needs for guidance in the care of patients as unique and total
beings who live their sexuality independently of their health or illness status. It is important
to emphasize the patient’s sexuality as a human dimension in the teaching–learning process
of nursing students, both in theoretical and clinical approaches [15]. The identified profiles
highlight aspects that call for teaching strategies so that students can develop. These profiles
are consistent with studies on university students from the American continent, where unin-
hibitedness (i.e., multiple partners) is evident when it comes to personal sexuality [31] but,
contradictorily, the same individuals report more conservative sexual attitudes with regard
to patient care, suggesting that their attitude is rooted in their sociocultural background.

With regard to the Portuguese students, the profile suggests a liberal attitude. However,
they are younger students and thus more susceptible to prescriptive teaching models with
a biomedical root. In Portugal, although under the European guidelines, it is not clear in
the undergraduate nursing study plans which subjects include the patient’s sexuality as an
explicit and concrete teaching subject. The approach to the sexuality of the patient mainly
involves strategies based on the transmission of anatomical and physiological knowledge.
In fact, the profile of the Portuguese students participating in this study is in agreement
with semantic representations of sexuality, which are oriented toward the normative in the
psychophysiological dimensions [32–34].

We may suspect that in both profiles the predisposition to approach the sexuality of
the patient reverts into postponement or is even contradictory. Although the students
identify their roles, they hesitate to follow through [35,36]. Considering sexuality as an area
of care, but having reservations and subsequently not carrying out the care, underlines
beliefs or barriers.
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5. Conclusions

Despite the current eroticized society, nursing students’ attitudes towards patient
sexuality seem to be anchored in traditionalism. On the other hand, a certain cleavage seems
to emerge between the recognition of the patient’s sexuality as an area to be considered in
care provision and the predisposition to address it in clinical practice. In fact, the profile of
both groups of students reveals openness to providing this care yet hesitation to do so.

Although the students identify their role, they hesitate to play it. It will be important to
think of undergraduate training programmes in nursing as the beginning of the construction
of competencies, so that the sexuality of the patient is assumed as a dimension of human life.
Such programmes may need evaluation indicators oriented toward the theme of sexuality
and strategies for the incorporation of this content. These strategies may include small
group work with discussion of cases or dilemmas, interview training for data collection,
simulation, autoscopies, and role playing under the guidance of a supervisor.

Considering sexuality as an area of care, but having reservations and not following
through on the care, reveals underlying beliefs or barriers that, in the profession, are
contradictory, since nursing mandates holistic care. The inclusion of skills to learn to
care for the patient in this area seems urgent. The current results show the need for
formative programs where the student’s individual, social and cultural dimensions should
be examined for the influence they may have on students’ ability to engage in the topic of
sexuality with patients.

6. Limitations

The non-randomised sample prevents generalisation of the results. Data collection
through two formats (online and face to face) may imprint bias. Another weakness of the
current study is the heterogeneity of the sample, with an age range of 18–40 years and in
various years of training.
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Abstract: The prevalence of internet gaming disorders (IGD) is considerably high among youth,
especially with the social isolation imposed by the ongoing COVID-19 pandemic. IGD adversely
affects mental health, quality of life, and academic performance. The Internet Gaming Disorder Scale
(IGDS9-SF) is designed to detect IGD according to DSM-IV diagnostic criteria. However, inconsistent
results are reported on its capacity to diagnose IGD evenly across different cultures. To ensure the
suitability of the IGDS9-SF as a global measure of IGD, this study examined the psychometric proper-
ties of the IGDS9-SF in a sample of Sri Lankan university students (N = 322, mean age = 17.2 ± 0.6,
range = 16–18 years, 56.5% males) and evaluated its measurement invariance across samples from
Sri Lanka, Turkey, Australia, and the USA. Among Sri Lankan students, a unidimensional structure
expressed good fit, invariance across different groups (e.g., gender, ethnicity, and income), adequate
criterion validity (strong correlation with motives of internet gaming, daily gaming duration, and
sleep quality), and good reliability (alpha = 0.81). Males and online multiplayers expressed higher
IGD levels, greater time spent gaming, and more endorsement of gaming motives (e.g., Social and
Coping) than females and offline players. Across countries, the IGDS9-SF was invariant at the
configural, metric, and scalar levels, although strict invariance was not maintained. The lowest
and highest IGD levels were reported among Turkish and American respondents, respectively. In
conclusion, the IGDS9-SF can be reliably used to measure IGD among Sri Lankan youth. Because
the scale holds scalar invariance across countries, its scores can be used to compare IGD levels in the
studied countries.

Keywords: coronavirus disease 2019/COVID-19; Internet Gaming Disorder Scale 9—Short Form
(IGDS9-SF); university students; factorial structure/psychometric properties/structural validity/
validation; cultur*/collectivisti*/individualis*; invariance; gender; game type
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1. Introduction

Internet gaming is commonly used as a recreational activity among children, adoles-
cents, and young adults [1]. With the expansion of internet technology, internet gaming
has been employed to serve educational purposes, promote physical activity, develop
cognitive skills and for therapeutic actions (e.g., reasoning, spatial awareness, and problem-
solving) [2]. While most industries were negatively affected during the coronavirus disease
2019 (COVID-19) pandemic, the gaming industry has considerably flourished worldwide,
with increased gaming time spent by previous users, numbers of new users, female users,
and traffic in online mobile gaming. Indeed, the World Health Organization’s (WHO)
collaborative campaign (#PlayApartTogether) has been employed to promote online gam-
ing as a method of fostering socialization while maintaining spatial distancing to prevent
infection spread [2–4]. Increased risk for excessive gaming and increased screen use time
among youth during COVID-19 may be a method to compensate for negative emotions
associated with social isolation/being homebound, lack of meaningful activities (e.g., due
to closure of schools and workplaces), inability to participate in entertainment activities that
were available before the pandemic (e.g., clubs and cinemas), and COVID-19 burnout [3–6].

Children and adolescents are particularly vulnerable to developing maladaptive pat-
terns of excessive or problematic gaming [3]. Internet Gaming Disorder (IGD) is defined as
a behavioral pattern of persistent and recurrent involvement in online and offline games,
resulting in remarkable distress and impairment in essential life activities (work and study)
for a period of 12 months or more [7,8]. The global prevalence of IGD ranges between 0.7%
and 15.6% [9,10]. In a Chinese study comprising 2863 school children, 83.0% played video
games during the COVID-19 pandemic. Excessive and pathological gaming were evident
in 20.9% and 5.3% of the participants [11].

Factors associated with increased IGD during COVID-19 include male gender, young
age, loneliness, lack of parental support and/or supervision, mental health problems,
and low socio-economic status [1,3,11,12]. Internet gaming among youth is associated
with a plethora of negative consequences: poor health-related quality of life, sleep distur-
bances, impaired life skills, low self-esteem, concentration problems, poor communica-
tion skills, higher social distress, poor real-life relationships, loneliness, aggression, poor
academic/work performance, poor impulse control, and tendency toward psychopathol-
ogy [2,13–16]. Persistent or excessive gaming may increase the risk of more serious mental
health problems [4]. Suicide has been reported among adolescents and emerging adults
with psychological predispositions who played videogames that take up many hours a day
such as PlayerUnknown’s Battlegrounds (PUBG) [12].

The Diagnostic and Statistical Manual of Mental Disorders (DSM–5) classifies IGD
in Section III—disorders requiring further investigation [8,14]. According to the DSM-5,
meeting five out of nine normative symptomatic criteria is sufficient for establishing IGD as
a diagnosis: (1) preoccupation with playing on the internet/digital games; (2) withdrawal
symptoms when internet games are not available; (3) tolerance noted by increased time
spent in gaming; (4) relapse noted by failed attempts to quit gaming; (5) loss of interest
in other previous hobbies/entertainment behaviors because of, and with the exception
of, online games; (6) continued and excessive use of online games despite knowledge of
the psychosocial problems it causes; (7) deception of relatives, therapists, or other people
about the amount of time spent in gaming; (8) mood modification is noted by use of online
games to escape or mitigate negative emotions; and, (9) losing significant interpersonal
relationships, work and educational or professional opportunities as a result of participating
in internet gaming [7,9]. Because research on IGD is relatively recent, these nine criteria
have been described based on existing research on pathological gambling and substance
use disorder. Therefore, IGD measurement may be associated with methodological issues
i.e., in relation to the definition and presentation of IGD [8]. Among 18 measures designed
to assess IGD, the Internet Gaming Disorder Scale 9–Short-Form (IGDS9-SF), a brief form
of the IGDS, has been designed to detect all nine diagnostic criteria of IGD [8,16].
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The IGDS9-SF has been translated into many languages, including Italian and Alba-
nian [8], Korean [15], Spanish [14], Polish [17], Turkish [10], Arabic [18], and Portuguese [19].
Although numerous studies report good reliability and validity of the IGDS9-SF in samples
from Western and developed countries, its psychometric evaluation in various cultural
contexts is limited, which may restrict its use as a global measure of IGD [8,17].

Cultural orientations may considerably influence the way through which individuals
respond to a symptom scale. For instance, collectivistic cultures put a great appreciation
for group values and norms while conditions entailing deviation from group norms (e.g.,
mental disorders such as IGD) can be stigmatized [20]. Therefore, collectivistic individuals
tend to express IGD scores close to the mean, resulting in a minimal range of IGDS9-
SF item responses. On the other hand, individualistic cultures entail appreciation of
individual goals, values, competition and achievement as a base of social hierarchies.
Therefore, individualistic persons tend to compete in gaming in order to achieve higher
rankings [8,21].

Measurement invariance is frequently tested to ensure the usability of a measure for
comparing the levels of a latent construct across different groups (e.g., cultures, ethnicities,
genders, and age) [22,23]. Measurement invariance is assessed at four levels: configural,
metric, scalar, and strict. Ideally, an invariant scale successfully reflects similar conceptual-
ization of the underlying latent structure among groups (usually by reporting the same
observed scores), similar degree of endorsement of items, and a capacity to objectively
compare scale mean scores among groups. Comparisons based on non-invariant measures,
especially at the scalar level, are likely to be invalid because group scores are confounded
by differences in scaling properties across groups [8,22]. Although all previous findings
support the unidimensional structure of the IGDS9-SF, some degree of measurement non-
invariance has been expressed, especially in studies comprising English-speaking countries
(e.g., Australia, United Kingdome (UK), and the United States of America (USA)) and non-
English-speaking samples e.g., Polish and Indian [17,21]. Even among English-speakers
from the USA and Australia, investigations of time invariance (three months) uncovered
partial metric and scalar non-invariance among Australian gamers [24].

Given the widespread incidence of IGD and related mental health and academic
adverse effects among youth, careful identification and proper management of IGD in this
group may have implications for preventing/mitigating psychiatric comorbidities [23,25].
Lack of validation of IGD measures in developing countries such as Sri Lanka represents a
challenge for IGD detection and treatment. It is not clear if IGD levels among youth from
Sri Lanka can be compared with IGD levels among countries with evolving economies such
as Turkey and developed countries such as Australia and the USA. These four countries
do not only vary according to their economy but also according to the dominant cultural
orientations. To fill the gap, the current study aimed to examine the structure, invariance,
and criterion validity of the IGD9-SF among university students from Sri Lanka. We
hypothesized that the IGD9-SF would express a unidimensional structure that would be
invariant across different groups (e.g., gender, ethnicity, and income). We also expected that
the IGD9-SF would strongly correlate with average daily gaming time, different motives of
gaming, as well as sleep quality and quantity. In addition, we expected that the IGD9-SF
would express some none-invariance across countries (Sri Lanka, Turkey, Australia, and
the USA).

2. Materials and Methods
2.1. Study Design, Participants, and Procedure

This cross-sectional study is a secondary analysis based on three publicly accessible
datasets. The first dataset is affiliated with University of Colombo Faculty of Medicine, Sri
Lanka [26] and it is associated with a published study [27]. This dataset comprises a sample
of advanced level university students obtained through random cluster sampling from four
schools of the Colombo Educational Zone in Sri Lanka. This sample was used to examine
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the psychometric properties of the IGDS9-SF in Sri Lanka [27]. The sociodemographic,
academic, and gaming characteristics of this sample are shown in Table 1.

Table 1. Sociodemographic, academic, and gaming characteristics of university students from Sri
Lanka.

Participant Characteristics (N = 322)

Age in years mean (SD) 17.2 ± 0.6

Gender
Males 182 (56.5%)

Females 140 (43.5%)

Ethnicity
Sinhala 249 (77.3%)
Others 73 (22.7%)

Language used
Sinhala 152 (47.2%)
English 170 (52.8%)

Major
Physical education 88 (27.3%)

Commerce 106 (32.9%)
Biology 67 (20.8%)

Arts 51 (15.9%)
Others 10 (3.1%)

Monthly income per household (SLR) N
<100,000 124 (38.5%)
<200,000 106 (32.9%)
>200,000 92 (28.6%)

Gaming Type
Offline single player 109 (33.9)
Online multiplayer 164 (50.9)
Online single player 49 (15.2)

Gaming hours/day
One hour or less 172 (53.4)

Two to three hours 91 (28.3)
More than three hours 59 (18.3)

Device
Mobile 206 (64.0%)
Others 116 (36.0%)

Sleep hours/day
Five hours or less 102 (31.7%)
Six hours or more 220 (68.3.2%)

SLR: Sri Lankan rupee; N: one SLR is equal to $0.0049 or €0.0044.

Invariance of the IGDS9-SF across countries is based on data of the IGDS9-SF only
from an international sample, which was integrated from three publicly accessible datasets,
including the current sample from Sri Lanka [26]. It also included a sample from Turkey
comprising 244 university students who reported playing digital games. Males and fe-
males were almost equally represented (N =113, 46.3%) and (N = 131, 53.7%), respec-
tively [28]. No further details are available about the characteristics of those students. The
third dataset comprised online gamers from Australia (N = 738, mean age = 25.8 ± 7.6,
range = 18–72 years, 49.3% females, 71.7% employed, 32.7% students) and the USA
(N = 222, mean age = 27.0 ± 8.0, range = 18–63 years, 54.1% females, 70.3% employed,
39.2% students) [29]. Data collection was obtained through an anonymous online survey
conducted through SurveyGizmo, and an ethical approval for data collection was issued
by the ethics committee of Cairnmillar Institute. Further details on the characteristics of
the participants from those countries are reported in detail elsewhere [30]. Because all the
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datasets are shared under the terms of creative common license (CC BY 4.0) [26,28] or are
in the public domain [29], we did not obtain an ethical approval for the current study.

2.2. Data Collection Measures

The questionnaire addressed to students from Sri Lanka included a personal informa-
tion form inquiring about students’ age, gender, academic major, ethnicity, and gaming
experience (hours, type of gaming, age of start). It also comprised other measures, in-
cluding the Internet Gaming Disorder Scale 9—Short Form (IGDS9-SF), a brief measure
of the severity of IGD symptoms [31]. The scale consists of nine items. Each item is rated
on a 5-point Likert scale ranging from (1 = never) to (5 = very often). The maximum
and minimum scores of the IGDS9-SF are 9 and 45. Higher scores reflect higher levels of
problematic internet gaming [31]. The IGDS9-SF was administered both in Sinhala and in
English. Its reliability in this Sri Lankan sample is good (coefficient alpha = 0.81).

Motives for Online Gaming Questionnaire (MOGQ), a scale that comprises 27 items,
which measure seven major gaming motives: Social (building and maintaining social
relationships), Escape (escaping from reality), Coping (coping with stress and distress),
Competition (challenging and competing with others), Skill Development (attention and
coordination), Fantasy (in-game identities and experience), and Recreation (entertainment
and enjoyment). Items are rated on a five-point Likert scale (1 = almost never/never) to
(5 = almost always/always) [32]. Its reliability in the current sample is excellent (coefficient
alpha = 0.92).

The Single Item Sleep Quality Scale (SISQ) was used to evaluate sleep quality. The
response is rated on a scale from 1 to 10, with higher scores indicating better sleep qual-
ity [33].

Self-esteem has been assessed by a single question prompting the participants to rate
their self-esteem on a 5-point Likert (1 = very poor) to (5 = excellent).

2.3. Statistical Analysis

Checking the original Sri Lankan dataset, which comprised 395 responses, for missing
data revealed that seventy-three responses had missing data on the IGDS9-SF. Therefore,
they were excluded from the analysis, ending with a final sample of 322 respondents—
response rate = 82%. The distribution of the IGDS9-SF and MOGQ was examined using
Shapiro-Wilk test. Quantitative variables with normal distribution were described by mean
and standard deviation while those with non-normal distribution were described using
median and interquartile range (IQR: 25–75%). Categorical variables were described using
number and percentage.

Based on the literature, the unidimensional structure of the IGDS9-SF was examined in
the Sri Lankan sample by confirmatory factor analysis (CFA) using the maximum likelihood
method of estimation with bootstrap that generates 2000 random replications. Multigroup
CFA was conducted to examine invariance of the IGDS9-SF across countries (Sri Lanka,
Turkey, Australia, and the USA) in the international sample as well as across groups of
gender, ethnicity, and language used to complete the questionnaire, income, device, game
type, and academic major in the Sri Lankan sample (groups are shown in Table 1).

The chi square (χ2) index is largely dependent on sample size, and well-fitting models
with minor misspecifications may be disqualified based on a significant χ2 [25]. Meanwhile,
absolute fit indices represent more reliable indicators of model fit because they are sample-
size independent. Therefore, we considered model fit in CFA/multigroup CFA to be good
or acceptable based on a Comparative Fit Index (CFI) and Tucker–Lewis Index (TLI) equal
to or above 0.95 and 0.90, respectively, along with a root mean square error of approximation
(RMSEA) and standardized root-mean-square residual (SRMR) less than 0.06 and 0.08,
respectively [34].

The internal consistency of the IGDS9-SF was examined by coefficient alpha, alpha-if-
item deleted, and item-total correlations. Its criterion validity was evaluated by Spearman’s
r correlations with the MOGQ, number of sleeping hours, SISQ, and single-item measure
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of self-esteem in the Sri Lankan sample. Additionally, a Mann Whitney U test and Kruskal
Wallis test were used to examine differences in the number of gaming hours as well as key
constructs measured by MOGQ among groups of gender and game type since differences in
IGD were depicted in these groups, and they expressed a tendency toward non-invariance
in multigroup CFA. Statistical analyses were conducted in SPSS and Amos, and significance
was considered at a probability level less than 0.05 in two-tailed tests.

3. Results
3.1. Confirmatory Factor Analysis and Invariance Analysis of the Internet Gaming Disorder Scale
9—Short Form

As shown in Table 2, the IGDS9-SF expressed excellent fit among students from
Sri Lanka. According to Supplementary Table S1, the scale expressed invariance at the
configural, metric, and scalar levels among Sri Lankan students across groups of gender,
ethnicity, language used to complete the questionnaire, income, game type, academic
major, and device used for gaming. However, there was a tendency toward configural
non-invariance across groups of monthly income (∆CFI = 0.022, ∆TLI = 0.020) and strict
non-invariance across groups of gender and game type (∆CFI = 0.042, 0.028; ∆TLI = 0.037,
0.020). However, ∆RMSEA was within the acceptable range in all tests, which supports
invariance of the IGDS9-SF.

Table 2. Goodness-of-fit indices for the one-factor structure of the Internet Gaming Disorder Scale
9—Short form (IGDS9-SF) among university students from Sri Lanka, its invariance across countries,
normality tests, and internal consistency.

Groups Invariance
Levels χ2 df p ∆χ2 ∆df p

(∆χ2) CFI ∆CFI TLI ∆TLI RMSEA ∆RMSEA SRMR W
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The IGDS9-SF expressed good fit in the Turkish, Australian, and American subsamples
as well (Table 2). It was invariant at the configural, metric and scalar levels across partici-
pants from the four countries. However, strict invariance was not maintained (∆CFI = 0.147,
∆TLI = 0.120, ∆RMSEA = 0.027) due to minor misspecifications in the covariances of a
few of the items among participants from Turkey, Australia, and the USA (Figure 1). A
Kruskal Wallis test revealed significant differences in the levels of IGD across countries
(H (3) = 185.99, p = 0.001), with the lowest levels reported in participants from Turkey
(median (IQR) = 13.0 (10.0–18.0)) and Sri Lanka (median (IQR) = 18.0 (13.0–22.0)) while the
highest levels were reported in participants from the USA (median (IQR) = 21.0 (17.0–27.0))
and Australia (median (IQR) = 20.0 (16.0–25.0)). The Shapiro Wilk W test showed that the
IGDS9-SF demonstrates a similar distribution in all the samples. Reliability tests showed
that the internal consistency of the scale in the international subsamples ranged between
very good and excellent (Table 2).
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Figure 1. Factor structure of the Internet Gaming Disorder 9—Short Form (IGDS9-SF) among
participants from Sri Lanka (a), Turkey (b), Australia (c), and the USA (d).

3.2. Reliability and Criterion Validity of the Internet Gaming Disorder Short-Form 9

Among Sri Lankan students, the IGDS9-SF expressed adequate internal consistency
(coefficient alpha = 0.81), item-total correlations ranging between 0.341 and 0.611, and alpha
if item deleted ranging between 0.779 and 0.816. It also demonstrated adequate criterion
validity by exhibiting strong positive correlation with all motives of gaming measured by
the MOGQ; the highest correlations were demonstrated with the dimensions of Escape
and Coping (Table 3). It also correlated with the number of gaming hours, and the Kruskal
Wallis test revealed significantly higher scores of the IGDS9-SF among those with daily
gaming for more than three hours (H (2) = 88.8, p = 0.001). The IGDS9-SF did not correlate
with the number of sleep hours (r = −0.051, p = 0.360), but it was negatively correlated
with sleep quality (r = −0.120, p = 0.05). It negatively correlated with the single measure of
self-esteem, albeit non-significantly.

The IGDS9-SF strongly correlated with Gender. The Mann Whitney U test revealed
significantly higher IGD levels among males than females (U = 9261.0, z = −4.21, p = 0.001).
Males recorded more daily time (>3 h) spent in gaming than females (χ2 (1) = 32.19,
p = 0.001). The Mann Whitney U test also revealed significantly higher scores of Social,
Escape, Coping, Fantasy, and Recreation motives among males than females (U = 9724.0,
10,934.5, 10,987.0, 10,619.0, 8382.0; z = −3.66, −2.19, −2.12, −2.59, −5.29; p = 0.001, 0.028,
0.034, 0.010, 0.001). IGD correlated with ethnicity, and the Mann Whitney U test revealed
significantly higher IGD among Sinhala students compared with students from other
ethnicities (U =7 446.0, z = −2.35, p = 0.019).
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Table 3. Descriptive statistics of and correlation of the Internet Gaming Disorder Scale 9—Short form
(IGDS9-SF) with criterion variables among university students from Sri Lanka.

Variables 1 2 3 4 5 6 7 8 9 10 11 12

1. IGDS9-SF -

2. Gender 0.235 ** -

3. Ethnicity 0.131 * 0.288 ** -

4. Sleep quality −0.120 * 0.082 0.000 -

5. Gaming
hours/day 0.532 ** 0.312 ** 0.170 ** −0.066 -

6. Self-esteem −0.104 0.084 0.030 0.193 ** -.008 -

7. Social 0.514 ** 0.204 ** −0.014 −0.038 0.463 ** 0.033 -

8. Escape 0.616 ** 0.123 * 0.043 −0.161 ** 0.383 ** −0.122 * 0.537 ** -

9. Competition 0.367 ** 0.085 0.028 −0.059 0.340 ** 0.017 0.495 ** 0.452 ** -

10. Coping 0.513 ** 0.119 * −0.042 −0.134 * 0.295 ** −0.149 ** 0.503 ** 0.708 ** 0.426 ** -

11. Skill
development 0.398 ** 0.060 −0.098 −0.030 0.334 ** −0.057 0.552 ** 0.538 ** 0.534 ** 0.590 ** -

12. Fantasy 0.451 ** 0.145 ** 0.073 −0.074 0.321 ** −0.017 0.469 ** 0.604 ** 0.459 ** 0.505 ** 0.497 ** -

13. Recreation 0.389 ** 0.295 ** 0.098 0.020 0.448 ** −0.024 0.464 ** 0.254 ** 0.356 ** 0.439 ** 0.418 ** 0.322 **

Median 18.0 - - 7.0 - 4.0 8.0 7.0 9.0 9.0 8.0 7.0

IQR (Q1–Q3) 13.0–22.0 - - 5.0–8.0 - 3.0–4.0 5.0–8.0 5.0–10.0 6.0–12.0 7.0–12.0 5.8–12.0 4.0–10.0

*: p < 0.05; **: p < 0.01.

Despite a tendency toward non-invariance across income groups, no significant differ-
ences between groups in the scores of the IGDS9-SF were noted among income groups (H
(2) = 0.72, p = 0.696). Significant differences in IGD were recorded among game types, with
the lowest scores reported among single offline players and the highest scores expressed
among online multiplayers (H (2) = 9.70, p = 0.008). Multiple online players (28.0%) spent
more than three hours gaming a day compared with 11.0% of offline players and 2.0% of
single online players (χ2 (4) = 41.54, p = 0.001). They also exhibited significantly higher
levels of Social, Competition, Skill development, and Recreation motives (H (2) = 47.49,
20.06, 11.83, 18.99; all p values = 0.001).

4. Discussion

Concerns about psychometric equivalence of IGD measures in different parts of the
world represent a challenge for adequate identification of IGD in different cultural con-
texts [24]. The psychometric properties of the IGDS9-SF have been largely tested in English-
speaking, European, and a small number of less developed countries. Accordingly, the
current study complements existing knowledge by examining the psychometric properties
of this scale among respondents from Sri Lanka and evaluating its measurement invariance
across four international groups from distinct cultural backgrounds.

Consistent with previous studies, data obtained from the Sri Lankan and international
samples expressed good fit of the single factor structure of the IGDS9-SF, with all items ade-
quately loading on this factor (Table 2, Figure 1). Multigroup CFA revealed non-invariance
of this measure at the configural, metric, and scalar levels across the international partici-
pants as well as across various groups in the Sri Lanka sample. However, the IGDS9-SF did
not hold strict invariance in the international sample, and there was a tendency toward
strict non-invariance across groups of gender and game type in the Sri Lankan sample.
Obviously, slight improvements in the fit of the IGDS9-SF were attained by correlating
the error terms of item 7 (deceiving others) and item 9 (jeopardizing relationships) in the
Turkish sample. Among Turkish adolescents, excessive social media use is associated with
an interplay between family life satisfaction and social connectedness [35]. Therefore, the
interaction between items of deception and jeopardizing relationships may reflect on a
subtle relation factor underlying IGD in the Turkish context. On the other hand, corre-
lating the error of item 5 (loss of interest) with item 8 (escape) and the errors of item 2
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(withdrawal—Irritability when reducing or stopping use) and item 3 (tolerance—need to
spend more time gaming) improved the fit in the Australian and American samples. It
seems that gaming is adopted as a measure to escape negative emotions (loss of interest)
in the Australian and American contexts. Meanwhile, the mood-modifying effect that
results from achieving status or progress in online gaming diminishes in persons with
prolonged engagement [36]. Therefore, loss of interest in previous gaming activities may
derive tolerance—gaming for a longer time to achieve the previous satisfactory effect.
Accordingly, lack of satisfaction of gamers’ emotional needs may be related to irritability
upon reducing/stopping (withdrawal). Cumulative knowledge shows variations in the
internal and external events which shape the psychosocial background of IGD among
individuals meeting the diagnostic criteria of IGD [37]. Thus, further investigations are
needed to explore different dynamics underlying IGD in the cultures addressed in our
study and whether they affect people’s responses to the items of the scale.

Although the loadings of items 2 and 3 were strong in our American and Australian
samples, they contributed to metric non-invariance in Australian respondents in a previ-
ous assessment of time invariance across Australian and American gamers. In the same
Australian sample, items 4, 6, 8, and 9 were involved in partial scalar non-invariance of
the scale [24]. Likewise, the single IGD factor was replicated in Polish gamers; however,
poor fit was expressed by item 6 (continuation), item 7, and item 8 [17]. In another study
comprising participants from the UK, USA, and India, cross-country variations were noted
for items pertaining to preoccupation, tolerance, deception, escape, impairment in daily
activities, and lack of control [21]. These findings generally suggest that the IGDS9-SF
possibly involves a general component of high time and energy investment into IGD, in
addition to the specific core components of IGD [38,39].

Configural and metric invariance of the IGDS9-SF across countries in our study in-
dicates that IGD is similarly conceptualized by participants from poor countries (e.g.,
Sri Lanka), countries with evolving economies (e.g., Turkey), and developed countries
(Australia and the USA). Strict non-invariance is rarely achieved while one third of the
commonly used psychometric measures exhibit partial non-invariance [22,40]. Because the
scale demonstrated scalar invariance across countries, the findings of this study show that
the IGDS9-SF can be reliably used to compare IGD levels in those countries [40]. Significant
differences in the level of IGD were noted among the international groups, with the highest
occurrence reported among participants from the USA and Australia. On the contrary,
Turkish students reported the lowest level followed by Sri Lankan students. In accordance,
aggregate dates show that the levels of IGD and social media abuse are evidently higher in
Europe and America than Asia [41]. These findings lend further support to previous studies
reporting more pathologized IGD scores less close to the mean among respondents from
individualistic cultural orientations such as the USA and close to normal scores among
collectivistic or less individualistic countries (e.g., Turkey and the UK) [10,21]. It is worthy
to note that the IGDS9-SF was examined in India before. However, it was administered
in English [21], with a possibility that the scale may demonstrate different properties if it
was administered among Indians who speak only local languages. In the present study, the
IGD-SF9 was presented both in English and Sinhala, and it maintained perfect invariance
across languages used, with no significant IGD differences between Sinhala and respon-
dents from other ethnicities. Given the proximity as well as the cultural and geographical
similarities between India and Sri Lanka, the IGDS9-SF seems to be a suitable measure in
this region of south Asia.

Non-invariance of the IGDS9-SF across different groups (e.g., gender, ethnicities, and
game types) denotes that the IGDS9-SF operates evenly as an IGD measure among youth
from different social backgrounds in Sri Lanka. However, IGD significantly correlated
with gender, with males expressing significantly higher IGD levels, IGD motives, and
gaming time than females. This finding is consistent with reports of a recent meta-analysis
comprising studies across 22 countries, which confirms that men exhibit significantly
higher levels of IGD than women. On the other hand, women express higher levels of
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excessive social media abuse than men [41]. Increased risk for IGD among males is likely
to be attributed to gender differences in the activation and connectivity of brain regions
associated with the mesocorticolimbic reward system [37]. While females retreat to social
networking to meet their need to relate [39], it seems that males retreat to gaming to
satisfy their need to relate, as noted by significantly higher levels of Social motives among
males in the present study. Moreover, online multiplayers were a majority in this study
(Table 1); they also expressed the greatest time spent gaming, as well as the highest levels
of IGD and gaming motives (Social, Competition, Skill development, and Recreation),
particularly compared to offline single players. A qualitative investigation shows that
distinctions between online and offline gaming can be largely shaped by the development
of relationships, norms, and expectations—a person frequently plays with ’people like
me’ [42]. Overall, males engage in gaming more than females, engage more in online
multi-playing, and endorse more Social and Competition motives, denoting that gaming is
probably employed to meet social needs.

5. Strength and Limitations

This study has the strength of integrating public data to examine the psychometric
properties of the IGDS9-SF in Sri Lanka and its measurement invariance across four coun-
tries with different cultural backgrounds. However, the study entails numerous limitations
that must be acknowledged. The use of public data in the analysis makes us unable to
answer pivotal questions. For example, it is not clear how the IGDS9-SF was translated
into Sinhala and whether it was back translated into English before data collection. Priori
calculations of sample sizes were not performed. Details on the number of people initially
contacted as well as the specific sampling method are not available. The cross-sectional de-
sign precluded the evaluation of test-retest reliability of the scale. Lack of sociodemographic
characteristics in the international sample makes it impossible to examine invariance of
the scale across specific groups (e.g., gender, age, and education). The reported differences
in IGD across countries may not be sufficiently accurate. This is because participants in
the American and Australian samples were recruited from online gaming platforms. On
the other hand, gaming was self-reported by the Sri Lankan and Turkish participants—a
possibility of reporting bias. Future studies may remedy the flaws implicated in the present
study.

6. Conclusions

The IGDS9-SF expressed good fit and invariance across different groups, along with
satisfactory levels of reliability and criterion validity in Sri Lankan students. Males and
online multiplayers spent more time playing and expressed higher levels of IGD and
playing motives. Significantly higher levels of the social dimension of the MOGQ in both
groups suggest that gaming is used to meet the need to relate. Future investigations of
relevant factors (e.g., family relations, social connectedness, social skills/competence) may
provide further explanations of the use of gaming by males to satisfy their social needs.

In addition to demonstrating good fit of the unidimensional structure among the
Turkish, Australian, and American subsamples, the IGDS9-SF also expressed configural,
metric, and scalar invariance across countries. Therefore, this scale may be reliably used
to compare IGD levels in those countries. The covariances of error terms of items related
to deceiving others and jeopardizing relationships in the Turkish sample suggest the
involvement of social factors in IGD in this culture. On the other hand, covariances between
the error terms of items 5 and 8 as well as items 2 and 3 in the Australian and American
subsamples indicate that gaming is employed by respondents from those countries to escape
negative emotions. However, failure of gaming to resolve negative emotions may contribute
to continued gaming (tolerance) and withdrawal symptoms upon sudden cessation. Future
studies examining cultural invariance of the IGDS9-SF may need to identify the dynamics
underling IGD in different countries and whether they may affect individual responses to
the items of the IGDS9-SF.
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Abstract: Frontline rural physicians in Canada are vulnerable to the psychological impacts of the
COVID-19 pandemic considering their high pre-pandemic burnout rates as compared to their urban
counterparts. This study aims to understand the psychological impacts of the COVID-19 pandemic on
rural family physicians engaged in full-time primary care practice in Ontario and the stressors behind
any identified challenges. Recruitment combined purposive, convenience, and snowball sampling.
Twenty-five rural physicians participated in this study. Participants completed a questionnaire
containing Patient Health Questionnaire-2 (depression), General Anxiety Disorder-2 (anxiety), and
Perceived Stress Scale-4 (stress) screening as well as questions exploring self-reported perceptions
of change in their mental health, followed by a semi-structured virtual interview. Quantitative
data showed an overall increase in self-reported depression, anxiety, and stress levels. Thematic
analysis revealed seven qualitative themes including the positive and negative psychological impacts
on rural physicians, as well as the effects of increased workload, infection risk, limited resources,
and strained personal relationships on the mental health of rural physicians. Coping techniques
and experiences with physician wellness resources were also discussed. Recommendations include
establishing a rapid locum supply system, ensuring rural representation at decision-making tables,
and taking an organizational approach to support the mental health of rural physicians.

Keywords: COVID-19; mental health; psychological impact; pandemic; epidemic; primary care
physicians; coronavirus disease; rural

1. Introduction

The Coronavirus Disease 2019 (COVID-19) pandemic has introduced additional bur-
dens on the publicly funded Canadian healthcare system, alongside great uncertainty and
personal health risk for people working within the healthcare system. This has resulted in
significant psychological impacts on frontline healthcare workers (HCW), who experience
high levels of work-related stress even under normal circumstances [1]. This is particularly
true for rural and remote communities, comprising approximately 21% of the Canadian
population, which are primarily serviced by general practitioners [2–4]. While one in four
Canadian physicians and residents reported high levels of burnout before the pandemic,
the available pre-pandemic literature also shows profoundly reduced wellness, increased
burnout, decreased job satisfaction, and lower retention rates of rural physicians as com-
pared to their urban counterparts [3–5]. This can be attributed to limited resources, longer
work hours, reduced access to specialty consultation, lack of privacy from patients outside
of the clinical context, difficulty in taking time off, and increased social isolation among
other factors [3,4,6].

Global research during the COVID-19 pandemic and the previous SARS pandemic
shows higher rates of depression, anxiety, fear of infection, stress, burnout, isolation, poor
sleep quality, exhaustion, psychiatric disorders, and even suicide of HCWs, including physi-
cians [7–20]. The current international literature on rural HCWs shows similar worsening
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mental health during the COVID-19 pandemic [11,21,22]. The consequences of excessive
and prolonged stressors can be detrimental to the quality of care provided, resulting in
reduced patient satisfaction, compassion fatigue, lower productivity, absences, and higher
turnover rates [23,24]. Increased rates of medical errors, breach of protocols and guide-
lines, and patient safety concerns are also a risk [23,24]. Supporting the mental health of
physicians is, therefore, also vital for sustaining an effective response from the medical
workforce during the pandemic, particularly in underserviced rural areas.

In October 2020, the Canadian Medical Association (CMA) responded to the mental
health crisis of physicians by introducing a Physician Wellness Initiative [25]. Other
organizations, such as the Society of Rural Physicians of Canada (SRPC) and Canadian
Medical Protective Association (CMPA), posted lists of online COVID-19 and mental health
resources [26,27]. Some hospitals have developed “grief circles” and response teams to
provide urgent support to distressed physicians [28,29]. Nevertheless, in February 2021,
a survey by the CMA showed that 64% of respondents were still experiencing anxiety and
reported that their fatigue had increased by 69% within the first year of the pandemic [30].
This may be because most of these services do not address the underlying challenges, and
physicians may be reluctant to disclose mental health distress due to the fear of stigma [1].
Furthermore, there are little to no physician wellness services that specifically address the
unique psychological challenges of rural doctors. There is also a paucity of pre-pandemic
research on rural physician wellness in Canada. Therefore, this paper will examine the
psychological impacts of the COVID-19 pandemic on rural physicians from the province of
Ontario within Canada and the stressors behind any identified challenges.

2. Methods
2.1. Participants

This study recruited participants from the province of Ontario, which had the highest
total number of COVID-19 cases in Canada at the time, the fewest hospital beds per capita,
a severe shortage of staff, and a greater number of rural residents than any of the other
provinces [7,31,32]. This study uses Statistics Canada’s definition of rural, which is defined
as communities with less than 10,000 people and are located outside of the commuting
zones of larger urban centers [33].

Recruitment combined purposive, convenience, and snowball sampling between May
and early August 2021. A recruitment poster and letter were advertised through the SRPC,
on social media, and by contacting rural hospitals and affiliated rural sites of medical
schools in Ontario. The inclusion criteria included physicians with College of Family
Physicians of Canada certification, working in rural Ontario since at least March 2020, and
having a full-time primary care practice with regular duties in at least two clinical settings
(i.e., emergency department, clinics, hospitals, long-term care, etc.). Participants were
recruited to the point of thematic saturation, when data collection no longer resulted in
the identification of new themes [34]. This was confirmed when researchers started to hear
the same comments again and again, and there were no new codes. Ethics approval was
obtained through the Queen’s University Health Sciences and Affiliated Teaching Hospitals
Research Ethics Board. Participants were provided a $50 SRPC gift card honorarium.

2.2. Data Collection and Analysis

Once participants were verified as fitting the inclusion criteria, they were emailed
a brief online questionnaire, which collected demographic information, a Generalized
Anxiety Disorder (GAD)-2 score, a Patient Health Questionnaire (PHQ)-2 score, a Perceived
Stress Scale (PSS)-4 score, and self-reported perceptions of change in their mental health
compared to before the pandemic [35–37]. The purpose of collecting these quantitative
descriptive data was to understand the current mental health status of the participants.
GAD-2 is a two-item tool with a cut-off at ≥3 points that rapidly screens for Generalized
Anxiety Disorder (sensitivity 76%, specificity 81%) [35]. Similarly, the PHQ-2 is a 2-item
screening tool for the presence of depression (sensitivity 97%, specificity 67%) with a cut-off
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at ≥3 points [36]. Finally, the 4-item PSS-4 is the most widely used psychological instrument
for measuring the perception of stress and has an internal reliability of r = 0.60 [37].

The questionnaire was followed by an approximately 60-min one-on-one semi-structured
interview over Zoom video conferencing or phone call. The interview guide included seven
questions and associated prompts that were developed through an extensive review of the
literature on the topic of interest. Please see Appendix A Interview Guide for a copy of the
interview guide.

The qualitative data of this study was analyzed using thematic analysis, which al-
lows for the identification of recurring ideas (referred to as themes) in a data set [38,39].
Data analysis was conducted by the primary researcher (AM). Interviews were audio-
recorded and transcribed verbatim. Interview transcripts were imported into NVivo12
(QSR International, Burlington, MA, USA). All data were read in its entirety, encoded into
twenty-four codes, and key conceptual themes were searched, reviewed, and defined by
AM. Themes and codes were discussed iteratively with the research supervisor (EP) to
ensure validity. An external family physician in rural Ontario was consulted regarding the
research findings and recommendations to check for relevance and sensitivity to the rural
physician community.

3. Results
3.1. Quantitative Findings: Demographic and Questionnaire Results

Twenty-five rural physicians participated in this study. Please reference Tables 1–3.
Most participants were between the ages of 35 and 49 years. There was a relatively equal
distribution between participants from Southern and Northern Ontario as well as between
male and female gender, with one participant who identified as trans, gender fluid, or non-
binary. The majority of participants (72%) scored between 6 and 10 on the PSS-4 screening,
indicating moderate stress levels. Although 16% screened positive for depression in PHQ-2
and 44% screened positive for anxiety in GAD-2 at the time of the study, the majority of the
participants self-reported increased levels of perceived depression (48%), anxiety (72%),
and stress (92%), as well as a decreased sense of overall mental wellbeing (80%) compared
to before the pandemic. Full results of PHQ-2, GAD-2, and PSS-4 are reported in Table A1.

Table 1. Demographics of participants.

Variable Response
% (n = 25) Variable Response

% (n = 25)

Age, years No. of physicians in practice
18 to 34 20.0 (5) <5 00.0 (0)
35 to 49 48.0 (12) 5 to 10 40.0 (10)
50 to 64 28.0 (7) 10 to 20 36.0 (9)

65 and older 4.0 (1) >20 24.0 (6)
Gender Medical setting of practice
Female 52.0 (13) Clinics 92.0 (23)
Male 44.0 (11) Emergency 88.0 (22)

Trans/Gender
Fluid/Non-binary 4.0 (1) Hospitalist 96.0 (24)

Other (No comments) Obstetrics 20.0 (5)
Location Public Health 8.0 (2)

Northern Ontario 44.0 (11) Anesthesia 00.0 (0)
Southern Ontario 56.0 (14)

Other (Comments include indigenous
communities and reserves, home visits,

long-term care, palliative care, MAID, surgical
assist, and teaching)

Years of practice in Ontario
1 to 5 24.0 (6)

5 to 10 20.0 (5)
10 to 20 40.0 (10)

>20 16.0 (4)
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Table 2. PHQ-2 (depression), GAD-2 (anxiety), and PSS-4 (stress) screening results.

Variable Response
% (n = 25)

PHQ-2
Screened positive for depression 16.0 (4)
Screened negative for depression 84.0 (21)

GAD-2
Screened positive for anxiety 44.0 (11)
Screened negative for anxiety 56.0 (14)

PSS-4 *
≤5 (low stress) 24.0 (6)

6–10 (moderate stress) 72.0 (18)
≥11 (high stress) 4.00 (1)

* Please note that PSS-4 results were divided into low, moderate, and high stress groups based on data distribution.

Table 3. Self-reported perceived change in mental health of participants from before the pandemic
compared to the present.

Variable Response
% (n = 25) Variable Response

% (n = 25)

Level of anxiety Level of stress
Increased 72.0 (18) Increased 92.0 (23)

Stayed the same 28.0 (7) Stayed the same 8.0 (2)
Decreased 00.0 (0) Decreased 00.0 (0)
Not sure 00.0 (0) Not sure 00.0 (0)

Level of depression Level of overall mental wellbeing
Increased 48.0 (12) Improved 4.0 (1)

Stayed the same 48.0 (12) Stayed the same 16.0 (4)
Decreased 00.0 (0) Worsened 80.0 (20)
Not sure 4.0 (1) Not sure 00.0 (0)

3.2. Qualitative Findings

From the qualitative data, seven main themes emerged (Figure 1) that are organized
into three broad categories. Please refer to Tables A2–A4 for quotes relevant to each theme.

3.2.1. Category One: Impacts on Psychological Wellbeing
Theme 1: Psychological Impacts of the COVID-19 Pandemic on Rural Physicians

Although rural Ontario generally had delayed onset and a low number of COVID-19
cases due to geographical isolation and eventual high vaccination rates, participants de-
scribed how the trickle-down effects on the rural healthcare system continued to impact
the psychological wellbeing of most rural physicians to varying degrees. Almost all partici-
pants reported that their mental health had worsened at the beginning of the pandemic.
However, over time, as they learned to adapt, their mental health either stayed the same or
seemed to improve, although still at an overall lower level than their baseline from before
the pandemic.

Beyond work, many physicians struggled to balance family obligations, social isolation,
and personal struggles such as loss of loved ones, going through a divorce, managing
personal/family member health issues, and worrying about loved ones in long-term care
homes. Common words used by participants to describe their mental health included
frustration, anxiety, stress, tired, anger, irritable, hopeless, drowning, defensive, burnout,
COVID-fatigue, depression, disappointed, emotional, low mood, and numb.

Earlier in the pandemic, anxiety largely stemmed from the uncertainty surrounding the
virus. Many local public health projections predicted massive outbreaks, which generated
fear of the worst-case scenarios and “feeling on edge” in understaffed and low resourced
rural centers. This anxiety manifested as “doom and gloom” conversations, feeling behind
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on scientific readings, feeling underprepared for work, as well as worrying about long-term
impacts on personal life, hospital backlog, the economy, etc.

Outbreaks in rural communities triggered anxiety, a sense of demoralization, and
feelings of helplessness, and several participants found it stressful to deal with the medical
complications of decompensating COVID-19 patients in a low-resource setting. Some par-
ticipants also resented that public health protocols for COVID-19 patient care undermined
the dignity of the patient and restricted visits from family during end-of-life care. The death
of a COVID-19 patient was personally difficult for many rural physicians, as individuals in
rural communities are usually intimately familiar with each other, and physicians know
them as more than just patients.
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Figure 1. Qualitative thematic analysis with categories, themes, and associated codes.

As the pandemic progressed, feelings of burnout evoked self-questioning about the
purpose of working when they were unable to enjoy their personal lives, especially in
younger physicians who may place higher value on work–life balance. They reported
feeling like there was no end in sight and not having a life outside of work. Interestingly,
previous experience of the SARS pandemic appeared to have helped older physicians to
mentally prepare themselves for the COVID-19 pandemic.

A few participants identified an overwhelming feeling of constant generalized anger at
the beginning of the pandemic relating to their stressful workload and dissatisfaction with
the government, public reaction, and vaccine rollout. This often manifested as easily losing
patience with uncooperative patients, emotional outbursts, and strained relationships with
colleagues and family.
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Interestingly, despite adverse psychological impacts, some participants also felt that
it was exciting to deal with a new challenge through teamwork with their colleagues and
rewarding to be able to use their skills to help their community. This sparked feelings of
“rising to the challenge” and “humble gratitude.”

3.2.2. Category Two: Stressors Affecting Psychological Wellbeing
Theme 2: Excessive Increase in Workload and Responsibilities

Planning and preparations for the COVID-19 pandemic, such as setting up assessment
centers, restructuring teams, practicing protected code blue simulations, modifying ven-
tilator capacity, etc., were a substantial source of stress for rural family physicians. This
is because, unlike urban centers, rural generalists work across multiple practice settings
and, thus, were responsible for enforcing COVID-19 protocols across several departments.
Participants described it as “scrambling” to adjust to the new practice and protocols, and
many physicians returned early from their vacation to assist.

Initially, clinic and emergency department workload decreased as patients delayed
accessing healthcare due to fear of contracting COVID-19, but the workload quickly spiked
as patients started coming with acute presentations requiring a higher level of care. The
creation of new roles in the assessment center, vaccination clinics, and additional services
added strain on the already understaffed system. Physicians now also had to cover for their
colleagues on short notice while the colleague was awaiting swab results or recovering from
illness. Workload and stress further increased during peaks of COVID-19 outbreaks, and
the transfer of complex or ventilated patients to overwhelmed tertiary centers was difficult
to organize. Many participants reported greater anxiety because of the unpredictability of
their workload with the changing nature of the pandemic.

With the transition to virtual care, physicians were now taking on more patients per
day and, thus, having to do more paperwork. Their workload also substantially increased
as they were seeing some patients twice, virtually followed by in-person. Concerns of the
physicians included doing more investigations to compensate for the lack of a physical
exam, fearing that they were providing inferior quality of care virtually, and frustration
dealing with patients who were resistant to this change. However, one participant reported
enjoying virtual care as they were able to work from the comfort of their home.

Most participants expressed empathy for the increased mental health challenges and
struggles of patients during the pandemic for reasons such as unemployment, isolation,
difficulty finding childcare, etc. In response, some clinics extended their appointment
duration to accommodate mental health discussions. However, some participants disclosed
that having to deal with so many mental health appointments contributed to second-hand
anxiety, compassion fatigue, and/or exhaustion.

The administrative workload also increased, with more communications, emails,
paperwork, as well as investigation results to review. Moreover, there was a drastic increase
in the number of meetings for COVID-19-related preparations and decision-making or
policy making, in turn adding multiple hours to their workweek.

All participants reported feeling a sense of duty to keep up with the rapidly evolving
COVID-19 literature, protocols, and guidelines to provide evidence-based patient care
or to develop policies for their local hospital, often spending hours and working late at
night to catch up. The majority expressed feeling information overload, cognitive fatigue,
and exhaustion over time. Differing and conflicting messaging from various sources and
lack of relevance to the rural context created confusion, prompting some participants to
selectively review a few reliable information sources or to only consume the literature that
was practical for their daily use. Frustration was also augmented by political influence on
public health decisions. It was especially stressful for physicians who were responsible for
translating the evolving literature to the public on behalf of their hospital. As information
rapidly changed, most notably during the AstraZeneca vaccination controversy, many
physicians felt that the public lost confidence in the guidance of physicians, and many
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physicians in turn lost trust in government messaging, which one participant described as
“shady” and “lacking transparency” [40].

Out of professional responsibility, commitment to their community drove rural physi-
cians to take on more responsibilities and workload. With time, this led to burnout, and
some physicians gave up leadership positions and refused more work. New grads reported
burning out faster and feeling under-skilled. On the other hand, provincial restrictions
eventually made travel more difficult for locum physicians, so some of them chose to either
spend longer periods of time working in a community or to settle down in a permanent
practice. Because they were no longer able to locum for short periods and take immediate
breaks, taking on full or longer practice increased their workload and fatigue. Locum
physicians who continued to travel expressed frustration with multiple quarantines, swab
testing, and differences in regional protocols.

Theme 3: Management of Risk of Infection

In general, younger physicians were less anxious about personal infection risk com-
pared to older physicians, who felt more vulnerable and some of whom feared death due
to their older age and co-morbidities. Personal fear stemmed from insufficient knowledge
about the virus, not having adequate personal protective equipment (PPE), and lower intu-
bation proficiency among other factors. Physicians with young children were particularly
anxious about what would happen to their children if they died from COVID-19. Some
physicians reported that they had reviewed their will, revised advanced directives, and
shared account passwords with their partner in apprehension of their death. Neverthe-
less, most participants reported feeling desensitized to the risk of infection over time, and
vaccines provided them with a greater sense of safety.

Many participants feared bringing home COVID-19 to their family or spreading it to
vulnerable patients. A few participants even experienced stigma from family members.
As a result, some physicians reduced their contacts, temporarily lived separately from
their family, avoided entering nursing homes unless necessary, strictly adhered to infection
control and PPE protocols, wore scrubs at work, and/or developed a sanitization ritual
after coming home from work (i.e., washing clothes and showering before interacting with
family). Several participants reported choosing to stay separate from their family during
self-isolation while awaiting swab results, which was emotionally difficult but relatively
easy to do in a larger rural home.

Participants who had a greater sense of personal risk of infection also expressed
frustration with individuals who did not strictly follow COVID-19 protocols, demonstrated
negligence, or had a lower perception of infection risk. Some physicians reported feeling a
responsibility to gently remind colleagues and patients to wear masks (like a “PPE police”)
and worrying that other staff may become lax with protocols over time.

Most COVID-19 patients were managed at home or transferred to tertiary care center
intensive care units (ICU) due to lack of infrastructure to care for complex conditions in rural
centers. Many participants did not know that they had cared for a COVID-19 patient until
later when swab results returned. These participants often reported more post-exposure
anxiety due to fear of not having taken enough precautions at the time. Participants also
reported that as rural generalists are not as experienced with intubating as anesthesiologists
in urban centers, they felt greater anxiety with intubations and other aerosol generating
procedures that would increase the risk of infection for healthcare providers.

Infection control measures and cleaning protocols fostered an increased sense of
safety. However, after a while, the majority of participants found these protocols to be
an additional annoyance, such as having to screen patients, skin irritations from cleaning
products, putting on full PPE before seeing every patient, waiting for rooms to dry after
sanitization, not being able to eat at their desk or in a break room, as well as entering and
exiting through different doors. Protected code-blue barriers also made it more difficult to
manipulate equipment and provide quality care.
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Although healthcare professionals were labelled as the priority during the COVID-19
vaccine rollout, most participants reported that the general public in several urban centers
were receiving the vaccine before them. Rural physicians felt that their risk of infection was
“ignored” and felt insulted and undervalued by not being prioritized for vaccines despite
the vulnerability of short-staffed rural centers. They were also frustrated by the variation in
rollout between communities, the redirection of vaccines away from rural communities, or
receiving an insufficient vaccine supply for their population. Several participants reported
feeling frustrated by the lack of cooperation of health units to plan for vaccine clinics and
later being instructed to set-up a vaccine clinic at the last minute.

Theme 4: Management of Limited Resources in a Rural Setting

The global shortage of PPE at the beginning of the pandemic also impacted unprotected
frontline rural physicians, causing much stress and anxiety. Some participants felt neglected
by local integrated health networks (LIHN), which are regional organizations responsible
for planning, integrating, and funding local health services in Ontario, as they did not
provide PPE for community physicians [41]. At some rural hospitals, there was also conflict
over the banned use of personally supplied masks at the beginning of the pandemic. To
mitigate the PPE shortage issue, many rural centers collected donations from the community
and sub-optimal handmade PPE by local sewers, retrieved expired PPE stock from past
Ebola, H1N1, and SARS precautions, and reused PPE when possible. No participants
reported running out of PPE, but most reported having to use their reserve sparingly until
supplies improved.

Use of PPE also had its negatives such as mask acne, headaches from visors, visors
steaming up, being dehydrated, and sweating in PPE, especially during hot summers.
PPE also made it more difficult to communicate with patients who lip read or are hard of
hearing and decreased the human touch in patient care. Nevertheless, most participants
did not mind PPE as part of their job and felt safe and grateful to have it.

The limited COVID-19 swab testing capacity and long result turnaround times earlier
in the pandemic disproportionately affected short-staffed rural communities where they
were burning through PPE and losing potentially exposed staff while awaiting test results.
Unprotected frontline physicians also felt unsafe not knowing if their patient had COVID-19
due to limited testing capacity. Moreover, many rural hospitals have access to only one
or two transport ventilators and limited oxygen supply, so participants were fearful of
running out of these resources if they were unable to transfer ventilated patients out to
overwhelmed tertiary care centers during a local COVID-19 outbreak. This worry was
compounded by the limited training of rural nurses to care for complex ventilated patients.
Interestingly, limited resources prompted many rural physicians to focus more on the
patient’s goals of care, such as providing palliative care at home as per the patient’s request
instead of seeking aggressive care in a tertiary care center ICU where they might die alone
or contract COVID-19 if ill with something else.

On top of the chronic shortage of human resources, the creation of new roles and
clinics during the pandemic required rural family physicians to take on extra shifts, cover
for quarantining colleagues, work “double duty” (cover two services concurrently), and be
deployed to ICUs with minimal training. Many older physicians were unable to retire as
they could not find someone to take over the care of their patients. Moreover, taking time
off was difficult as there was a profound shortage of locum physicians, and permanent
physicians felt guilty for creating additional burden on colleagues to cover them. As
a shortage of staffing threatened some rural emergency departments to close, physicians
felt an obligation to continue working to ensure continuity of healthcare services in their
community. Even if they were able to take time off, their break was fragmented by being
called in to work extra shifts, completing paperwork, and other duties. In other words,
there is a culture in rural centers to constantly be on-call if within town, even during time
off. Participants explained that true time off requires leaving town, which was not possible
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due to COVID-19 travel restrictions. Similarly, taking time off did not feel worthwhile for
some, as they were unable to visit loved ones in other communities.

Over time, overworked rural physicians started feeling the effects of burnout. The
provincial government provided funding to incentivize rural physicians to continue work-
ing and keep emergency departments open, but almost all participants revealed that they
would prefer more time off to care for their physical and mental health needs rather than
earning more money.

Theme 5: Impact on Familial, Professional, and Public Relationships

The social life of rural physicians became limited during the pandemic due to public
health restrictions. At work, socializing opportunities such as eating and sharing food
with colleagues were halted. Virtual care and decreased face-to-face time with patients
and colleagues caused increased professional isolation. Participants who were locums
reported that travel restrictions prompted some of them to settle in a community, where
they struggled to develop a new social circle due to social restrictions. This enhanced
their sense of isolation as their main social supports were residing in distant locations.
One participant even contemplated terminating their contract to be with their loved ones.
Physicians who were single, unable to date, and living alone also reported feeling a great
sense of isolation. However, at the same time, participants reported feeling an increased
sense of camaraderie with their rural colleagues as they worked together through the
various challenges presented by the pandemic.

The impact on familial relationships varied. Most participants reported that their
partner was very supportive, and that having a partner who took care of home demands
was helpful. Common regrets included not spending enough time with their partner,
being cranky, and feeling like their partner did not understand a physician’s stress. Rural
physician couples or couples with both individuals working in healthcare struggled with
being too busy with work, having differing views about the pandemic, talking about
COVID-19 all the time, or staying separate from each other so that the hospital did not
lose two doctors to illness at the same time. Virtual schooling or homeschooling allowed
physician parents to spend more time with their kids at home, although some participants
regretted being too busy to see their child’s growth or being irritable with their children.
Physicians with young children reported more burnout as they were either working or they
were parenting at home, with no time to care for their own needs. Other common concerns
included difficulty finding childcare, worrying about children’s mental health and safety,
and worrying about the quality of virtual education.

Most rural physicians limited in-person interactions with extended family and friends
due to pandemic restrictions and to protect elderly/vulnerable family members. While
most stayed connected virtually, some met with friends in outdoor settings such as on
hikes, picnics, or sitting around a fire. A few participants expressed being too busy to stay
connected, or they avoided contact to limit COVID-19-related discussions, or the frustration
of their work stresses not being understood by others. Participants also reported feeling
judgmental towards those who did not follow public health guidelines, chose not to get
vaccinated, or did not share the same sense of risk of infection or view about the pandemic
as them.

At the beginning of the pandemic, most rural physicians reported feeling grateful and
motivated by the appreciation from the public for being “healthcare heroes.” However,
a few participants felt it was misplaced since it was their job and other essential work-
ers, such as grocery store employees, deserved more appreciation. One participant also
reported feeling less like a hero and more like “cannon fodder” earlier in the pandemic
and would have preferred to receive proper PPE and supports instead of the hero label.
Later, participants reported feeling like scapegoats for the public’s exhaustion with the
pandemic, manifested as increased rudeness, frustration, and lack of cooperation from
patients. Rural physicians also felt disheartened by anti-vaccination discussions, anti-
masking protests, and patients trusting “internet doctors” over their own evidence-based
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recommendations. Most physicians tried to avoid social media; people were always asking
for their opinion, social media attacks in rural communities are often personal where HCWs
are unable to defend themselves, and differences in opinion about the pandemic often
shattered relationships.

3.2.3. Category Three: Coping with COVID-19
Theme 6: Use of Coping Strategies

The long-term nature of the COVID-19 pandemic posed a challenge for rural physi-
cians to adapt and use their usual healthy coping strategies. Due to restrictions and closures,
leisure travel and most recreational activities providing a distraction from work were no
longer an option.

While rural physicians initially struggled to cope, the majority of the participants
of this study eventually learned to develop healthy coping techniques to retain some
consistency in life during their limited free time. One common method was to find ways to
distract oneself from work such as limiting COVID-19-related discussions and consumption
of news, gardening, practicing music, watching movies, reading books, and doing outdoor
activities. Some physicians engaged in activities that increased their mindfulness, positivity,
and self-confidence. This included meditation, journaling, self-reflection, therapeutic letter
writing, focusing on things one can change rather than things one cannot, celebrating
“small wins” from one’s efforts, and educating oneself about COVID-19. Many participants
also worked on strategies to improve self-care, balance relationships, and follow a healthy
lifestyle such as by exercising, having a reasonable sleep schedule, connecting with loved
ones, learning to incorporate breaks, not doing work outside of business hours, and relying
on their partner to identify limits. When possible, some participants visited their social
supports in other communities to recharge their mental health.

Individuals with unhealthy coping strategies often reported de-stressing by crying,
being too busy or exhausted to apply the usual coping strategies, forcing themselves to
continue functioning for their loved ones, and repressing their emotions. These individuals
were also more likely to have a worsening diet, do less exercise, feel too tired to do activities
that they enjoyed, or lose interest in pursuing their hobbies. Most participants reported
that their sleep schedule and quality was impacted by more night shifts, staying up late to
catch up on paperwork, insomnia from increased anxiety (both generalized and COVID-19-
related), and COVID-19-related dreams or nightmares. A few participants also reported
drinking more alcohol than usual and using dark humor to reduce their stress.

Theme 7: Experience Accessing Physician Wellness Resources

When all participants were asked if they were familiar with or had used any physician
wellness resources offered by any professional associations or organizations, only eight
participants responded affirmatively. Of them, four individuals reported satisfactory
experiences specifically with the Ontario Medical Association’s (OMA) wellness programs
and would recommend it to their colleagues, including the OMA Wellness Support Line,
positive messages texting pilot project, and the physician leadership support groups.

A major barrier to accessing physician wellness services by rural physicians was
reported as being too busy with their increased pandemic workload to read promotional
emails on wellness resources, to explore resources online, or to even take time off to
focus on their mental health. Participants also felt overwhelmed by the vast quantity of
resources and emails from various sources and did not have time to comb through them
all. Furthermore, negative past experiences with mental health services deterred many
rural physicians from seeking support. For example, six participants reported having tried
the OMA wellness program or other help lines in the past but did not find it useful or
knew a colleague who received suboptimal support. Five participants expressed wanting
supports tailored specifically for rural physicians to avoid urban-based “geographical
narcissism” from province-wide programs. Fear of repercussions on their professional
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license and insurance, as well as fear of stigma from colleagues, family and the community
were also described.

Beyond physician wellness services, while some participants felt uncomfortable reach-
ing out to local mental health services due to the lack of anonymity in the rural setting,
five participants reported having a personal counsellor or therapist from outside their
community. They expressed enjoying the validation and the personalized service they
received, including for their non-professional problems. A few participants were hesitant
to seek support from colleagues due to the fear of creating an added burden for them, but
most participants reported enjoying support from peers and community mentors with
whom they had a deeper connection and a shared rural context, compared to a stranger
from a help line. Participants cited physician support groups, the SRPC RuralMed listserv,
and WhatsApp group chats with colleagues as useful resources during the pandemic.

Almost all the participants opined that despite all of these resources, improving
workforce capacity through increased locum coverage or permanent physician staffing was
the most important need of rural physicians.

4. Discussion

From the literature, it was hypothesized by the researchers that rural physicians would
have a high level of emotional distress during the COVID-19 pandemic [7–22]. Interestingly,
PHQ-2, GAD-2, and PSS-4 positive screening rates (Table 2) demonstrated lower levels of
distress than the self-reported perceived change in depression, anxiety, and stress levels of
the participants compared to their pre-pandemic baseline (Table 3). This can be attributed
to the fact that this study was conducted more than a year after the start of the COVID-19
pandemic, but the objective screening tools only looked at the past two weeks to one
month. Thus, the questions in Table 3 were a much more sensitive tool for gauging the
longitudinal decline in their mental wellness. As discussed in theme 1, most participants
agreed that their responses earlier in the pandemic would have reflected greater distress
because they learned to cope with this “new normal” over time despite their overall decline
in mental health. This reflects the resiliency and adaptability of rural physicians in the
face of adversity and the positive impact of adopted healthy coping strategies. However,
resilience can only take an individual so far before systemic change is required to resolve
their ongoing stressors and prevent long-term psychological harm.

The findings of this study are consistent with the global literature, although the context
behind these stressors is different for rural Canadian physicians [7–22]. Most psychological
stressors identified in this study, particularly in theme 2 and 4, stemmed from previously
prevailing systemic challenges within the rural healthcare system that were exacerbated by
the pandemic [2–4].

This study identified increased workload and staffing shortage as the major stressors
that prevented participants from finding time for self-care or taking time off during the
pandemic. Even before the pandemic, it was difficult to take time off and arrange for
coverage by locums or colleagues due to the chronic shortage of physicians [42]. This
contributes to burnout, which was further complicated by the fact that physicians in
general are more likely to reach out for mental wellness supports when they are in an acute
dire crisis rather than earlier [43].

Health Force Ontario, a marketing and recruitment agency under the provincial
government, currently offers centralized and coordinated assistance for locum physician
placement across the province through Ontario Physician Locum Programs (including the
Rural Family Medicine Locum Program, Emergency Department Locum Program and
Northern Specialist Locum Program) to which short-staffed hospitals, individual physicians
seeking support and interested locums seeking employment can register [44]. While there
is adequate locum supply through these programs, most of them are not available on an
urgent basis. Moreover, many employers usually do not arrange locum coverage for their
staff and the onus is put on the respective physician. For a physician in crisis, however, the
multi-step application process may be cumbersome and time-consuming.
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Based on the request of the participants, aside from ongoing efforts to increase re-
cruitment and retention of the rural medical workforce, the researchers recommend the
establishment of a rapid, easy-to-access locum coverage system to allow acutely struggling
rural physicians to take a much-needed break without worrying about finding someone to
cover their practice. This time off will also enable them to access mental health supports
and attend to their basic physical needs, so that they can return to work in a better mental
health state and provide safe patient care. This is in alignment with the literature on the
Physician Wellness Hierarchy, which prioritizes attending to a physician’s physical and
mental needs first for them to be able to deliver quality patient care [45]. A logistical model
such as the Ontario Physician Locum Programs may be considered but with a simplified
application process and standby locums who can emergently ensure continuity of primary
medical care in the community.

Most of the stressors identified in this study can be addressed by system-level changes.
The CMA positions that health care employers have an ethical responsibility to address
physician wellness and remove any occupational and personal barriers to positive physi-
cian health [46]. There is also evidence that employer support can be a protective factor
for physician mental health during pandemics [1]. An organizational approach, where
the employer and hospital leadership are empowered to cultivate a healthy professional
culture may, therefore, be considered to address stressors faced by rural physicians. This
will also ensure that the approach is relevant to the local context of the physician. Fur-
ther, employers can play a role in countering mental health stigma in the workplace by
fostering open communication; challenging unhealthy attitudes, for example, by ensuring
vacation time is protected; hosting an educational campaign about the true impacts of
seeking mental health support on licensure and insurance; providing options to seek mental
health supports locally or external of their community [1]. When physicians perceive that
their efforts are recognized and reciprocated by employers and authorities in these ways,
their psychological outcomes, burnout rates, motivation, and morale can be significantly
improved [47–49].

Finally, during the COVID-19 pandemic, many new urban-centered decision-making
committees were established on short notice to develop COVID-19 management policies,
but rural representation was not always considered on these teams. As articulated by
the study participants, this led to many unique rural challenges being unaddressed, in-
cluding inequities in access to healthcare resources such as PPE, oxygen, ventilators, and
vaccines, which caused increased anxiety for rural physicians and threatened the stability
of fragile low-staffed rural healthcare centers. Participants also reported feeling ignored
and unvalued by urban-based policy makers. While the Equity and Diversity in Medicine
policy by the CMA recognizes geographical minorities, it is not as commonly applied in
practice compared to other minority populations [50]. Urban-based policymakers also
often try to implement urban interventions to rural areas without understanding that it
may not always be successful in the rural context [51]. If rural physicians are represented
at decision-making tables, they can effectively guide discussions and inform decisions on
issues relevant to rural communities. To improve rural representation at the provincial
and national level, greater advocacy for the recognition of rural as a minority group is
warranted, so that future policies and planning will be inclusive of the rural context and
the voice of rural physicians is heard.

5. Limitations

A major limitation of this study is its small sample size, which may lower the statis-
tical power of the study. As anticipated, it was difficult to recruit participants who had
enough time and energy to contribute to this study due to their heavy workload, burnout,
and family responsibilities. This may also explain why there was no participants from
communities with less than five physicians.

Participant bias may exist in this study as physicians who are distressed or have strong
opinions on the topic are more likely to volunteer as a participant. Further, while the
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demographic distribution of the participants in this study was diverse, there are certainly
many physician perspectives from rural Ontario that were missed. As healthcare is under
provincial jurisdiction in Canada, the findings of our study may also not be generalizable
to the experience of rural physicians in the rest of Canada or to rural physicians in other
countries, despite some similarities.

Finally, thematic saturation was not quantitatively assessed in this study due to the
challenges of measuring the degree of saturation statistically. Instead, this study determined
thematic saturation through the widely accepted empirical approach proposed by Glaser
and Strauss (1967) [52]. Despite its popularity, there are a few limitations that are inherent to
this approach. It is dependent on the researcher’s subjective judgement to determine when
thematic saturation has been achieved. Moreover, an observation that does not contribute
new themes cannot necessarily guarantee that a future observation will not contribute new
themes [34]. These limitations can impact the validity of the study.

6. Conclusions and Implications

The COVID-19 pandemic has introduced immense stresses on the Canadian healthcare
system and the mental health of frontline physicians [1]. This is especially significant for
physicians living in under-resourced rural and remote areas, who were already experiencing
high pre-pandemic burnout rates [3,4]. For physicians working in rural Ontario, the
COVID-19 pandemic has resulted in worsening self-reported overall mental wellbeing
due to stressors such as increased workload, risk of infection, limited access to resources
and staffing, as well as changing personal relationship dynamics. Current physician
wellness resources are often not accessed by burnt-out rural physicians due to difficulty
in finding time to focus on self-care. This study recommends establishing a rapid locum
supply system, ensuring rural representation at decision-making tables, and taking an
organizational approach to support the mental health of rural physicians.

The literature on physician wellness in the rural Canadian context was limited prior
to the pandemic. The findings of this study can, thus, be used to guide future research and
long-term studies on this important topic in other rural regions of Canada or the world.
Healthcare policymakers may also use this data for the development of focused strategies
that address rural physician wellness and improve the resilience of the medical workforce.
This will, consequently, strengthen the quality of care in rural and remote communities and
equip the Canadian healthcare system to effectively support rural physicians during the
present and future global public health emergencies.
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Appendix A

Interview Guide:
Questions:

(1) When the pandemic started, how did your everyday medical practice and lifestyle
change? Are there are any changes unique to your rural context?

Prompts:

• What new measures were put in place in response to the pandemic?
• Did you have access to appropriate types and quantities of PPE?
• How has your workload changed?
• If you needed it, are you able to get time off as easily as before?
• What personal lifestyle changes have you made?

(2) Do you think your mental health state has changed since before the pandemic com-
pared to now? How?

(3) Do you feel like your community was impacted by many/a high number of
COVID-19 cases?

If so, please tell me briefly about that.

(4) What are some of the stressors that have impacted your mental health? What are
some stressors that are unique to your rural context in your experience?

Prompts:

• How did the risk of infection impact your mental health?
• How did changing information about the virus impact you (both personally and

professionally)?
• How did wearing PPE affect you?
• How did all the new infection-control measures affect you?
• Where there any institutional policies that affected your mental health? Were these

impacts positive or negative?
• How did quarantining and self-isolation affect you (both personally and professionally)?
• Did you feel more or less isolated than before?
• Was your sleep schedule impacted?
• How did the balance between your career and relationships get impacted?
• How did the public’s changing perception of your profession impact your men-

tal health?
• How did the anxiety or response of your patients to the pandemic affect you?
• How did taking care of COVID-19 patients make you feel?
• How did availability of resources (i.e., ventilators, PPE, testing kits, medications,

staffing, etc.) in your rural setting impact you?
• Did the pandemic have a financial impact on you?

(5) How has the vaccine rollout in rural Ontario impacted your mental health and practice?
(6) What are some coping methods or things you do to maintain or boost your mental

health during the pandemic? What did you find worked or didn’t work?
(7) There are several supports that have been made available by the Canadian Medical

Association, Ontario Medical Association, Society of Rural Physicians of Canada, and
other organizations, including local hospitals. This includes support services, help
lines, lists of online resources, etc. Have you ever used any of these resources?

Prompts:

• Do you think the supports are well-tailored to rural physicians like yourself?

252



Healthcare 2022, 10, 455

• If you did use them, did you find them helpful?/If you didn’t use them, what is an
ideal resource that you think will help rural physicians during the pandemic?

Debrief:

(1) Is there anything else you would like to share with me today?
(2) Thank you for sharing your experiences with me today. [Stop recording.] How did

you find the interview and questionnaire? Do you have any questions?

Table A1. PSS-4, PHQ-2 and GAD-2 detailed results.

Variable Response
% (n = 25) Variable Response

% (n = 25)

PSS-4 PHQ-2
Question 1: In the last month, how often

have you felt that you were unable to
control the important things in your life?

Question 1: Over the last 2 weeks, how
often have you been bothered by little
interest or pleasure in doing things?

Never 00.0 (0) Not at all 48.0 (12)
Almost never 16.0 (4) Several days 44.0 (11)

Sometimes 56.0 (14) More than half the days 8.0 (2)
Fairly often 24.0 (6) Nearly every day 00.0 (0)
Very Often 4.0 (1)

Question 2: In the last month, how often
have you felt confident about your ability

to handle your personal problems?

Question 2: Over the last 2 weeks, how
often have you been bothered by feeling

down, depressed, or hopeless?
Never 00.0 (0) Not at all 48.0 (12)

Almost never 4.0 (1) Several days 36.0 (9)
Sometimes 28.0 (7) More than half the days 16.0 (4)
Fairly often 48.0 (12) Nearly every day 00.0 (0)
Very Often 20.0 (5)

GAD-2
Question 3: In the last month, how often
have you felt that things were going your

way?

Question 1: Over the last 2 weeks, how
often have you been bothered by feeling

nervous, anxious or on edge?
Never 00.0 (0) Not at all 24.0 (6)

Almost never 4.0 (1) Several days 32.0 (8)
Sometimes 56.0 (14) More than half the days 40.0 (10)
Fairly often 32.0 (8) Nearly every day 4.0 (1)
Very Often 8.0 (2)

Question 4: In the last month, how often
have you felt difficulties were piling up so
high that you could not overcome them?

Question 2: Over the last 2 weeks, how
often have you been bothered by not being

able to stop or control worrying?
Never 4.0 (1) Not at all 28.0 (7)

Almost never 24.0 (6) Several days 56.0 (14)
Sometimes 40.0 (10) More than half the days 16.0 (4)
Fairly often 24.0 (6) Nearly every day 00.0 (0)
Very Often 8.0 (2)
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Table A2. Quotes from participants about impacts on psychological wellbeing.

Quote Number Quote

Quote 1

I think that I would honestly say like my mental health, right now, is really quite good. I think that in a lot of
ways [ . . . ] a lot of us have like grown a lot through this and really learned to prioritize [ . . . ] If you’d asked
me this like March of last year, April, May of last year, it would have been a little different. I think that that
was a really hard time. Like, I’ve never been somebody who has insomnia, but I would like, you know, just

wake up in a cold sweat, wake up worrying, just really afraid because we had done some math based on some
projections of like, if we didn’t lock down what would that look like? And like, it was really scary for our town.

Like we have four ventilators at the best of times, maybe not . . . maybe only three actually. And we were
projecting like you know 300 people would end up in the hospital [ . . . ] So like, it was stuff of nightmares.

Like we were just like projecting that we’d be working hundred-hour weeks and that we’d have no help, and
we just didn’t know what was coming so it was just . . . it was really scary. (Participant 1)

Quote 2

Yeah, I mean, mental health wise, I would say, I was more stressed by the concerns or responsibilities that were
mine and [what] I owned than anything else really. So, again, that sort of morphed throughout the pandemic
from the very beginning when I was most worried about my daughter’s potential exposures at work, and then
quickly realizing that my exposure and my long-term care residents were my biggest responsibility. That was

extremely difficult. [ . . . ] I think I was just exhausted by it, you know. I didn’t cry about it. I didn’t . . . I
couldn’t get away from it. It was something that I wasn’t used to having that constant stress. You know, [I’ve
had] stressful times at [my] various places of work, but I’d never had this constant, “don’t leave it” stress from,
you know, last March right through to when . . . our residents didn’t get vaccinated until . . . fully vaccinated

till the end of February beginning of March. So that was a long haul. (Participant 2)

Quote 3

I would say that, you know, I tend to be pretty calm, [but] I have felt more emotional recently. And you know,
that maybe shows up on a zoom meeting or something like that. [ . . . ] I don’t know how much of that to

tribute to the pandemic. I think it’s because of not having enough physicians to do the job, so we’re all
working too hard. And so then, being short of sleep. (Participant 3)

Quote 4

[I told myself] “Well, I worked every day for the past two months. Obviously, that wasn’t good enough” . . . so
just like lots of downplaying the amount of work that I did and kind of self-deprivation that was going on as

well. Now, you know, I’ve come to the realization that you know, things will eventually get better but
definitely in a very dark place where it’s like, you know, what’s even the point sort of thing if, if this is . . . if

this is the new the new way of life? (Participant 3)

Quote 5

Just because it’s been now a year and a half, and it’s not like before that year and a half, everything’s peachy
right? It was a struggle to access resources prior. And then you have a pandemic that augments that

exponentially. Right? And, you know, yeah. So I would say that yes, there definitely has been an effect on
one’s mental health, for sure. (Participant 10)

Table A3. Quotes from participants about stressors affecting psychological wellbeing of rural physi-
cians.

Stressor Quote

Excessive Increase in
Workload and

Responsibilities

Being in a rural area, we are expected to cover the hospital and the emergency department as well as
outpatient clinics, so there’s increased demand. Again, covering for the acute COVID patients,

vaccine clinics, swabbing clinics, all of that falls onto family physicians because we are literally the
only physicians in the area, so it all has to come to us. That’s probably the biggest thing . . . is having
to cover everything and trying to pick up all the pieces of this new pandemic world. (Participant 4)
All of a sudden I ended up with all of these leadership responsibilities, a lot more meetings to attend,
a lot more just like mental load of like, you know, participating in not only all the planning and the
kind of figuring out how we were going to do things locally, but also needing to stay up to date with
the torrent, like the fire hose of information that was, you know, coming out daily in terms of like this
novel virus and like what do we know about it? [ . . . ] What kind of measures do we need to take to
protect our staff? PPE, like you know all the protocols and treatments, just so much information to

filter through. (Participant 5)
And then it’s like which source do you listen to, you know? Different information coming from, you

know . . . not hugely different, but different information coming from different sources. It was
overwhelming. Like, I don’t find it as bad right now. Like I don’t get the same volume of emails, but
it was easily like 15 to 20 emails a day. And it has just become like . . . it’s just too much to kind of

keep track of. (Participant 6)
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Table A3. Cont.

Stressor Quote

Management of Risk of
Infection

I really felt like the best description that they were asking of us was that we were cannon fodder. That
we were going into emergency with absolutely no backup, no hope of coming out and a high risk of

getting infected. (Participant 7)
It’s like watching a scary movie where you know there’s no creature that’s out, but just the

anticipation is almost worse than to see it. So, I found that, you know, we would always be kind of on
high alert whenever we had someone with symptoms and there would be a few situations where,

you know, I would come in contact with someone that ended up being COVID positive a few days
later. And of course, you know, I wore the appropriate PPE, but you’re always wondering oh you

know, “Did I wash my hands right? Was there a little bit of exposure?” (Participant 8)
I was coming home and stripping down in the garage and throwing my clothes directly into the

washing machine, going to the shower before I would go near my kids. I still do that. (Participant 4)
Like we got vaccines and then all of a sudden, they’re sent to Toronto instead. Meanwhile, everybody
from Toronto was coming up here to vacation. It was just . . . like that made me feel 100% betrayed,

you know. (Participant 9)

Management of Limited
Resources in a Rural

Setting

I have my N95 [now] if I need it. Like, you know, it just felt like I had some form of, like, protection,
because before that it felt like we were just being like lambs to the slaughter—like just go out, work,

and you can’t wear PPE because we don’t have enough. So, it was . . . that was terrifying.
(Participant 1)

When the pandemic started, we had one ventilator, which is used usually just to transport people to
higher level centers. So then of course we were like well what happens if we can’t transfer them,
right? Like what if the higher-level centers are full and they won’t take them? So, then we were

having to train our . . . trying to train our nurses on how to care for a ventilated patient, which is not
something that they typically do. (Participant 5)

. . . And as someone trained in a very urban program, who is now working a 100% as a rural doctor,
it feels clearer than ever, especially during the pandemic, that a lot of the people that made policies in
urban centres, and a lot of people that are being trained in urban centres and practice medicine in

urban centres have no idea what’s going on in rural places. (Participant 10)
Remember, like everything in an urban center is augmented that much more in a rural center. Like

urban centers have much higher physician per capita, right? So, there’s more redundancy. So, if
someone gets sick you have . . . like there in a rural center, [ . . . ] you’re one person away from your

emerg shutting down even before COVID. (Participant 10)
The irony is that we’re supposed to take care of ourselves as physicians to take care of our patients,
but we’re not really allowed quote unquote to take any time off. So how do you take care of . . . like
how do you take care of yourself when you can’t devote any time to your own self care?...There’s this
weird perception of doctors where we’re supposed to be superhuman, and we can just keep on going
while denying our own needs and still be excellent all the time for patients, which I find ridiculous,

but that’s, I just feel like that’s kind of an expectation for physicians. (Participant 11)

Impact on Familial,
Professional and Public

Relationships

We basically spent four months not touching, not hugging, not sleeping in the same bed. That was
stressful. It wasn’t so much around the decision making, but really around protecting capacity for the

local health care system, so that we didn’t lose two docs at the same time. (Participant 12)
Like you’re here either at work working or you’re at home parenting. Whereas before there used to

be little pockets of time before the kids came home from school or, you know, before you know
something else happened. Like so those pockets of time or windows of opportunity for self-care just
evaporated and they’re still largely gone. [ . . . ] You just don’t have those shared opportunities to

kind of indulge in our relationship as a couple. [ . . . ] I’d sort of say, my partner doesn’t feel as fun,
but not to any fault of hers or mine. It just feels like, again, it’s all work all the time so . . . (Participant

11)
I was pretty disillusioned with the public’s behavior at large. I found it very difficult. I’m going to
have trouble, integrating with some of my neighbors who basically chose to ignore every public

health guideline that has been, you know, put out to the public. So, I’m becoming less judgmental of
them as time goes by, but it’s going to be hard to sort of reintegrate to those. (Participant 2)

But I think media, especially social media has been extremely hard on physicians. [ . . . ] And this
gradual transition from being the hero savior who was, you know, the well-loved by the community

to being the bad guy who was continuing to try and force public health and Ontario health
recommendations for isolation. Feeling that at some point, a portion of the population, not all and

probably not the majority, turned against us. (Participant 13)
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Table A4. Quotes from participants about coping with the COVID-19 pandemic.

Stressor Quote

Use of Coping Strategies

Personally, I think that, you know, because there were a lot of work responsibilities
and meetings and other kind of work-related and patient care-related events, you

know what, I would say that it definitely has eaten into my hobbies and my
extracurricular outside of medicine interests, you know. Some of that was because
you couldn’t do those interests because they weren’t, you know, available to do

because of public health restrictions, you know. But often because of clinical
workload. (Participant 10)

My life [outside of work] hasn’t changed quite that dramatically in a rural place
because there is more space. There’s more space, there’s more outdoor space,
people are more used to doing outdoor things, and like generally have larger

homes and patios that you can go to socialize at outdoors. (Participant 14)

Experience Accessing Physician Wellness
Resources

In my mind it’s [accessing physician wellness services] something that would take
even more time. I already have a busy life, which would invariably come either

from my sleep or my family life. So, I just have no more time to give, including to
myself. (Participant 4)

You can kind of imagine sometimes in a smaller community, you might have access
to in-person mental health resources but oftentimes you may know the counselor,
right? And there may be a bit of familiarity with that relationship, so you may not

necessarily want to discuss certain issues with that individual. (Participant 10)
The other thing too I sometimes think about is if I reach out and do this and they’re
concerned about me, is there any repercussions especially like on insurance? [ . . . ]

You know, especially for a younger physician who’s still, you know, trying to
improve their insurance, you know their disability or whatever, would that have

an impact, because if you say no on that questionnaire for “Have you seen a
therapist in the last year?” and you lie and they find out somehow that you did

and there’s reports about it or if it was copied to your family physician, that would
have negative repercussions. So, I just felt there’s a barrier there, and I never felt

like I was bad enough to need it. (Participant 15)
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Abstract: The novel 2019 coronavirus disease (COVID-19) is still not under control globally. The
pandemic has caused mental health issues among many different cohorts and suicidal ideation
in relation to COVID-19 has been reported in a number of recent studies. Therefore, the present
study proposed a model to explain the associations between generalized trust, fear of COVID-19,
insomnia, and suicidal ideation during the COVID-19 pandemic among a large-scale Iranian sample.
Utilizing cluster sampling with multistage stratification, residents from Qazvin province in Iran
were invited to participate in the present study. Adults aged over 18 years (n = 10,843; 6751 [62.3%]
females) completed ‘paper–and-pencil’ questionnaires with the assistance of a trained research
assistant. Structural equation modeling (SEM) was applied to understand the associations between
generalized trust, fear of COVID-19, insomnia, and suicidal ideation. Slightly over one-fifth of the
participants (n = 2252; 20.8%) reported suicidal ideation. Moreover, the SEM results indicated that
generalized trust was indirectly associated with suicidal ideation via fear of COVID-19 and insomnia.
Furthermore, generalized trust was not directly associated with suicidal ideation. The proposed
model was invariant across gender groups, age groups, and participants residing in different areas
(i.e., urban vs. rural). Generalized trust might reduce individuals’ suicidal ideation during the
COVID-19 pandemic period via reduced levels of fear of COVID-19 and insomnia. Healthcare
providers and policymakers may want to assist individuals in developing their generalized trust,
reducing fear of COVID-19, and improving insomnia problems to avoid possible suicidal behaviors.

Keywords: generalized trust; psychological distress; sleep; insomnia; suicide

1. Introduction

The psychological distress induced by the novel coronavirus disease-2019 (COVID-19)
has had a large negative impact across different countries and regions worldwide [1–6].
With such long-lasting suffering, it is likely that some individuals develop various severe
mental health problems, including suicidal ideation [7]. A recent paper reported that in
Bangladesh during the pandemic, the prevalence of suicidal ideation was 5% during 1 to
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10 April 2020, 6% during 8 to 25 April 2020, 12.8% during April to May 2020, and 19.0%
during July 2020 [8].

Moreover, constructing the relationships between these factors is needed to help build
a theoretical model to guide potential treatment directions for target outcomes [9,10]. In
the present study, a proposed model was constructed to provide knowledge concerning the
underlying psychological mechanisms for healthcare providers to understand how suicidal
ideation is generated. In this regard, three important factors (i.e., generalized trust, fear of
COVID-19, and insomnia) are proposed to be important factors contributing to suicidal
ideation during the COVID-19 pandemic [11–16].

Generalized trust (which is also called ‘general trust’ or simply ‘trust’ by some re-
searchers) is defined as “a willingness to be vulnerable to the actions of others” [17] and
is found to be an important societal factor in assisting individuals in maintaining daily
living [18]. Generalized trust has been found to be a factor that contributes to good social
relationships, which may subsequently improve individuals’ health via the mutual trust
and positive interactions between individuals [19–21]. Consequently, individuals’ psycho-
logical health can be improved [22–25]. Therefore, it is hypothesized that generalized trust
during the COVID-19 pandemic may help reduce individuals’ fear of COVID-19, insomnia,
and suicidal ideation.

A systematic review shows that the suicidal ideation and behaviors during the COVID-
19 pandemic were increased compared with the period before the COVID-19 pandemic [8].
Moreover, evidence has shown that some suicide attempts are related to fear of COVID-19 or
worries about COVID-19 [11,16]. For example, the first suicide case in Bangladesh involved
a man who killed himself because he experienced COVID-19-like symptoms, although
the autopsy showed he was not infected with COVID-19 [11]. In another study, fear of
COVID-19 was significantly associated with suicidal ideation among 1013 English-speaking
Americans [16]. Similarly, it was found that fear of COVID-19, together with psycholog-
ical distress, explained 27% of the risk regarding suicidal ideation among 595 Spanish
adults [26]. The relationship between fear and suicidal ideation has also been found in
another coronavirus (i.e., SARS) [27]. Therefore, in extreme cases, fear of COVID-19 may
trigger an individual’s irrational thoughts and result in suicide.

Aside from fear of COVID-19, insomnia has been found to be another important
factor in contributing to individuals’ suicidal ideation. Before the COVID-19 pandemic,
there was evidence that insomnia severity was a useful indicator in predicting suicidal
ideation [13]. Moreover, prior research, including randomized controlled trials, has shown
that tackling insomnia can substantially reduce individuals’ suicidal ideation [12,14]. There
is also some evidence that insomnia has been associated with suicidal ideation during the
pandemic [16]. Moreover, sleep problems during the COVID-19 pandemic have been found
to be serious [28,29]. Therefore, insomnia could be a trigger for individuals to develop
suicidal ideation during the COVID-19 pandemic.

To the best of the present authors’ knowledge, the contemporary evidence has sup-
ported the associations between fear of COVID-19, insomnia, and suicidal ideation during
the COVID-19 pandemic [16,26]. However, there is a lack of empirical evidence regarding
how generalized trust is associated with fear of COVID-19, insomnia, and suicidal ideation
during the COVID-19 pandemic period. However, prior to the COVID-19 pandemic, gen-
eralized trust was found to be associated with low levels of fear, insomnia, and suicidal
ideation. Therefore, the present study proposed a model that adopts generalized trust as
the independent variable, fear of COVID-19 and insomnia as mediating variables, and
suicidal ideation as the dependent variable. The proposed model was examined among
a large-scale Iranian sample to provide evidence regarding the psychological mechanism
underlying generalized trust and suicidal ideation. More specifically, the present study
investigated whether insomnia and fear of COVID-19 are mediators in the association
between generalized trust and suicidal ideation among the Iranian general population
during the COVID-19 pandemic.
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2. Materials and Methods
2.1. Procedures and Participants

The target population in the present study was the general population from Qazvin
province in Iran, including residents who lived in urban or rural areas during the COVID-19
pandemic. The entire population residing in Qazvin, a province located in the central part
of Iran, comprised 1,273,761 individuals in 2018 with 51% of the Qazvin population being
male. The present study used cluster sampling with multistage stratification to recruit
participants. First, 70 strata were stratified according to the administration districts in
Qazvin. Second, several health centers in each stratum were randomly selected with the
consideration of the population size in the stratum. Third, a list of families in the health
centers was provided by each health center and several families were randomly selected.
Fourth, interviewers who had received formal training contacted the selected families and
introduced the study to them. More specifically, the participants’ rights and autonomy
were clearly described. Once eligible individuals were willing to participate, an interviewer
performed a home visit to describe further study details to the participant. If they provided
written informed consent, they were allowed to complete the survey.

There was no obvious pattern of selection bias and there was a relatively high response
rate (78%). The present study recruited a sample that was considered to be representative
of the general adult population in Qazvin. The survey period was administered between
19 February and 9 April 2021. In order to maximize the representativeness of the general
adult population, there were only two inclusion criteria. These were being (i) an adult aged
18 years or older living in Qazvin, and (ii) an adult who provided written informed consent
for participation. Guests and tourists in Qazvin were excluded from the study.

2.2. Measures

Suicidal ideation was assessed using Item 9 from the nine-item Patient Health Ques-
tionnaire (PHQ-9). The PHQ-9 suicide item has been found to be an effective tool for
assessing the prevalence of suicidal ideation. The PHQ-9 suicide item assesses passive
thoughts of death and the desire for self-harm among respondents (i.e., “Thoughts that you
would be better off dead, or thoughts of hurting yourself in some way?”) within the last
two weeks. The Iranian version of the PHQ-9 has been found to be valid and reliable [30].

General trust was assessed using the six-item Generalized Trust Scale (GTS) [21,31].
All six items (e.g., “Most people are basically honest”) are rated on a five-point scale with a
higher score indicating a higher level of generalized trust [21,31]. The GTS was recently
translated into Persian for Iranians and demonstrated satisfactory psychometric properties
(Cronbach’s α = 0.89 and is unidimensional among the Iranian general population [18,32]).

Fear of COVID-19 was assessed using the seven-item Fear of COVID-19 Scale (FCV-
19S) [33]. All seven items (e.g., “I am most afraid of coronavirus-19”) are rated on a
five-point scale with a higher score indicating a higher level of COVID-19 fear [34,35]. The
FCV-19S was originally developed in Persian among the Iranian general population and
the scale demonstrated satisfactory psychometric properties (Cronbach’s α = 0.82 and is
unidimensional among the Iranian general population [33]).

Insomnia was assessed using the seven-item Insomnia Severity Index (ISI) [36]. All
seven items (e.g., “How satisfied/dissatisfied are you with your current sleep pattern?”) are
rated on a five-point scale with a higher score indicating a higher level of insomnia [37,38].
The ISI has been translated into Persian for Iranians and the Persian ISI demonstrated
satisfactory psychometric properties (Cronbach’s α between 0.82 and 0.87 among Iranian
patients with insomnia [39] and is unidimensional among Iranian patients with cancer [37]).

Demographic information was collected using a background information sheet includ-
ing their age (in years), sex (male or female), educational status (university, diploma, high
school, secondary school, primary school, or no formal education), marital status (married
or single), and accommodation (city or rural).
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2.3. Data Analysis

Descriptive statistics were first carried out to understand the participants’ characteris-
tics, including their age, sex, educational status, marital status, accommodation, insomnia,
fear of COVID-19, and generalized trust. Moreover, the frequency of suicidal ideation was
calculated for the sample and different subgroups of the sample (e.g., male and female).
Then, Pearson correlations were conducted to examine the zero-order correlations between
the studied variables in the proposed model (i.e., suicidal ideation, insomnia, fear of COVID-
19, and generalized trust). The proposed model in the present study was then evaluated
using structural equation modeling (SEM) with full information maximum likelihood.

In the SEM, all the instrument scores were summed to be used as an observed variable
in the proposed model to fulfill the principle of parsimony. The proposed model was first
evaluated using fit indices of nonsignificant χ2, comparative fit index (CFI), and Tucker–
Lewis index (TLI) > 0.9, together with root mean square error of approximation (RMSEA)
and standardized root mean square residual (SRMR) < 0.08 [40–42]. When the proposed
model shows satisfactory fit, the mediated effects of insomnia and fear of COVID-19 in
the association between generalized trust and suicidal ideation were checked using the
bootstrapping method. More specifically, 5000 bootstrapping samples were generated.
Then, the lower and upper limits in the 95% confidence interval (CI) were calculated and
the bootstrapping samples were adopted to evaluate the mediated effects. When both limits
of the 95% CI do not include 0 (i.e., both are negative values or both are positive values),
the mediated effect is supported [43].

The proposed model was then evaluated for its invariance across different subgroups,
including gender group (males vs. females), age group (mean age above 35.54 years
vs. mean age below 35.54 years), and accommodation group (urban residents vs. rural
residents). Multigroup SEM was used to examine the invariance with four nested models;
M1: configural model which did not constrain any parameters in the proposed model; M2:
a model based on M1 to constrain path coefficients in the proposed model being equal
across subgroups; M3: a model based on M2 to constrain correlation coefficients in the
proposed model being equal across subgroups; and M4: a model based on M3 to constrain
residuals in the proposed model being equal across subgroups. Invariance was supported
when ∆CFI (i.e., the difference of CFI between every two nested models) > −0.01, ∆SRMR
(i.e., the difference of SRMR between every two nested models) < 0.03, and ∆RMSEA (i.e.,
the difference of RMSEA between every two nested models) < 0.015 [44].

2.4. Patient and Public Involvement Statement

Study participants and the public were not involved in the design, conduct, reporting,
or dissemination plans of the present study.

2.5. Ethical Consideration

The Ethics Committee of Qazvin University Medical Sciences approved the study
procedures (reference number IR.QUMS.REC.1399.418).

3. Results

In the large-scale sample of 10,843 participants (mean age = 35.54 years; SD = 12.00),
6751 were females (62.3%), and 2252 reported suicidal ideation (20.8%). The present sample
was well educated with over half of them (n = 6991) having a diploma or higher degree
(64.5%). Nearly three-quarters of the participants were married (n = 8092; 74.6%) and
slightly more than three-quarters resided in a city (n = 8187; 75.5%). A higher prevalence of
suicidal ideation was found among those who (i) were female, (ii) had a lower educational
level, (iii) were married, and (iv) were living in a city (Table 1). The participants’ levels
of insomnia, fear of COVID-19, and generalized trust performances are also presented in
Table 1.
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Table 1. The demographic characteristics of study participants (n = 10,843).

Mean ± SD or N (%) Suicidal Ideation

No (n = 8591) Yes (n = 2252)

Age 35.54 ± 12.00

Sex

Female 6751 (62.3%) 5242 (77.6%) 1509 (22.4%)

Male 4092 (37.7%) 3349 (81.8%) 743 (18.2%)

Educational status

University 4230 (39.0%) 3423 (80.9%) 807 (19.1%)

Diploma 2761 (25.5%) 2180 (79.0%) 581 (21.0%)

High school 974 (9.0%) 768 (78.9%) 206 (21.1%)

Secondary school 1540 (14.2%) 1192 (77.4%) 348 (22.6%)

Primary school 986 (9.1%) 760 (77.1%) 226 (22.9%)

No formal education 352 (3.2%) 268 (76.1%) 84 (23.9%)

Marital status

Married 8092 (74.6%) 6343 (78.4%) 1749 (21.6%)

Single 2751 (25.4%) 2248 (81.7%) 503 (18.3%)

Accommodation

City 8187 (75.5%) 6476 (79.1%) 1711 (20.9%)

Rural 2656 (24.5%) 2115 (79.6%) 541 (20.4%)

Insomnia 8.69 ± 5.47

Fear of COVID-19 21.10 ± 6.95

Generalized trust 2.81 ± 0.87

Suicidal ideation was positively and significantly correlated with insomnia (r = 0.327;
p < 0.001) and fear of COVID-19 (r = 0.353; p < 0.001), and negatively and significantly
correlated with generalized trust (r = −0.070; p < 0.001). Generalized trust was negatively
and significantly correlated with insomnia (r = −0.100; p < 0.001) and fear of COVID-19
(r = −0.183; p < 0.001). Moreover, insomnia and fear of COVID-19 were positively and
significantly correlated (r = 0.271; p < 0.001).

The proposed model was supported by the fit indices, including CFI (0.986), TLI
(0.984), RMSEA (0.032), SRMR (0.028), and the nonsignificant χ2 test (p = 0.13). In addition,
generalized trust had direct effects on insomnia (standardized coefficient [β] = −0.100;
p < 0.001) and fear of COVID-19 (β = −0.183; p < 0.001) but not on suicidal ideation
(β = 0.007; p = 0.393). Insomnia (β = 0.250; p < 0.001) and fear of COVID-19 (β = 0.286;
p < 0.001) both had direct effects on suicidal ideation (Figure 1). The mediated effects of
insomnia and fear of COVID-19 in the association between generalized trust and suicidal
ideation were supported by the 95% CI of bootstrapping samples (Table 2).
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Figure 1. Hypothesized mediation model and findings. * p < 0.05.

Table 2. Models that tested mediated effects of fear and insomnia.

Stand.
Coeff.

Unstand.
Coeff.

Bootstrapping
SE

Bootstrapping
LLCI

Bootstrapping
ULCI p-Value

Total effect of generalized trust on
suicidal ideation −0.07 −0.032 0.004 −0.041 −0.024 <0.001

Direct effect of generalized trust
on suicidal ideation 0.007 0.003 0.004 −0.004 0.011 0.393

Direct effect of generalized trust
on mediators

Fear of COVID-19 −0.183 −1.453 0.082 −1.618 −1.297 <0.001
Insomnia −0.100 −0.860 0.085 −1.030 −0.694 <0.001

Indirect effect of generalized trust
on suicidal ideation
Total indirect effect −0.078 −0.036 0.002 −0.041 −0.032 <0.001

Through fear of COVID-19 −0.045 −0.021 0.001 −0.024 −0.018 <0.001
Through insomnia −0.013 −0.006 0.001 −0.009 −0.004 <0.001

Note: age, gender, education, accommodation, and marital status were adjusted for the model. Unstand.
Coeff. = unstandardized coefficient; LLCI = lower limit in 95% confidence interval; ULCI = upper limit in
95% confidence interval.

The proposed model was then tested for its invariance across different subgroups.
The multigroup SEM showed that the path coefficients in the proposed model were
invariant across gender groups (∆CFI = 0.002 to 0.006; ∆RMSEA = −0.004 to −0.001;
∆SRMR = −0.002 to 0.000), age groups (∆CFI = 0.001 to 0.004; ∆RMSEA = −0.006 to −0.003;
∆SRMR = −0.003 to −0.001), and type of residence (∆CFI = 0.001 to 0.005; ∆RMSEA = −0.002;
∆SRMR = −0.005 to 0.000) in terms of path coefficients, correlations, and residuals (Table 3).
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Table 3. Path invariance across age, gender, and living place through multigroup structural equation
modeling analysis.

Model and Comparisons Fit Statistics

χ2 (df)/p ∆χ2

(∆df)/p CFI ∆CFI TLI ∆TLI RMSEA ∆RMSEA SRMR ∆SRMR

Gender (males vs.
females)

M1: Unconstrained 7.40
(2)/0.02 - 0.981 - 0.979 - 0.032 - 0.038 -

M2: Structural weights 13.65
(7)/0.06

6.25
(5)/0.28 0.987 0.006 0.980 0.001 0.028 −0.004 0.037 −0.001

M3: Structural covariances 15.14
(8)/0.06

7.74
(6)/0.26 0.989 0.002 0.982 0.002 0.027 −0.001 0.037 0.000

M4: Structural residuals 18.59
(11)/0.07

11.19
(9)/0.26 0.991 0.002 0.985 0.003 0.024 −0.003 0.035 −0.002

Age (>35.54 years vs.
<35.54 years)

M1: Unconstrained 7.68
(2)/0.02 - 0.980 - 0.978 - 0.033 - 0.039 -

M2: Structural weights 12.81
(7)/0.08

5.13
(5)/0.40 0.984 0.004 0.983 0.005 0.027 −0.006 0.037 −0.002

M3: Structural covariances 13.60
(8)/0.09

5.92
(6)/0.43 0.985 0.001 0.984 0.001 0.022 −0.005 0.036 −0.001

M4: Structural residuals 17.32
(11)/0.10

9.64
(9)/0.38 0.988 0.003 0.986 0.002 0.019 −0.003 0.033 −0.003

Living (city vs. rural)

M1: Unconstrained 7.01
(2)/0.03 - 0.982 - 0.980 - 0.030 - 0.036 -

M2: Structural weights 13.81
(7)/0.055

6.80
(5)/0.24 0.983 0.001 0.982 0.002 0.028 −0.002 0.036 0.000

M3: Structural covariances 14.18
(8)/0.08

7.17
(6)/0.31 0.984 0.001 0.983 0.001 0.026 −0.002 0.035 −0.001

M4: Structural residuals 16.80
(11)/0.11

9.79
(9)/0.37 0.989 0.005 0.987 0.004 0.024 −0.002 0.030 −0.005

CFI = comparative fit index; TLI = Tucker–Lewis index; RMSEA = root mean square error of approximation;
SRMR = standardized root mean square residual.

4. Discussion

The present study used a large sample of the Iranian general public to examine the
associations between generalized trust, fear of COVID-19, insomnia severity, and suicidal
ideation. The findings indicated that the proposed mediation model (i.e., fear of COVID-
19 and insomnia as mediators in the association between generalized trust and suicidal
ideation) was supported by the SEM fit indices. Moreover, both mediated effects derived
from fear of COVID-19 and insomnia were significant, whereas the direct effect between
generalized trust and suicidal ideation was non-significant. The proposed mediation model
was further found to be invariant across the three examined subgroups: males vs. females,
younger participants vs. older participants, and participants residing in an urban area vs.
participants residing in a rural area.

Generalized trust was found to be associated with suicidal ideation indirectly via fear
of COVID-19 and insomnia but not directly associated with suicidal ideation. Yamamura
(2015) used a survey dataset that was representative of the Japanese general public (i.e.,
Japanese General Social Survey) and found that high generalized trust can deter suicidal
ideation [15]. However, to the best of the present authors’ knowledge, it is unclear why
generalized trust is associated with reduced suicidal ideation. Therefore, the present study’s
findings provide the possible mechanism in the association between generalized trust and
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suicidal ideation during the COVID-19 pandemic. That is, generalized trust may decrease
individuals’ fear of COVID-19 and insomnia, both of which are important predictors
of suicidal ideation [12–14,16]. Moreover, existing evidence indicates that generalized
trust can help individuals decrease psychological distress and improve psychological
health [22–25]. Therefore, higher levels of generalized trust may reduce individuals’ fear
of COVID-19 and insomnia during the COVID-19 pandemic, resulting in lower suicidal
ideation among individuals.

Fear of COVID-19 and insomnia are potential factors contributing to individuals’
suicide attempts. Completed suicides during the COVID-19 pandemic were reported
and one of the most salient reasons for these individuals committing suicide was the fear
of COVID-19 [11,45]. Moreover, individuals who have been exposed to environments
with a high risk of COVID-19 infection are likely to have stronger suicidal ideation. This
can be explained by worrying that they might transmit their own COVID-19 infection to
their loved ones [45]. Regarding the association between insomnia and suicidal ideation,
strong evidence from randomized controlled trials has supported the causal effects between
insomnia and suicidal ideation (i.e., when individuals’ sleep quality improves, their suicidal
thoughts are reduced [12–14]). Therefore, the findings of the present study echo prior
literature regarding the relationship between insomnia and suicidal ideation.

Based on the present study’s results, there are several clinical implications. Policymak-
ers should implement policies that can improve generalized trust among society members,
especially utilizing educational programs. However, given that the increase of general-
ized trust takes time, other strategies are needed to tackle the emergent needs during the
COVID-19 pandemic. Therefore, healthcare providers need to design fear reduction pro-
grams or insomnia improvement programs (e.g., cognitive behavioral therapy for insomnia)
to reduce the levels of fear of COVID-19 and insomnia severity among individuals [12–14].
Moreover, such programs should be converted into online versions to increase the feasi-
bility of success [46]. Programs on reducing fear may work on pervasive anxiety given
that this type of anxiety seems to be an important factor contributing to low generalized
trust. In other words, when pervasive anxiety with COVID-19 is reduced in general, it is
possible to increase generalized trust in the general population. Although it is postulated
that pervasive anxiety is an important factor that may contribute to low generalized trust,
the present study does not have any evidence showing the associations between pervasive
anxiety and generalized trust. Therefore, future studies are encouraged to further probe
this issue.

There are some limitations in the present study. First, the present study used a cross-
sectional design to examine the associations between generalized trust, fear of COVID-19,
insomnia, and suicidal ideation. Although the relationships between these factors are
supported by potential mechanisms and previous empirical research, the present findings
only provide empirical evidence concerning associations rather than causality between
these factors. Therefore, future studies are warranted to provide stronger evidence (e.g.,
using a longitudinal study design) to verify the model proposed in the present study.
Second, the present sample was recruited from Iran, a country that substantially values
harmony and family. Therefore, it is unknown whether the present findings can be applied
to a country that values individualism. Third, the severity of the COVID-19 outbreak
was different across countries worldwide [47,48]. Therefore, the present findings may not
generalize to other countries with different severity levels of COVID-19 than Iran.

5. Conclusions

The present study suggests that generalized trust might reduce levels of fear of COVID-
19 and insomnia; then, the reduced levels of fear of COVID-19 and insomnia might decrease
suicidal ideation. Therefore, healthcare providers may want to find ways to improve
generalized trust to resolve the mental health problems during the COVID-19 pandemic.
For example, helping people cope with pervasive anxiety, a potentially important factor
influencing individuals’ generalized trust, may be a solution.
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Abstract: Negative emotions are prevalent in the online depression community (ODC), which
potentially puts members at risk, according to the theory of emotional contagion. However, emotional
contagion in the ODC has not been confirmed. The generalized estimating equation (GEE) was used
to verify the extent of emotional contagion using data from 1548 sample users in China’s popular
ODC. During interaction, the emotional themes were analyzed according to language use. The
diurnal patterns of the interaction behaviors were also analyzed. We identified the susceptible groups
and analyzed their characteristics. The results confirmed the occurrence of emotional contagion in
ODC, that is, the extent to which the user’s emotion was affected by the received emotion. Our study
also found that when positive emotional contagion occurred, the replies contained more hopefulness,
and when negative emotional contagion occurred, the replies contained more hopelessness and fear.
Second, positive emotions were easier to spread, and people with higher activity in ODC were more
susceptible. In addition, nighttime was an active period for user interaction. The results can help
community managers and support groups take measures to promote the spread of positive emotions
and reduce the spread of negative emotions.

Keywords: emotional contagion; depression; online depression community; social media; text-mining

1. Introduction

Human emotions are strongly influenced by social interactions. Previous studies have
shown that happiness [1], depression [2], loneliness [3], and other emotions can spread in
social networks. Emotional contagion [4] is initially considered to occur between people
who are often in close contact, such as families [5] and roommates [6,7]. Emotions also
spread in face-to-face communication, such as during workplace interactions [6,8,9], and
even in experimental situations [10].

The emergence of social media platforms has changed the traditional ways of com-
munication. Personal emotions are expressed in texts that are posted online [11]. Various
recent contributions have advanced the hypothesis that emotions may be spread through-
out online social networks [12–21]. For example, a study found that after users update their
status with emotional content, their friends are significantly more likely to make a valence-
consistent post [22]. However, this study did not distinguish between emotional contagion
and homogeneity; that is, users like to make friends and communicate with people with
the same emotional state. To solve this problem, Kramer et al. [23] designed an experiment
by reducing the amount of emotional content (positive and negative) in the news feed on
Facebook and found that people produced fewer positive posts and more negative posts
when positive expressions were reduced and vice versa. However, manipulation of the
information that users see raises ethical concerns. In an empirical study [24], members
of mental health communities were shown to experience significant increases in anxiety,
anger, and negative emotions following reports of several celebrity suicides. In another
study, it was shown that rainfall directly influenced the emotional content of Facebook
users’ status messages and also affected the status messages of friends in other cities who
were not experiencing rainfall [14]. In short, most of the research on emotional contagion
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based on social media is realized by observing the emotional expression of users after they
see a status update with emotional content. Consequently, some studies compared the
spread of different emotions and found some evidence that on social media, people usually
share positive emotions more often than negative ones. However, anger is an exception [17].
Some studies show that posts containing anger are more likely to spread among several
users [25].

The functioning of social media platforms may even intensify the negative aspects of
outrage, such as harassment or potentially anger, instead of turning outrage into a force of
social progress [26]. An online community, as a form of social media, helps users establish
social networks, enhancing communication and mutual influence [27]. In recent years,
an increasing number of online health communities have formed where people with the
same diseases gather. Online health communities can increase opportunities for patients
to communicate with their peers [28], reduce the stigma of illness [29], and provide social
support that is not limited by space and time [30]. Therefore, it is generally believed
that online health communities have a positive impact on users [31–35]. Research on the
benefits of online health communities highlights psychosocial benefits, such as reduced
depression [33,35], anxiety [33,36], stress [33], and negative emotions [37,38]. While these
studies reveal the emotional changes of users, they do not consider the relationship between
emotional changes and interaction. Furthermore, most of these studies are not based on
mental health communities, such as the online depression community (ODC).

The prevalence of depression has been increasing every year of late. According to a
WHO report, depression affects more than 350 million people worldwide and is the leading
cause of disability [39]. Depressed individuals are reluctant to share their emotional states
with family and friends, but they are willing to share with their peers in ODCs, as they
may feel it is less risky to disclose their experiences online [40,41]. Negative emotion
is a primary characteristic of depressive individuals and is also common in ODCs [42].
The emotional contagion theory [43] suggests that prolonged interactions with depressed
individuals and their negative emotions can worsen the symptoms of depression [38]. In
ODCs, users frequently communicate with numerous other users [14]. However, emotional
contagion in interactions within ODCs has not been confirmed.

In the online community, users engage in text-based interactions, so when we study
emotional contagion in an online community, we should consider whether the emotional
content of communication among users will affect the emotion of receiving users. Con-
sidering the large amount of negative emotional content and emotional interaction in
ODCs, it is necessary to study emotional contagion in this community. This study aims to
verify the emotional contagion in ODC interactions. Based on the epidemic model, three
factors of the emotional transmission process are analyzed: themes of emotional interaction,
diurnal pattern of interaction, and characteristics of susceptible groups. The results provide
suggestions for the management of ODCs to provide better support for community users.

2. Methods
2.1. Data Collection

In this study, the ODC under consideration comprises a comment thread appearing on
Sina Weibo, which is one of the most popular social media platforms in China and is similar
to Twitter [44]. In 2012, a Sina Weibo user “zoufan” died by suicide related to depression
and posted a farewell posting. An increasing number of people suffering from depression
or depression symptoms tend to post comments under the farewell posting to disclose their
depression, express their feelings, and communicate with others. At present, over 1 million
comments have been posted under the farewell posting, and the number continues to
grow. Many studies have used this comment thread as an ODC to study depression-related
issues, because it has the largest concentration of people with depressive symptoms and
has more posts than other ODCs [45–47]. Moreover, as there is no speech restriction in this
ODC, members can express their feelings and thoughts freely, even including thoughts on
suicide. As a result, the community has numerous emotional posts, including negative
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emotions. Therefore, it provides a suitable data source for the study of emotional contagion.
We developed a Python program to automatically download postings.

These postings are published anonymously on an open and accessible platform.
Therefore, according to the ethical guidelines from Benton et al. [48], an ethical review was
not required in this study. In addition, to protect users’ anonymity, any information that
could be trace to users is hidden.

2.2. Data Selection

In order to verify the emotional contagion in ODC, we must first get the member’s
longitudinal emotional changes, which requires that the member must stay in the com-
munity for a certain period of time. Those users who only stay in the community for a
short period were not considered. Second, as emotional contagion is based on interaction,
those members who do not interact with others in the community were not included in this
study. We identified 1548 sample users for our study who were active in the community for
4 weeks or more and interacted with others at least once. Their original posts (n = 242,788)
and interactive posts (n = 67,987) with others were extracted. In addition, their gender
was retrieved.

2.3. Emotional Analysis

We built a text classifier to identify emotions in postings. Classification is modeled as
a supervised learning process in which a training dataset is required. The coding process
for the training dataset was done as follows. First, two psychology students coded the
10,000 postings (randomly selected from the 242,788 original postings and 67,987 interactive
posting) as positive, neutral, or negative. Second, where there is a disagreement, they
discussed each of the postings until an agreement was reached. Finally, a third researcher
who is also experienced in mental health coded 1000 postings randomly sampled from the
10,000 postings to compute the inter-rater reliability. All Kappas are >0.85.

We trained a text classifier using bidirectional encoder representations from transform-
ers (BERT), which is a new language representation model developed by Google in 2018
that obtains new state-of-the-art results on 11 natural language processing tasks [49]. The
accuracy of the trained classifier is 84.28%, and the F1 score is 83.54, which shows that the
classifier has a good performance.

Each posting after classification has an emotional label. To obtain the user’s emotional
state in a time period, we need to aggregate user postings to calculate the emotional value.
The emotional value EVit for user i in the epoch t is defined as follows:

EVit =
TPit − TNit

Tit

where TPit is the total number of positive postings published by user i in the epoch t. TNit
is the total number of negative posts published by user i in the epoch t. Tit is the total
number of posts published by user i in the epoch t. The closer a user’s EVit is to 1, the
more positive his or her emotion will be. On the contrary, the closer EVit is to −1, the more
negative the user’s emotion is.

The users’ received emotional value REVit from the received replies is calculated
as follows:

REVit =
TRPit − TRNit

TRit

where TRPit is the total number of received positive replies by user i in the epoch t. TRNit
is the total number of received negative replies by user i in the epoch t. TRit is the total
number of all replies received by user i in the epoch t. The closer a user’s REVit value is
to 1, the more positive the emotion the user receives. On the contrary, the closer a user’s
REVit value is to −1, the more negative the emotion the user receives.
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2.4. Longitudinal Changes

First, we wanted to understand the emotional change of these users during their par-
ticipation in the community. Therefore, we calculated and clustered the user’s longitudinal
emotional changes. Specifically, we divided the total time of user’s active engagement in
the community into three equal time spans: the early, middle, and late periods of partici-
pation. Then, the values of EVit in each period were calculated according to the method
mentioned in Section 2.3. Thus, we obtained the 1 × 3 vector of each user’s longitudinal
emotion change. Finally, we applied the classic k-means clustering algorithm to cluster
all the user’s longitudinal emotional changes. The optimal number of clusters from the
k-means clustering results was estimated using the R package NbClust [50].

2.5. Statistical Analysis of Emotional Contagion

After determining the emotional changes of users during their participation in the
community, we wanted to know whether these changes were affected by the interaction
with others in the community, that is, whether there is an emotional contagion. We
observed the emotional changes of users on a weekly basis and investigated whether their
emotions in the current week are affected by the emotions received in the current week. In
addition, considering the lag of the impact, the emotions received in the previous week
may also affect the users’ emotional expressions in the current week. Thus, we hypothesize
the following:

Hypothesis 1 (H1). The emotions received by users in the current week have a positive impact on
the users’ emotional expressions in the current week.

Hypothesis 2 (H2). The emotions received by users in the previous week have a positive impact on
the users’ emotional expressions in the current week.

Figure 1 shows the research model of our study. The user’s EVit (in the current week)
was calculated as the dependent variable. The user’s REVit (in the current week) and
REVit−1 (in the previous week) were calculated as independent variables. In addition, the
user’s EVit−1 (in the previous week) was included as the control variable to eliminate serial
correlation in the errors and to control the user’s intrinsic and stable emotional states. Then,
we obtained the temporal sequences of all variables for each user.
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Generalized estimating equation (GEE) is a general statistical approach that facilitates
the analysis of data collected in longitudinal measures designs [51]. GEE has been popularly
applied in clinical trials and biomedical studies [52,53]. Some studies use GEE to verify the
spread of depression in real social networks [2]. Therefore, the models were estimated using
a GEE. An independent working correlation structure was assumed for the clusters [54].
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2.6. Elements of Emotional Contagion

Information and emotions spread in social networks similarly to pathogens [55]. Based
on the three elements of epidemic transmission [56]—infection sources, transmission routes,
and susceptible population—we divided the process of emotional contagion into three
elements—emotional interaction information, interactive behavior, and susceptible group—
and then analyzed these elements to promote positive emotional contagion and reduce
negative emotional contagion.

2.6.1. Emotional Interaction Information

After verifying the extent of the emotional contagion, we wanted to determine which
emotional themes and language use were more likely to cause emotional contagion. There-
fore, we calculated the difference of interactive information between the week when the
emotional contagion occurred and the week when the emotional contagion did not occur
by all sample users.

We extracted the replies in which positive emotional contagion occurred; in other
words, the response received by each user extracted when users REVit > 0 and EVit −
EVit−1 > 0. For comparison, we extracted the replies when positive emotional contagion
did not occur, that is, the replies received by each user extracted when users REVit > 0 and
EVit − EVit−1 < 0. All the replies were segmented, and the positive emotion words were
extracted from HowNet’s emotional dictionary [57]. Finally, the top 100 extracted emotion
words were classified and counted. After considering measures of widely recognized basic
emotions [58], we grouped the positive emotional words into (1) relaxed, (2) thankful,
(3) praise, (4) hopeful, (5) like, (6) happiness, and (7) respect.

Similarly, we extracted the response postings when negative emotional contagion
occurred (users REVit < 0 and users EVit − EVit−1 < 0) and did not occur (users REVit < 0
and users EVit − EVit−1 > 0). All of the response postings were segmented, and the top
100 negative emotion words were extracted. Negative emotions include (1) disgust, (2) fear,
(3) anxiety, (4) boredom, (5) guilt, (6) hopelessness, (7) sadness, and (8) anger.

In addition, we also assessed the use of pronouns, which are categorized by the use of
the first person and the second person, in positive and negative interactions.

2.6.2. Interactive Behavior

To facilitate the monitoring of user interaction behavior, the distribution of positive
and negative interactions over 24 h was investigated.

2.6.3. Characteristics of Susceptible Groups

Finally, in order to explore if different users have different susceptibility to emotional
contagion, we designed and calculated the user susceptibility index as follows:

SIpos =
Cimp

Cpos
and SIneg =

Cwor

Cneg

where SIpos is the positive susceptibility index, Cimp is the total number of weeks when users
REVit > 0 and EVit − EVit−1 > 0, Cpos is the total number of weeks when users REVit > 0.
SIneg is the negative susceptibility index, Cwor is the total number of weeks when users
REVit < 0 and EVit − EVit−1 <0, Cneg is the total number of weeks when users REVit < 0.
Users with SIpos > 0.85 or SIneg > 0.85 are considered as susceptible groups, while users
with probability SIpos < 0.15 or SIneg < 0.15 are considered as non-susceptible groups. This
threshold has been used to divide those that are highly and scarcely susceptible to emotional
contagion [59]. For example, if a user has been active in the community for 10 weeks, their
REVit > 0 in 5 weeks, and in 4 of these 5 weeks, their emotions have improved, then their
SIpos = 0.8. In addition, if the user’s REVit < 0 during the other 5 weeks, and in one of
these 5 weeks, their emotions worsened, then their SIneg = 0.2. Then, the user is considered
among both the positive susceptible group and negative non-susceptible group.
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We compared the community participation and demographic characteristics (gender)
of the susceptible and non-susceptible groups. The users’ community activity and span
time were defined, that is, the total number of posts and the duration of engagement
with the community. The Wilcoxon rank-sum and signed-rank test [60] was adopted to
determine whether there was a statistically significant difference in the distributions of
activity and span time between the two groups. Pearson’s chi-square test was used to
determine whether there was a statistically significant difference in gender distribution.

3. Results
3.1. Longitudinal Changes

After obtaining the longitudinal emotional changes for each user by emotion classifica-
tion and calculation, we clustered the longitudinal emotional changes for these users. The
K-means clustering results show that the optimal number of clusters is 2. The clustering
results and the proportion of each group are shown in Figure 2. In addition, we plotted the
mean and standard deviation of EV for each group at each period in Figure 2. Group 1,
with mild negative emotions, accounted for a small proportion of the sample users in the
community (23.13%). This group’s posts contained fewer negative emotions in the later
phase of their participation compared to the earlier period. Group 2, with more negative
emotions, accounted for 76.87%. During participation in the community, the emotions
of this group are relatively stable, and negative emotions tend to increase in the later
period. In other words, only a small number of sample users in the community improved
their emotions.
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3.2. Emotional Contagion

The GEE regression models provide parameter estimates in the form of β-coefficients.
As shown in Table 1, the results suggest that the user’s emotion in the current week is
affected by the emotion received in the current week. In addition, the emotion received
in the previous week has no significant impact on the user’s emotion in the current week.
Therefore, it is evident that there is emotional contagion in the ODC and that it occurs on a
short time scale. To check for multicollinearity, we measured the variance inflation factor
for all variables. All variance inflation factors were far below the value of 2.5.
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Table 1. Results of generalized estimation equation for emotional contagion.

Dependent Variable:
Current User’s EV

Co-Eff S.E. p-Value

Current EV received 0.031 0.0101 0.001
Previous EV received −0.017 0.0098 0.087

Previous user’s EV 0.500 0.0250 0.000
Constant −0.248 0.0152 0.000

Note: EV—emotional value.

3.3. Elements of Emotional Contagion
3.3.1. Themes of Emotional Interaction Information

Figure 3 shows the probability of emotional interaction themes appearing in the replies.
As shown, the common emotional themes in positive interactions were hopefulness, like,
and praise. Replies that were more hopeful improved the recipient’s emotion. In negative
interactions, users expressed more sadness, hopelessness, and fear. Among them, replies
containing more hopelessness and fear were more likely to have a negative impact on the
recipient. In addition, we also counted pronoun use, categorized by person; the first person
was used more frequently in negative interactions, while the second person was used more
frequently in positive interactions.
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3.3.2. Diurnal Pattern of Interaction

Figure 4 shows the diurnal pattern of positive and negative emotional interactions
of users in the community. The period from 22:00 to 02:00 was found to be the frequent
time for user interaction; during this period, positive interactions were more common than
negative interactions. Second, for the period from 11:00 to 22:00, user interaction was also
relatively active, and negative interactions were more frequent than positive interactions.
Therefore, interactions during these periods should also be considered.
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3.3.3. Characteristics of Susceptible Groups

Figure 5 shows the complementary cumulative distribution of the user’s positive and
negative susceptibility indices (SIs). As shown, users were more susceptible to positive
emotions; that is, positive emotions were easier to spread than negative emotions.
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We examined the online characteristics of susceptible and non-susceptible groups,
including gender, activity, and span time. As shown in Table 2, the activity of the susceptible
groups was generally higher than that of the non-susceptible groups. Users who posted and
interacted frequently in the community were more likely to be affected by emotions from
interactions, whether positive or negative. However, there was no significant difference in
community time span between the susceptible and non-susceptible groups. In addition,
the number of female users was three times that of male users. The results suggest that
there was no significant difference in gender distribution between the susceptible and non-
susceptible groups. The fact that no significant differences were found may be related to the
small size of our sample. Using the power analysis, in order to find significant differences
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with some probability (power = 0.8, sig. level = 0.05), it would require expanding the data
sample to at least 12 times the current size.

Table 2. Characteristics of the susceptible population.

Positive Emotional Contagion Negative Emotional Contagion

Susceptible
Groups: 320

Non-Susceptible
Groups: 603 p Susceptible

Groups: 278
Non-Susceptible

Groups: 1045 p

Gender 0.435 0.466
No. of males, n (%), 73, 22.81 153, 25.37 70, 25.18 239, 22.87

No. of females, n (%) 247, 77.19 450, 74.63 208, 74.82 806, 77.13
Activity <0.01 <0.01

Mean 157.55 131.91 221 154
Median 97 79 117 93
Loyalty 0.73 0.48
Mean 296.04 306.79 332 291

Median 205 202 212 205

Finally, based on the results of this study, a model of users’ online behavior was de-
signed to predict users’ emotional changes after interactions in ODC, as shown in Figure 6.
The model describes the likelihood that users with different levels of susceptibility will im-
prove or worsen their emotions after receiving different emotional messages. The purpose
of the model is to help community managers identify individuals who are affected by others’
negative emotions to intervene and assist the identified individuals in a timely manner.
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4. Discussion

This study examined emotional contagion in the ODC, including the three elements of
emotional contagion: themes of emotional interaction, diurnal pattern of interaction, and
characteristics of the susceptible group.

First, according to the emotional longitudinal change, we found that the sample users
of the community were mainly divided into two groups. One was the group with mild
negative emotions, which accounted for a small proportion of the sample users. This group
generally showed a trend toward emotional improvement during their participation in
ODC. The other group had considerable negative emotions; they comprised the main
sample users, showing a slight trend toward worsening negative emotions. This emotional
longitudinal change was different from results of previous studies based on online healthy
communities [33,35,36] that found that online interaction can improve depression and
anxiety. Our results showed that the impact of the ODC on users is complex and cannot
be generalized. The frequent expression of negative emotions in online communities was
associated with higher levels of depression symptoms [61–63]. Therefore, for the second
group that had considerable negative emotions, the trend of worsening emotions may be
accompanied by the aggravation of depression symptoms, which should be of concern to
community managers and support groups.

Second, after understanding the emotional changes of users in ODCs, we verified that
the emotions received by users in the interaction will have an impact on users’ emotions;
that is, there was evidence of emotional contagion in the community. Although studies
have shown that the suppression of emotional expressions backfires for depression and
accepting one’s feelings, even negative ones, is the key to psychological well-being [64],
online communities might be a platform that enables individuals to exchange their feelings
and thoughts. However, given the massive scale of social networks such as the ODC, even
small effects can have significant aggregated consequences. Frequent negative emotion
exchange in ODCs will expand the emergence and spread of negative emotions, which
is a potential risk. Therefore, community managers need to pay attention to negative
communication and their negative impact in ODCs. At the same time, in order to promote
the spread of positive emotions, the community should introduce more emotional support
groups to encourage community members to actively deal with the disease. In addition,
we found that emotional contagion exists on a short time scale, which requires managers
to take timely and continuous response measures.

Third, through the themes of emotional interaction and use of language in the process
of user interaction, we found that users pay more attention to interactive objects by using
the second person in the positive emotional interaction. The common emotional themes
in positive interactions were hopefulness, like, and praise. We believe that most of the
positive interactions are designed to provide emotional support. Previous studies have
shown that emotional support can help patients cope better with depression [53]. However,
emotional support can also be divided into many categories. Compared with like and
praise, emotional support with more hopefulness can have a more positive impact on users.
In addition, in negative interactions, users were more likely to express their feelings by
using the first person. Users expressed more sadness, hopelessness, and fear. Among
them, hopelessness and fear could significantly affect the emotions of the receiving users.
Previous studies have also shown that content that evokes high-arousal emotions (e.g., fear)
is more likely to spread than content that evokes low-arousal emotions (e.g., sadness) [65].
Communication with despair and fear often contain a lot of discussions about death and
suicide, which can convey wrong health concepts and behaviors in patients. Studies have
found that the more frequently users communicate with people with suicidal ideation,
the more likely that users would become suicidal [47]. Therefore, we should design a text
monitoring system based on the high-frequency emotional words related to hopelessness
and fear that we have collected. When such words appear in interactions, the support
group can be informed to facilitate a timely intervention.
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Fourth, in the diurnal pattern of user interaction, the period of frequent interaction
from 22:00 to 02:00 should be focused on for monitoring, as should the afternoon and
evening period of 11:00 to 22:00, in which users have relatively more negative interactions.
Intervening and helping users when they are most active would be more effective. In addi-
tion, users interact frequently at night, indicating that they may have insomnia problems,
so the help group should pay attention to the possibility of other complications.

Fifth, by calculating the SI, we found that positive emotions are easier to spread
than negative emotions. Therefore, encouraging positive interaction among users could
effectively improve the emotional state of the community. By defining and analyzing the
susceptible group characteristics, we found that groups susceptible to both positive and
negative emotions are more active users in the community. Such groups may be more
dependent on the community. Groups susceptible to negative emotions constitute the
main category of users that community managers need to pay attention to. Identifying
these groups and encouraging them to communicate with positive groups could effectively
prevent the spread of negative emotions.

In China, the scarcity of mental health services and resources leads to 90% of individu-
als with depression not being treated [45,66]. In addition, the influence of traditional culture
has deepened the stigma of mental illness, encouraging depressed people to hide their
depression in real life [67]. ODCs provide a platform for them to express their thoughts
and communicate with each other, as well as provide the opportunity to gain health-
related knowledge. However, our findings show that most users of ODCs do not improve
their depression during their participation. Long-term exposure to negative emotions in
the community may exacerbate levels of depression symptoms. ODCs, which gather a
large number of people with depression, are the best platform for implementing online
interventions at low cost and should be given high priority by mental health institutions
in China.

This study has some limitations that need to be addressed in future research. First,
we are not aware of whether users of ODC have depression. Further research is needed to
determine the depression levels of the users. In addition, additional personal information
about the users, such as their degree of depression, age, or education level, may affect the
level of emotional contagion. In the follow-up study, additional user information should
be obtained by means of scale and questionnaire surveys, which can be added to the model
variables. Finally, we only used data from a single ODC. In a follow-up study, additional
ODCs from more platforms will be included to expand our study sample size and verify
the research results.

Despite these shortcomings, this study provides evidence of emotional contagion in
ODCs. When positive emotional contagion occurred, the replies contained more hope-
fulness, and when negative emotional contagion occurred, the replies contained more
hopelessness and fear. Compared with negative emotions, positive emotions are easier
to spread, and people with higher activity were more susceptible. In addition, night time
was an active period for user interaction. These results can potentially help community
managers and support groups in taking measures to promote the spread of positive emo-
tions and reduce the incidence of negative emotions, responding to signs of distress in a
timely manner.
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Abstract: This study aimed to investigate the moderating effect of nurses’ characteristics on the
relationship between attitudes toward nursing care and terminal care performance of hospice nurses.
The participants included nurses working in hospice care units in general hospitals in South Korea.
Data collected from August 1 to 31, 2020 were analyzed using t-test, ANOVA, Pearson′s correlation
coefficients, and hierarchical multiple regression. The performance of terminal care was positively
correlated with attitudes toward nursing care of the dying (r = 0.45, p < 0.001) and nurses’ character-
istics (r = 0.60, p < 0.001). There was also a positive correlation (r = 0.58, p < 0.001) between attitudes
toward nursing care for dying patients and nurses′ characteristics. Nurses’ characteristics had a
significant moderating effect on the relationship between attitudes toward nursing care of the dying
and performance of terminal care. This means that the nurses’ character had a buffering effect on the
relationship between attitudes toward nursing care of the dying and performance of terminal care in
hospice care units. These findings suggest that continuous and repetitive educational programs on
terminal care need to be enhanced, and strategies to strengthen attitudes toward nursing care of the
dying and nurses’ character need to be included in these programs.

Keywords: hospices; terminal care; character; attitude toward death; nurses

1. Introduction

Although hospice palliative care commenced in Korea in 1965, progress has been slow
owing to the failure to establish a stable financial foundation while conducting hospice
palliative care from a religious and private perspective [1]. However, interest in hospice
palliative care has been increasing with the growing awareness of the importance of end-
of-life care in the context of a growing, aging population and the implementation of the
national health insurance hospice benefit system [1,2]. In addition, with the establishment
of the Act on the Determination of Lifetime Medical Care for Patients in the Hospice,
Palliative Care, and on the Dying Process, the user rate is expected to increase as the service
scope expands to include terminal cancer as well as acquired immunodeficiency syndrome,
chronic obstructive pulmonary disease, and chronic cirrhosis [1,3].

Hospice palliative care involves the creation of a multidisciplinary team to improve
the quality of life of terminally ill patients, along with that of their families. The aim
is to provide holistic care, including physical, emotional, spiritual, legal, and financial
counseling [4]. Most nurses in hospice palliative care units are responsible for providing
nursing care to terminally ill patients. They provide physical care to reduce pain and
discomfort caused by the symptoms, as well as psychological or spiritual counseling for
those suffering from fear of death. Spiritual nursing also helps patients to improve their
quality of life and maintain their dignity [5]. Therefore, for terminally ill patients, end-of-
life nursing provided by hospice nurses plays a very important role in improving their
quality of life. Among the factors that influence the performance of terminal care by hospice
nurses, the most significant is the attitude toward nursing care for dying patients.
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Attitudes toward nursing care for dying patients refer to the positive or negative
emotions and perceptions of nurses who provide nursing care to these patients [6]. Patients
and their families who are assigned nurses with positive attitudes toward nursing care are
considered to have a high quality of life and are likely to face death more gracefully [7].
Furthermore, attitudes toward nursing care for dying patients were found to significantly
influence the performance of terminal care by intensive care unit nurses [8], and it is
also an important influencing factor in the performance of terminal care of cancer ward
nurses [9]. However, some of these nurses encounter difficulties in performing terminal
care due to the lack of knowledge, experience, or values, a limited understanding of
end-of-life patients, or communication problems with other medical personnel [10]. In
addition, nurses said that they found terminal care challenging as they experienced spiritual
conflicts caused by anxiety or skepticism about death [3]. In particular, the dearth of nurses,
workload processes, and lack of communication hinders the performance of terminal
care [8]. However, to maintain the quality of life and dignity of individuals who use the
hospice ward, it is critical to launch efforts to improve the performance of hospice nurses’
terminal care.

Meanwhile, clinical nursing character refers to desirable attitudes and behaviors that
active clinical nurses should possess [11], including having a personality that is suitable for
caring for a patient. These include a sense of responsibility, a passion for improving work
ability, and maintaining composure in situations where emotions are high. Other qualities
include coping, empathy, the ability to work smoothly in cooperation with colleagues,
behaviors that respect the personality of others, and recognition of the existence or value of
others [11]. These qualities enable nurses to overcome barriers to terminal care. Effectively,
nurses’ competence in terms of their end-of-life nursing attitude is expressed through
empathy [12], as well as their ability to maintain their composure despite the stress arising
from terminal care or to change one’s perception of death through their experiences to
realize the meaning of care for end-of-life patients [13]. Considering the above, it can be
predicted that a nurse’s character, particularly having a positive attitude toward nursing
care of the dying, can serve as a buffer and help in overcoming obstacles to performing
effective terminal care. However, there are no comprehensive studies on the relationship
between attitudes toward nursing care of the dying and performance of terminal care
among hospice nurses in Korea, while studies on nurses’ characteristics are limited.

Therefore, this study aimed to examine whether a nurse’s character has a moderating
effect on the relationship between attitudes toward nursing care of the dying and the
performance of hospice nurses’ terminal care. The results of this study can be used as basis
data for developing an intervention program to enhance the performance of hospice nurses’
terminal care in Korea.

2. Materials and Methods
2.1. Design

This study explores the moderating effect of a nurse’s character on the relationship
between attitudes toward nursing care of the dying and terminal care performance of
hospice nurses.

2.2. Participants and Data Collection

The participants of this study included 158 hospice nurses who worked in hospice
wards of general hospitals located in D city and C and K provinces for more than three
months. They understood the purpose of the study and voluntarily agreed to participate.

The data for this study were collected using a self-report questionnaire consisting of
topics such as general characteristics, clinical career, attitudes toward nursing care of the
dying, performance of terminal care, and the character of nurses. After explaining the
purpose of the study and the contents of the survey, the questionnaires were distributed to
hospice nurses in the nursing department of each hospital. The data collection period was
from 1 to 31 August 2020.
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2.3. Measurements

The questionnaire consists of eight questions regarding the general characteristics
and career, 20 items that evaluate attitudes toward nursing care of the dying, 21 items that
measure the performance of terminal care, and 53 items that evaluate the nurse’s character,
for a total of 102 items.

2.3.1. Attitudes toward Nursing Care of the Dying (ANCD)

To evaluate attitudes toward nursing care of the dying, the Frommel Attitudes Toward
Nursing Care of the Dying Scale (FATCOD) developed by Frommelt and translated by
Cho and Kim was used [14,15]. The original tool consisted of 20 questions regarding
nurses’ attitudes toward patients and 10 questions on family care for terminally ill patients.
However, only 20 questions on nurses’ attitudes were used in this study. Each question
was answered on a 4-point Likert scale. At the time of tool development [14], the reliability
of the tool was Cronbach’s α = 0.98, 0.94 in the study by Cho and Kim [15], and in this
study, the reliability of the tool was Cronbach’s α = 0.79.

2.3.2. Performance of Terminal Care

The performance of terminal care was measured using the performance of the ter-
minal care tool developed by Park and Choi and revised by Chung [16,17]. This tool has
21 questions overall: eight questions each for the physical and psychological domains,
and five questions regarding spiritual aspects. Responses were answered using a 4-point
Likert scale. At the time of tool development [16], the reliability of the tool was Cronbach’s
α = 0.96, 0.80 in the study by Chung [17], and, in this study, the reliability of the tool was
Cronbach’s α = 0.89.

2.3.3. Nurse’s Character (ND)

The nurses’ character was measured using a nurse’s character tool developed by
Park [11]. This tool consists of 53 questions. Each question was answered using a 5-point
Likert scale, and the higher the total score, the better the personality of the nurse. In Park’s
study [11], the reliability was Cronbach’s α = 0.94; in this study, the reliability of the tool
was Cronbach’s α = 0.95.

2.4. Data Analysis

The collected data were analyzed using the SPSS/WIN 24.0. Descriptive statistics
were used for general characteristics of the study participants, and Pearson’s correlation
coefficients were used to determine the correlation between ANCD, performance of termi-
nal care, and ND. The moderating effect of NC on the relationship between ANCD and
performance of terminal care of hospice nurses was analyzed through hierarchical multiple
regression. Reliability was measured using Cronbach’s α.

3. Results
3.1. Participants’ Characteristics

The general characteristics of the study participants are listed in Table 1. The average
age of the participants in this study was 39.4 years (±10.8) with those in their 30s or
younger accounting for 30.4% of all participants. Among the participants, 47.5% had
attained a bachelor’s degree, while 39.9% had attained a master’s degree. Among the
participants, 68.4% engaged in religious activities, 48.1% were married, and 22.2% lived
alone. The average hospice nurse’s career was 3.98 (±4.16) years, whereas the majority of
the nurses (33.5%) had less than one year of experience. Only 24.1% of the nurses were
hospice specialist nurses, and 66.5% said they were satisfied with their jobs.

The mean score of attitudes toward nursing care of the dying in this study was
3.22 (±0.31) points. Meanwhile, the mean score for the performance of terminal care was
3.18 (±0.33) points. The mean score for nurses’ character was 4.06 (±0.40) points.
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Table 1. General characteristics of participants (n = 158).

Characteristics Categories M ± SD or n (%) MIN–MAX

Age (yr) 39.4 ± 10.8 24.0–68.0
≤30 48 (30.4)

31–40 45 (28.5)
41–50 38 (24.1)
≥50 27 (17.1)

Educational level 3-year nursing school 20 (12.7)
Bachelor’s degree 119 (75.3)

Master’s degree or higher 19 (12.0)

Having religion Yes 108 (68.4)
No 50 (31.6)

Marital status Yes 76 (48.1)
No 82 (51.9)

Living alone Yes 48 (22.2)
No 123 (77.8)

Career of hospice
nurse (yr)

3.98 ± 4.16 0–24.0
≤1 53 (33.5)
2–3 42 (26.6)

4–10 41 (26.0)
≥11 22 (13.9)

Hospice specialist nurse Yes 38 (24.1)
No 120 (75.9)

Job satisfaction dissatisfaction 7 (4.4)
moderate 46 (29.1)

satisfaction 105 (66.5)

Attitudes toward nursing care of the dying 3.22 ± 0.31 2.40–3.80

Performance of terminal care 3.18 ± 0.33 2.57–4.00

Nurse’s character 4.06 ± 0.40 2.87–4.97

3.2. Differences in the Performance of Terminal Care According to General Characteristics

There were significant differences in the performance of terminal care based on the
general characteristics of the participants according to age (F = 7.04, p < 0.001), religion
(t = 4.26, p < 0.001), marital status (t = 7.04, p < 0.001), career of hospice nurses (F = 4.95,
p = 0.003), hospice specialist nurses (t = 2.06, p = 0.004), and job satisfaction (F = 5.09,
p = 0.007) (Table 2).

Table 2. Differences in performance of terminal care according to general characteristics (N = 158).

Characteristics Categories
Performance of Terminal Care

M ± SD t or F (p)

Age (yr) ≤30 a 3.06 ± 0.31
7.04

(<0.001)
a < b < c,d

31–40 b 3.13 ± 0.31
41–50 c 3.27 ± 0.30
≥51 d 3.36 ± 0.33

Educational level Diploma 3.20 ± 0.30 0.36
(0.697)Bachelor’s degree 3.19 ± 0.34

Master’s degree 3.12 ± 0.29

Having religion Yes 3.25 ± 0.33 4.26
(<0.001)No 3.02 ± 0.27

Marital status Yes 3.28 ± 0.33 3.79
(<0.001)No 3.09 ± 0.30
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Table 2. Cont.

Characteristics Categories
Performance of Terminal Care

M ± SD t or F (p)

Living alone Yes 3.20 ± 0.33 0.81
(0.439)No 3.10 ± 0.32

Career of hospice nurse (yr)
≤1 a 3.14 ± 0.39

4.95
(0.003)
b,c < d

2–3 b 3.07 ± 0.26
4–10 c 3.07 ± 0.34
≥11 d 3.27 ± 0.32

Hospice specialist nurse Yes 3.28 ± 0.32 2.06
(0.054)No 3.28 ± 0.33

Job satisfaction
Dissatisfaction a 2.91 ± 0.37 5.09

(0.007)
a < c

Moderate b 3.10 ± 0.28
Satisfaction c 3.23 ± 0.33

The differences and order among groups in the post-hoc comparison are indicated by superscript letters (a, b, c, d).

3.3. Correlation between Independent Variables

ANCD had a positive correlation with the performance of terminal care (r = 0.45,
p < 0.001) and NC (r = 0.58, p < 0.001). There was also a positive correlation between the
performance of terminal care and NC (r = 0.60, p < 0.001).

3.4. Moderating Effects of Nurse’s Character in Relation to Attitude toward Nursing Care of the
Dying and Performance of Terminal Care

A multi-collinearity test was conducted before hierarchical regression analysis to con-
firm the moderating effects of NC on the relationship between ANCD and the performance
of terminal care. The Durbin–Watson value was 2.019, and there was no autocorrelation
of error. The limit of tolerance was 0.58–0.95, all above 0.1, and the variance expansion
coefficients of all variables ranged from 1.06–1.73, not exceeding 10. Therefore, there was
no multicollinearity among the variables.

The explanatory power of Model 1, in which only control variables were inputted
with performance of terminal care as a dependent variable, was 14.8%, and none of the
variables had a significant influence (F = 4.88, p < 0.001). In Model 2, ANCD was added as
an independent variable to the control variable of Model 1 and to understand its effect. The
explanatory power increased to 24.3%, and ANCD (β = 0.35, p < 0.001) had a significant
effect on the performance of terminal care (F = 7.25, p < 0.001). In Model 3, NC was added
to the independent variable in Model 2 to determine its moderating effect. The explanatory
power of Model 3 was 37.2%, and only NC (β = 0.49, p < 0.001) had a statistically significant
effect (F = 11.25, p < 0.001). Finally, in order to examine the moderating effect, the interaction
variable between ANCD and NC was added to the independent variable of Model 3. The
explanatory power of Model 4 increased to 41.3%, and among the independent variables,
religion (β = 0.15, p = 0.037), ANCD (β = 0.18, p = 0.032), NC (β = 0.51, p < 0.001), and
the interaction between ANCD and NC (β = 0.22, p < 0.001) were found to be statistically
significant variables (F = 11.99, p < 0.001). As a result of testing the moderating effect of NC
on the relationship between ANCD’s effect on performance of terminal care, it was found
that explanatory power gradually increased to 24.3% in Model 2, 37.2% in Model 3, and
41.3% in Model 4. Since the p-value is also less than 0.05 in all models, the moderating effect
can be confirmed. In conclusion, NC was found to have a moderating effect between the
ANCD and performance of terminal care. In other words, with regard to the relationship
between ANCD and performance of terminal care, it was found that the higher the NC,
the greater the effect of the ANCD on the performance of terminal care. Therefore, the NC
greatly amplified the attitude toward nursing care for dying patients (Table 3).
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Table 3. Moderating effect of NC on the relationship between ANCD and performance of terminal care (n = 158).

Categories
1 2 3 4

β t p β t p β t p β t p

Age (yr) 0.17 10.33 0.185 0.14 1.19 0.237 0.08 0.68 0.495 0.06 0.53 0.599
Having religion (ref: no) 0.17 10.92 0.057 0.13 1.54 0.127 0.14 10.80 0.074 0.15 20.10 0.037
Marital status (ref: no) 0.09 0.92 0.360 0.04 0.45 0.656 −0.04 −0.50 0.620 −0.03 −0.37 0.713

Career of hospice nurse (yr) 0.00 0.05 0.959 0.05 0.44 0.662 0.01 0.11 0.914 0.02 0.16 0.876
Hospice specialist nurse (ref: no) 0.07 0.93 0.353 0.03 0.39 0.694 0.05 0.80 0.427 0.05 0.76 0.451

Job satisfaction
(ref: dissatisfaction)

moderate 0.12 0.65 0.517 0.04 0.23 0.823 −0.08 −0.49 0.623 −0.05 −0.34 0.734
satisfaction 0.23 10.21 0.229 0.03 0.16 0.871 0.12 −0.69 0.494 −0.08 −0.47 0.640

ANCD 0.35 4.43 <0.001 0.13 10.56 0.122 0.18 20.17 0.032
NC 0.49 50.60 <0.001 0.51 60.06 <0.001

ANCD × NC 0.22 3.83 0.001
R2 (∆R2) 0.148 0.243 (0.095) 0.372 (0.129) 0.413 (0.041)

F 4.88 7.25 11.25 11.99
p (<0.001) (<0.001) (<0.001) (<0.001)

ANCD: Attitudes toward Nursing Care of the Dying; NC: Nurse’s Character.

4. Discussion

The terminal care performance of hospice nurses is critical in enhancing the quality of
life of hospice patients, alleviating their physical and psychological distress, and ensuring
a peaceful death. Therefore, this study was conducted to confirm the moderating effect of
NC, an individual competency, on the relationship between ANCD and the performance of
terminal care by hospice nurses.

The mean score of hospice nurses for ANCD was 3.22 points (range 1–4 points), which
is higher than that reported by Frommelt, who stated an average of 2 points at the time
of tool development [14]. In addition, this score was higher than the 2.83 points found in
a study of intensive care unit nurses [8] and the 2.86 points found in a study of general
hospital nurses [12]. A possible reason is that a relatively higher proportion of patients
require terminal care in hospice wards than in general wards. In addition, the goal of the
hospice palliative unit is to improve the quality of life of patients while aiding them in
achieving a peaceful death as compared to the intensive care unit, which focuses more
on the recovery and resuscitation of the patient. However, in a previous study targeting
hospice palliative ward nurses [18], the level of ANCD was similar to that of a study
targeting intensive care unit nurses. In this study, unlike previous studies [18], there is
a possibility that the score was relatively high because the nurses’ attitudes toward the
patient’s family were excluded from among the research tools. Since most nurses provide
patient-centered care, there is a possibility that the proportion given to the patient’s family
is relatively lower than that to the patient. However, considering that the patient’s family
also faces various difficulties [19], further research on ANCD, including the patient’s family,
should be conducted in subsequent studies.

The mean score for NC was 4.06 points (range 1–5 points), which was higher than
the 3.67 points found in a study targeting general hospital nurses [20] and the 3.84 points
found in a study targeting clinical nurses [21]. Considering the subdomains, in this study,
the nurses scored higher in the interpersonal domain than in the self-related domain, and
they scored highest in terms of civility, followed by reliability and interactional justice.
These results are similar to those of a study on general hospital nurses. These areas pertain
to respecting end-of-life patients and recognizing their value so that they can maintain their
quality of life until their death. This is considered very important for hospice nurses, who
play a role in helping patients maintain their dignity [5]. Good character is a quality that
all nurses who provide nursing care to patients, as well as hospice nurses, should possess
as a basic qualification, and it is a very important factor that affects the quality of nursing
service received by patients [20]. In addition, NC is related to nurses’ anxiety about the
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death of others and affects care behaviors [22]. However, research on NC is incomplete;
therefore, further studies should focus on various aspects of a clinical nurse’s character.

The mean score for terminal care performance in this study was 3.18 points (range
1–4 points), similar to the mean score of 3.17 points found in a study of long-term care
hospital nurses [23]. However, in a study of intensive care unit nurses [8], the mean score
of performance of terminal care was 2.60 points, which was higher than that in this study.
The performance of hospice nurses’ terminal care was found to be influenced by age,
educational level, religion, marital status, career of hospice nurses, whether the nurse is a
hospice specialist, and job satisfaction. This result differs from that in the study of intensive
care unit nurses [8], where there was no difference in the performance of terminal care
according to general characteristics. In addition, considering the subdomains, among the
areas of terminal care, hospice nurses focused most on psychological nursing, followed
by physical and spiritual nursing. However, clinical nurses and intensive care unit nurses
focused most on physical, psychological [8,12], then spiritual nursing, demonstrating that
hospice nurses provided more psychological nursing than nurses in other fields. This can
be attributed to the fact that the goal of a hospice unit is different from that of other units.
When the level of nursing for each area was compared, the level of spiritual nursing was
found to be lower than that of clinical nurses [12]. This result could be explained by the
results of a qualitative study dealing with the spiritual conflict of hospice nurses, who found
that hospice nurses felt vulnerable when facing the death of a patient and experienced
immense spiritual conflict as they were disturbed by the state of affairs before death [3].
These spiritual conflicts likely resulted in burnout among hospice nurses. Another study
found that compassion fatigue caused by hospice nurses while caring for patients and
families creates psychological stress [24]. For this reason, hospice nurses emphasized the
need for a program to address the burnout and distress caused by compassion fatigue [24].
However, these results may be due to the characteristics of the participants in this study.
In this study, nurses’ performance in terminal care was found to be higher among nurses
who were older, married, and had more than 10 years of experience in the hospice ward.
However, more than 50% of the participants of this study had less than three years of
experience in the hospice ward. Therefore, in future research, further studies on the
relationship between the experience of the hospice ward and the level of spiritual nursing
is needed.

Terminal care performance was positively correlated with ANCD and NC. Religion,
job satisfaction, ANCD, and NC were strong factors that influenced the performance of
terminal care. In addition, NC was found to have a moderating effect on the relationship
between ANCD and terminal care performance. In other words, since ANCD and NC
interact, even if ANCD is low, NC buffers and improves the performance of terminal care.
A previous study explored the factors influencing the performance of terminal care among
intensive care unit nurses and found that stress during end-of-life nursing [8] and the stress
associated with end-of-life nursing can be caused by negative attitudes or burdens of the
patient or caregiver toward hospice care, interpersonal problems, or lack of knowledge and
perception of hospice care [8,24,25]. Thus, even if nurses have a positive attitude toward
nursing care of the dying, it is difficult for their attitudes to lead to enhanced performance
unless they establish a trusting relationship with the patient’s family. At this time, NC
affects the formation of smooth interpersonal relationships and resolution of conflicts
in the clinical field [20]. This is because trust, listening, and responsibility, which are
necessary elements for forming good interpersonal relationships, are the main components
of a nurse’s clinical nursing character [11]. Therefore, a nurse with good clinical nursing
character gives trust to the patient, even if the ANCD is rather poor, and has the capacity
to listen to their story and practice responsible actions. These competencies will soon lead
to terminal care performance. In addition, it is difficult to provide appropriate terminal
nursing if there is not enough time or accurate communication between the doctor, peer
nurse, or hospice team. In this situation, nurses do their best, striving to make up for their
deficiencies, treating the patient sincerely and with kindness, respect, and empathy, while
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cooperating with other medical personnel. It is believed that, if they are polite and can be
fair toward the weak, this positive attitude toward nursing care of the dying can lead to
better performance of terminal care. These capabilities make up a nurse’s character [11]. In
a qualitative study on the adaptation of hospice nurses to their roles, nurses assigned to
the hospice ward who faced difficulties naturally and positively accepted their perception
of death, understood and empathized with the patients and their families, and practiced
respectful nursing [10]. It is said that they adapted to their own roles while playing the
role of coordinator in their relationship with medical personnel. Therefore, to enhance the
performance of terminal care by hospice nurses, it is imperative to introduce educational
programs regarding end-of-life care so that nurses can develop a positive attitude toward
nursing care for the dying. Additionally, when developing such a program, it is necessary
to seek ways to improve clinical nursing characteristics.

Despite these results, this study has several limitations. First, since this study selected
participants through a convenience sample, the results of this study cannot be generalized
to all hospice nurses. Second, since these study data were collected during the COVID-
19 period, these situations may have affected the results of this study. However, since
studies on NC for hospice nurses are not diverse, the results of this study emphasize the
importance of education on nurses’ characteristics and provide important fundamental
data for the development of policies and programs to enhance the performance of terminal
care.

5. Conclusions

This study attempted to provide fundamental data for strategies to improve the
performance of terminal care for hospice patients by examining the moderating effect of
nurses’ characteristics on the relationship between the attitudes toward nursing care of the
dying and the performance of hospice nurses’ terminal care. It was found that religion, job
satisfaction, attitudes toward nursing care of the dying, and nurses’ characteristics affected
the performance of hospice nurses’ terminal care. In addition, it was confirmed that there
is a moderating effect of nurses’ character on the relationship between attitudes toward
nursing care of the dying and performance of terminal care. Based on this, we suggest
the following: first, it is necessary to include elements to improve nurses’ character in the
educational program to improve the performance of hospice nurses’ terminal care from a
clinical point of view. Second, in terms of education, education should be provided so that
nursing students can have the right knowledge and awareness of hospice nursing, and, at
the same time, education should be provided to improve clinical nursing characteristics.
Third, in terms of research, repeated studies that expand the scope of investigation are
needed, and in-depth follow-up studies on nurses’ hospice ward careers and spiritual
nursing should be conducted.
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Abstract: While the demand for online education and the diversity of online students have been
increasing worldwide, how online students motivate themselves to continuously engage in learning
remains to be appraised. Research in the face-to-face contexts reports that academic motivation is
central to student success and wellbeing, and the type of motivation can differ by subject. In particular,
the motivation of business students and healthcare students can differ considerably. This study aimed
to understand the motivation of online students, and compare them between business and healthcare
students using a concurrent nested mixed-method design with correlation and thematic analyses.
A survey regarding motivation, learning enjoyment, and study willingness was responded to by
120 online students (61 business and 59 healthcare). Business students were associated with extrinsic
motivation, whereas healthcare students were associated with intrinsic motivation. While students
in both groups enjoyed the pursuit of knowledge, healthcare students valued the process and
accomplishment, whereas business students regarded education as steppingstones in their careers.
Findings can help educators develop effective motivational support for these student groups.

Keywords: academic motivation; online students; intrinsic motivation; extrinsic motivation; mixed-method

1. Introduction

Online learning has gained significant prominence in higher education institutions
(HEIs) over the past two decades, with many incorporating this into their long-term strate-
gies [1,2]. Several advantages are associated with online learning for students, namely
reduced time and geographical constraints, increased control over class pace and engage-
ment, and fewer costs associated with them, i.e., on commuting or relocation, altogether
providing a more flexible and attractive format for many [3,4]. The nature of online learning
requires students to possess efficient time management skills and the ability to self-direct
their learning [5]. These benefits extend to HEIs, who can reach a broader population of
students and those who would otherwise be unable to access traditional face-to-face higher
education [2,6].

Despite the noted unique advantages, some challenges have been reported. The
reduced peer and teacher interaction can cause motivation issues [7–9]. In addition, as
noted by Curasi and Burkhalter [10], the profile of online students is becoming increasingly
untraditional, including married students with children, and students who are employed
full-time. These students are less able and less motivated to dedicate additional time to
course materials to complete the course, as their outside lives tend to be prioritised over
their studies [10]. Additionally, a lack of belongingness to the university or a learning
community sabotages their motivation [2], accompanied by a strong sense of loneliness [11].
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These factors could help explain the poor performance and high attrition rates associated
with online learning [12].

More specifically, online business students and healthcare students face motivational
challenges. Pre-COVID studies reported that although many business students appreci-
ated the self-paced nature of online learning (e.g., fitting studies in their work life), a lack
of personal support experienced in online learning relative to face-to-face learning was
challenging to business students especially those who were new to online learning [13,14].
During the COVID-19 pandemic, business studies were relatively unaffected by the forced
transition to online, because many components of their curriculum were adaptable to
online learning [15]. However, a lack of the social aspect of learning (e.g., discussion and
conversation with lecturers and peers) was demotivating for many business students [16]
Likewise, in pre-COVID research, online healthcare students reported their motivation was
compromised in group work where good engagement from all group members was re-
quired [17]. To counter this problem, educators implemented measures such as mandatory
attendance to online lectures and activities. However, these measures could counteract
the self-paced nature of online learning, disadvantaging those with a job with irregular
working hours, career duties, and living in a different time zone [18]. Unsurprisingly online
students’ intrinsic motivation for asynchronous learning was higher than for synchronous
learning, relating to a sense of autonomy [19]. These challenges were intensified during
the COVID-19 pandemic: many students’ duties outside the curriculum have increased
(e.g., deployment to hospital, obscured boundary between study and life [20], making it
hard for them to stay motivated to study [21,22]. The forced transition to online learning
was experienced positively by healthcare students who were undertaking desk-based
learning [23], whereas those in clinical practice experienced it negatively as their practice
was interrupted [24]

Understanding academic motivation continues to be of importance to educators, as a
necessary function of maintaining student engagement and retention, and to encourage
positive academic outcomes [25]. This has become even more pronounced in the context
of the global COVID-19 pandemic, which continues to disrupt conventional teaching
methods, forcing many HEIs to provide online instruction, even for those who did not
originally enroll in online learning courses [5]. The demand for online learning has clearly
increased worldwide.

One well-established theory of motivation is Deci and Ryan [26] Self-Determination
Theory (SDT), a model that seeks to explain human needs, motivation, and wellness in
various social contexts [12]. SDT argues that autonomy, competence, and relatedness are
critical components of motivation [27]. It distinguishes between three types of motiva-
tion: (1) intrinsic motivation, carrying out an activity based on pleasure or enjoyment,
(2) extrinsic motivation, behaviours undertaken for reasons beyond innate satisfaction, and
(3) amotivation, the absence of intentionality [28]. Within the context of education, the
focus of SDT is on promoting student self-confidence, the value of education, and a desire
to learn [29]. Both intrinsic and extrinsic motivation act as a mediating role for academic
performance through online learning behaviours [30]. Those are essential components of
education [29], indicating the relevance and importance of motivation in education.

The findings of Griffin et al. suggest that the level of intrinsic motivation demonstrated
by students constitutes the most powerful indicator of student success. Students with a
high level of intrinsic motivation tend to exhibit increased engagement in classes, experi-
ence positive self-esteem and a sense of subjective wellbeing, and excel academically [31].
In contrast, the predominance of extrinsic motivation can result in negative outcomes
such as boredom, poor class attendance, and academic performance, and amotivation is
negatively associated with engagement, learning potential, and wellbeing [28,32]. This is
important as many students have adopted a consumerist approach to higher education,
where extrinsic motivators (i.e., grades) take precedence, fostering an environment of
shallow cognitive engagement [29,33]. Not only can motivation be a powerful predictor of
academic achievement, but it also can impact decisions to commence and continue specific
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learning behaviours, helping students become successful professionals [34]. Moreover,
intrinsic motivation is a known predictor of student psychological well-being, a significant
determinant of the decision to remain enrolled in their course [35,36]. The positive impacts
of intrinsic motivation are diverse.

Educators and researchers have begun to pay attention to interventions to support
students’ intrinsic motivation. However, this has encountered several challenges due to
educational goals and motivation types that differ across academic disciplines [37,38].
Those disciplines that are perceived as ‘hard’, such as business, management, and tech-
nology, place more emphasis on the application of what is learned versus the knowledge
itself, attracting students with high levels of extraversion, linked to high extrinsic motiva-
tion [37,39]. For example, although some shift towards intrinsic motivators such as meaning
is reported among business students [40], a business degree is highly sought due to the
reputation of high earnings potential and elevated social image [39,41]. Additionally, it is
thought that intrinsic motivation is stimulated in some contexts in business education [42].
Cheng et al. [43] highlighted that in the context of business students pursuing personal
certifications, the prevalent use of rewards (i.e., monetary) acts as reinforcers of extrinsic
motivation and overshadows the potential for intrinsic motivators, such as a sense of
belonging and ability. Furthermore, in an investigation of motivation in business students
in India undertaking an MBA, the brand name of an institution was a main motivator based
on its relevance to career prospects [44]. These studies share a common aspect whereby the
pursuit of a business degree is perceived as a necessary step to reach the desired goal of a
career and life in the corporate world, rather than the standalone merits that a business
education may provide.

On the other hand, while some extrinsic rewards do act as an attractor [45], many
healthcare students, categorised as ‘soft’ disciplines, are inspired by intrinsic motivators
such as an altruistic desire to help others [46,47]. For example, nursing is often seen
as a ‘calling’ rather than a job, where the opportunity to care for others, being part of
a team, and a sense of pride in the services provided are cited as primary drivers of
pursuing a nursing degree and subsequent career [48,49]. When examining motivation in
students taking nutrition classes, Maurer et al. [29] found these students to be principally
driven by intrinsic motivation, specifically the contribution that the course would have to
their understanding of their own health status. In a study examining career choice and
motivation of medical students and the potential impact on their academic performance,
almost 75% of participants cited reasons that related to intrinsic motivation [35]. These
reasons predominantly included intellectual curiosity, and experience of illness or death
either personally or within their family Kim et al. [35], highlighting the relevance of intrinsic
motivation in healthcare students.

These intrinsic drivers may become threatened when more external rewards are
used [50]. External rewards such as money ‘crowd out’ intrinsic motivation, shifting the
emphasis from engaging in a task for internal feelings of self-determination, to obtaining
the reward itself [51,52]. Furthermore, while intrinsic motivation and extrinsic motivation
are not dichotomous (i.e., one individual can have high levels of both intrinsic and extrin-
sic motivation), often a larger external reward could spoil intrinsic motivation, leaving
extrinsic motivation as the dominant driver of behaviour [53]. The implications of the
predominance of extrinsic motivation in students extend beyond academic achievement
and success. In a study investigating approaches to recruiting peer mentors, Anghelcev
and Eighmey [54] found that students receiving no monetary reward were the most willing
to become peer mentors, followed by those receiving a low reward, and those receiving the
highest monetary value were the least willing to participate. Moreover, the use of external
rewards such as a desire for recognition has implications for enjoyment. Children who
are attached to parents’ praises may lose a sense of enjoyment in an originally enjoyed
behaviour [55], whereas nurturing a sense of competence and autonomy (components of in-
trinsic motivation) in students can lead to elevated feelings of enjoyment towards a certain
task and may promote positive cognitive and behavioural outcomes [56]. Despite these

297



Healthcare 2022, 10, 1580

findings, researchers remain divided over the impact of external rewards [57]. Therefore,
it is important to evaluate whether a) students enjoy studying the subject (enjoyment),
and b) students would still study in the programme if they were not to receive a grade
(willingness), and how those are related to each type of motivation.

Considering the significance of furthering our understanding of motivation in learning,
it is crucial to explore the academic motivations of students across different academic
disciplines, particularly in the context of online learning. Accordingly, this study sought to
add to the literature on the similarities and differences between the types of motivation
among healthcare and business online students. Four research questions were established.

RQ1: Are the levels of each type of motivation different between business and health-
care students?

RQ2: How is each type of motivation related to each other?
RQ3: How is each type of motivation related to learning enjoyment and willingness to

study without any external reward?
RQ4: What are the similarities and differences in key academic motivations and goals

of business and healthcare students?

2. Materials and Methods
2.1. Study Design

This study employed a concurrent nested mixed-method design [58] Qualitative
findings (secondary focus) were used to complement the quantitative findings (primary
focus), to gain a better understanding of the students’ motivation.

2.2. Study Context

The study was conducted at an online department of a university in the United
Kingdom, where almost all students are working professionals. Undergraduate business
and healthcare students were recruited from January to June 2021 using an online survey
link embedded in the programme announcements delivered by an academic who was not a
co-author of this article. The survey included quantitative and qualitative questions. About
300 students were approached in each discipline.

2.3. Participants and Recruitment

One hundred and twenty students completed the survey in total. Sixty-one busi-
ness students (36 females and 25 males; Age M = 33.59, SD = 10.56, Range 18–57 years)
consisted of 31 UK students and 30 international students (11 other Europeans, 6 Asians,
5 Africans, and 1 Oceanian: 7 did not report). All business students were enrolled in a
business and management programme. Fifty-nine healthcare students (48 females and
11 males; Age M = 45.28, SD = 11.24, Range 25–70 years) consisted of 38 UK students and
21 international students (7 other Europeans, 4 Africans, 2 Asians, and 1 Oceanian: 7 did
not report). Thirty-six students were in counselling, 17 in nursing, 4 in social care and 2 in
perioperative practice programmes. As reliable data were not available, the representative-
ness of our samples with the general populations of business and healthcare students was
not certain, however, our samples’ demographics were roughly comparable with the entire
cohorts [59,60]. Demographic data were summarised in Table 1.

2.4. Data Collection

The research ethics committee at the university approved this study. Consent was
received from all participants before participation. Participants were informed at the
beginning of the study that (a) the participation was arbitrary, (b) they were allowed
to withdraw at any time just by closing the browser, (c) reasons for withdrawal would
not be asked, and (d) all responses would be anonymised, and (e) the study might be
published or presented for academic purposes. Should a participant feel distressed while
completing the questionnaire, contact details of the student wellbeing services in the
university were introduced.
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Table 1. Demographic data of participants.

Demographics Business Students (n = 61) Healthcare Students (n = 59)

Gender: n (%)
Female 36 (59%) 48 (81%)
Male 25 (41%) 11 (19%)

Age
Mean 33.59 45.28

SD 10.56 11.24
Range 18–57 25–70

Residence: n (%)
UK (Home) 31 (51%) 38 (64%)

Other Europe 11 (18%) 7 (12%)
Asian 6 (10%) 2 (3%)

African 5 (8%) 4 (7%)
Oceanian 1 (2%) 1 (2%)

Unanswered 7 (11%) 7 (12%)
Programme: n (%)

Business and Management 61 (100%)
Counselling 36 (61%)

Nursing 17 (29%)
Social Care 4 (7%)

Perioperative 2 (3%)

2.5. Instruments
2.5.1. Quantitative

The quantitative component of the survey consisted of the Academic Motivation Scale
(AMS; [61]) and two additional yes/no questions.

AMS is a 28-item scale that evaluates the levels of three types of motivation, which
are further categorised into seven subtypes measured by four items each: (A) amotivation,
(B) extrinsic motivation (external, introjected, and identified regulation), and (C) intrinsic
motivation (to know, to accomplish, and to experience stimulation). Example items include
‘I can’t see why I go to college and frankly, I couldn’t care less’ for amotivation, ‘In order to
have a better salary later on’ for extrinsic motivation, and ‘For the pleasure I experience
when I discover new things never seen before’ for intrinsic motivation, which are responded
on a seven-point Likert scale (from 1 = ‘Does not correspond at all’ to 7 = ‘Corresponds
exactly’). All of the subscales have adequate to high reliability with Cronbach’s alphas
between 0.62 and 0.91 [61].

Based on the assumptions of SDT, the Academic Motivation Scale (AMS) was for-
mulated by Vallerand et al. (1992) [61] as an instrument to measure intrinsic motivation,
extrinsic motivation, and amotivation in students. While the AMS has been extensively
researched to investigate motivation in high school and college generally, more work can
be conducted to apply the AMS to specific disciplines [29]. Therefore, the AMS was used in
the current study to assess motivation levels among participants.

The two yes/no questions were ‘Do you enjoy the subject by itself?’ and ‘If no rewards
are given (just pure joy of learning experience), would you still study?’. In the analysis,
‘yes’ was coded as ‘1’, and ‘no’ as ‘0’.

2.5.2. Qualitative

The seven items in the qualitative component were (1) ‘Why did you decide to study
online?’, (2) ‘What motivates you to engage in academic activities?’, (3) ‘What is/are your
main goal(s) of study?’, (4) ‘What do you want to achieve in this online programme?’.
(5) ‘What motivates you to engage in learning?’, (6) ‘What hinders you from engaging in
learning?’, and (7) ‘Is there anything else that you feel I should have asked, or that you
would like to add?’.
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2.6. Analyses

To respond to RQ1–3, a correlation analysis was conducted. The point biserial cor-
relation coefficient was used for the students’ discipline (0 = Healthcare, 1 = Business) to
address RQ1. For the qualitative data (RQ4), thematic analysis was conducted to capture the
themes in the participants’ text responses. Following Braun and Clarke’s guidelines [62,63],
the text responses were read several times, and codes were generated (Table 2), which led
to the creation of themes (Table 3). Themes were reviewed by all co-authors and reached
an agreement.

Table 2. Generating initial codes (examples).

Focus Area Initial Codes

Healthcare Students

Self-improvement
Pleasure of learning
Challenging oneself
Intellectual curiosity

Staying current
Sense of discovery

Empowerment
Adapting to change

Self-reflection
Professional development

Unlimited accomplishment
Deeper understanding

Business Students

Increased success
International recognition

Perceived competence
Screening for employers

Enhanced credibility
Pay rises

Sense of satisfaction
Contingency plan

Professional qualifications
Foundation for career
Potential promotion

Social capital

Table 3. Themes and examples of participant comments.

Themes Example of Participant Comment

T1: Striving for the Pursuit of Knowledge

I have not been rewarded for my learning
because I do this for myself. I would still study

without rewards, after all studying itself is
rewarding (HCS).

Absolutely. Learning is a gift. Knowledge is
power and the one thing that no one can take
away. There is pride and joy in learning (BS).

T2: Learning Process and Second Chance in
Healthcare Students

It feels really good to learn something that is
useful, it doesn‘t cause me to feel more
important than people who don’t have

qualifications: it is more I am fulfilling my own
potential no matter how old I am (HCS).

T3: Education as Steppingstone for
Business Students

I felt inferior to all of my friends and colleagues
who are university graduates (BS).

HCS = Healthcare Students; BS = Business Students.
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3. Results
3.1. Quantitative Analysis

No outliers were identified. P-p plots demonstrated that the quantitative data were
normally distributed. The levels of each type of motivation were summarised in Table 4.
The reliability of each motivation type was high in both student groups (α = 0.75–0.88 in
business, α = 0.72–0.84 in healthcare). Pearson correlation was performed (Table 5).

Table 4. Levels of each type of motivation in business students (n = 61) and healthcare students
(n = 59).

Business Students Healthcare Students

M SD α M SD α

IMK 5.45 1.17 0.88 5.99 0.94 0.79
IMA 5.11 1.46 0.87 5.29 1.18 0.75
IMS 3.73 1.40 0.86 4.42 1.28 0.72

EMID 5.16 1.33 0.75 5.10 1.45 0.75
EMINT 4.72 1.63 0.85 4.50 1.73 0.82
EMER 4.73 1.73 0.86 4.00 1.74 0.84

AM 1.39 .86 0.82 1.31 0.73 0.78
IMK = Intrinsic motivation to know. IMA = Intrinsic motivation to accomplish. IMS = Intrinsic motivation to
experience stimulation. EMID = Extrinsic motivation for identified regulation. EMINT = Extrinsic motivation for
introjected regulation. EMER = Extrinsic motivation for external regulation. AM = Amotivation.

Table 5. Correlation between the discipline, gender, age, nationality, types of motivation, learning
enjoyment, and willingness to study without reward among online students (n = 120).

1 2 3 4 5 6 7 8 9 10 11 12 13

1 Discipline
(0 = HC, 1 = Biz) −

2 GN
(0 = F, 1 = M) 0.23 * −

3 Age −0.46 ** −0.15 −

4
Nationality

(0 = UK,
1 = Overseas)

0.14 0.24 ** −0.17 −

5 IMK −0.24 ** −0.13 0.24 ** −0.13 −
6 IMA −0.07 −0.21 * 0.19 * −0.22 * 0.67 ** −
7 IMS −0.25 ** −0.10 0.29 ** −0.02 0.61 ** 0.61 ** −
8 EMID 0.04 0.05 −0.23 * 0.11 0.21 * 0.18 * 0.20 * −
9 EMINT 0.033 −0.10 −0.04 −0.23 * 0.22 * 0.56 ** 0.36 ** 0.30 ** −
10 EMER 0.19 * 0.03 −0.31 ** 0.15 −0.02 0.19 * 0.12 0.76 ** 0.44 ** −
11 AM 0.05 0.27 ** −0.14 0.12 −0.29 ** −0.29 ** −0.02 0.02 −0.07 0.08 −
12 Enjoy

(0 = No, 1 = Yes) −0.07 0.05 0.06 0.01 0.24 * 0.10 0.07 0.03 0.03 −0.07 −0.06 −

13 Willingness
(0 = No, 1 = Yes) −0.30 ** −0.15 0.12 0.07 0.38 ** 0.20 * 0.23 * −0.14 −0.13 −0.23 * −0.09 0.20 * −

HC = Healthcare. Biz = Business. IMK = Intrinsic motivation to know. IMA = Intrinsic motivation to accomplish.
IMS = Intrinsic motivation to experience stimulation. EMID = Extrinsic motivation for identified regulation.
EMINT = Extrinsic motivation for introjected regulation. EMER = Extrinsic motivation for external regulation.
AM = Amotivation. Enjoy = Whether they enjoy learning the subject. Willingness = Whether they would be still
willing to study the subject if there were no reward given for completing the programme. * p < 0.05, ** p < 0.01.

Students’ discipline was negatively associated with intrinsic motivation to know
(IMK), intrinsic motivation to experience stimulation (IMS) and no reward, while positively
associated with extrinsic motivation for external regulation (EMER), suggesting that health-
care students had significantly higher levels of IMK, IMS and willingness to study without
reward, and lower EMER than business students (RQ1). Overall, intrinsic motivation and
extrinsic motivation were positively interrelated, whereas extrinsic motivation and amoti-
vation were not (RQ2). Lastly, only IMK was associated with learning enjoyment among all
types of motivation. All three types of intrinsic motivation (to know, to accomplish, and to
experience stimulation) were positively associated, and EMER was negatively associated
with willingness to study without reward (RQ3).
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3.2. Qualitative Analysis

Thematic analysis on responses of business and healthcare students has revealed three
prominent themes, based on one similarity and two differences in the motivating drivers to
engage in academic studies and in learning in general (Table 2). The motivations shared by
students of both disciplines included the following.

Striving for the Pursuit of Knowledge (T1)
For many healthcare students, the opportunity to learn more and enhance their under-

standing of certain subjects, i.e., intrinsic rewards, was both a major motivating factor in
engaging with course tasks, and their desired outcome: The prospect of obtaining a reward
was perceived as secondary.

HCS (Healthcare Student): I have not been rewarded for my learning because I do this
for myself. I would still study without rewards, after all studying itself is rewarding.

This was also the case for quite a few business students, one expressing with certainty
their willingness to study without the prospect of reward or recognition.

BS (Business Student): Absolutely. Learning is a gift. Knowledge is power and the one
thing that no one can take away. There is pride and joy in learning.

One healthcare student expressed a degree of opposition towards the concept of
receiving rewards for their studies, viewing this as a hindrance to the quality of their
learning experience.

HCS: In some ways, I find it distracting to have to study with a specific agenda in mind,
rather than just being able to explore the materials at my leisure and to discover for myself
the parts that are relevant and interesting to me.

These comments suggest that strong orientation towards intrinsic motivation in health-
care students. On the other hand, business students, who were employed, were often
enrolled in the course solely on the request of their employers who were providing the
funds, and therefore had conditions attached to them. Moreover, some business students
noted that consideration for certain jobs and promotions were contingent on obtaining
specific degrees, which can lead to high extrinsic motivation.

BS: My employer is paying my fees which motivates me.

BS: I did it as a part-sponsored degree within my work to help me achieve a promotion
and better prospects for the future.

Contrary to healthcare students, these comments by business students indicate a
strong connection between their degree and employment. That said, there were some
responses from healthcare students which demonstrated clear extrinsic motivation, whether
to continue their professional development, or to work towards a successful career.

HCS: To supplement my existing undergraduate, post-graduate, and master’s level
qualifications with a further accreditation relevant to my chosen profession.

HCS: Future career development, to be more competent, to be internationally recognised,
for more salary, etc.

These responses indicate that many business- and healthcare-related degrees are
structured for the purpose of employment, and to fit the needs of employers. When
combined with the costs of obtaining a degree, the prevalence of extrinsic motivation in
participant responses can somewhat be expected.

Responses provided by both business and healthcare students also suggest the fluidity
of motivation: intrinsic and extrinsic motivation can change. While some students enrolled
in their course specifically for practical (extrinsic) considerations, they noted that over time
they began to value the course for the content alone, and the opportunity to learn.

HCS: It was initially to get promotion as BSc Nursing was needed to be promoted to level
13, in the place I work some have been in level 12 for 11–12 years... But now I found
academics very interesting though can be difficult and challenging.
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Moreover, another participant highlighted a contextual impact on motivation. Their
motivation was shaped by their current circumstances and responsibilities, noting that
once they were in a better position, they would study for the passion of learning itself.

BS: I do enjoy learning new things, but at the moment my focus is on obtaining the
end reward of a bachelor’s degree. However, in the future, once I am in a comfortable
working position and have achieved what I wanted, I would continue learning for the
learning experience.

Learning Process and Accomplishment in Healthcare Students (T2)
Many healthcare students noted that the process of learning and a sense of accomplish-

ment as key motivators. Not only is the knowledge gained from a university education a
main motivator for students, but the different steps that comprise the learning process was
another major theme for healthcare students.

HCS: I am not only exercising my physical muscles but also my mental and cognitive
abilities give me an immeasurable amount of satisfaction.

HCS: I feel a sense of achievement in the process [of] taking part and pushing my
comfort zones.

These comments suggest that the opportunity to be in an environment where they can
challenge themselves while developing their mental acuity is their major motivator. The
learning process is personal, acting as a boost to their self-esteem, rather than an instrument
to prove their value over others.

HCS: It feels really good to learn something that is useful, it doesn’t cause me to feel more
important than people who don’t have qualifications: it is more I am fulfilling my own
potential no matter how old I am.

The majority of online healthcare students at our institution are registered profes-
sionals in employment, and many of them have other non-academic commitments (e.g.,
childcaring). Their life context is often more restricted than typical young students who
have just graduated from high school to afford an education. Therefore, online healthcare
students reported a sense of accomplishment to manage their studies in online learning.

Their degree provides them with a sense of satisfaction. Their motivation to engage
with their course and desired outcome were intrinsically oriented.

HCS: Feelings of validation in my abilities [are my motivation to study].

HCS: To fulfill my potential which did not happen while I was at school. To be a “good”
role model to my two daughters.

Taken together, many healthcare students enjoy the process of learning to expand their
knowledge and skills, as well as a sense of accomplishment derived from progressing their
studies (i.e., intrinsic motivators) while managing other duties.

Education as Steppingstone for Business Students (T3)
Many business students perceived university education as a steppingstone to advanc-

ing their careers. While they acknowledged the importance of the learning process, they
also noted the social value attached to getting a university education.

A university education was treated as an element of social capital, providing a sense of
membership and common understanding based on shared experience. Being a university
graduate comes with baseline assumptions in relation to intelligence level, organisational
and time management skills, interpersonal skills, and to some degree socioeconomic
background. Therefore, those who do not fall under the category of university graduate,
may be made to feel like an outsider.

BS: [I] felt inferior [to] all of my friends and colleagues [who] are university graduates.

BS: My full degree to enable me to apply for certain roles that require minimum 2:1.

BS: To have a job where I can earn a good salary.

BS: Get the necessary UK qualification to enter/access a new work sector.
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Online business students, who already worked in business at the time of the study,
expressed feelings of inadequacy because, unlike their colleagues, they do not have a
university degree. Therefore, the motivation at the forefront for them appears to be utilising
their degree as a resource to achieve a level playing field with their social circle. Similarly,
other business students noted a desire to demonstrate their ability by obtaining a degree.
In response to the question around the primary motivation for enrolling in the course and
engaging in their unit activities, two business students provided the following answers.

BS: To achieve higher grades and show my work to my peers.

BS: Hmm . . . like the letters after my name to be honest.

These comments suggest that business students regard university education as a step-
pingstone to enhance their credibility, and being more accepted in their business community.

3.3. Synthesis

The findings in our quantitative analyses and qualitative analyses were roughly
consistent with each other: healthcare students were, in general, more intrinsically oriented
than business students, and intrinsic motivation was associated with learning enjoyment.
Our qualitative analyses deepened these findings that both groups were motivated to
pursue knowledge, however healthcare students enjoyed the learning process whereas
business students somewhat regard education as a steppingstone in their career.

4. Discussion

The purpose of this study was to evaluate the academic motivation of online business
and healthcare students. Our results show that (RQ1) healthcare students had a higher level
of intrinsic motivation, whereas business students had a higher level of extrinsic motivation,
(RQ2) intrinsic motivation and extrinsic motivation were positively inter-related, (RQ3)
intrinsic motivation was associated with both enjoyment and intention to study, and (RQ4)
while students in both groups enjoyed the pursuit of knowledge, healthcare students
valued the learning process and accomplishment, whereas business students regarded
education as a steppingstone.

One novel finding of our mixed-method analyses may be that although the demo-
graphic data were different between online students and face-to-face students (e.g., age and
life stage), their motivational characteristics were similar. Previous face-to-face research re-
ported a high level of extrinsic motivation in business students, and a high level of intrinsic
motivation in healthcare students [36,64–66]. We found the same motivation characteristics
were present in online students. Moreover, we further identified their perceptions towards
learning in relation to motivation: healthcare students were process-oriented, whereas
business students were more focused on their career steps. These findings have several
implications. For example, to help maintain academic motivation, educators can focus on
the learning process in healthcare programmes whereas educators in business can link their
curriculum to student career steps.

High intrinsic motivation was associated with healthcare students, whereas high
extrinsic motivation was associated with business students. Healthcare students enjoyed
the learning process and accomplishment, both of which are rather intrinsic rewards. On
the other hand, business students consider education as a steppingstone, an extrinsic
reward. In line with the face-to-face research [39], academic motivation was different
between these two groups in the online context: in the face-to-face setting, business students
were more associated with extrinsic motivation, whereas healthcare students were more
associated with intrinsic motivation as well. Moreover, this trend is present when these
students have become professionals/employees [52,67–69]. These findings suggest that
securing a prestigious and highly salaried position is the primary driver for choosing
a business education programme [70], whereas healthcare students are more likely to
study a healthcare subject out of personal interest or enjoyment [35], leading to improved
learning outcomes. These characteristics were deemed similar (a) between online and
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face-to-face education, and (b) between pre-graduation and post-graduation. Indeed, many
healthcare students see working in the healthcare setting as a vocation rather than a job,
with a sense of calling to a particular healthcare profession, the basis of patient-centred
and compassionate care [71]. A study conducted by Wu et al. (2020) [72] found that
intrinsic motivation was significantly and positively associated with self-efficacy, learning
engagement, and academic performance in medical students. This suggests that engaging
with student/employee motivation should be conducted over time, including when they
are preparing to work, and when they are working.

Considering these positive associations of intrinsic motivation, business students could
benefit from shifting their extrinsic motivation to an intrinsic one. Cognitive evaluation
theory informs that incorporating engaging learning activities such as reading stimulating
materials and self-awareness diaries helps students focus on their grades to their learn-
ing [73]. Moreover, enhancing self-compassion may be helpful too as self-compassion
assists the extrinsic to intrinsic shift [52,73]. These are consistent with the significant inter-
relations between intrinsic and extrinsic motivation. Business educators need to embed
this training and education in their curriculum to prevent business students from experi-
encing the negative consequences of extrinsic motivation. It is also essential to mention
that intrinsic motivation can be harmful to students if their passion is obsessive (based on
uncontrollable compulsion) instead of harmonious (balanced engagement; [65,74]). Self-
awareness needs to be encouraged among healthcare students [75,76]. Moreover, during
the pandemic, a sense of loneliness was identified as a debilitating factor for healthcare
students’ well-being and motivation [77]. To improve motivation (i.e., to cope with amoti-
vation) psycho-social support was recommended to augment a sense of connection and
belongingness for healthcare students [78,79]. Post-traumatic growth, which many health-
care students are related to, due to traumatic events in their practice, is associated with
intrinsic motivation, and career support was recommended to support their intrinsic moti-
vation [80–82]. In sum, both extrinsic motivation and intrinsic motivation can contribute to
academic performance, and these types of motivation can change across different phases
of the curriculum influenced by various intrapersonal and interpersonal factors [83,84].
Further understanding of motivation among university staff is recommended.

Significant associations between intrinsic motivation and enjoyment, and willingness
(and no significant associations between extrinsic motivation and enjoyment, and willing-
ness) were consistent with the SDT that students who are passionate about the subject tend
to enjoy studying and be more willing to study without external rewards. Especially, the
willingness to study was significantly associated with healthcare students, which can be
further explained using the qualitative findings.

Our qualitative analyses helped to understand our quantitative findings more holisti-
cally. Both student groups enjoyed learning, which is related to the intrinsic motivation to
maintain the desire to continue the learning process [85]. Students who are intrinsically
motivated are self-driven, challenged, and find enjoyment in their studies [86]. Student
involvement in the learning process increases when students find study engaging, effective,
and valuable [87]. Online professional students who chose to engage in a further degree
have intrinsic motivation to enjoy the pursuit of knowledge.

The different perspectives on learning between healthcare and business students
deepened our quantitative findings: healthcare students focused on the process and a
sense of accomplishment from learning, whereas business students considered their career
ahead and regarded education as a steppingstone. Generally speaking, the process of and
accomplishment in learning are pertinent to intrinsic motivation, whereas a focus on further
career steps is more pertinent to extrinsic motivation [28]. However, healthcare educators
may need to be mindful that, as noted above, an obsessive need for accomplishment can
trigger extrinsic motivation. If the standard for accomplishment is set extrinsically, social
comparison can take place, leading to a more negative evaluation of oneself [88]. Self-
awareness training may be helpful for healthcare students to remain intrinsic towards their
learning [89]. On the other hand, for business students, how to bring their external focus
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inward would be more important. Interventions such as life crafting or ikigai (a Japanese
concept roughly translated as a meaning in life) approaches may be helpful as these ask
students about the intrinsic meaning of their career goals [90,91]. Future research needs to
evaluate the impact of those approaches on students’ motivation and wellbeing.

While this research provides valuable insight into the motivation of business and
healthcare students, it is important to keep the limitations in mind when interpreting the
results. First, in addition to the modest size, our sample was recruited through convenience
sampling from one academic institution in the UK, limiting our findings’ generalisability.
Moreover, considering the wide impact of COVID-19 on academic motivation, students in
other subjects should be evaluated. Secondly, a self-report survey was used, thus response
biases might have been present [92]. Additionally, a shorter version of the Academic
Motivation Scale [93] could have been used to reduce the workload of participants, im-
proving the accuracy and response rate. Moreover, in the qualitative part, participants’
emotional tone was not captured in this study. Other possible motivational factors such
as the employment status [94] were not considered in this study. Relatedly, the impact of
COVID-19 was not assessed. These two factors could have a meaningful impact on our
findings. For example, an unstable employment status negatively affected people’s psycho-
social well-being [95]. During the pandemic, university students’ academic motivation was
compromised, as their sense of belonging declined [96]. Future research needs to consider
these factors. Lastly, the study does not examine whether students had specifically chosen
to study online or whether e-learning was the only option available to them [97]. Future
research needs to address these limitations to identify more robust evidence for online
students’ motivation.

5. Conclusions

Academic motivation is essential for student success, however, it remains to be ap-
praised in online education, which has been gaining importance today. In particular,
business and healthcare students learning online encounter some motivational challenges.
Our study identified that business students were extrinsically motivated to regard educa-
tion as a steppingstone, whereas healthcare students were intrinsically motivated to focus
on the process and accomplishment. Self-compassion and meaning-oriented interventions
may be helpful for business students, and self-awareness training, psycho-social support
and career guidance may be useful for healthcare students to support their wellbeing. Our
findings will help educators and well-being services develop effectively, and tailor mental
health care in those student groups.
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15. Szopiński, T.; Bachnik, K. Student Evaluation of Online Learning during the COVID-19 Pandemic. Technol. Soc. Chang. 2022,
174, 121203. [CrossRef] [PubMed]

16. Zizka, L.; Probst, G. Learning during (or despite) COVID-19: Business Students’ Perceptions of Online Learning. Qual. Assur.
Educ. 2022. [CrossRef]

17. Moule, P.; Ward, R.; Lockyer, L. Nursing and Healthcare Students’ Experiences and Use of e-Learning in Higher Education. J. Adv.
Nurs. 2010, 66, 2785–2795. [CrossRef]

18. Kotera, Y.; Rawson, R.; Okere, U.; Ucheaga, M.B.; Williams, A.; Chircop, J.; Lyte, G.; Spink, R.; Green, P. Teaching Sustainability to
Online Healthcare Students: A Viewpoint. Int. J. High. Educ. Sustain. 2022, 4, 38. [CrossRef]

19. Bailey, D.; Almusharraf, N.; Hatcher, R. Finding Satisfaction: Intrinsic Motivation for Synchronous and Asynchronous Communi-
cation in the Online Language Learning Context. Educ. Inf. Technol. 2021, 26, 2563–2583. [CrossRef]

20. Kotera, Y.; Spink, R.; Brooks-Ucheaga, M.; Green, P.; Rawson, R.; Rhodes, C.; Chircop, J.; Williams, A.; Okere, U.; Lyte, G. Teaching
Healthcare Professional Students in Online Learning during COVID-19: Reflection of University Lecturers. J. Concurr. Disord.
2020, 3, 193–201. [CrossRef]

21. Suzuki, T.; Murayama, A.; Kotera, Y.; Bhandari, D.; Senoo, Y.; Tani, Y.; Harada, K.; Kawamoto, A.; Sato, S.; Sawano, T.; et al.
Cross-Country Student Perceptions about Online Medical Education during the COVID-19 Pandemic. Int. J. Environ. Res. Public
Health 2022, 19, 2840. [CrossRef]

22. Mcfadden, S.; Id, S.G.; Daly-Lynn, J.; O’neill, B.; Marley, J.; Hanratty, C.; Shepherd, P.; Ramsey, L.; Breen, C.; Duffy, O.;
et al. Academic, Clinical and Personal Experiences of Undergraduate Healthcare Students during the COVID-19 Pandemic: A
Prospective Cohort Study. PLoS ONE 2022, 17, e0271873. [CrossRef]

23. Bianchi, S.; Gatto, R.; Fabiani, L. Effects of the SARS-CoV-2 Pandemic on Medical Education in Italy: Considerations and Tips.
Euromediterranean Biomed. J. 2020, 15, 100–101. [CrossRef]

24. Vijayan, R. Teaching and Learning during the COVID-19 Pandemic: A Topic Modeling Study. Educ. Sci. 2021, 11, 347. [CrossRef]
25. Griffin, R.; MacKewn, A.; Moser, E.; VanVuren, K.W. Learning Skills and Motivation: Correlates To Superior Academic Perfor-

mance. Bus. Educ. Accredit. 2013, 50, 53–65.
26. Deci, E.L.; Ryan, R.M. Intrinsic Motivation and Self-Determination in Human Behavior; Plenum Press: New York, NY, USA, 1985.

[CrossRef]

307



Healthcare 2022, 10, 1580

27. Ryan, R.M.; Deci, E.L. Self-determination Theory: Basic Psychological Needs in Motivation, Development and Wellness; Guilford Press:
New York, NY, USA, 2017.

28. Ryan, R.M.; Deci, E.L. Intrinsic and Extrinsic Motivation from a Self-Determination Theory Perspective: Definitions, Theory,
Practices, and Future Directions. Contemp. Educ. Psychol. 2020, 61, 1–11. [CrossRef]

29. Maurer, T.W.; Allen, D.; Gatch, D.B.; Shankar, P.; Sturges, D. A Comparison of Student Academic Motivations across Three Course
Disciplines. J. Scholarsh. Teach. Learn. 2013, 13, 77–89.

30. Meng, X.; Hu, Z. The Relationship between Student Motivation and Academic Performance: The Mediating Role of Online
Learning Behavior. Qual. Assur. Educ. 2022. [CrossRef]

31. White, R.L.; Bennie, A.; Vasconcellos, D.; Cinelli, R.; Hilland, T.; Owen, K.B.; Lonsdale, C. Self-Determination Theory in Physical
Education: A Systematic Review of Qualitative Studies. Teach. Teach. Educ. 2021, 99, 103247. [CrossRef]

32. Moore, S.; Armstrong, C.; Pearson, J. Lecture Absenteeism among Students in Higher Education: A Valuable Route to Under-
standing Student Motivation. J. High. Educ. Policy Manag. 2008, 30, 15–24. [CrossRef]

33. Rose, S. Academic Success of Nursing Students: Does Motivation Matter? Teach. Learn. Nurs. 2011, 6, 181–184. [CrossRef]
34. Campos-Sánchez, A.; López-Núñez, J.A.; Carriel, V.; Martín-Piedra, M.Á.; Sola, T.; Alaminos, M. Motivational Component Profiles

in University Students Learning Histology: A Comparative Study between Genders and Different Health Science Curricula. BMC
Med. Educ. 2014, 14, 46. [CrossRef]

35. Kim, K.J.; Hwang, J.Y.; Kwon, B.S. Differences in Medical Students’ Academic Interest and Performance across Career Choice
Motivations. Int. J. Med. Educ. 2016, 7, 52. [CrossRef] [PubMed]

36. Kotera, Y.; Cockerill, V.; Chircop, J.; Kaluzeviciute, G.; Dyson, S. Predicting Self-Compassion in UK Nursing Students: Re-
lationships with Resilience, Engagement, Motivation, and Mental Wellbeing. Nurse Educ. Pract. 2021, 51, 1–7. [CrossRef]
[PubMed]

37. Breen, R.; Lindsay, R. Different Disciplines Require Different Motivations for Student Success. Res. High. Educ. 2002, 43, 693–725.
[CrossRef]

38. Neumann, R. Disciplinary Differences and University Teaching. Stud. High. Educ. 2001, 26, 135–146. [CrossRef]
39. Kotera, Y.; Conway, E.; van Gordon, W. Mental Health of UK University Business Students: Relationship with Shame, Motivation

and Self-Compassion. J. Educ. Bus. 2019, 94, 11–20. [CrossRef]
40. Hurst, A.; Pearce, A.; Parish, S.; Erickson, C.; Schnidman, A.; Vesty, L.; Garlinghouse, M.; Pavela, A. Purpose at Work: The Largest

Global Study on the Role of Purpose in the Workforce; Imperative: Seattle, WA, USA, 2016.
41. Downey, J.P.; McGaughey, R.; Roach, D. Attitudes and Influences toward Choosing a Business Major: The Case of Information

Systems. J. Inf. Technol. Educ. Res. 2011, 10, 231–251. [CrossRef]
42. Brahm, T.; Jenert, T.; Wagner, D. The Crucial First Year: A Longitudinal Study of Students’ Motivational Development at a Swiss

Business School. High. Educ. 2017, 73, 459–478. [CrossRef]
43. Cheng, P.Y.; Lin, M.L.; Su, C.K. Attitudes and Motivations of Students Taking Professional Certificate Examinations. Soc. Behav.

Personal. 2011, 39, 1303–1314. [CrossRef]
44. Sahoo, F.M.; Sahoo, K.; Jena, L.K. Management of Students’ Motivation in Business Schools: A Test of an Indigenous Model. Int. J.

Manag. Concepts Philos. 2019, 12, 117–132. [CrossRef]
45. Nilsson, K.E.L.; Stomberg, W.; Margareta, I. Nursing Students Motivation toward Their Studies—A Survey Study. BMC Nurs.

2008, 7, 6. [CrossRef]
46. Boughn, S.; Lentini, A. Why Do Women Choose Nursing? J. Nurs. Educ. 1999, 38, 156–161. [CrossRef] [PubMed]
47. Law, W.; Arthur, D. What Factors Influence Hong Kong School Students in Their Choice of a Career in Nursing? Int. J. Nurs. Stud.

2003, 40, 23–32. [CrossRef]
48. Eley, D.; Eley, R.; Bertello, M.; Rogers-Clark, C. Why Did I Become a Nurse? Personality Traits and Reasons for Entering Nursing.

J. Adv. Nurs. 2012, 68, 1546–1555. [CrossRef] [PubMed]
49. Kotera, Y.; Cockerill, V.; Chircop, J.G.E.; Forman, D. Mental Health Shame, Self-Compassion and Sleep in UK Nursing Students:

Complete Mediation of Self-Compassion in Sleep and Mental Health. Nurs. Open 2021, 8, 1325–1335. [CrossRef] [PubMed]
50. Daniel, T.L.; Esser, J.K. Intrinsic Motivation as Influenced by Rewards, Task Interest, and Task Structure. J. Appl. Psychol. 1980, 65,

566–573. [CrossRef]
51. Deci, E.L.; Benware, C.; Landy, D. The Attribution of Motivation as a Function of Output and Rewards. J. Personal. 1974, 42,

652–667. [CrossRef]
52. Kotera, Y.; Taylor, E.; Fido, D.; Williams, D.; Tsuda-McCaie, F. Motivation of UK Graduate Students in Education: Self-Compassion

Moderates Pathway from Extrinsic Motivation to Intrinsic Motivation. Curr. Psychol. 2021, 1, 1–14. [CrossRef]
53. Deci, E.L. Effects of Externally Mediated Rewards on Intrinsic Motivation. J. Personal. Soc. Psychol. 1971, 18, 105–115. [CrossRef]
54. Anghelcev, G.; Eighmey, J. The Impact of Extrinsic Incentives on Students’ Willingness to Volunteer as Peer Mentors: Implications

for Advertising Education. J. Advert. Educ. 2013, 17, 5–16. [CrossRef]
55. Kohn, A. Unconditional Parenting: Moving from Rewards and Punishments to Love and Reason; Atria Paperback: New York, NY, USA,

2005; ISBN 13: 9780743487481.
56. Wang, C.K.J.; Liu, W.C. Promoting Enjoyment in Girls’ Physical Education: The Impact of Goals, Beliefs, and Self-Determination.

Eur. Phys. Educ. Rev. 2007, 13, 145–164. [CrossRef]

308



Healthcare 2022, 10, 1580

57. Cameron, J.; Banko, K.M.; Pierce, W.D. Pervasive Negative Effects of Rewards on Intrinsic Motivation: The Myth Continues.
Behav. Anal. 2017, 24, 1–44. [CrossRef] [PubMed]

58. Aultman, J. Utilizing a Concurrent Nested Design for Strengthening Mixed Methods Research. In SAGE Research Methods Cases:
Medicine and Health; SAGE Publications, Ltd.: Thousand Oaks, CA, USA. [CrossRef]

59. Kotera, Y.; Green, P.; Sheffield, D. Mental Health of Therapeutic Students: Relationships with Attitudes, Self-Criticism, Self-
Compassion, and Caregiver Identity. Br. J. Guid. Couns. 2021, 49, 701–712. [CrossRef]

60. Kotera, Y.; Conway, E.; van Gordon, W. Ethical Judgement in UK Business Students: Relationship with Motivation, Self-
Compassion and Mental Health. Int. J. Ment. Health Addict. 2019, 17, 1132–1146. [CrossRef]

61. Vallerand, R.J.; Pelletier, L.G.; Blais, M.R.; Briere, N.M.; Senecal, C.; Vallieres, E.F. The Academic Motivation Scale: A Measure of
Intrinsic, Extrinsic, and Amotivation in Education. Educ. Psychol. Meas. 1992, 52, 1003–1017. [CrossRef]

62. Clarke, V.; Braun, V. Thematic Analysis. J. Posit. Psychol. 2017, 12, 297–298. [CrossRef]
63. Braun, V.; Clarke, V. Using Thematic Analysis in Psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
64. Kotera, Y.; Green, P.; Sheffield, D. Positive Psychology for Mental Wellbeing of UK Therapeutic Students: Relationships with

Engagement, Motivation, Resilience and Self-Compassion. Int. J. Ment. Health Addict. 2021, 20, 1611–1626. [CrossRef]
65. Kotera, Y.; Green, P.; Sheffield, D. Roles of Positive Psychology for Mental Health in UK Social Work Students: Self-Compassion

as a Predictor of Better Mental Health. Br. J. Soc. Work 2020, 50, 2002–2021. [CrossRef]
66. Conway, E.; Kotera, Y. Ethical Judgement and Intent in Business School Students: The Role of the Psyche? Int. J. Ethics Educ. 2020,

5, 151–186. [CrossRef]
67. Kotera, Y.; Adhikari, P.; van Gordon, W. Motivation Types and Mental Health of UK Hospitality Workers. Int. J. Ment. Health

Addict. 2018, 16, 751–763. [CrossRef]
68. Kotera, Y.; Adhikari, P.; van Gordon, W. The Relationship between Work Motivation and Worker Profile in UK Hospitality

Workers. Int. J. Educ. Psychol. Couns. 2017, 2, 231–243.
69. Kotera, Y.; Ozaki, A.; Miyatake, H.; Tsunetoshi, C.; Nishikawa, Y.; Kosaka, M.; Tanimoto, T. Qualitative Investigation into the

Mental Health of Healthcare Workers in Japan during the COVID-19 Pandemic. Int. J. Environ. Res. Public Health 2022, 19, 568.
[CrossRef] [PubMed]

70. Bengtsson, E.; Teleman, B. Motivation, Learning Strategies and Performance Among Business Undergraduates at University
Colleges in Sweden. Bus. Manag. Educ. 2019, 17, 111–133. [CrossRef]

71. Puchalski, C.M.; Guenther, M. Restoration and Re-Creation: Spirituality in the Lives of Healthcare Professionals. Curr. Opin.
Supportive Palliat. Care 2012, 6, 254–258. [CrossRef]

72. Wu, H.; Li, S.; Zheng, J.; Guo, J. Medical Students’ Motivation and Academic Performance: The Mediating Roles of Self-Efficacy
and Learning Engagement. Med. Educ. Online 2020, 25, 1742964. [CrossRef]

73. McEvoy, G.M. Increasing Intrinsic Motivation to Learn in Organizational Behavior Classes. J. Manag. Educ. 2011, 35, 468–503.
[CrossRef]

74. Lalande, D.; Vallerand, R.J.; Lafrenière, M.A.K.; Verner-Filion, J.; Laurent, F.A.; Forest, J.; Paquet, Y. Obsessive Passion: A
Compensatory Response to Unsatisfied Needs. J. Personal. 2017, 85, 163–178. [CrossRef]

75. Healy, D.; Sharry, P.M. Promoting Self Awareness in Undergraduate Nursing Students in Relation to Their Health Status and
Personal Behaviours. Nurse Educ. Pract. 2011, 11, 228–233. [CrossRef]

76. Rasheed, S.P.; Younas, A.; Sundus, A. Self-Awareness in Nursing: A Scoping Review. J. Clin. Nurs. 2019, 28, 762–774. [CrossRef]
77. Tahara, M.; Mashizume, Y.; Takahashi, K. Mental Health Crisis and Stress Coping among Healthcare College Students Momentarily

Displaced from Their Campus Community Because of COVID-19 Restrictions in Japan. Int. J. Environ. Res. Public Health 2021,
18, 7245. [CrossRef]

78. Baker, S.R. Intrinsic, Extrinsic, and Amotivational Orientations: Their Role in University Adjustment, Stress, Well-Being, and
Subsequent Academic Performance. Curr. Psychol. 2004, 23, 189–202. [CrossRef]

79. Kotera, Y.; Fido, D. Effects of Shinrin-Yoku Retreat on Mental Health: A Pilot Study in Fukushima, Japan. Int. J. Ment. Health
Addict. 2021, 1–13. [CrossRef]

80. Yun, M.R.; Lim, E.J.; Yu, B.; Choi, S. Effects of Academic Motivation on Clinical Practice-Related Post-Traumatic Growth among
Nursing Students in South Korea: Mediating Effect of Resilience. Int. J. Environ. Res. Public Health 2020, 17, 4901. [CrossRef]
[PubMed]

81. Kotera, Y. A Qualitative Investigation into the Experience of Neuro-Linguistic Programming Certification Training among
Japanese Career Consultants. Br. J. Guid. Couns. 2018, 46, 39–50. [CrossRef]

82. Kotera, Y.; Sheffield, D. Disney Strategy for Japanese University Students’ Career Guidance: A Mixed Methods Pilot Study. J. Natl.
Inst. Career Educ. Couns. 2017, 38, 52–61. [CrossRef]

83. Lemos, M.S.; Veríssimo, L. The Relationships between Intrinsic Motivation, Extrinsic Motivation, and Achievement, Along
Elementary School. Procedia Soc. Behav. Sci. 2014, 112, 930–938. [CrossRef]

84. Orsini, C.; Binnie, V.I.; Wilson, S.L. Determinants and Outcomes of Motivation in Health Professions Education: A Systematic
Review Based on Self-Determination Theory. J. Educ. Eval. Health Prof. 2016, 13, 19. [CrossRef]

85. Reeve, J. The Interest-Enjoyment Distinction in Intrinsic Motivation. Motiv. Emot. 1989, 13, 83–103. [CrossRef]
86. Afzal, H.; Ali, I.; Aslam Khan, M.; Hamid, K. A Study of University Students’ Motivation and Its Relationship with Their

Academic Performance. Int. J. Bus. Manag. 2010, 5, 4. [CrossRef]

309



Healthcare 2022, 10, 1580

87. Ly, P.; Nyoman Sudana Degeng, I.; Setyosari, P. Relationship between Achievement Motivation and Learning Outcomes on Land
Law Course vy Student of PPKN Nusa Cendana University. In Proceedings of the International Conference on Education (ICE2)
2018: Education and Innovation in Science in the Digital Era, Bandung, Indonesia, 9 October 2018; pp. 699–705.

88. Swallow, S.R.; Kuiper, N.A. Social Comparison and Negative Self-Evaluations: An Application to Depression. Clin. Psychol. Rev.
1988, 8, 55–76. [CrossRef]

89. Benbassat, J.; Baumal, R. Enhancing Self-Awareness in Medical Students: An Overview of Teaching Approaches. Acad. Med. 2005,
80, 156–161. [CrossRef] [PubMed]

90. Kotera, Y.; Fido, D. Ikigai: Towards a Psychological Understanding of a Life Worth Living; Concurrent Disorders Society Publishing:
Toronto, ON, Canada, 2021; ISBN 978-1-7778018-0.

91. Schippers, M.C.; Ziegler, N. Life Crafting as a Way to Find Purpose and Meaning in Life. Front. Psychol. 2019, 10, 2778. [CrossRef]
[PubMed]

92. Kotera, Y.; van Laethem, M.; Ohshima, R. Cross-Cultural Comparison of Mental Health between Japanese and Dutch Workers:
Relationships with Mental Health Shame, Self-Compassion, Work Engagement and Motivation. Cross Cult. Strateg. Manag. 2020,
27, 511–530. [CrossRef]

93. Kotera, Y.; Conway, E.; Green, P. Construction and Factorial Validation of a Short Version of the Academic Motivation Scale. Br. J.
Guid. Couns. 2021, 1–10. [CrossRef]

94. Wang, C.; Pan, R.; Wan, X.; Tan, Y.; Xu, L.; Ho, C.S.; Ho, R.C. Immediate Psychological Responses and Associated Factors during
the Initial Stage of the 2019 Coronavirus Disease (COVID-19) Epidemic among the General Population in China. Int. J. Environ.
Res. Public Health 2020, 17, 1729. [CrossRef]

95. Bhandari, D.; Kotera, Y.; Ozaki, A.; Abeysinghe, S.; Kosaka, M.; Tanimoto, T. COVID-19: Challenges Faced by Nepalese Migrants
Living in Japan. BMC Public Health 2021, 21, 752. [CrossRef]

96. Marler, E.K.; Bruce, M.J.; Abaoud, A.; Henrichsen, C.; Suksatan, W.; Homvisetvongsa, S.; Matsuo, H. The Impact of COVID-19 on
University Students’ Academic Motivation, Social Connection, and Psychological Well-Being. Scholarsh. Teach. Learn. Psychol. 2021.
[CrossRef]

97. Stark, E. Examining the Role of Motivation and Learning Strategies in the Success of Online vs. Face-to-Face Students. Online
Learn. 2019, 23, 234–251. [CrossRef]

310



Citation: Kotera, Y.; Tsuda-McCaie,

F.; Edwards, A.-M.; Bhandari, D.;

Williams, D.; Neary, S. Mental Health

Shame, Caregiver Identity, and

Self-Compassion in UK Education

Students. Healthcare 2022, 10, 584.

https://doi.org/10.3390/

healthcare10030584

Academic Editor: Alyx Taylor

Received: 10 February 2022

Accepted: 17 March 2022

Published: 21 March 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

healthcare

Article

Mental Health Shame, Caregiver Identity, and Self-Compassion
in UK Education Students
Yasuhiro Kotera 1,* , Freya Tsuda-McCaie 2, Ann-Marie Edwards 2 , Divya Bhandari 3 , Dan Williams 4

and Siobhan Neary 4

1 School of Health Sciences, University of Nottingham, Nottingham NG7 2HA, UK
2 College of Health, Psychology of Social Care, University of Derby, Derby DE22 1GB, UK;

freya.mccaie@gmail.com (F.T.-M.); annm.edwards@icloud.com (A.-M.E.)
3 Medical Governance Research Institute, Tokyo 108-0074, Japan; rayordeal3@gmail.com
4 College of Arts, Humanities and Education, University of Derby, Derby DE22 1GB, UK;

d.williams@derby.ac.uk (D.W.); s.neary@derby.ac.uk (S.N.)
* Correspondence: yasuhiro.kotera@nottingham.ac.uk

Abstract: Although students in education have high rates of mental health problems, many of them
do not ask for help, which can exacerbate their symptoms. One reason for their low help-seeking
is shame associated with mental health problems. As education students aspire to provide care
for children, they may feel ashamed to care for themselves, as the role identity theory suggests.
Self-compassion is reported to reduce shame and mental health problems. This study explored the
relationships between mental health problems, mental health shame, self-compassion, and caregiver
identity among UK education students. One hundred and nine postgraduate students completed four
self-report scales regarding those constructs. Correlation and regression analyses were performed.
Mental health problems were positively associated with shame and identity, and negatively associated
with self-compassion. Self-compassion was the only significant predictor of mental health problems.
Findings will help educators and education students to develop effective approaches for their mental
health problems.

Keywords: education students; mental health; mental health shame; caregiver identity; self-compassion

1. Introduction
1.1. Mental Health of UK Postgraduate Education Students

Mental health problems among postgraduate students in the UK are concerningly
prevalent [1]. Globally, graduate students are six times more likely to experience anxiety
and depression than the general population [2]. Postgraduate education students, including
trainee teachers, may be especially vulnerable to mental health problems, because of the
stress and workload associated with managing work placements and academic work [3].
Additionally, the emotional impact of undergoing teacher training is significant, and
students experience anxiety, self-doubt, and fatalistic feelings [4]. Indeed, psychological
distress is prevalent among trainee teachers in the UK [5]. Poor mental health is associated
with reduced academic achievement and attrition in tertiary education [6,7]. Despite this,
research on the mental health of education postgraduate students is scarce [5], and no
studies have investigated the relationships between mental health shame, caregiver identity,
and self-compassion on mental health symptoms in this population.

1.2. Role Identity

Role identity has been used to explore helping professionals’ reluctance to seek help
for mental health problems. Role identity theory argues that individuals’ perceptions of
their personal and social identities, and societal and individual associations with those
identities, shape role identity. Role identity is an idealised version of self, which provides a
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schema for appraisal and determination of thoughts and action, and creates expectations
of self [8]. Siebert and Siebert [9] applied role identity theory to helping professionals’
reluctance to seek help for mental health issues. They theorised that the association between
caregiver identity and lack of help-seeking may occur because social workers overlook their
mental health problems because of an unwillingness to acknowledge that they have similar
problems to their clients, as such an acknowledgment would challenge and destabilise their
idealised role identity [9]. A caregiver identity is viewing oneself and/or believing others
view one as a helper or caregiver either professionally or personally (or both). Role identity
as a caregiver was associated with burnout, depression, and not seeking help among social
workers [9], and, in healthcare students, was predictive of mental health problems [10–12].

Caregiver identity may be prevalent among education students, and exacerbate men-
tal health challenges by decreasing help-seeking behaviour. Education students’ social
identities, influenced by their professional and academic roles, may include the identity
of ‘teacher’ [13]. Given the responsibilities that comprise teachers’ work (i.e., nurturing,
safeguarding, and developing young people), postgraduate education students may asso-
ciate the role of ‘teacher’ with ‘caregiver’, and thus identify as caregivers. Indeed, teaching
is classified as one of the caring professions [14]. Furthermore, popular social discourses
depict ‘good’ teachers as selfless, heroic [15], and caring [16]; that is, ‘good’ teachers fore-
ground and care for their pupils’ wellbeing. These associations with the teacher identity
may impact education students’ expectations of themselves in the same way that idealised
notions of ‘helping professionals’ impacted social workers’ self-expectations [9]. Thus,
teachers may face difficulties in reconciling their role with that of someone in need of sup-
port, thereby inhibiting acknowledgment of, and seeking help for, mental health problems.
Indeed, the British Education Research Association argue that that challenges around the
teacher identity may contribute to mental health problems among postgraduate education
students [3]. Yet, caregiver identity and its relationship with mental health has not been
explored with postgraduate education students.

1.3. Mental Health Shame

Mental health shame is feeling ashamed for having a mental health problem (Kotera et al.
2019d), and has been associated with poor mental health in business, psychotherapy,
occupational therapy, social work, and nursing students in the UK [10,11,17,18]. One
explanation for this association is that mental health shame reduces the likelihood that
an individual will seek help for their mental health problems [19]. Indeed, mental health
shame was associated with reduced help-seeking among young adults with mental health
problems [20], and UK social work students [21].

Mental health shame may be especially prevalent among postgraduate education
students because of incompatibility between stigmatised notions of people with men-
tal health problems and idealised depictions of educators. Stigmatised attitudes may
be internalised, and result in feelings of shame [22]. Stigmatised beliefs about people
with mental health problems include that they are weak, irresponsible, childlike, and
unable to care for themselves [23]. Identities associated with teachers include ‘expert’
and ‘authority’ [24], and ‘manager’ or ‘professional’ [25]. These two identities may seem
incompatible. Additionally, within the teaching profession, the dominant morality fore-
grounds institutional wellbeing over individual wellbeing, promoting resilience as the
solution to work-based challenges [26]. Trainee teachers may internalise this morality, and
interpret mental health problems as reflecting a lack of personal resilience. Thus, they may
feel their mental health problems are indicative of weakness and their poor suitability as
an educator—exacerbating mental health shame, and preventing help-seeking. Relatedly,
caregiver identity may heighten mental health shame. Indeed, among social work students,
mental health shame was associated with caregiver identity [10].
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1.4. Self-Compassion

Self-compassion is associated with improved wellbeing and decreased mental health
problems [27]. The construct has three central components: self-kindness, common hu-
manity, and mindfulness [28]. Self-kindness describes an understanding and sympathetic
attitude towards oneself in response to failure or pain (rather than self-criticism and judg-
ment). Common humanity is the feeling that one’s experiences, including painful or
difficult ones, are shared aspects of the human condition, and thus are unifying rather than
isolating. Mindfulness is a state in which painful thoughts and feelings can be acknowl-
edged and held, but not overly identified with or equated with the self [28]. Neff posits that
self-compassion conceptualises a healthy relationship to oneself, and is protective against
the negative impacts of rumination, self-judgement, and isolation [28]. Research supports
the protective mechanism of self-compassion, and it has been negatively associated with
mental health symptoms among UK social work, counselling, occupational therapy, and
business students [10–12,17] with burnout; reduced wellbeing and self-criticism among
UK midwifery students [29]; and with lower distress among university students more
broadly [30].

1.5. Three Affect Regulation Systems

Gilbert theories that imbalances between the three affect regulation systems can lead
to mental health problems. The three systems regulating affect are: (i) the threat and
protection system; (ii) the drive, excitement, and resource-seeking system; and (iii) the
contentment, soothing, and safety system [31]. Imbalances—especially an overdeveloped
and dominant threat system, and an under-activated soothing system—are a source of
psychopathology and poor wellbeing [31]. Individuals with high levels of shame and self-
criticism have dominant threat systems, and struggle to activate their soothing systems [32].
Thus, self-criticism and shame, in combination with low levels of self-reassurance, leads to
an activated threat system, resulting in lowered wellbeing and an increased risk of mental
health problems [31]. In contrast, self-compassion activates the soothing system, creating
balance between the three systems [31]. Indeed, compassionate mind training reduced
participants’ levels of self-criticism and shame [33].

The interplay of affect regulation systems may explain the protective role of self-
compassion, and the negative impact of caregiver identity and mental health shame on
mental health problems. Mental health shame may result in an activated threat system,
increasing risk of mental health problems. Caregiver identity, being positively associated
with mental health shame, may also result in an activated threat system. Additionally,
caregiver identity may result in heightened self-criticism (associated with the threat system),
as individuals feel a sense of failure or inadequacy around experiencing mental health
challenges. In activating the soothing system, self-compassion may counter the negative
impacts of mental health shame and caregiver identity on mental health problems. However,
no study has investigated the relationship between self-compassion, mental health shame,
and mental health problems in postgraduate education students. Understanding the
prevalence and functions of caregiver identity, self-compassion, and mental health shame
in the development of mental health problems among postgraduate education students
may help universities and health services develop targeted, ameliorative strategies to
prevent or address mental health problems, and improve students’ wellbeing.

1.6. Aims

Therefore, this study aimed to explore relationships among mental health problems,
mental health shame, self-compassion, and caregiver identity in UK education students.
Mental health was evaluated in terms of depression, anxiety, and stress, as anxiety and
depression are the most common mental health disorders in the general population [34],
and stress is common among trainee teachers [5]. Three research questions were considered:

RQ1. How are mental health shame, self-compassion, and caregiver identity related to each
mental health problem (depression, anxiety, and stress)?
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RQ2. How do mental health shame, self-compassion, and caregiver identity predict each
mental health problem (depression, anxiety, and stress)?
RQ3. How do mental health shame and caregiver identity predict self-compassion?

2. Materials and Methods
2.1. Participants

Participants had to be 18 years old or older, and studying in an education programme
at a UK university at the time of the study: students taking a study break were excluded.
Participants were recruited via convenience sampling using a paper-based survey dis-
tributed by programme tutors instead of the researchers to avoid response biases. Of
120 part-time graduate students who were introduced to the study, 109 (91%; 70 females,
39 males; Age 27.39 ± 7.94 years old, range 21–55 years old; 104 British, 2 other Europeans,
and 1 Asian) completed four mental health scales, satisfying the required sample size calcu-
lated by power analysis (84: two tails, p H1 = 0.30, α = 0.05, Power = 0.80, p H0 = 0) [35].
Coloured paper was prepared for students with visual impairments, and one student used
it. Paper data were digitised by a research assistant, who was not a co-author of this
study. Compared with the general population of UK education students, which is 78% [36],
our sample recruited slightly fewer females (64%). No compensation was awarded for
completing the survey. We did not ask for a reason for withdrawal to the 11 participants,
adhering to the ethical guidelines: no reason nor complaint was received. Ethics approval
was obtained from the University Research Ethics Committee.

2.2. Instruments

The Depression Anxiety and Stress Scale (DASS21), a shortened version of DASS42 [37],
was used to assess mental health problems. DASS21 consists of 21 items on a four-point
Likert scale (0 = did not apply to me at all to 3 = applied to me very much or most of the
time; a higher score indicates poorer mental health) divided into three subscales, seven
items each: depression (e.g., ‘I found it difficult to work up the initiative to do things’),
anxiety (e.g., ‘I was worried about situations in which I might panic and make a fool of
myself’), and stress (e.g., ‘I found myself getting agitated’). These subscales had good
reliability: α = 0.87–0.94 [38].

Mental health shame was assessed using the Attitudes Towards Mental Health Problems
(ATMHP), consisting of 35 four-point Likert items (0 = do not agree at all to 3 = completely
agree; a higher score indicates stronger shame). ATMHP involves four sections: (i) their
community’s and family’s attitudes towards mental health problems (community and
family attitudes, e.g., ‘My community/family sees mental health problems as a personal
weakness’); (ii) their views on how their community and family would see them if they
had a mental health problem (community and family external shame, e.g., ‘I think my
community/family would see me as inferior’); (iii) how they view themselves if they had
a mental health problem (internal shame, e.g., ‘I would see myself as inadequate’); and
(iv) how their family would be perceived if they had a mental health problem (family-
reflected shame, e.g., ‘My family would be seen as inadequate’), and how much they worry
about themselves when a close relative had a mental health problem (self-reflected shame,
e.g., ‘I would worry that others would not wish to be associated with me’). All of the
subscales had good Cronbach’s alphas of between 0.85 and 0.97 [39].

Self-compassion was evaluated using the Self-Compassion Scale-Short Form [40].
This self-report measure is a shortened version of the original 26-item Self-Compassion
Scale [28], comprising 12 items (e.g., ‘When something painful happens I try to take a
balanced view of the situation.’) on a five-point Likert scale (1 = almost never to 5 = almost
always; a higher score indicates more self-compassion). Cronbach’s alpha was found to be
0.86 [40].

Lastly, the Role Identity Scale (RIS) was used to assess caregiver identity. This eight-
item measure considers (a) how participants view themselves as a caregiver, and (b) how
they perceive how others view themselves as a caregiver [9]. Participants respond to how
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much they agree to each item (e.g., ‘I have heard I am a natural helper or caregiver’) on a
five-point Likert scale (1 = strongly disagree to 5 = strongly agree; a higher store indicates a
stronger caregiver identity). The reliability of RIS was high (α = 0.78).

2.3. Procedure

First the collected data were screened for outliers and the assumptions of parametric
tests. Second, correlations between their mental health problems, mental health shame,
self-compassion, and caregiver identity were examined. Third, multiple regression anal-
yses were conducted to identify significant predictors for each mental health problem.
Finally, another multiple regression analysis was conducted to identify predictors for
self-compassion.

3. Results

Analyses were conducted using IBM SPSS version 25.0. No outliers were identified.
All variables demonstrated good internal reliability (α = 0.87–0.96; Table 1).

Table 1. Descriptive statistics: mental health problems, mental health shame, self-compassion, and
caregiver identity in UK education students (n = 109).

Scale Construct (Range) M SD α

Depression Anxiety and Stress
Scale-21

Mental Health Problems
Depression (0–42) 13.72 11.92 0.93

Anxiety (0–42) 12.07 9.13 0.77
Stress (0–42) 19.88 10.52 0.84

Attitudes Towards Mental
Health Problems

Mental Health Shame
Negative Mental Health Attitudes (0–24) 5.20 5.36 0.91

External Shame (0–30) 7.22 8.36 0.96
Internal Shame (0–15) 8.68 5.24 0.97

Reflective Shame (0–36) 7.17 7.72 0.90
Self-Compassion
Scale-Short Form Self-Compassion (1–5) 2.73 0.77 0.86

Role Identity Scale Caregiver Identity (8–40) 30.13 5.11 0.75

3.1. Relationships among Mental Health, Mental Health Shame, Self-Compassion, and Sleep

Because all variables apart from self-compassion were not normally distributed
(Shapiro–Wilk test, p < 0.05), data were square-root-transformed to satisfy the assumption
of normality [41]. Pearson’s correlation was calculated (Table 2).

Table 2. Correlations among mental health problems, mental health shame, self-compassion, and
caregiver identity in UK education students (n = 109).

1 2 3 4 5 6 7 8 9 10 11

1 Gender (0 = M, 1 = F) -
2 Age 0.06 -
3 Depression 0.11 0.06 -
4 Anxiety 0.19 * 0.02 0.69 ** -
5 Stress 0.23 * 0.04 0.74 ** 0.70 ** -
6 Negative Mental Health Attitudes 0.06 0.15 0.38 ** 0.25 ** 0.41 ** -
7 External Shame 0.20 * 0.10 0.49 ** 0.38 ** 0.51 ** 0.72 ** -
8 Internal Shame 0.08 0.06 0.40 ** 0.28 ** 0.39 ** 0.41 ** 0.53 ** -
9 Reflected Shame 0.03 0.01 0.34 ** 0.24 * 0.34 ** 0.48 ** 0.59 ** 0.62 ** -
10 Self-Compassion −0.13 −0.03 −0.66 ** −0.53 ** −0.66 ** −0.37 ** −0.46 ** −0.46 ** −0.27 ** -
11 Caregiver Identity 0.20 * 0.06 0.29 ** 0.26 ** 0.23 * 0.22 * 0.28 ** 0.32 ** 0.19 * −0.24 * -

* p < 0.05, ** p < 0.01. For gender (0 = M, 1 = F), point-biserial coefficients are reported.

Mental health problems were positively associated with all the mental health shame
subscales (external shame being the strongest positive correlate) and caregiver identity,
and negatively associated with self-compassion (RQ1). Furthermore, self-compassion was
negatively related to all the mental health shame subscales (again, external shame was the
strongest) and caregiver identity.
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3.2. Predictors of Mental Health Problems

Multiple regression analyses were conducted to explore the relative contribution
of mental health shame, self-compassion, and caregiver identity to each mental health
problem (Table 3). Mental health shame was calculated by summing all of the subscale
scores [11]. First, gender and age were entered to statistically adjust for their effects (step
one), and then mental health shame, self-compassion, and sleep were entered (step two).
Adjusted coefficients of determination (Adj. R2) were reported. Multicollinearity was
not a concern (VIF < 10). Mental health shame, self-compassion, and caregiver identity
accounted for 26–49% of the variance in each mental health problem, indicating a large
effect size [42]. Self-compassion was the only significant predictor (p < 0.001), negatively
predicting all mental health problems (RQ2): Depression B = −4.22, Anxiety B = −2.99, and
Stress B = −3.22.

Table 3. Multiple regression: mental health shame, self-compassion, and caregiver identity to mental
health problems among education students (n = 109).

Depression Anxiety Stress
95% CI 95% CI 95% CI

B Lower Upper B Lower Upper B Lower Upper

Step 1
Gender (0 = M, 1 = F) 0.39 −0.34 1.13 0.63 * 0.02 1.24 0.69 * 0.13 1.26

Age 0.01 −0.03 0.06 <0.001 −0.04 0.04 0.01 −0.03 0.04
Step 2

Gender (0 = M, 1 = F) −0.10 −0.66 0.47 0.28 −0.27 0.83 0.37 −0.07 0.82
Age 0.01 −0.03 0.04 <0.001 −0.03 0.03 <0.001 −0.03 0.03

Negative Mental Health Attitudes −0.02 −0.28 0.25 −0.08 −0.33 0.18 0.06 −0.15 0.26
External Shame 0.19 −0.05 0.43 0.15 −0.09 0.38 0.13 −0.06 0.32
Internal Shame −0.05 −0.35 0.24 −0.11 −0.40 0.18 −0.05 −0.28 0.18

Reflected Shame 0.11 −0.13 0.35 0.08 −0.15 0.32 0.09 −0.10 0.28
Self-Compassion −4.22 *** −5.51 −2.94 −2.99 *** −4.24 −1.74 −3.22 *** −4.23 −2.22

Caregiver Identity 0.41 −0.17 0.99 0.38 −0.19 0.94 0.04 −0.41 0.50
Adj R2 ∆ 49% 26% 43%

B = unstandardised regression coefficient. * p < 0.05; *** p < 0.001.

3.3. Predictors of Self-Compassion

Lastly, another multiple regression analysis was performed to appraise the relative
contribution of mental health shame and caregiver identity to self-compassion (Table 4).
Again, multicollinearity was not a concern (VIF < 10). Mental health shame and caregiver
identity accounted for 25% of the variance in self-compassion, indicating a large effect
size [42]. External shame (p < 0.05, B = −0.04) and internal shame (p < 0.001, B = −0.07)
were significant predictors for self-compassion (RQ3).

Table 4. Multiple regression: mental health shame and caregiver identity to self-compassion among
education students (n = 109).

Self-Compassion
95% CI

B Lower Upper

Step 1 1.75 1.54 1.97
Gender (0 = M, 1 = F) −0.06 −0.16 0.03

Age <0.001 −0.01 0.01
Step 2 2.02 1.54 2.50

Gender (0 = M, 1 = F) −0.02 −0.10 0.07
Age <0.001 <0.001 0.01

Negative Mental Health Attitudes −0.02 −0.06 0.03
External Shame −0.04 * −0.07 <0.001
Internal Shame −0.07 *** −0.11 −0.03

Reflected Shame 0.03 −0.01 0.06
Caregiver Identity −0.03 −0.12 0.06

Adj R2 ∆ 25%

B = unstandardised regression coefficient. * p < 0.05; *** p < 0.001.
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4. Discussion

There is little evidence in the literature on the mental health of postgraduate education
students, despite a prevalence of mental health problems in this particular group [43]. To
the best of our knowledge, this is the first study investigating the relationship between
self-compassion, caregiver identity, mental health shame, and mental health problems in
postgraduate education students. Regarding RQ1, all mental health problems were indeed
positively associated with mental health shame and caregiver identity, and negatively
associated with self-compassion. In addition, external shame was the strongest correlate
with self-compassion. Moreover, our regression analysis revealed that all mental health
problems were only predicted by self-compassion (RQ2). Lastly, another regression identi-
fied that external and internal shame were significant predictors of self-compassion (RQ3).
We discuss each finding in detail below.

In the present study, a positive relationship between self-compassion, mental health
shame, and caregiver identity were noted, supported by previous findings showing the
impact of self-compassion and caregiver identity on mental health problems [44,45]. The
findings of this study demonstrate that self-compassion can result in long-lasting improve-
ments in mental health symptoms, such as decreased depression and greater happiness [46],
which would be particularly helpful for postgraduate education students, such as trainee
teachers. Siebert and Siebert [9] were the first to research role identity and distress. They
found that strong caregiver role identity is significantly associated with psychological and
occupational distress, and negatively correlated with help-seeking [9]. These findings are
consistent with [47], who highlight the importance of cultivating self-compassion in order
to reduce the negative consequences associated with external shame. This has implications
for the role of self-compassion-based interventions in shame reduction, which warrants
further investigation [48]. The results also demonstrate the need to understand the specific
challenges faced by postgraduate education students, and how practising self-compassion
can prove beneficial. Counselling and other mental health care interventions may be
necessary to help improve students’ health and wellbeing [49].

Though mental health shame, self-compassion, and caregiver identity predicted
26–49% of variance in each mental health problem, analyses found that self-compassion
was a significant predictor, negatively predicting each mental health problem. Findings
indicate that individuals with higher levels of self-compassion may be more resilient [50],
thus lowering levels of anxiety, depression, and stress-related illnesses [51,52]. However,
our study found that external and internal shame negatively predicted self-compassion
in postgraduate education students, which is consistent with previous research on self-
compassion and mental health shame [11,18]. Shame is linked to psychopathology in
various ways, evoking negative feelings across a range of mental health issues, such as anx-
iety and depression [48,53]. Education students could benefit from Compassionate Mind
Training (CMT), which has proven effective in increasing levels of self-compassion in caring
professions, such as psychotherapy [29] and education [54]. Developed by Gilbert [31],
CMT is a therapeutic approach designed to promote and develop self-compassion for self
and others, and is regarded as an important tool to improve mood and wellbeing [46]. For
example, 31 nursing, social work, counselling, psychology, and teaching students were
tested to see if Mindfulness-Based Stress Reduction (MBSR) could help them avoid stress
and increase self-compassion. It was found that practising mindfulness increased self-
compassion levels, implying the importance of raising awareness of self-compassion, and
its benefits for the mental health of students [55,56]. Indeed, mindfulness is recommended
for trainee teachers [57]; however, self-compassion has not been assessed in depth in this
population. The findings have implications for further research on self-compassion and its
relationship with mental health problems, particularly in postgraduate education students.
Moreover, incorporating wellness programmes into the university student experience [58],
as well as mindfulness-based intervention in the graduate curriculum, may yield mental
health benefits [59], such as enhancing the cognitive and emotional capacity of trainees to
cope with the demands of caring professions [60]. Wellbeing education was effective for
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reducing stress among students [61]. Furthermore, if proven to be effective in these contexts,
these interventions could be beneficial in other occupational and international settings.
For example, how ‘self-compassion’ is perceived is different by culture and sector [62].
The ability to improve psychological wellbeing following self-compassion training is both
pragmatic and beneficial; hence, it is worthy of wider applications. Further research is
therefore warranted.

Limitations

The present study has several limitations. First, the lack of ethnically diverse students
is likely to limit the generalisability of those underrepresented groups. Moreover, this study
did not examine the mental health of postgraduate students in other countries. Consid-
ering the cross-cultural differences observed in mental health problems and shame [63],
the international generalisability of our findings needs to be assessed. Second, this study
relied on self-reported measures. Results are often influenced by self-reported surveys
when individuals report their own experiences, thus limiting the accuracy of the findings.
Alternative data collection methods would enhance future research. Lastly, because partici-
pants were recruited from a single UK academic institution, the findings may not represent
other higher education institutions, which may have implications for the mental health of
enrolled postgraduate students.

5. Conclusions

The findings of our study revealed that mental health problems were positively associ-
ated with mental health shame and caregiver identity. Similarly, those experiencing internal
and external mental health shame were less likely to have self-compassion. However,
students with higher self-compassion were found less likely to face mental health problems,
which highlights self-compassion as a protective factor against mental health problems.
Therefore, interventions (such as CMT and MSBR) aimed to improve self-compassion, and
reduce mental health shame, should be designed and promoted to enhance the overall
wellbeing of the students.
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