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Editorial on the Research Topic

Disparities in mental health
Health inequities not only pose an economic burden but also challenge social justice

principles. While much of our understanding of health disparities focuses on physical

illnesses, mental health is particularly susceptible to discrepancies. Addressing mental

health issues requires trust, cultural sensitivity, acceptance, and support from healthcare

providers. Individuals facing mental health challenges encounter disparities akin to

physical illnesses and additional obstacles like societal stigma and language barriers.

Identifying specific areas of mental health inequity, determining affected demographic

groups, and assessing policy effectiveness are crucial steps to reduce disparities and

promote well-being.

Research Topic of Mental Health Disparities in the Journal of Frontiers in Psychiatry

explores various aspects within diverse social groups, aiming to elucidate current

discrepancies, identify determinants, and propose mitigation strategies. Disparities

manifest in various forms, including race, gender, sexual identity, LGBTQ+ populations,

age, disability, socioeconomic status, and geographic location.

This Research Topic aims to inspire, inform, and provide direction and guidance to

researchers in this field (Table 1). Each paper specifically addresses a practical point for

researchers to consider as they seek to expand their knowledge in the realm of mental

health disparities.

Various vulnerable populations are at an increased risk of mental health disorders such

as depression and suicide. Particularly concerning suicide, it stands as the second leading

cause of death for U.S. adolescents, with those in the juvenile legal system (JLS) being up to

three times more susceptible. This crisis disproportionately affects Black and Latinx youth.

A comprehensive approach involves diverting individuals to community treatment,

preventing mental health deterioration during detention, supporting reentry post-

detention, and assisting youth with mental health needs to prevent violations and new
frontiersin.org015
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TABLE 1 Articles in the Research Topic of disparities in mental health.

Authors Title Country
of Origin

Aim/Purpose Study Number
of
Participants

Summary
of Result

Interpretation

Amirova
et al.

Perceived
discrimination
in middle-aged
and older
adults:
Comparison
between
England and
the
United States

UK Examination of
differences in perceived
discrimination across
multiple characteristics in
England and the United
States in middle- and
older-aged adults.

Cohort
(Longitudinal
study)

N1 (UK) = 8671
(ELSA),
N2 (US) = 7927
(HRS),
Total = 16598

In England,
perceived
discrimination
related to financial
status and sexual
orientation was more
common, whereas in
the US, more women
perceived
sex discrimination.

Country-specific and
socioeconomic factors
influence perceived
discrimination
prevalence, which are
crucial for designing
interventions to reduce
such discrimination.

Meza et al. Equitable
suicide
prevention for
youth impacted
by the juvenile
legal system

USA Provision of
recommendations of
priorities to promote
health equity in suicide
prevention for
ethnoracially minoritized
youth impacted by the
juvenile legal
system (JLS).

Review
(perspective
article)

Not applicable
to the study.

Various touchpoints
for suicide
prevention care exist,
and the Sequential
Intercept Model,
outlining
community-based
responses to
individuals with
mental and substance
use disorders in the
criminal justice
system, can serve as
a strategic planning
tool. It helps outline
equitable
interventions across
these touchpoints.

Addressing structural
determinants of health
is essential to prevent
widening suicide
disparities, moving
beyond individual-
level interventions.

Carlos
et al.

Behavioral and
psychosocial
factors related
to mental
distress among
medical
students

USA A comprehensive
exploration on depression
and suicidality in early-
stage medical students,
including an examination
of suicidal history and the
consideration of financial
distress as a potential risk
factor during
medical school.

Cross-
sectional

N = 134 Various individual-
level and potentially
modifiable risk
factors were
associated with
higher scores on
assessments of
depressive symptoms
and suicidal thoughts
and behaviors.

The results underscore
the critical need to
implement tailored
screening and offer
resources for the well-
being of the
medical community.

Kleineberg-
Massuthe
et al.

Milieu-specific
differences in
symptom
severity and
treatment
outcome in
psychosomatic
rehabilitation
in Germany

Germany Investigation of the
association between social
milieu and the severity of
psychological symptoms,
psychosocial impairments
and symptom
improvement over the
course of rehabilitation.

Cross-
sectional
(Survey)

N = 2000 Patients from
different backgrounds
show notable
variations in both
BDI-II (depressive
symptoms) and
HEALTH-49
(assessment of
impairments in
specific areas).

Social milieu influences
symptom severity,
treatment access, and
outcomes in
psychosomatic
rehabilitation.
Considering milieu-
specific sociocultural
habits and therapeutic
needs is crucial for
planning and
implementing therapy,
enhancing equal access,
quality,
and effectiveness.

Mendes
et al.

The
psychological
impact of Early
Pregnancy Loss
in Portugal:
incidence and
the effect on
psychological
morbidity

Portugal Characterizing the
psychological
repercussions of early
pregnancy loss (EPL) in
relation to potential
comorbidities, including
complicated grief,
depression, anxiety, and

Cross-
sectional
(Survey)

N = 873
(women suffered
a
spontaneous
loss)

Women who
experienced loss
within a month
showed a higher
proportion of
comorbidity
symptoms, with a
significant gradual
decrease over time in

Monitoring potential
complex responses to
the event of EPL is
crucial to offer timely
and suitable
interventions for
women
requiring assistance.

(Continued)
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TABLE 1 Continued

Authors Title Country
of Origin

Aim/Purpose Study Number
of
Participants

Summary
of Result

Interpretation

Post-Traumatic Stress
Disorder (PTSD).

scores and
proportion of clinical
perinatal grief
and PTSD.

Tseng et al. Sex difference
in the
associations
among risk
factors with
depression in a
large Taiwanese
population
study

Taiwan Investigation of the
factors associated with
depression and sex
differences in a large
Taiwanese population.

Cross-
sectional

N = 121601 Women show a
significant
association with
depression compared
to men, and there are
sex differences in the
associated
risk factors.

Early identification of
factors linked to
depression is crucial,
but establishing causal
relationships with risk
factors remains
inconclusive.
Longitudinal studies are
necessary to explore sex
differences and
incident depression.

Shang
et al.

The
relationship
between
alexithymia,
depression,
anxiety, and
stress in elderly
with multiple
chronic
conditions in
China: a
network
analysis

China Development of a
network structure to
investigate the
connections between
alexithymia, depression,
anxiety, and stress in
Chinese older adults with
multiple
chronic conditions.

Cross-
sectional
(survey)

N = 662 Difficulty Identifying
Feelings (“DIF”) is a
key element in the
network of older
adults with multiple
chronic conditions
(MCC), suggesting
its importance for
psychological
interventions.

Healthcare professionals
need to prioritize
intervention for the
psychological issues of
older adults with
alexithymia compared
to those
without alexithymia.

Garcia
Nuñez
et al.

Quality of life
and associated
factors in Swiss
trans people: a
cross-
sectional study

Switzerland Evaluation of trans
people’s mental health,
health-related QoL,
psychological distress,
self-esteem and the
impact of life events
occurred in the last six
months on participants.

Cross-
sectional
(survey)

N = 30 The study found a
negative correlation
between life events’
impact and mental
QoL, as well as
between
psychological distress
and mental QoL.
Additionally, a
positive correlation
was identified
between self-esteem
and mental QoL,
with psychological
distress and self-
esteem serving as
independent
predictors of
mental QoL.

Medical transition must
not be viewed in
isolation but must be
embedded in the
framework of integrative
psychosocial support.

Mai et al. The association
between
socioeconomic
status and
health-related
quality of life
among young
and middle-
aged
maintenance
hemodialysis
patients:
multiple
mediation
modeling

China Study on the correlation
between socioeconomic
status (SES), illness
perception, social
functioning, and health-
related quality of life
(HRQoL) in young and
middle-aged maintenance
hemodialysis
(MHD) patients.

Cross-
sectional

N = 332 (young
and middle-
aged MHD)

Illness perception
and social
functioning mediate
the SES-HRQoL
association
independently and
cumulatively. SES
correlates positively
with HRQoL, while
illness perception
shows a positive
correlation with
social functioning.

Nurses should consider
developing individual
intervention program
for young and middle-
aged MHD patients
with low SES, focusing
on establishing targeted
counseling and health
education strategies
corresponding to illness
perception and social
functioning to help
patients improve
their HRQoL.
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TABLE 1 Continued

Authors Title Country
of Origin

Aim/Purpose Study Number
of
Participants

Summary
of Result

Interpretation

Hu et al. Decomposition
and
comparative
analysis of
depressive
symptoms
between older
adults living
alone and with
others in China

China Investigating and
measuring the
contributing factors that
impact depression in
older adults living alone
vs. those living not alone.

Cross-
sectional

N = 12197 Older adults living
alone exhibit higher
depressive symptom
rates, primarily due
to differences in
socioeconomic status,
education, income,
sleep, and
health status.

Addressing factors in
the elderly living alone,
could help developing
precise intervention
strategies to enhance the
mental well-being of
high-risk older adults.

Cogley
et al.

Improving
kidney care for
people with
severe mental
health
difficulties: a
thematic
analysis of
twenty-two
healthcare
providers’
perspectives

Ireland Investigating the barriers
and facilitators to effective
kidney care for people
with severe mental health
difficulties (SMHDs).

Qualitative
(Semi-
structured
interviews
with twenty-
two
healthcare
professionals)

N1 = 14
(Physical)
Professionals),
N 2 = 8 (mental
professionals)
Total N=22

Understanding
individual challenges
is crucial for
supporting people
with both SMHDs
and kidney disease,
enabling positive
outcomes despite
significant
impairments and
complex
presentations.

Renal departments
require multidisciplinary
care, involving
psychiatry, psychology,
social work, and clinical
nurse specialists.
Coordination between
renal and mental
healthcare providers is
vital for the safe and
effective treatment of
individuals
with SMHDs.

Chen et al. Disparities in
the unmet
mental health
needs between
LGBTQ+ and
non-LGBTQ+
populations
during
COVID-19 in
the United
States from 21
July 2021 to 9
May 2022

USA Evaluating the difference
in UMHN between
LGBTQ+ and non-
LGBTQ+ during
COVID-19.

Cross-
sectional

N1 = 81267
(LGBTQ+),
N2 = 722638
(non-LGBTQ+)

During COVID-19,
LGBTQ+ faced
increased UMHN
risk. Disparities were
noted across age
groups, LGBTQ+
subtypes,
and regions.

Tailored programs are
crucial to address
mental health
vulnerabilities in diverse
LGBTQ+ subgroups,
with state-specific
interventions. More
research is needed on
predictors and
consequences of work
alienation among
nurses, requiring
qualitative and
quantitative studies to
explore their
understanding and
experiences, enhancing
knowledge for
effective interventions.

You et al. Status of work
alienation
among nurses
in China: A
systematic
review

China Systematically evaluating
the status and distribution
characteristics of work
alienation among nurses.

Systematic
Review and
meta-analysis

Total of 12
studies with N
(nurses) = 7265

Chinese nurses had
moderate work
alienation,
particularly in
specific categories.

Tailored programs are
crucial to address
mental health
vulnerabilities in diverse
LGBTQ+ subgroups,
with state-specific
interventions. More
research is needed on
predictors and
consequences of work
alienation among
nurses, requiring
qualitative and
quantitative studies to
explore their
understanding and
experiences, enhancing
knowledge for
effective interventions.
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offenses. Addressing these intercepts is crucial for mitigating suicide

risks in this vulnerable group (Meza et al.).

Contrary to the beliefs of the general population, physicians, also

considered a vulnerable population, face an elevated risk of

depression and suicide, a risk that becomes evident during medical

school. Medical students exhibit higher rates of depression and

suicidal thoughts than peers in other disciplines. Carlos et al.

investigated mental distress and risk factors among US medical

students, identifying poor sleep quality, impostor feelings, stress,

and financial distress as key factors. Besides physicians, You et al.

reported that Chinese nurses experience a moderate level of work

alienation, marked by detachment from work due to infection risk,

heavy workload, and persistent stress with consequences for both the

individual and the organization. Recognizing this extent helps raise

awareness among healthcare managers about the prevalent issue of

work alienation among nurses and ensures the right for medical

students to receive care for treatable mental health conditions.

Sex-specific differences, and disadvantaged sociocultural and

economic status correlates with a higher prevalence of mental

health issues including depression. Sex-specific differences are

evident in depression, impacting clinical presentation, disease

progression, and treatment response. Depression, affecting about

5% of adults globally, emerges as a common psychiatric issue.

Associations between depression and risk factors vary by gender

(Tseng et al.). When it comes to depression in the elderly, Hu et al.

conducted a study in China to measure socioeconomic factors

influencing depression in older adults living alone versus those

living with others. The data revealed a higher prevalence of

depressive symptoms in older adults living alone, primarily due to

differences in socioeconomic status, marital status, years of school,

self-reported local income, sleep, and health. Addressing these

factors is crucial for developing targeted intervention strategies to

improve the mental well-being of older adults at higher risk.

Moreover, disadvantaged sociocultural and economic status can

impact mental illness treatment, particularly the psychosomatic
Frontiers in Psychiatry 059
rehabilitation sector, dedicated to preventing, treating, and

compensating for chronic mental disorders. To detail inequalities

in German psychosomatic rehabilitation, Kleineberg-Massuthe

et al.‘s study reveals variations among patients from different

social milieus concerning psychological symptom severity,

psychosocial impairments, and treatment outcomes. Alongside

structural care improvements, adapting and communicating

services in ways more appealing to individuals from diverse social

environments may be essential.

Targeted and customized mental health interventions are

crucial for specific populations, aiming to enhance both their

medical and psychiatric well-being. One such group facing

notable health disparities is individuals with severe mental illness

(SMI), leading to inferior outcomes and reduced life expectancy.

Their oral health is notably worse, with a 3.4 times higher likelihood

of complete tooth loss than the general population. While

behavioral support interventions are generally effective in

improving oral health behaviors, interventions for those with SMI

encounter various challenges. Mishu et al.‘s study explores barriers

and facilitators to oral health intervention engagement from the

perspectives of people with SMI, caregivers, and service providers.

Turning attention to another demographic, it’s noteworthy that

up to 25% of recognized pregnancies culminate in Early Pregnancy

Loss, commonly referred to as miscarriage. This often precipitates

enduring negative mental health responses, encompassing

depression, anxiety, and Post-Traumatic Stress Disorder. Mendes

et al.’s study pointed out that while clinical perinatal grief and PTSD

scores significantly declined, a substantial number of women still

experienced persistent clinical morbidities three years or more after

the loss. Hence, timely monitoring and persistent intervention are

crucial for those in need.

In a related context, approximately 4 million people with end-

stage renal disease (ESRD) rely on renal replacement therapy,

predominantly through maintenance hemodialysis (MHD).

Studies highlight that socio-environmental, psycho-spiritual, and
TABLE 1 Continued

Authors Title Country
of Origin

Aim/Purpose Study Number
of
Participants

Summary
of Result

Interpretation

Mishu
et al.

Exploring the
contextual
factors,
behavior
change
techniques,
barriers and
facilitators of
interventions to
improve oral
health in
people with
severe mental
illness: A
qualitative
study

UK To explore barriers and
facilitators of oral health
interventions to identify
drivers of behavior
change (capability,
motivation,
and opportunity).

Qualitative
study
(interview)

N = 12
(Intervention
details were
extracted from
12 intervention
studies identified
from a previous
systematic
review),
Total 17 one-to-
one interviews.

Individuals with SMI
encounter obstacles
in accessing dental
care. The study
explores barriers and
facilitators for oral
health interventions
from the perspectives
of people with SMI,
caregivers, and
service providers.

Comprehensive
interventions are needed
to improve oral health
outcomes for
individuals with SMI by
addressing barriers and
enhancing facilitators
across various levels.
ELSA, English Longitudinal Study of Aging; HRS, US-based Health and Retirement Study; JLS, juvenile legal system; BDI-II, Beck Depression Inventory; HEALTH-49, Hamburg Modules for the
Assessment of Psychosocial Health in Clinical Practice; MHD, maintenance hemodialysis; SES, socioeconomic status; HRQoL, health-related quality of life; SMHD, severe mental health
difficulties; UMHNs, unmet mental health needs; SMI severe mental illness.
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clinically relevant factors contribute to diminished health-related

quality of life (HRQoL) in young and middle-aged MHD

individuals. Nurses should develop tailored intervention

programs, focusing on targeted counseling and health education

strategies to address these factors and improve HRQoL (Mai et al.).

Another crucial aspect highlighted in the literature is the

exploration of the connection between chronic conditions and

mental health disorders. In this context, approximately 80% of

individuals over 65 years old affected by multiple chronic conditions

(MCC) experience impacted physical well-being, increased

treatment costs, and are prone to psychological challenges such as

depression, anxiety, and stress. Also, they exhibit a higher

prevalence of alexithymia, affecting communication, disease

management, recovery, and overall quality of life. Shang et al.’s

study emphasizes Difficulty Identifying Feelings (DIF) as a

significant psychological challenge, with the highest centrality and

predictability across various alexithymia levels. Addressing the DIF

tendency in older adults with MCC may improve other dimensions

of alexithymia and alleviate symptoms of depression and anxiety in

such communities.

In the realm of kidney care, individuals with severe mental

health disorders (SMHDs) such as schizophrenia, bipolar disorder,

and major depression face increased challenges. Cogley et al.

brought to light additional barriers to kidney care for those with

SMHDs, encompassing mental health challenges, motivation issues,

cognitive difficulties, and mistrust of the healthcare system.

Achieving effective kidney care requires an integrated “whole

person” approach addressing the interplay between kidney disease

and mental health.

Last not least there are papers investigating potential impacts of

global trends and demographic shifts including COVID-19

pandemics, aging and the LGBTQ community, on mental health

conditions. Chen et al.‘s US study during COVID-19 reveals a 2.27

times higher risk of unmet mental health needs (UMHNs) in

LGBTQ+ individuals compared to non-LGBTQ+. Additionally,

concerning associated socioeconomic factors, LGBTQ+

individuals are more likely to be younger (p < 0.001), unmarried,

non-White, have lower education, lower household income,

financial difficulties, and lack public and private insurance.

In parallel, another research study addressed the affected quality

of life (QoL) due to life events during gender transition in

transgender individuals. Garcia Nuñez et al.’s study on 30

transgender individuals highlighted significant mental health

challenges, with psychological distress double that of cisgender
Frontiers in Psychiatry 0610
norms. Trans individuals showed mental domain impairments in

QoL, correlated negatively with life event impacts and psychological

distress. Therefore, an integrative psychosocial support framework

is essential, emphasizing that medical transition should not be

isolated but considered holistically.

Finally, aging, as a global demographic challenge, can be

associated with various cognitive and psychiatric disorders such

as dementia, depression and suicides. Globally, the aging population

is on the rise, with projections indicating that by 2050, individuals

aged 65 and over will make up 24% and 21.4% of the UK and US

populations, respectively. The health and well-being of older adults

are significant policy priorities, and perceived discrimination is

increasingly recognized as a risk factor for compromised healthy

aging (Amirova et al.).

Studies presented here are of 14 published studies of Frontiers

in the Research Topic of “Disparities in Mental Health”. It is to be

hoped that many interesting scientific results will be reflected in

mental health disparities worldwide.
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Exploring the contextual factors,
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study
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Liz Newbronner1, Simon Gilbody1,3 and Lina Gega1,3

1Department of Health Sciences, Faculty of Sciences, University of York, Heslington,
United Kingdom, 2Department of Epidemiology and Public Health, University College London,
London, United Kingdom, 3Hull York Medical School, University of York, Heslington,
United Kingdom, 4Faculty of Dentistry, Oral & Craniofacial Sciences, King’s College London,
London, United Kingdom

People with severe mental illness (SMI) have significantly poorer oral health

compared to people without SMI and interventions targetted to improve

oral health in this population failed to show any long-term improvement.

Interventions are influenced by many contextual factors ranging from

individual to systems level. This study aimed to understand the contextual

factors, behaviour change techniques of the available oral health interventions

and explore the barriers to and facilitators for engagement with these

interventions from the perspectives of people with SMI (service users)

and related service providers. Intervention details were extracted from 12

intervention studies identified from a previous systematic review using the

template for intervention description and replication checklist (TIDieR) and

behaviour change techniques (BCTs) were coded using the behaviour change

technique taxonomy v1. Sixteen individual BCTs were identified and out of

which “4.1 instructions on how to perform the behaviour” (n = 9) and “6.1

demonstration of behaviour” (n = 6) were most frequently used BCTs. Video

vignettes prepared from the different intervention components identified

from existing studies were shown to service users and service providers in

dyadic or one-to-one interview format to elicit their views on barriers and

facilitators for engagement with the intervention components. Interviews

were analysed using Framework analysis and were guided by theoretical

domains framework (TDF); and capability, opportunity and motivation (COM-

B) model of behaviour change. Main facilitators identified to increase

capability, opportunity and motivation of service users were the involvement

of carers/care coordinators and integration of dental and mental health
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care, provision of oral health/hygiene information/products at an appropriate

level and provision of tailored support according to individual needs and

preferences. Barriers identified were related to lack of communication skills

of the service providers, provision of coordinated care, lack of support in

visiting a dentist and navigating the payment system and long follow up times.

Appropriate training was considered as a facilitator, and staff turnovers and

workload were considered as main barriers by the service providers. The

findings suggest that comprehensive interventions that target barriers and

enhance facilitators from individual to systems level are needed to improve

oral health outcomes of people with SMI.

KEYWORDS

severe mental illness, oral health intervention, contextual factors, barriers and
facilitators, qualitative study, behaviour change techniques

Introduction

People with severe mental illness (SMI) comprise between
2 and 4% of the population (1). This population group face
significant health inequalities, having poorer health outcomes
and a lower life expectancy compared to people without SMI
(2). People with SMI also have poorer oral health, for example
those with SMI have 3.4 times the odds of having lost all their
teeth than the general population. They also have, on average,
6.2 more decayed teeth than those without SMI (3, 4).

Poor oral health has a profound effect on general health
and quality of life, and can have an impact on social life, self-
esteem and social interactions (5). Oral-health-related quality
of life (OHRQoL) is also affected in people with SMI, due to
worse oral health outcomes in this population (6). Furthermore,
oral diseases are associated with other physical health conditions
such as diabetes (7) and coronary heart diseases (8, 9). To
tackle this inequality, an effective intervention to improve oral
health among people with SMI is essential, and to date, several
interventions have been tried for this population.

A Cochrane systematic review exploring the effectiveness of
oral health interventions in people with SMI, suggested that an
oral health education intervention led to better oral hygiene, but
its clinical significance was unclear (10). Furthermore, a recent
systematic review investigating such interventions included 12
studies (11) and identified five broad categories of intervention:
dental education, motivational interviewing, dental checklist,
dietary change and incentives. Despite statistically significant
short-term changes in plaque indices and oral health behaviours
as a result of interventions using dental education, motivational
interviewing and incentives, it is unclear if these changes
led to clinically meaningful improvements. Clinically relevant
outcomes like “tooth loss” and “oral health related quality
of life” (12) were not assessed in these studies. Overall, the
review found that most of the interventions were designed to
improve oral health via individual level behavioural change.

Furthermore, there is a paucity of information on the patient,
carer, and service/healthcare level factors that influence oral
health improvement in people with SMI. In a narrative review,
Slack et al. aimed to identify individual, organisational and
systemic levels barriers (13). However, the system and policy
factors were not covered in depth in the review partly due
to fewer studies focussing on more upstream approaches to
improving oral health outcomes in this group. To improve the
oral health of people with SMI, it is important to develop and
implement effective interventions that are tailored to meet their
needs, address specific barriers, focussing not only on individual
level behaviour change but also on change at institutional levels.
Thus, creating the opportunity and motivation to achieve and
maintain good oral health in this population.

In general, evidence suggests that behavioural support
interventions are effective in improving oral health-related
behaviours (14). However, interventions to improve oral health
in people with SMI are influenced by many factors. A theoretical
examination of the factors that impede and enhance these
interventions is necessary for developing future intervention to
improve oral health for this population. Theoretical Domains
Framework (TDF), an integrative framework that synthesises
over eighty constructs across 33 psychological theories in order
to understand influences on behaviour more broadly, was
developed and validated by Michie and colleagues (15, 16).
The TDF has been successfully applied in many settings to
identify influences on a variety of behaviours (17). The TDF
is a refined version of the Capability Opportunity Motivation-
Behaviour (COM-B) model, an evidence-based model based
on three key sources: capability, opportunity, and motivation
that influence behaviour. The COM-B model can be linked
to a practical intervention design tool called the Behaviour
Change Wheel framework (BCW) (18) to guide researchers in
the selection of theory, intervention functions, policy categories,
and behaviour change techniques (BCTs) for intervention
design and delivery. As a result, the TDF is one of few
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frameworks linked to a comprehensive method for intervention
design. BCTs can be numbered based on the Theory and
Technique Tool and mapped with the potential mechanism of
action of the key intervention components in the intervention
package and mapped on to different theory of behaviour change
model (19). This study used the Theoretical TDF to map
components of the interventions targetted to improve oral
health in people with SMI.

As no oral health interventions so far showed any clinically
meaningful long-term effectiveness to improve oral health
in this population, effective interventions and services need
to be developed or adapted by understanding the context,
mechanisms and population-specific barriers and facilitators.
In developing an effective oral health intervention, it is vital
to identify the active ingredients or BCTs used in oral health
interventions tested in this population and the contextual
features and barriers and facilitators of these interventions. To
our knowledge, no studies have explored this and examined
barriers and facilitators of different interventions targetted to
improve dental health among people with SMI considering
the perspectives of both mental health care service users and
different service providers. Our aim was to understand the
contextual factors, behaviour change techniques of the available
oral health interventions and explore the barriers to and
facilitators for engagement with these interventions from the
perspectives of people with SMI (service users) and related
service providers.

Objectives

1. To understand and map the contextual factors and
BCTs underpinning existing oral health interventions for
people with SMI.

2. To explore barriers and facilitators to engagement with
oral health interventions from the perspective of people
with SMI, their carers and health professionals.

3. Map the barriers and facilitators to TDF and COM-B
model in order to identify the capability, opportunity and
motivation drivers for oral health, at the individual, inter-
personal and systems level.

Materials and methods

Ethical approval was granted by University of York Health
Sciences Research and Governance Committee.

Addressing the first study objective

Firstly, to understand the contextual factors of the existing
oral health interventions for people with SMI of the 12 studies

identified from the systematic review by Macnamara et al.
(11), intervention details such as study setting, population,
intervention timing, frequency and duration were extracted
using the template for intervention description and replication
(TIDieR) (20). TIDieR is helpful to systematically collect
information on interventions. This was done individually by two
reviewers (AM and MPM).

Secondly, to map the behaviour change techniques (BCTs)
underpinning existing oral health interventions, two coders
(MPM and MRF) coded the intervention descriptions for
their individual BCTs using the behaviour change technique
taxonomy version 1 (BCTT v1) (19).

Addressing the second and third study
objective

The intervention details identified were used to develop the
video vignettes which were used at the next stage of the study
to conduct in-depth interview with the service users and service
providers. Prior to participating in the study, written informed
consent was obtained from all the participants.

Participants and setting

The study employed a convenience sampling technique
to recruit participants. Inclusion criteria for the study was
as follows for the service users recruited: people aged over
18 years, living in the UK and with a self-reported diagnosis of
SMI such as schizophrenia, schizoaffective disorder or bipolar
disorder, who were currently in a stable condition and had the
ability to provide informed consent. Health professionals and
informal carers with experience of providing health services to
people with SMI were recruited as service providers. Participant
recruitment took place through “Involvement@York” which is
the patient and public involvement network and resource co-
ordinated by the University of York (21). Participants were
also recruited through social media posts and use of current
contacts to spread the word about the study. Eligible participants
and those who expressed interest to participate were invited by
email. The invitation email contained participant information
pack and consent form, and an introductory video of the project
(22) which was created to provide an overview of the research to
aid with recruitment. Once signed consent forms were received,
a convenient date and time was scheduled for the interviews.

Data collection

For practical reasons of time and participant availability,
the format of the in-depth interviews was based on one-to-one
or dyadic interviewing style which involves interviewing two
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participants simultaneously. Similar to one-to-one interviews,
the dyadic interviews provide an opportunity to collect
more individual data from each of the participants, which
is not always possible with focus groups (23). Keeping
in line with COVID related social distancing measures,
all interviews were conducted remotely via Zoom online
meeting platform (Zoom.us) (24). The interviews were co-
facilitated by MRF and MPM.

The interviews were structured using bespoke video
vignettes (n = 4) that were professionally created (25). The
data related to the intervention were extracted using the
TIDieR checklist and the individual BCTs that were coded as
intervention components, were used to develop the four video
vignettes. Each scenario showed a different setting such as: early
intervention in psychosis (EIP) setting, in-patient, community
out-patient setting and an integrated care model with mental
and dental health services under one roof based on four studies
to capture different settings and interventions (26–29). These
videos were used to present the various intervention scenarios
and the intervention components (use of dental checklist,
provision of oral health education, brushing demonstration and
practice, motivational interviewing, use of different reminders
for brushing, involvement of carers, etc.) used in previous
studies to improve oral health in people with SMI. The total
duration of the video was seven minutes and after showing
each video vignette to the participant, their views were explored
in terms of acceptability, practicality and effectiveness of the
intervention techniques used.

A Zoom meeting link was emailed to the participants two
days prior to the meeting along with a reminder to attend the
meeting. Participants’ consent was once again sought prior to
initiating the recording of the zoom interviews. All participants
were offered a £20 Amazon e-voucher as a token of appreciation
for their time. Interviewers wrote down their reflections
immediately after the interviews. The video files were deleted
upon completion of each interview. The audio recordings
transcribed verbatim, and transcripts pseudonymised along
with removal of any identifying information. In addition, we
conducted 11 one-to-one stakeholder consultations with a
diverse range of stakeholders to discuss the intervention specific
emerging themes on barriers and facilitators, data synthesis plan
and future recommendations in order to obtain validation of
our study findings. The details of the stakeholders and zoom
interviews could be found elsewhere (30).

Data analysis

To address the second study objective, the interview data
were analysed to identify the barriers and facilitators for each
video vignette of oral health intervention scenario, from the
perspective of service users and service providers. Two reviewers
(MRF and MPM) read the transcripts and discussed them along

with their individual reflections and coded individually and
discussed further to ensure clarity and agreement. Once initial
codes were agreed on, they were then collated to form categories
and sub-themes. Drawing on Braun and Clarke reflections on
the use of thematic analysis in health research (31), themes were
created by compiling the sub-themes for both service users and
the service providers to identify each scenario specific barriers
and facilitators.

To address the third study objective, the interview data were
analysed based on framework qualitative analysis guided by the
TDF and the COM-B model of behaviour change to identify
the barriers and facilitators for engagement by people with SMI
with various intervention components through the perspective
of both service users and the service providers.

Framework analysis developed by Ritchie and Spencer
and is a method that allows summarisation of the qualitative
data through the use of a coding matrix (32) to produce
structured outputs (33). In the first step of familiarisation, as
mentioned above the transcripts were read by two reviewers
(MRF and MPM) followed by a discussion about their individual
reflections. In the second step of identifying a thematic
framework, the two reviewers individually performed the coding
of the transcripts which was then discussed to ensure clarity and
agreement. In the third and fourth steps, once initial codes were
agreed on, they were then applied to the subsequent transcripts
in the process called indexing. This was followed by charting
data according to the framework matrix in order to summarise
the data whilst maintaining the essence of what was said during
the interviews. The fifth and final step involved interpretation of
data and presentation of the findings. NVivo version 12 Pro was
used for analysing the data (34).

Rigour for the qualitative study process was supported
through interviewers’ recording their reflections during or after
the interviews, having regular discussions during the data
analysis process and through constant comparison between the
accounts of the participants to reduce analysis bias (35).

Results

The TIDieR checklist was applied for the 12 intervention
studies identified in the systematic review by Macnamara
et al. (11) to extract intervention details (26–29, 36–43)
(Supplementary Files). While most of the studies reported the
setting and the core intervention, the information on tailoring
(if the intervention was planned to be personalised, or adapted),
modification, intervention adherence or fidelity elements were
not sufficiently reported in most of the studies.

Several BCTs were identified from the coding of
intervention descriptions (Table 1). The commonly used
BCTs included were related to use of dental health education
(n = 9); toothbrushing demonstrations (n = 6), practice (n = 3),
and monitoring (n = 5); provision of toothbrushes (manual
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TABLE 1 Type and frequency of behaviour change techniques used in oral health interventions for people with SMI.

Behaviour change technique Frequency of use in interventions Category

1.4 Action Planning 1 1. Goals and Planning

2.1 Monitoring of behaviour by others without feedback
2.2 Feedback on behaviour
2.3 Self-monitoring of behaviour

2
3
2

2. Feedback and monitoring

3.1 Social support (unspecified) 1 3. Social support

4.1 Instruction on how to perform the behaviour 9 4. Shaping knowledge

5.1 Information about health consequences
5.3 Information about social and environmental consequences

5
1

5. Natural consequences

6.1 Demonstration of behaviour 6 6. Comparison of behaviour

7.1 Prompts/cues 3 7. Associations

8.1 Behavioural practice/rehearsal 3 8. Repetition and substitution

9.1 Credible source 3 9. Comparison of outcomes

10.1 Material incentive (behaviour)
10.2 Material reward (behaviour)
10.4 Social reward

1
2
1

10. Reward and threat

12.5 Adding objects to the environment 5 12. Antecedents

and powered) and/or toothpastes (n = 4); text/call reminders
(n = 3); maintaining a toothbrushing log such as through the
use of printed calendar or sticky notes (n = 2).

In total 17 dyadic and one-to-one interviews were
conducted between July and September 2021. participant details
are reported in Table 2. Interviews lasted 120 min on average
and allowed for in-depth exploration of the views of both the
service users and the service providers regarding each scenario
of the video and barriers and facilitators related to engaging
with the intervention considering acceptability, practicality,
and effectiveness. The barriers and facilitators identified for
each of the intervention scenario are reported in Table 3.
Interventions that include involvement of carers, integrated care
between mental and dental services, short and supportive oral
hygiene demonstrations and provision of a toothbrush were
considered as facilitators to engaging with the interventions by
the service users interviewed. The preference of frequency and
format of a reminder system and reinforcement via phone call
or text message varied in different participants. Incorporation
of a dental checklist and signposting to a dentist alone was
not considered sufficient unless further support is provided
in accessing to dental care are following completion of the
checklist. Opportunity for appropriate training and opportunity
of provision of integrated care system for collaborative work
of both mental and dental health care staff was considered as
facilitator to engage by the service providers. However, increased
workload was considered as a barrier by service providers.

To address the third study objective, the grouping of the
barriers and facilitators were reported under the TDF domains.
Further grouping of the barriers and facilitators under the TDF
domains according to the COM-B model provided an insight
into the capability, opportunity and motivation drivers of
behaviour change that can be tapped into to enable development

of interventions that provide integrated support to people with
SMI. The barriers (B) and facilitators (F) reported by the service
users and service providers on three main themes according to
the COM-B model are presented in Figures 1, 2, respectively.
An overview of the three main themes according to the COM-B
model, sub-themes according to the TDF and barriers (B) and
facilitators (F) is provided in Table 4 and significant findings are
reported below.

Theme 1: Capability

Sub-theme: Knowledge and skills
The service users felt that oral health education was an

important aspect of an intervention to increase their knowledge
and toothbrushing demonstrations were helpful to provide them
with necessary skills. However, how the narrative was framed
was important. A ‘paternalistic’ approach was reported as a
significant barrier.

“it’s you know it’s infantilizing what’s going on there now.
As a reframing of that it could be that actually maybe we
need to go in at that sort of level to establish effective new
ways of you know it’s when we’re facilitating the change. . ..it
depends who’s watching yeah and then how they approach it,
you know it’s not about ooh that’s right, that’s wrong, its all
about using motivational interviewing skills.” (Service user-
J-04 with diagnosis of bipolar disorder).

Lack of training of staff involved in provision of care to
people with SMI was identified as a barrier. Both the dental
and mental service providers agreed that there is a need
for training staff in ways that they communicate with their
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TABLE 2 Demographics of the study participants.

ID Participant group Age (years) Gender Diagnosis/Profession

1 Service user 31–40 M Schizophrenia

2 Service user >60 F Schizophrenia

3 Service user 31–40 F Schizophrenia

4 Service user 41–50 M Schizophrenia

5 Service user 41–50 M Bipolar disorder

6 Service user >60 F Bipolar disorder

7 Service user 41–50 F Bipolar disorder

8 Health professional 31–40 F Community service dentist

9 Health professional 31–40 F High street dentist

10 Health professional 31–40 F Dental hygienist

11 Health professional 31–40 M Special care dentist

12 Carer 51–60 F Caring for person with schizophrenia

13 Health professional 31–40 M Occupational therapist

14 Health professional 31–40 M Clinical psychologist

15 Health professional 31–40 F Mental health nurse

16 Health professional 41–50 F Mental health nurse

17 Health professional 31–40 M Special care dentist

M, male; F, female.

FIGURE 1

The barriers (B) and facilitators (F) reported by the service users on three main themes according to the COM-B model.

patients regarding oral health and mental illness. These include
training in softer communication skills and also providing more
information around discussing possible side effects of anti-
psychotic medications on their oral health.

“I would say so [there is a need for training]. Just language
used and what sorts of things to expect and not be surprised
by them.” (Service provider- S-08, worked as mental health
nurse for 23 years).
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TABLE 3 Intervention Scenario specific barriers and facilitators.

Intervention scenarios Barriers/Facilitators Service users perspective Service providers perspective

1. Early Intervention in Psychosis (EIP)
setting: use of dental checklist by care
coordinators (mostly mental health
nurses) to monitor oral health status and
behaviours, sign posting to dentist

Barriers 1. Need for practical help with
finding/setting up an appointment with
the dentist
2. Lack of availability of trauma informed
dentists
3. Long follow up time of 12 months

1. Need for training around oral health
2. Increased workloads of the mental
health nurses

Facilitators Involvement of the care coordinator Use of checklist fits well with their current
work routine

2. Community mental health (in-patient)
setting:
Oral hygienist delivering oral hygiene
instructions to patients and training to
mental health nurses

Barriers 1. In acute crisis stage of an inpatient
setting just getting through the day is the
top priority not oral health
2. Trust issue with someone new coming
in to talk about oral health.
3. Lack of support after being discharged
4. Stable mental health does not
necessarily mean being fit to visit a dentist
unsupported.
5. Lack of coordination between mental,
physical and oral health services- (who
takes the responsibility for the person?)

Need for training around mental health
and side effects of psychotropic
medication

Facilitators Provision of toothbrush and toothpaste Short training session (20 mins)

3. Community mental health (out-patient)
setting
Dental hygienist provides dental
education, patient is given sticky notes as
reminder system and also receives weekly
calls for 4 weeks for positive reinforcement

Barriers 1. Long oral health education sessions are
difficult to follow.
2. Costs of maintaining electric
toothbrush.
3. Lack of involvement of any carer
4. Post it notes can trigger obsessive
behaviours
5. Weekly call seems intrusive

Need for training around mental health

Facilitators 1. Use of post-it notes simple than keeping
a diary/log.
2. Electric toothbrush can make cleaning
easier
3. Good follow up

Weekly phone calls can be managed

4. Integrated care model (with mental and
dental health services under one roof)
setting: involvement of carer during
provision of dental education

Barriers 1. Lack of availability of such integrated
care model in UK
2. Funding/commissioning issues

Facilitators 1. Good model of getting services easily.
2. Involvement of carer
3. Use of video demonstrations
4. Short follow up

“For the education for the nurse is under the kind of the
knowing about how psychotropic medications are going to
affect oral hygiene and things like that, I think that sounded
perfect because that’s certainly an area that we’re lacking in.”
(Service provider- M-09, working as a mental health nurse).

Sub-theme: Memory, attention and decision
processes, and behaviour regulation

Although the service users expressed a desire to be
more involved in provision of their care, they felt that it
needed to be done in a way that did not entail overloading
them with information which would otherwise be just
another barrier.

“So I think that’s all I can say with that scenario (Scenario
3) overall that too much information, and how suitable is the
information to the patient? Okay, it’s a learning opportunity
around the patient learning, and having the ability to learn
and take their own choices and decisions around oral health
hygiene, but I think it could work against the patient because
too much knowledge, too much learning.” (Service user- S-01
with diagnosis of schizophrenia).

Facilitators included provision of more practical help
such as reminder texts or calls depending on the individual
person’s preference and help with navigating the NHS cost
system were spoken about as something in which provision of
support was welcome.
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FIGURE 2

The barriers (B) and facilitators (F) reported by the service providers on three main themes according to the COM-B model.

“Oh yeah be great option yeah especially text messages I don’t
know about other people. . .and don’t make it a voice call you
know when you leave a voice message, I never open mine.
I can’t cope with the idea of somebody leaving a message
on the phone.” (Service user- J-06, with diagnosis of bipolar
disorder).

Lack of discussion around oral health by the health
professionals was attributed to factors such as not being trained
enough to initiate conversations on the topic. The dental
professionals also stated that high caseloads meant that there
was only a limited time allocated for each patient and this
precluded the possibility of having detailed conversations with
their patients. The option of mental health nurses incorporating
oral health checks through a checklist as part of their patient’s
routine physical examination received a mixed response and
was identified both as a barrier and a facilitator, both by the
service providers and the service users. The views expressed
were that although it has potential to work because mental
health service users already have trusting relationship with their
care coordinators, the whole idea should not be limited to ‘just
another piece of paperwork’ but taken forward as an opportunity
to initiate conversations around oral health.

“Opening up a conversation about teeth and oral health and
there is some records and then there’s obviously, a point

where you can then revisit it so you know that there is a
benchmark that you’re laying down a year before, and it
will obviously, depending on how much details within, it will
give you some idea of what the population need is, and I
suppose an understanding as to how many of those patients
do regularly see a dentist because some of them will have
dentists, and some of them wont. . .. I suppose it will vary,
and that will give you a lot of interesting information but I
think you’re in respects to it’s opening up a conversation and
giving somebody to support and in regards to trying to find a
dentist and but I’m just not sure whether it goes far enough.”
(Service provider- C-01 working as special care dentist).

Theme 2: Opportunity

Sub-theme: Social influences
Both the service users and the service providers were of

the opinion that the involvement of carers such as informal
carers (family and friends) or formal carers such as care
coordinators or mental health nurses was a pivotal point in the
intervention scenarios. Carers can help provide people with SMI
the motivation to engage in healthy oral health behaviours by
providing practical support such as helping them brush their
teeth, accompanying them to visit the dentist, etc.
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TABLE 4 Barriers and facilitators under the TDF domains and mapped to the COM-B model.

COM-B
component

Theoretical domains
framework

Barriers and facilitators (identified through the interviews)

Service users Service providers

Capability
(Psychological)

Knowledge
Skills
Memory, attention and decision processes
Behavioural regulation

Paternalistic approach often used (B)
Toothbrushing demonstration (F)
Information overload (B)
Navigating the NHS cost system (B)
Reminders- text messages or calls (F)
Lack of patient’s input (B)
Different options offered as choice (F)

Need for training of dental professionals
to effectively communicate about/discuss
mental health problems and side-effects of
medications (B)
Lack of discussion around oral health (B)
Incorporating oral health checks as part of
physical health checks (F)

Capability
(Physical)

Skills Toothbrushing demonstration (F) Lack of discussion around oral health (B)

Opportunity
(Social)

Social Influences Involvement of carers and support
networks for positive reinforcement (F)

Involvement of carers and/or care
coordinators (F)

Opportunity
(Physical)

Environmental context and resources Provision of tailored support (need for
more trauma informed dentists (F)
Follow up time, long (B), frequent (F)
Provision of toothbrushes (F)

Provision of tailored support
(understanding past trauma) (F)
Increased staff turnover (B)
Commissioning & costs (B)
Provision of toothbrushes (F)

Motivation
(Reflective)

Social and Professional role & identity
Beliefs about capabilities
Beliefs about consequences

Mental health nurses/care coordinators
can use the opportunity to initiate
conversations around oral health (F)
Integrating oral and physical health (F)
No one taking responsibility (B)
Keeping track- use of post-it notes (B, F)
If patients choose to self-exclude
themselves, intervention will not have
much affect (B)

Mental health nurses’ receptiveness to
training (B, F)
Patients may show resistance to mental
health nurses performing oral checks (B)
Providing tailored approach (F)
Compliance with intervention may be a
problem (B)

Motivation
(Automatic)

Reinforcement Provision of toothbrushes (F)
Follow-up calls (B, F)

Provision of toothbrushes (F)
Follow-up calls (B, F)

B, barriers; F, facilitators.

“I’d like to see the emphasis on the importance of having
somebody with them all the way through the videos (scenario
4) not you know sat in front of that professional with a
flip chart you know, in the hospital with the loved one
beside them.. . .you know you will learn the carer will learn
something about the loved one they didn’t and vice versa,
and it’s a bonding experience. But also, it can be that can
be equal benefit to a professional that supports you as well,
they might get to learn a bit more about you know it’s that
togetherness stronger together, you know, rather than you.”
(Service user-K-05 with diagnosis of Schizophrenia).

“Yeah I think the it definitely varies too, I think, for some
people that’s enough [signposting to find a dentist], some
people already probably attending the dentist or the people
would need to be probably with the care coordinators to
call up on their behalf, and to provide some kind of active
encouragement for them to go and some of our best care
coordinators, the ones who would maybe push a bit hard,

there’d be quite encouraging for people to go to that first
appointment and helping them kind of overcome their fears.”
(Service provider- C-05 working as clinical psychologist).

Sub-theme: Environmental context and
resources

Regarding interventions related to visiting the dentist, lack
of tailored support was highlighted as a major barrier both
by the service users and the service providers. Utilising this
opportunity to provide tailored support to people with SMI
such as availability of trauma informed dentists and shorter
follow ups can go a long way to support this population in their
oral health needs.

“For me, trauma is another barrier so had really bad
experiences as a kid with dentist or dentistry and then as
an adult more recently about seven years ago, I had a really
bad experience with a dentist he wasn’t trauma informed.”
(Service user-K-05 with diagnosis of schizophrenia).
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“Yeah, I mean for dental we normally use NICE guidance,
but what we found is you know a number of patients with
mental problems that normally require quite, most of them,
not all of them require more frequent follow up just because
depending on the condition and their oral health condition
they may need kind of more frequent follow-up. But I think
once they’re seen by a dental practitioner, then that can be
discussed with the care coordinator, and then they can kind
of maybe agree on a time scale for review.” (Service provider-
H-04 working as special care dentist).

The service providers also spoke about the system level
barriers such as the way dental commissioning works,
dental treatment costs, and staff turnovers that can prove
to be a barrier in provision of an adequate level of care
to people with SMI. For example, the need to meet a
certain threshold of severity of mental illness before being
referred to community dental services which are better
equipped to deal with their dental treatment needs, and
thus having to utilise the services of a high street dentist.
However, consecutive missed appointments due to mental
ill health can leads to being removed from a dental
surgery’s patient list.

“I often feel, they are left in limbo in these cases, so like the
actual care pathway doesn’t take into account their needs. . .
I would like to see them every day when they want to come
in, but obviously we have to you know comply with any NHS
rules and it’s like if you don’t attend twice you are normally
struck off from the treatment pathway, and you have to start
from scratch. Often they’re de-registered from the practice and
then these days it’s really hard to find a dentist like recently,
one of my patients were struck off from that list because
she didn’t attend three one hour appointments with me, so
the practice deregistered her, and I know that she’s suffered
from mental health so we can’t see her anymore so sometimes
it’s a bit of beaurocratic decisions as well that come in the
way between dentist and the patient, I guess, in these cases.”
(Service provider- E-02 working as a high street dentist).

Provision of toothbrushes whether manual or powered
depending on patient’s preference was identified as a facilitator
by both the service users and the service providers, with
participants believing that a new toothbrush helped increase
motivation to engage in regular toothbrushing behaviours.

“yeah I like that element [provision of toothbrushes] you
know, again, the link between people suffering and poverty
is probably something that not many people have access to
and just the notion of being given something valuable, I think,
can make people feel valued and again that notion that like

someone cares about you and your team yeah and the novelty
of having it. I think that people would use it and so yeah
I definitely support that. (Service user- S-07 with diagnosis
of schizophrenia).

Theme 3: Motivation

Sub-theme: Social and professional role and
identity

Service users felt that care-coordinators were a good
resource to initiate conversations around oral health as they have
established rapport and a trusting relationship with them. In
particular they discussed the provision of more practical support
such as finding a dentist, setting up an appointment etc. rather
than just ticking boxes on a checklist.

“I guess it would just be that alongside the checklist if
in conversation that the patient and care coordinator had
concerns I say it was flagged that they weren’t registered with
a dentist and didn’t feel able to do that, that wasn’t the end
of the conversation that there was like the capacity to follow
up an office support for that and like literally the big thing
that made the difference for me was just someone else making
that first phone call and contacting the dentist and then it
all sort of went from there, which isn’t a massive things I
wouldn’t be overly concerned that it was going to be hugely
time consuming, but I just think it’s just the checklist on its
own there’s a chance that that can increase the sense of shame,
but not actually lead to anything being done differently.”
(Service user-Sa-07 with diagnosis of Schizophrenia).

Although health professionals agreed with this idea of
involving mental health nurses in provision of oral health
support, some shared their concerns regarding the barriers
related to capacity and willingness of mental health nurses to
be involved in provision of oral health support in the face heavy
caseloads and with most of the services stretched to the limit due
to high staff turnovers. Furthermore, the service providers also
felt that another barrier could be the possibility of service users
not willing or feeling comfortable for non-dental personnel to
perform oral health checks (such as taking a quick look in the
mouth to identify any problems) even if they are trained to do so.

“I think, where the difficulty is the high turnover of staff.
Sometimes capturing on staff to do that and honestly trying
to ensure that that’s kind of carried out by the staff, because
I think there’s other priorities with the patient. They have to
look at it as something that can be done within their kind of
shift, with all the other kind of requirement for them to do as
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well yeah and I think it’d be good if implemented.” (Service
provider-H-04 working as special care dentist).

Nevertheless, intervention related to an integrated model of
care where health professionals who are involved in a patient’s
physical (including oral health) and those involved in their
mental health work together to provide integrated care was
spoken about as a way forward to ensure oral health moves from
‘nobody’s business’ to ‘everyone’s business’.

“You know if that consistent support and making every
contact count does that make sense, and also that it’s if
you make it one person’s business and responsibility quite
quickly becomes nobody’s business or responsibility.” (Service
user-K-05 with diagnosis of Schizophrenia).

Sub-theme: Beliefs about capabilities and
beliefs about consequences

The intervention elements that required keeping a record of
daily toothbrushing elicited a mixed response from service users.
Techniques such as use of toothbrushing activity calendars or
pulling out a sticky note every time an individual brushed their
teeth were felt by some to have the tendency of provoking
their obsessive compulsiveness. On the other hand, other service
users felt that marking on a calendar or pulling out a sticky
note was better way of keeping a track and needed little input
compared to maintaining a diary.

“I would really like it yeah because, to be honest, the other
thing about it is they give us so many things that you have
to tick a box with and it just you know, in the end you
just get fed up so it’s something different, something new and
something that you don’t actually have to do anything about
apart from pull and plop do you know what I mean yeah no I
think that’s really good.” (Service user-J-06 with diagnosis of
bipolar disorder).

Furthermore, it was highlighted that even if the problem
could be solved by providing the service users a choice over
the method of record keeping, a person’s non-compliance or
lack of engagement with the techniques can still prove to
be barrier.

“One thing is like you’re probably having to think about two
areas of compliance and cooperation, so one of them is the
actual brushing but then one of them is putting the sticky note
in the box. . .but possibly if the count is lower, I’ll be careful
about understanding is the count because they didn’t brush
their teeth or is the count because they forgot they brushed

their teeth, or they forgot to put the slip in so that’s probably
one of the sensitivities to be aware of.” (Service provider- B-
10 working as special care dentist).

Sub-theme: Reinforcement
Provision of follow-up calls or texts were discussed as a

facilitator for providing positive reinforcement to the service
users to encourage them to maintain their oral hygiene. The
overall consensus was to offer this support as a choice to people
with SMI as the willingness to engage may vary depending on
the person and on the day for example on a bad day it could
prove to be an overwhelming task.

“I think it’s one of these things that all sizes don’t fit all
isn’t it, you know people are going to react differently, to
telephone interventions, some are going to see it as really
helpful and keeping in touch with somebody from the outside
world but the more introverted patient might not welcome
it quite as much.” (Service user- M-02 with diagnosis
of schizophrenia).

While discussing the initial findings and recommendations
of the study with the stakeholders, they agreed with the overall
study findings and recommendations. However, stakeholders’
consultation revealed that due to lack of system level integration
between mental and dental healthcare services and work
load of the related healthcare staff and with the current
commissioning system, it might be challenging to incorporate
some of the interventions. Careful consideration is needed
to develop a system level intervention and evaluation of
the effectiveness and cost-effectiveness and sustainability of
the intervention.

Discussion

The study aimed to explore the barriers and facilitators
of oral health interventions and their components to
identify the capability, motivation and opportunity drivers
of behaviour change.

This study reports on analysis of contextual factors, BCTs
and mechanisms used in previously tested interventions for
improvement of oral health in people with SMI. There were 16
individual BCTs identified from the description of previously
tested interventions for oral health improvement in people with
SMI. The most commonly used BCTs were “4.1 instructions
on how to perform the behaviour” and “6.1 demonstration
of behaviour” pertaining to toothbrushing practice. It was
noticeable that social support in terms of “3.1 social support
(unspecified)” and “3.2 social support (practical)” were not some
of the frequently used BCTs. Though dental education and
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oral hygiene instructions along with provision of toothbrush
showed some short-term effectiveness and seemed to be viable
in psychiatric outpatient settings (28), given the barriers
that people with SMI face for finding a dentist, setting
up an appointment and attending one, there needs to be
provision of more tailored support in terms of their oral
and dental care.

The study also reports a qualitative exploration of barriers
and facilitators for engagement with oral health interventions
through the perspectives of people with SMI (service users),
carers, and the service providers. In the current study,
an integrated care model that was tested by Agarwal and
colleagues was identified as the best kind of service that can
be offered to people with SMI for their oral and physical
health needs (29). This indicated the need to consider oral
health very much a part of the general health and wellbeing.
Furthermore, involvement of service users in their care planning
in conjunction with their carers, be it formal carers (such as
care coordinators) or informal carers (family members) can
have a positive influence in improving patient compliance
through provision of tailored services and reinforcement
of messages.

Training of mental health care nurses around oral health
was identified as a facilitator in this study. From the findings
of a qualitative study exploring the views of mental health
nurses in Australia regarding dental access and dental ill
health of people with SMI (44), it can be deduced that given
the salience of concern nurses have for the dental health of
people with SMI, mental health nurses may offer an important
route for service users to access dental health care through
providing advice and facilitating referrals. Adams et al. in
their study on monitoring oral health in people with SMI in
the UK reported that while a simple nurse led checklist to
monitor oral health did not demonstrate any improvement
(26), it did help highlight the oral health needs of people with
SMI. Although mental health nurses who are closest to the
patients in provision of care, can help initiate conversations
related to oral health, high staff turnover and huge workload
is a barrier that needs to be considered in planning of
related oral health interventions. Almomani et al. discusses
the need for special training for dentist and dental hygienists
in working with people with SMI along with improving the
knowledge of oral care in nursing staff (28). Furthermore,
De May et al. concluded that ‘oral health of SMI patients
can improve significantly with basic oral health interventions
carried out by collaborating oral hygienists and mental health
nurses’ (27).

The strengths of this study include the fact that a
systematic approach was used to extract intervention study
related information using the standardised checklists such
as TIDieR checklist and BCTTv1. The use of theoretical
frameworks such as TDF and COM-B model allowed the

exploration of the barriers and facilitators at personal/individual
level, interpersonal/service user-service provider level and
environmental/systems level and based on these, explore the
capability, opportunity and motivational drivers for promoting
oral health in people with SMI.

Use of video vignettes enhanced the participant’s
understanding of different intervention scenarios and is a
unique way of engaging participants in the thought and
discussion process especially when conducting research from
a distance. Furthermore, consultations with a diverse range of
stakeholders helped to obtain validation of our study findings
and recommendations. The study has some limitations that
warrant mentioning. The sample size was small and was based
on the number of people with SMI who agreed to participate
within the data collection period. Secondly, incorporation of a
wider range of ethnic groups could have provided additional
insights. However, within the constraints of time and resources,
we conducted a good quality but modestly sized study and tried
to bring to light of this often-neglected area of improving oral
health in people with SMI.

To our knowledge, this is the first study to explore
the barriers and facilitators for engagement with oral health
interventions, from the perspectives of people with SMI, their
carers and different professionals involved in their care. We
included mental health care service users, male and female from
different age groups, with different diagnoses of severe mental
illness. Assessing service users’ and providers’ perceptions
of barriers and facilitators to oral health interventions will
help to design future interventions to improve oral health in
people with SMI. The implications of the study go beyond
oral health and the context of the UK setting due to the
applicability of recommendations to other health promotion
delivery across the world (exercise, diet, smoking cessation etc.).
Paternalistic ways of offering advice and information overload
can be a barrier to acceptability in any health promotion
activity.

Recommendations

More understanding and awareness of trauma-informed
dental practice is needed for this vulnerable group.
Employing standard principles of Sensitive Practice from
the framework of The Umbrella of Safety would facilitate
feelings of safety for the service users (45). Furthermore,
future interventions, in addition to provision of oral
hygiene instructions, should focus on the provision of
more practical support in terms of accessing dental
services, such as support with finding and attending
a dentist.

The British Society of Disability and Oral Health guidelines
published in 2000 made a number of recommendations for
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oral health care for people with mental health problems,
including providing oral health advice, support, promotion
and education addressing the oral health needs of clients
(46). Providing advice and education (diet advice for reducing
frequency of sugar intake and tooth brushing advice on the
correct techniques and duration of brushing) are not sufficient
to ensure improvement in oral health. It is imperative that
compliance and stability in oral health following education
and advice is monitored and reinforced as necessary until
stabilisation is achieved (47). Therefore, future work should
focus on co-producing an intervention (48) to improve oral
health in people with SMI and related training materials
as it increases the relevance of research by ensuring that
it reflects the needs, values and interests of patients and
improves the quality of research through broadening the range
of expert input.

People with SMI are not a homogenous group (49, 50) and
face unique barriers to maintaining good oral health (30, 51) that
the interventions rarely considered. Therefore, a patient-centred
approach to oral health promotion (46) should be followed as
use of person-centred care in mental health treatment models
has promising outcomes for engagement (52).

Although an integrated care model at the study setting
(29) was mostly preferred service by the service users as
identified in this study, integration between dental, mental
health, and other health services is currently lacking. Therefore,
an important element of any future guidance should consider
how dental care can be integrated in mental health care services
(53, 54). The recommendations could be applicable to other
health concerns in this population as the integration of physical
(including dental) health care with mental health care and
support of mental health workers and care coordinators would
be beneficial for people with SMI. We acknowledge that the
context and specifically the health care service delivery system
varies across different countries. However, considering the
health inequalities of people with SMI both in developing and
developed countries, an integrated model approach would be
beneficial. The model whereby the dental service sits under the
same roof of mental health care (29) was identified by service
users as the optimum care offered to people with SMI for their
oral health needs. Health professionals who are involved in
mental health, oral health, and physical health care need to work
together with good communication channels between various
services and with the service user to optimise their health care
including oral health.

Conclusion

The findings of the present study suggest that the oral health
needs of people with SMI continue to be unmet. Interventions

that additionally focus on inter-personal and system levels
barriers have the potential to be beneficial for improving the
oral health of this vulnerable group of people. The results of
this study will inform the development of a fit-for-purpose
system level oral health intervention to improve oral health of
people with SMI.

Data availability statement

The original contributions presented in this study are
included in the article/Supplementary material, further
inquiries can be directed to the corresponding author.

Ethics statement

This study was conducted according to the guidelines
of the Declaration of Helsinki and approved by the Health
Sciences Research Governance Committee of the University
of York (protocol code: HSRGC/2021/438/C and date of
approval: 19 March 2021). The patients/participants provided
their written informed consent to participate in this study.
Written informed consent was obtained from the individual(s)
for the publication of any potentially identifiable images or data
included in this article.

Author contributions

MM and LG: conceptualisation and supervision. MM,
MF, LN, and LG: methodology. MM and MF: investigation,
data curation, formal analysis, visualisation, writing—original
draft preparation, and project administration. SG, LG, EP, and
MM: resources and funding acquisition. All authors: writing—
review and editing.

Funding

This work was supported by UKRI (ESRC CENTRE
FOR ECONOMIC & SOCIAL ASPECTS) (REFERENCE:
ES/S004459/1) through the ‘Closing the Gap’ Network+. The
APC was funded by the University of York as an agreement with
the UKRI funder project.

Acknowledgments

We want to acknowledge all the study participants and
stakeholders who participated in the study.

Frontiers in Psychiatry 13 frontiersin.org

23

https://doi.org/10.3389/fpsyt.2022.971328
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/


fpsyt-13-971328 October 5, 2022 Time: 16:57 # 14

Mishu et al. 10.3389/fpsyt.2022.971328

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be
found online at: https://www.frontiersin.org/articles/10.3389/
fpsyt.2022.971328/full#supplementary-material

References

1. Stubbs B, Vancampfort D, Solmi M, Veronese N, Fornaro M. How common
is bipolar disorder in general primary care attendees? A systematic review
and meta-analysis investigating pre1valence determined according to structured
clinical assessments. Austral N Z J Psychiatry. (2016) 5:631–9. doi: 10.1177/
0004867415623857

2. Hayes JF, Marston L, Walters K, King MB, Osborn DPJ. Mortality gap for
people with bipolar disorder and schizophrenia: UK-based cohort study 2000-2014.
Br J Psychiatry. (2017) 211:175–81. doi: 10.1192/bjp.bp.117.202606

3. Kisely S, Quek L-H, Pais J, Lalloo R, Johnson NW, Lawrence D. Advanced
dental disease in people with severe mental illness: systematic review and meta-
analysis. Br J Psychiatry. (2011) 199:187–93. doi: 10.1192/bjp.bp.110.081695

4. Kisely S, Baghaie H, Lalloo R, Siskind D, Johnson NW. A systematic review
and meta-analysis of the association between poor oral health and severe mental
illness. Psychosom Med. (2015) 77:83–92. doi: 10.1097/PSY.0000000000000135

5. Sischo L, Broder HL. Oral health-related quality of life. J Dent Res. (2011)
90:1264–70. doi: 10.1177/0022034511399918

6. Patel R, Gamboa A. Prevalence of oral diseases and oral-health-related
quality of life in people with severe mental illness undertaking community-based
psychiatric care. Br Dent J. (2012) 213:E16–16. doi: 10.1038/sj.bdj.2012.989

7. Teeuw WJ, Gerdes VE, Loos BG. Effect of periodontal treatment on glycemic
control of diabetic patients: a systematic review and meta-analysis. Diabetes Care.
(2010) 33:421–7. doi: 10.2337/dc09-1378

8. Shi Q, Zhang B, Huo N, Cai C, Liu H, Xu J. Association between myocardial
infarction and periodontitis: a meta-analysis of case-control studies. Front Physiol.
(2016) 7:519. doi: 10.3389/fphys.2016.00519

9. Xu S, Song M, Xiong Y, Liu X, He Y, Qin Z. The association between
periodontal disease and the risk of myocardial infarction: a pooled analysis of
observational studies. BMC Cardiovasc Disord. (2017) 17:50. doi: 10.1186/s12872-
017-0480-y

10. Khokhar MA, Khokhar WA, Clifton AV, Tosh GE. Oral health education
(advice and training) for people with serious mental illness. Cochrane Database Syst
Rev. (2016) 9:CD008802. doi: 10.1002/14651858.CD008802.pub3

11. Macnamara A, Mishu MP, Faisal MR, Islam M, Peckham E. Improving oral
health in people with severe mental illness (SMI): a systematic review. PLoS One.
(2021) 16:e0260766. doi: 10.1371/journal.pone.0260766

12. Pannut CM, Sendyk DI, Gracas YT, Takai SL, Sabóia VPA, Romito GA, et al.
Clinically relevant outcomes in dental clinical trials: challenges and proposals.
Crit Rev Dent. (2020) 34(Suppl. 2):e073. doi: 10.1590/1807-3107bor-2020.vol34.
0073

13. Slack-Smith L, Hearn L, Scrine C, Durey A. Barriers and enablers for oral
health care for people affected by mental health disorders. Aust Dent J. (2017)
62:6–13. doi: 10.1111/adj.12429

14. Newton JT, Asimakopoulou K. Managing oral hygiene as a risk factor
forperiodontal disease: a systematic review of psychological approaches to
behaviour change for improved plaque control in periodontal management. J Clin
Periodontol. (2015) 42(Suppl. 16):S36–46. doi: 10.1111/jcpe.12356

15. Michie S, Johnston M, Abraham C, Lawton R, Parker D, Walker A. Making
psychological theory useful for implementing evidence based practice: a consensus
approach. Qual Safe Health Care. (2005) 14:26–33. doi: 10.1136/qshc.2004.01
1155

16. Cane J, O’Connor D, Michie S. Validation of the theoretical domains
framework for use in behaviour change and implementation research. Implement
Sci. (2012) 7:37. doi: 10.1186/1748-5908-7-37

17. Atkins L, Francis J, Islam R, O’Connor D, Patey A, Ivers N, et al. Guide
to using the theoretical domains framework of behaviour change to investigate
implementation problems. Implement Sci. (2017) 12:77. doi: 10.1186/s13012-017-
0605-9

18. Michie S, Atkins L, West R. The Behaviour Change Wheel: A Guide to
Designing Interventions. Great Britain: Silverback Publishing (2014).

19. The Theory and Techniques Tool. The Human Behaviour Change Project.
(2020). Available online at: https:// theory and technique tool. human behaviour
change. org/ tool (accessed March 1, 2021).

20. Hoffmann T, Glasziou P, Boutron I, Milne R, Perera R, Moher D, et al. Better
reporting of interventions: template for intervention description and replication
(TIDieR) checklist and guide. BMJ. (2014) 348:g1687. doi: 10.1136/bmj.g1687

21. University of York,. Involvement@York. (2021). Available online at: https:
//www.york.ac.uk/research/themes/health-and-wellbeing/involvement@york/
(accessed February 1, 2021).

22. Closing the Gap Network. Oral Health in People With Severe Mental
Ill Health. (2021). Available online at: https://www.youtube.com/watch?v=
Pig1uB1Tinc (accessed July 5, 2021).

23. Morgan DL, Ataie J, Carder P, Hoffman K. Introducing dyadic interviews
as a method for collecting qualitative data. Qual Health Res. (2013) 23:1276–84.
doi: 10.1177/1049732313501889

24. Zoom US,. API Portal. (2021). Available online at: https://api.zoom.us/
(accessed June 1, 2021).

25. Mishu MP, Faisal MR, Macnamara A, Sabbah W, and Gega L. SMI.
Introductory Video: ‘Interventions to Improve Oral Health for People With Severe
Mental Illness’. (2021). Available online at: https://www.youtube.com/watch?v=
v0NJdVCPQO8&t=12s (accessed July 5, 2021).

26. Adams CE, Wells NC, Clifton A, Jones H, Simpson J, Tosh G, et al.
Monitoring oral health of people in Early Intervention for Psychosis (EIP) teams:
the extended three shires randomised trial. Int J Nurs Stud. (2018) 77:106–14.
doi: 10.1016/j.ijnurstu.2017.10.005

27. de Mey L, Çömlekçi C, de Reuver F, van Waard I, van Gool R, Scheerman
JFM, et al. Oral hygiene in patients with severe mental illness: a pilot study on the
collaboration between oral hygienists and mental health nurses. Perspect Psychiatr
Care. (2016) 52:194–200. doi: 10.1111/ppc.12117

28. Almomani F, Brown C, Williams KB. The effect of an oral health promotion
program for people with psychiatric disabilities. Psychiatr Rehabil J. (2006) 29:274–
81. doi: 10.2975/29.2006.274.281

29. Agarwal D, Kumar ABCM, Sethi S, Yadav V, Shyam R. Effectiveness of
oral health education on oral hygiene status among schizophrenic patients: a
randomized controlled study. Spec Care Dent. (2019) 39:255–61. doi: 10.1111/scd.
12373

30. Mishu MP, Faisal MR, Macnamara A, Sabbah W, Peckham E, Newbronner L,
et al. Qualitative study exploring the barriers and facilitators for maintaining oral
health and using dental service in people with severe mental illness: perspectives
from service users and service providers. Int J Environ Res Public Health. (2022)
19:4344. doi: 10.3390/ijerph19074344

Frontiers in Psychiatry 14 frontiersin.org

24

https://doi.org/10.3389/fpsyt.2022.971328
https://www.frontiersin.org/articles/10.3389/fpsyt.2022.971328/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyt.2022.971328/full#supplementary-material
https://doi.org/10.1177/0004867415623857
https://doi.org/10.1177/0004867415623857
https://doi.org/10.1192/bjp.bp.117.202606
https://doi.org/10.1192/bjp.bp.110.081695
https://doi.org/10.1097/PSY.0000000000000135
https://doi.org/10.1177/0022034511399918
https://doi.org/10.1038/sj.bdj.2012.989
https://doi.org/10.2337/dc09-1378
https://doi.org/10.3389/fphys.2016.00519
https://doi.org/10.1186/s12872-017-0480-y
https://doi.org/10.1186/s12872-017-0480-y
https://doi.org/10.1002/14651858.CD008802.pub3
https://doi.org/10.1371/journal.pone.0260766
https://doi.org/10.1590/1807-3107bor-2020.vol34.0073
https://doi.org/10.1590/1807-3107bor-2020.vol34.0073
https://doi.org/10.1111/adj.12429
https://doi.org/10.1111/jcpe.12356
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://theoryandtechniquetool.humanbehaviourchange.org/tool
https://theoryandtechniquetool.humanbehaviourchange.org/tool
https://doi.org/10.1136/bmj.g1687
https://www.york.ac.uk/research/themes/health-and-wellbeing/involvement@york/
https://www.york.ac.uk/research/themes/health-and-wellbeing/involvement@york/
https://www.youtube.com/watch?v=Pig1uB1Tinc
https://www.youtube.com/watch?v=Pig1uB1Tinc
https://doi.org/10.1177/1049732313501889
https://api.zoom.us/
https://www.youtube.com/watch?v=v0NJdVCPQO8&t=12s
https://www.youtube.com/watch?v=v0NJdVCPQO8&t=12s
https://doi.org/10.1016/j.ijnurstu.2017.10.005
https://doi.org/10.1111/ppc.12117
https://doi.org/10.2975/29.2006.274.281
https://doi.org/10.1111/scd.12373
https://doi.org/10.1111/scd.12373
https://doi.org/10.3390/ijerph19074344
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/


fpsyt-13-971328 October 5, 2022 Time: 16:57 # 15

Mishu et al. 10.3389/fpsyt.2022.971328

31. Braun V, Clarke V. What can “thematic analysis” offer health and wellbeing
researchers? Int J Qual Stud Health Well Being. (2014) 9:26152. doi: 10.3402/qhw.
v9.26152

32. Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In:
Bryman A, Burgess RG, editors. Analyzing Qualitative Data. Routledge: Taylor and
Francis Group (1994).

33. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health research.
BMC Med Res Methodol. (2013) 13:117. doi: 10.1186/1471-2288-13-117

34. QSR International Pty Ltd. NVivo (Version 12). Doncaster, VC: QSR
International Pty Ltd (2018).

35. Smith J, Noble H. Bias in research. Evid Based Nurs. (2014) 17:100–1. doi:
10.1136/eb-2014-101946

36. Almomani F, Williams K, Catley D, Brown C. Effects of an oral health
promotion program in people with mental illness. J Dent Res. (2009) 88:648–52.
doi: 10.1177/0022034509338156

37. Gottfried AW, Verdicchio FG. Modifications fo hygienic behaviors using
reinforcement therapy. Am J Psychother. (1974) 28:122–8. doi: 10.1176/appi.
psychotherapy.1974.28.1.122

38. Jean SC, Fernandez KJ, Suresh S, Sudhakar U, Ramesh S, Balakrishnan A,
et al. Garcinia mangostana as an adjunct to non-surgical therapy on chronic
schizophrenic patients with periodontitis—a miracle fruit. J Pharm Sci Res. (2020)
12:864–8.

39. Klinge V. Facilitating oral hygiene in patients with chronic schizophrenia. J
Am Dent Assoc. (1979) 99:644–5. doi: 10.14219/jada.archive.1979.0370

40. Kuo MW, Yeh SH, Chang HM, Teng PR. Effectiveness of oral health
promotion program for persons with severe mental illness: a cluster randomized
controlled study. BMC Oral Health. (2020) 20:290. doi: 10.1186/s12903-020-01
280-7

41. Mun SJ, Chung WG, Min SH, Park JK, Kim CB, Kim NH, et al. Reduction
in dental plaque in patients with mental disorders through the dental hygiene care
programme. Int J Dent Hyg. (2014) 12:133–40. doi: 10.1111/idh.12053

42. Nurbaya, Setiyawati D, Herwati D, Priyono B, Hanindriyo L, Gustian I.
Effectiveness dental education and training of tooth brushing on knowledge,
attitude, index plaque of patients with schizophrenia. Indian J Public Health Res
Dev. (2020) 11:941–6.

43. Singhal V, Heuer AJ, York J, Gill KJ. The effects of oral health instruction,
and the use of a battery-operated toothbrush on oral health of persons with serious
mental illness: a Quasi-experimental study. Community Ment Health J. (2021)
57:357–64. doi: 10.1007/s10597-020-00657-w

44. Happell B, Platania-Phung C, Scott D, Hanley C. Access to dental care and
dental ill-health of people with serious mental illness: views of nurses working
in mental health settings in Australia. Aust J Prim Health. (2015) 21:32–7. doi:
10.1071/PY13044

45. Douglas L. Trauma-informed, sensitive practice. BDJ Team. (2017) 4:17176.
doi: 10.1038/bdjteam.2017.176

46. Griffiths J, Jones V, Leeman I, Lewis D, Blankenstein R. Oral Health Care for
People with Mental Health Problems. London: BSDH Working Group (2000).

47. GOV.UK. Delivering Better Oral Health: An Evidence-
Based Toolkit for Prevention. (2014). Available online at: https://
www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-
based-toolkit-for-prevention (accessed September 27, 2022).

48. Mind. Co-Production in Mental Health – Why Everybody Wins – Mind.
(2022). Available online at: https://www.mind.org.uk/information-support/
your-stories/co-production-in-mental-health-why-everybody-wins/ (accessed
February 28, 2022).

49. Moore S, Shiers D, Daly B, Mitchell AJ, Gaughran F. Promoting physical
health for people with schizophrenia by reducing disparities in medical and
dental care. Acta Psychiatr Scand. (2015) 132:109–21. doi: 10.1111/acps.1
2431

50. Academy of Medical Royal Colleges. Improving the Physical Health of Adults
With Severe Mental Illness: Essential Actions. Academy of Medical Royal Colleges
and the Royal Colleges of General Practitioners, Nursing, Pathologists, Psychiatrists,
Physicians, the Royal Pharmaceutical Society and Public Health England. (2016).
Available online at: https://www.aomrc.org.uk/wp-content/uploads/2016/10/
Improving_-physical_health_adults_with_SMI_essential_actions_251016-2.pdf
(accessed September 27, 2022).

51. Björk Brämberg E, Torgerson J, Norman Kjellström A, Welin P, Rusner M.
Access to primary and specialized somatic health care for persons with severe
mental illness: a qualitative study of perceived barriers and facilitators in Swedish
health care. BMC Fam Pract. (2018) 19:12. doi: 10.1186/s12875-017-0687-0

52. Dixon LB, Holoshitz Y, Nossel I. Treatment engagement of individuals
experiencing mental illness: review and update. World Psychiatry. (2016) 15:13–20.
doi: 10.1002/wps.20306

53. Closing the Gap Network,. The Right to Smile; An Oral Health Consensus
Statement for People Experiencing Severe Mental Ill Health. (2022). Available online
at: http://bit.ly/3nZCYeD (accessed September 27, 2022).

54. Mishu MP, Faisal MR, Macnamara A, Sabbah W, Gega L. Video on: Barriers
and Facilitators and Recommended Interventions to Improve Oral Health in
People With SMI. (2022). Available online at: https://www.youtube.com/watch?v=
eumda2PafmA (accessed September 29, 2022).

Frontiers in Psychiatry 15 frontiersin.org

25

https://doi.org/10.3389/fpsyt.2022.971328
https://doi.org/10.3402/qhw.v9.26152
https://doi.org/10.3402/qhw.v9.26152
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1136/eb-2014-101946
https://doi.org/10.1136/eb-2014-101946
https://doi.org/10.1177/0022034509338156
https://doi.org/10.1176/appi.psychotherapy.1974.28.1.122
https://doi.org/10.1176/appi.psychotherapy.1974.28.1.122
https://doi.org/10.14219/jada.archive.1979.0370
https://doi.org/10.1186/s12903-020-01280-7
https://doi.org/10.1186/s12903-020-01280-7
https://doi.org/10.1111/idh.12053
https://doi.org/10.1007/s10597-020-00657-w
https://doi.org/10.1071/PY13044
https://doi.org/10.1071/PY13044
https://doi.org/10.1038/bdjteam.2017.176
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention
https://www.mind.org.uk/information-support/your-stories/co-production-in-mental-health-why-everybody-wins/
https://www.mind.org.uk/information-support/your-stories/co-production-in-mental-health-why-everybody-wins/
https://doi.org/10.1111/acps.12431
https://doi.org/10.1111/acps.12431
https://www.aomrc.org.uk/wp-content/uploads/2016/10/Improving_-physical_health_adults_with_SMI_essential_actions_251016-2.pdf
https://www.aomrc.org.uk/wp-content/uploads/2016/10/Improving_-physical_health_adults_with_SMI_essential_actions_251016-2.pdf
https://doi.org/10.1186/s12875-017-0687-0
https://doi.org/10.1002/wps.20306
http://bit.ly/3nZCYeD
https://www.youtube.com/watch?v=eumda2PafmA
https://www.youtube.com/watch?v=eumda2PafmA
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/


fpsyt-13-994514 October 19, 2022 Time: 16:28 # 1

TYPE Perspective
PUBLISHED 25 October 2022
DOI 10.3389/fpsyt.2022.994514

OPEN ACCESS

EDITED BY

Farnam Mohebi,
University of California, Berkeley,
United States

REVIEWED BY

Snehil Gupta,
All India Institute of Medical Sciences
Bhopal, India

*CORRESPONDENCE

Jocelyn I. Meza
jimeza@mednet.ucla.edu

SPECIALTY SECTION

This article was submitted to
Public Mental Health,
a section of the journal
Frontiers in Psychiatry

RECEIVED 14 July 2022
ACCEPTED 10 October 2022
PUBLISHED 25 October 2022

CITATION

Meza JI, Snyder S and Shanholtz C
(2022) Equitable suicide prevention
for youth impacted by the juvenile
legal system.
Front. Psychiatry 13:994514.
doi: 10.3389/fpsyt.2022.994514

COPYRIGHT

© 2022 Meza, Snyder and Shanholtz.
This is an open-access article
distributed under the terms of the
Creative Commons Attribution License
(CC BY). The use, distribution or
reproduction in other forums is
permitted, provided the original
author(s) and the copyright owner(s)
are credited and that the original
publication in this journal is cited, in
accordance with accepted academic
practice. No use, distribution or
reproduction is permitted which does
not comply with these terms.

Equitable suicide prevention for
youth impacted by the juvenile
legal system
Jocelyn I. Meza1*, Sean Snyder2 and Caroline Shanholtz3

1Department of Psychiatry and Biobehavioral Sciences, David Geffen School of Medicine
at University of California, Los Angeles, Los Angeles, CA, United States, 2Department of Psychiatry,
Pennsylvania Hospital, Perelman School of Medicine, University of Pennsylvania, Philadelphia, PA,
United States, 3Department of Psychology, University of California, Los Angeles, Los Angeles, CA,
United States

Suicide is the second leading cause of death for adolescents in the

United States. Despite the already alarmingly high rates of suicide attempts

among adolescents, youth involved in the juvenile legal system (JLS) are up to

three times more likely to have suicide attempts than their peers not impacted

by the JLS. This public health crisis is also a matter of health equity, knowing

that ethnoracially minoritized youth, mainly Black and Latinx youth, have

disproportionate contact with the JLS. In order to disrupt the current elevated

rates of suicide among Black and Latinx youth involved in the JLS, there needs

to be more concerted efforts to improve assessment and suicide prevention

efforts in the JLS. There are various potential touch points of care for

suicide prevention and the Sequential Intercept Model (SIM), which outlines

community-based responses to the involvement of people with mental and

substance use disorders in the criminal justice system, can be used as a

strategic planning tool to outline possible equitable interventions across these

various touch points. Our purpose is to provide a comprehensive picture of

gaps and equitable opportunities for suicide prevention across each intercept

of the SIM. We provide recommendations of priorities to promote health

equity in suicide prevention for ethnoracially minoritized youth impacted by

the JLS.

KEYWORDS

suicide, juvenile legal system, equity, adolescents, Sequential InterceptModel, suicide
prevention and intervention, ethnoracially minoritized youth

Introduction

Suicide is the second leading cause of death for adolescents in the U.S. (1).
Historically, White youth have higher rates of death by suicide, when compared to Black
and Latinx youth. However, these rates do not consider the rapid increase in suicide
deaths and elevated rates of suicide attempts for Black and Latinx youth. Recent data
suggests that Black and Latinx adolescent girls have the highest rates of suicide attempts
(15.9 and 11.9%, respectively), compared to 9.4% of non-Hispanic White adolescent girls
(2). When considering the different social systems in where Black and Latinx adolescents
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are disproportionately embedded in, youth in the juvenile legal
system (JLS) are at even greater risk of suicide. Indeed, suicide
rates are up to three times higher for youth impacted by the JLS
than youth in the general population (3–5), and risk for suicide
increases with greater involvement in the JLS (6).

The Sequential Intercept Model (SIM) was developed to
describe various points in the criminal justice process at which
individuals with mental illnesses could be diverted to alternative
rehabilitative services and treatment (7). Heilbrun et al. (8)
applied the SIM to the JLS and outline intercepts as (1) the
first contact with either emergency services, (2) initial hearings
and detention post-arrest, (3) jails and courts, (4) re-entry,
and (5) community corrections. We expand this to include
an intercept zero “Prevention,” separated court processes from
confinement, and redefine confinement to include the juvenile-
specific types of juvenile detention and long-term placements
(either structured residential or psychiatric residential treatment
centers). Our iteration of the SIM views the intercepts from
a clinical perspective as various touchpoints for culturally
responsive, trauma-informed suicide prevention.

We illustrate disparities/inequities and opportunities for
equitable suicide prevention across the SIM for youth impacted
by the JLS (see Figure 1) using a Structural Racism and Suicide
Prevention Systems Framework (9), which posits that youth
are embedded across multiple ecological systems that illustrate
how individual, interpersonal, community, and societal factors
intercept and influence each other over time and have an
impact on suicide risk. Additionally, given that childhood
trauma is a significant risk factor for suicide attempts (10)
and that ethnoracially minoritized youth are more likely to
experience potentially traumatic events (11, 12), we will pay
particular attention to efforts disrupting the pathway from
trauma to suicidal risk. Within these frameworks, we contend
that inequities are compounded across the SIM, and to truly
address inequities through culturally and trauma responsive
care, we must evolve from individual to structural targets in
suicide prevention efforts (9).

Intercept 0: Prevention

Intercept 0 encompasses prevention of JLS involvement,
which in turn, can decrease suicide risk. Equitable prevention
should disrupt community and system level pipelines, e.g.,
school and child welfare, that target and propel ethnoracially
minoritized youth into the JLS. School has been a child serving
system that can impact both legal system involvement and
suicidality. For example, school resource officer programs are
related to increased arrests for non-serious violent crimes (e.g.,
truancy and curfew violations), and higher, disproportionate
rates of suspensions and expulsions specifically for ethnoracially
minoritized youth (13, 14). Such disciplinary action can lead
to school disengagement, a precursor to JLS involvement (15).

Additionally, school suspensions/expulsions limit youth from
receiving school-based mental health prevention services that
can decrease risk factors for suicidality. If youth do receive
services, they are frequently related to disruptive behaviors
seen outside the context of trauma-related issues, depression,
or anxiety (16, 17). School-based mental health services
often include universal, selective, and indicated prevention
interventions for suicide. Universal prevention programs focus
on reducing stigma about suicide and mental health and
increase student help-seeking behavior (18). The most common
form of suicide prevention in schools, selective prevention,
trains peers, teachers, and school staff to identify and intervene
in a suicidal crisis (19). Finally, indicated prevention programs
target high-risk students focused on reducing suicidal thoughts
and behaviors (20). However, if students of color are consistently
absent from school, it decreases the likelihood that they will
be identified and receive these services. The combination of
disproportionate discipline and prevention of mental health
service access in schools fails ethnoracially minoritized youth in
that it creates a direct pipeline to JLS involvement and reduces
their likelihood to access suicide prevention services.

To address the challenges in disrupting these system-level
pipelines to JLS involvement, a trauma-informed and trauma-
responsive care model has been proposed. This addresses
macro level change, e.g., anti-racist school organizational and
policy changes, and practice related changes, e.g., screening
for potentially traumatic events and connecting families to
appropriate resources (17). This culturally appropriate care
should also address racism and discrimination related to trauma
for ethnoracially minoritized youth (21). Yet, more research is
needed on how to disrupt child serving system pipelines through
partnering with key stakeholders in the community and working
across systems to adopt a unified framework for working with
ethnoracially minoritized youth.

Intercept 1: Law enforcement

Intercept 1 involves diversion performed by law
enforcement and other emergency service providers to
treatment in the community instead of being arrested or
detained. Such diversion is urgently needed, given that youth
with high-risk for suicide are more likely to have legal stressors.
In a study of youth that died by suicide, an alarming 63% had a
JLS referral and 80% of those under 18 had previous JLS contact
(22). Police officers have significant potential “therapeutic
contact,” given their high contact with youth that are at high
risk for suicide, with recent surveys indicating that 84% of
police officers encounter an individual with suicide risk as part
of their job (23). This suggests that police officers are not only
first-responders but also are gatekeepers/crisis liaisons that can
divert youth at risk for suicide from the JLS to evidence-based
care in the community.
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Unfortunately, police officers often do not receive adequate
training for detection of youth suicide risk, with data showing
that approximately one in four police officers have not received
any training in the management or intervention of suicide (23).
Some states still do not require the training in suicide protocols.
Despite very few studies documenting this phenomenon, the
criminalization of suicide by police officers (i.e., perceiving
suicidal behaviors as aggressive) is a significant barrier for
adequate links to suicide prevention services (24). In order to
address these inequities, future research should prioritize the
examination of potential biases in policing associated with Black
and Latinx suicidal youth.

To address the challenges within this intercept, we
recommend compulsory trauma-informed training for all first
responders/mobile crises teams that target racial bias. Concerted
efforts need to be made to reduce officer stress that activates
heuristics that can lead to racist policing practices (25). In
addition, we recommend the training of police officers in
suicide prevention gatekeeper training, as there is a positive
relationship between receiving evidence-based training and
outcomes in knowledge, attitudes, self-efficacy, and use of
intervention behavior by police officers (23). This can be done
through the development of protocols that are mandatory and
systematically implemented throughout states. Lastly, in efforts
to de-police crisis responses to suicide, a new three-digit dialing
code [988] (available July 16, 2022) will connect all callers
to trained counselors. Taken together, these strategies prevent
law enforcement from providing suicide care without proper
training and also highlight community responses to crises.

Intercept 2: Courts

Intercept 2 involves judicial proceedings within the court.
Most JLS involvement tends to end here (26), which may explain
why the court system has often been overlooked in suicide
prevention. Currently, courts are being empirically evaluated as
a place to screen, intervene, and refer to appropriate services
for suicidality (27–29). Currently, the MAYSI-2, a screening tool
validated within the JLS population, is used to assess suicide risk
and triggers further suicide assessment from a mental health
worker (28), however, there has been concern with racial/ethnic
and gender differential item functioning with the Suicide
Ideation and Traumatic Experiences subscales (30). While the
procedure to screen, conduct a safety plan intervention, and
refer to community-based mental health services has been
deemed both feasible and acceptable (28), there are several
inequities that come with suicide prevention in the court setting.

Courts are not designed as mental health service facilities,
where there can be a lack of privacy for youth in completing
screening, treatment, and referral services. Being in the court
may pose additional stress and impact reliable screening.
Timing of screening is important; if the youth is about

to enter the courtroom or recently received an unfavorable
sentence, their ability to report relevant risk factors, including
hopelessness, is compromised. This is especially relevant for
ethnoracially minoritized youth given that they are more
likely to receive harsher sentences than their White peers
(31). Relatedly, training for the mental health providers
conducting the screening and safety plan requires appropriate
time, resources, and finances (27). Training should include
uniform risk categories or ways to determine which youth are
referred to which services (i.e., at what risk level are youth
referred to immediate hospitalization or outpatient services)
to reduce bias from the assessor. The risk-needs-responsivity
model (32) emphasizes the importance of matching intervention
with risk level.

Universal screening, along with appropriate risk mapping
and referral systems, is a priority. To do this, courts should
provide private and safe spaces to youth to complete their
screening, ensure their staff has appropriate training to provide
equitable administering, scoring, and responding to the risk
assessment screening tool. Courts should be active partners
with community mental health agencies to ensure timely
response to referrals and open communication between parties
involved in the youth’s case. Such practice efforts should be
continued to be empirically validated as a location for risk
assessment and intervention with our present charge to ensure
equitable implementation.

Intercept 3: Confinement

Intercept 3 considers the services needed to prevent
the worsening of mental wellness of youth while they are
detained awaiting disposition or receiving services in long-
term rehabilitative facilities. In juvenile detention, suicide risk
screening is common practice at admission, though there is
variance in implementation (33). After admissions screening,
it is unclear what follow up intervention occurs apart from
making an environment safe (e.g., removing sheets from a
room and increasing staff observation). Few evidence-based
interventions exist for incarcerated adolescents (34), though
there has been successful implementation of the CSSR-S and
Safety Planning Intervention in secure detention facilities (35).
Challenges to suicide prevention in juvenile detention include
lack of guidelines to specify evidence-based practice use and
staffing capacity of qualified individuals in facilities to do suicide
risk screening (36).

We recommend researchers examine implementation
factors related to suicide prevention and investigate longitudinal
impact of prevention measures post-release (36, 37). More
robust reporting guidelines that go beyond self-report and
limited institutional data can clearly delineate factors that
could influence disparities in care (37). We recommend the
implementation of trauma-informed suicide screening and
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FIGURE 1

Equitable suicide prevention strategies across the Sequential Intercept Model.

risk assessment, coupled with brief and effective interventions
like the Safety Planning Intervention or SAFETY (38).
These practices can be implemented by clinical staff and
task-shifting strategies can be an implementation strategy
to increase capacity of detention staff for suicide screening
and intervention. A key component of prevention includes
parental/caregiver involvement in care and being intentional

about caregiver engagement in treatment (e.g., using family
visits as a way for integration).

Diversion from detention is the most upstream, impactful
approach to suicide prevention. JLS should examine their
policies governing the use of detention and out of home
placement, as such placements drastically increase the risk of
suicidality (39). Standardized instruments to divert youth from
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detention may help, although there are risks of inequitable
implementation through a process called judicial override,
where a judge can detain the youth despite the risk assessment
recommending diversion. Bias can factor into such overrides.
For instance, if a judge weighs school attendance more than
other factors, something not favorable for non-White youth
(40), the override can create inequitable detainment for non-
White youth.

Intercept 4: Reentry

Intercept 4, supports reentry back into the community after
detention/confinement to increase linkages to care and reduce
further JLS involvement through use of reentry coordinators,
peer support staff, or community partners. Current barriers to
equitable suicide prevention in the reentry period include the
challenges with sharing information and coordinating aftercare,
a task that is further compounded with the complication of
pre-trial status (i.e., multiple probation officers and court staff).
From our collective clinical experience, we have noted that the
stress of community reentry is a precipitator for emotional
distress and suicide risk. In fact, studies indicate that 40–70%
of youth recidivate within 1 year (and Black male youth with
behavioral problems have a risk for shorter recidivism time)
and recidivism is a perpetuating barrier to receiving appropriate
suicide treatment (41). In a large study of adolescents, being
placed on suicide precaution in confinement was associated with
increased recidivism (41).

A significant barrier to suicide prevention during this
intercept is the involvement of parents into the care of youth
as they transition back home. Parental involvement is a major
common treatment element of effective suicide interventions for
youth, however, many parents/caregivers report feeling “out of
the loop,” regarding their youth’s mental health during reentry
which results in difficulty in accessing and utilizing mental
health care. Another potential barrier to parental/caregiver
involvement in care, is that many youth that are incarcerated
also have a parent that is incarcerated. Similarly, long wait
periods between detention release and initial contact with court
or probation officers is associated with decreased motivation for
youth to seek care (42). Mental health treatment seeking during
reentry is even lower among Black and Latinx youth (43).

To address current barriers and disparities for suicide during
reentry, we propose the provision of inclusive wrap around
services in which probation officers or reentry workers can
be part of the support system that provides linkage to care.
We also propose the warm handoff between juvenile detention
centers and community mental health providers and the use of
evidence-based interventions that provide linkage to care [e.g.,
SAFETY; (38)]. An important area for future research that needs
to be prioritized is the development and evaluation of culturally
responsive suicide interventions for youth and families involved
in the JLS as they transition back to their community.

Intercept 5: Community supervision

Intercept 5 aims to support youth with mental health
needs to limit community supervision violations and prevent
new offenses. Juvenile probation officers are charged with
administering rehabilitation risk/needs assessments, connecting
youth to resources related to identified needs, and ensuring
compliance with the terms of court orders. While cases on
supervision have decreased in response to the decrease in
juvenile arrests, those who are on probation have higher
risk profiles including trauma histories and suicide risk
(44). Despite this increased risk, data shows that only
20% of court, and probation staff screen for suicide (45).
This gap may be attitudinal (e.g., “that’s not my job”),
limited capacity for training, or logistical, related to limited
referral networks.

An integrated screening and referral program that maps
risk to the appropriate level of service is needed; however,
accessibility remains a challenge, with up to 80% of youth
with mental health needs going without receiving appropriate
mental health care (46). Care access is an even greater barrier
for ethnoracially minoritized youth that live in areas far from
community clinics and oftentimes lack the financial resources
(and time) for transportation. Clinics themselves may lack
resources for evidence-based care [e.g., Dialectical Behavior
Therapy (DBT)]. Care coordination may be difficult across
systems, as there may be interorganizational confusion (47)
in terms of who is responsible for what aspects of a youth’s
rehabilitation across different service systems. For instance, with
youth that are screened but are placed in shelter care, there
is a tenfold increased risk in suicide attempts, highlighting
problems with care coordination with multiple systems of
care (39).

Our recommendations center on systematic screening and
monitoring for emergent suicidality throughout community
supervision. We also echo (48) who articulate that cultural
and gender specific interventions are warranted especially when
suicide risk is viewed through a social determinants of health
lens. A research and related practice gap includes understanding
the needs of gang involved youth on supervision, as these
youth may have intensive probation for violence or gun-
related charges and are seven times more likely to have suicide
attempts than non-violent-offense youth (39). Such supervision
should include restricting access to lethal means as also related
to suicide risk.

Discussion and conclusion

Suicide inequities/disparities will continue to widen if we
do not disrupt our current approach to suicide prevention
that targets individual level factors with approaches addressing
structural determinants of health. Structural racism not only
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has an impact on prevention of JLS involvement, but it
also can perpetuate JLS involvement through unnecessarily
long community supervision. Our discussion of the SIM
as a way to map suicide prevention/intervention resources
aligns with the prevention strategies outlined by Centers
for Disease Control and Prevention (49), in which they
call for multipronged approach to suicide prevention. The
outlined approaches include the strengthening of economic
supports, strengthening access and delivery of suicide care,
creating protective environments, promoting connectedness,
teaching coping and problem-solving skills, identifying and
supporting people at risk, using trauma-informed and culturally
responsive suicide prevention strategies, and lessening harms
and prevention of future risk. This approach underscores a
structural response to structural inequities for JLS youth and
serves to protect youth from suicide to keep them out of
hospitals and the JLS.
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Background: Evidence highlighted the likelihood of unmet mental health

needs (UMHNs) among LGBTQ+ than non-LGBTQ+ populations during

COVID-19. However, there lacks evidence to accurately answer to what extent

the gap was in UMHN between LGBTQ+ and non-LGBTQ+ populations. We

aim to evaluate the difference in UMHN between LGBTQ+ and non-LGBTQ+

during COVID-19.

Methods: Cross-sectional data from Household Pulse Survey between 21

July 2021 and 9 May 2022 were analyzed. LGBTQ+ was defined based on

self-reported sex at birth, gender, and sexual orientation identity. UMHN

was assessed by a self-reported question. Multivariable logistic regressions

generated adjusted odds ratios (AODs) of UMHN, both on overall and

subgroups, controlling for a variety of socio-demographic and economic-

affordability confounders.

Findings: 81267 LGBTQ+ and 722638 non-LGBTQ+ were studied. The

difference in UMHN between LGBTQ+ and non-LGBTQ+ (as reference) varied

from 4.9% (95% CI 1.2–8.7%) in Hawaii to 16.0% (95% CI 12.2–19.7%) in

Utah. In multivariable models, compared with non-LGBTQ+ populations,

LGBTQ+ had a higher likelihood to report UMHN (AOR = 2.27, 95% CI 2.18–

2.39), with the highest likelihood identified in transgender (AOR = 3.63, 95%

CI 2.97–4.39); compared with LGBTQ+ aged 65+, LGBTQ+ aged 18–25

had a higher likelihood to report UMHN (AOR = 1.34, 95% CI 1.03–1.75);
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compared with White LGBTQ+ populations, Black and Hispanic LGBTQ+ had a

lower likelihood to report UMHN (AOR = 0.72, 95% CI 0.63–0.82; AOR = 0.85,

95% CI 0.75–0.97, respectively).

Interpretation: During the COVID-19, LGBTQ+ had a substantial additional

risk of UMHN than non-LGBTQ+. Disparities among age groups, subtypes of

LGBTQ+, and geographic variance were also identified.

KEYWORDS

unmet mental health needs, LGBTQ+, COVID-19, US, disparity

Introduction

The COVID-19 crisis has disrupted the mental health
services when such services are needed more than ever, with
marginalized members of society disproportionately influenced
(1, 2). A rising worry argued that most of our attention had been
placed on visible marginalized groups (like ethnic minorities).
However, less visible groups, such as people from communities
of lesbian, gay, bisexual, transgender, queer, and other people of
diverse sexual orientation and gender identity (LGBTQ+), have
received relatively less attention (3–5).

Prior to the emergence of COVID-19, LGBTQ+ populations
had experienced greater mental health problems and unmet
mental health needs (UMHN) than non-LGBTQ+ populations,
because of stigma, discrimination, economic vulnerabilities,
and less availability of identity-affirming services (5–10).
The COVID-19 crisis has led to negative impacts on the
lives of many, but its effects are further exacerbating the
aforementioned existing risks and barriers among LGBTQ+
populations. A survey based on 1,000 adults in the United States
found that during the COVID-19 crisis, about 40% of
LGBTQ+ households experienced barriers to medical care,
compared with 19% of non-LGBTQ+ households (11). Similar
findings were identified from other groups of vulnerable
populations and countries. Studies from the United States
indicated that people with disabilities experienced significant
delays in medical care, because of severe disruptions in
access to accessible transportation (12), non-emergency medical
services (13), and personal assistance services and home
healthcare (14, 15). A study based on 26 countries in
Europe indicated that unmet healthcare needs were primarily
induced by having pre-scheduled care postponed (accounting
for 25%), forgoing care for fear of contracting COVID-19
(accounting for 12%), and being unable to obtain medical
appointments or treatments when needed (accounting for
5%) (16). Extensive literature indicated that the COVID-
19 pandemic has increased mental health needs (17, 18).
Superimposed with the aforementioned barriers also incurred
by COVID-19, the UMHN could be worse.

The COVID-19 crisis also had impacts on the LGBTQ+
community in a unique manner. There have been documented
cancelations and delays in gender-affirming surgeries, which
were associated with negative mental health consequences (2).
Furthermore, LGBTQ+ with intersecting marginalized identities
(like LGBTQ+ people of color and young LGBTQ+) could be
more vulnerable during the COVID-19 crisis. A survey based
on 4,000 adults in the United States found that during the
COVID-19 crisis, 22% of LGBTQ+ people of color became
unemployed, compared to 14% of white LGBTQ+ people and
13% of the general population (19). The shutdown of schools
or universities that could provide a gateway to mental health
services further compounded the mental health burden in young
LGBTQ+ individuals (5).

The available evidence highlighted the substantial additional
likelihood of UMHN among LGBTQ+ than non-LGBTQ+
populations. However, there is still a lack of evidence to
accurately answer: during COVID-19, to what extent the
mental health needs of LGBTQ+ were met or to what extent
the gap was in UMHN between LGBTQ+ and non-LGBTQ+
populations. In this study, we evaluated the UMHN gap between
LGBTQ+ and non-LGBTQ+ populations, with focuses on age
and race/ethnicity disparities.

Materials and methods

Data source and participants

Data are from the Household Pulse Survey (HPS), which is a
nationally representative survey of adults (age = 18) measuring
the impact of the COVID-19 pandemic and was conducted
by the US Census Bureau in partnership with the Centers for
Disease Control and Prevention (20). The HPS used the US
Census Bureau’s Master Address File as the source of sampled
housing units. The sample design was a systematic sample of all
eligible housing units, with adjustments applied to the sampling
intervals to select a large enough sample to create representative
estimates at the national, state, and metropolitan area levels.
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Technical details are available on the Census Bureau website
(21). HPS was administered online and collected information
on demographic, socioeconomic, and health status. We utilized
HPS data spanning 21 July 2021 through 9 May 2022, as this
period has data collected on both UMHN and gender identity
and sexual orientation identity.

The data are publicly available. The use of secondary de-
identified data makes this study exempt from institutional
review board review. This study follows the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE)
reporting guideline (22).

Outcome and measures

Unmet mental health needs was assessed by the question
“At any time in the last 4 weeks, did you need counseling or
therapy from a mental health professional, but did not get it for
any reason,” with the response yes or no.

LGBTQ+ status was defined by self-reported sex at
birth (male or female), gender identity (male, female,
transgender, or none of these), and sexual orientation identity
(gay/lesbian, straight, bisexual, something else, or don’t know).
Non-LGBTQ+ populations were defined as those who are
heterosexual and have the same birth sex and gender identity.
The remaining populations were grouped as LGBTQ+. Subtypes
of LGBTQ+ were also separated: Lesbian was defined as those
who had the female birth sex and had the answer “gay/lesbian”
for sexual orientation; gay was defined as those who had the
male birth sex and had the answer “gay/lesbian” for sexual
orientation; bisexual was defined as those who had bisexual
sexual orientation; transgender was defined as those who
had transgender gender identity; remaining populations from
LGBTQ+ was categorized into queer and other people of diverse
sexual orientation and gender identity (queer+).

Covariates
We examined the following socio-demographic variables:

age (18–25, 26–49, 50–64, vs. 65+), race/ethnicity (White,
Black, Hispanic, vs. Asian and others), marital status
(married, cohabiting or civil partnership, never married,
vs. widowed/divorced/separated), and education attained (less
than high school, some high school, high school graduate
or equivalent, some college but degree not received or is in
progress, associate’s degree, bachelor’s degree, vs. graduate
degree). We also investigated the affordability of mental health
service, reflected by total household income before taxes ($0–
$34,999, $35,000–$49,999, $50,000–$74,999, $75,000–$99,999,
vs. $100,000 +), difficulty with expenses (yes or no), availability
of public health insurance (yes or no), and availability of
private health insurance (yes or no). Difficulty with expenses
was assessed by the question “In the last 7 days, how difficult
has it been for your household to pay for usual household

expenses, including but not limited to food, rent or mortgage,
car payments, medical expenses, student loans, and so on?”
with the response not at all difficult, a little difficult, somewhat
difficult, and very difficult. Responses with somewhat difficult
and very difficult were recorded as “Yes.” People were regarded
as “has public insurance” if they had any one of the following
types of insurance: (a) Medicare; (b) Medicaid, Medical
Assistance, or any kind of government-assistance plan for those
with low incomes or a disability; (c) VA (including those who
have ever used or enrolled for VA healthcare). People were
regarded as “has private insurance” if they had any one of the
following types of insurance: (a) Insurance through a current
or former employer or union (through yourself or another
family member); (b) Insurance purchased directly from an
insurance company, including marketplace coverage (through
yourself or another family member); (c) TRICARE or other
military healthcare.

State-level measures
We extracted state-level measures in the United States

from the National Mental Health Services Survey (N-MHSS).
N-MHSS is a survey that collects data on the services and
characteristics of all known mental health treatment facilities in
the 50 states, the District of Columbia, and the U.S. territories
and jurisdictions and is the only source of state-level data on the
mental health service delivery system reported by both public
and private specialty mental health treatment facilities (23).
The data collected by N-MHSS included but were not limited
to the following: what treatment was offered in the facility,
how the treatment was offered, what kinds of age groups were
targeted, what types of payments were accepted, and whether
the facility was issued a license/certification. We extracted 131
state-level measures collected by N-MHSSS in 2020. The full
list of these 131 state-level measures and their explanation
can be found in the Supplementary Table 1. Following the
suggestion of a previous study (24), state-level densities of
corresponding measures were calculated as the proportion of
each state’s total number of facilities (taking facility offering
mental health diagnostic evaluation as an example, we calculated
the proportion of facility which offers mental health diagnostic
evaluation out of the total number of facilities in each state).

Statistical analysis

Descriptive statistics (counts and percentage) were reported
by the LGBTQ+ status (yes vs. no) and were tested by chi-
squared tests.

Unmet mental health needs between LGBTQ+ and
non-LGBTQ+ populations were compared using logistic
regression models with LGBTQ+ (yes vs. no) as the key
predictor. The results were reported as both unadjusted
and adjusted odds ratios (AORs). For adjusted ORs, the

Frontiers in Medicine 03 frontiersin.org

35

https://doi.org/10.3389/fmed.2022.995466
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org/


fmed-09-995466 November 2, 2022 Time: 13:21 # 4

Chen et al. 10.3389/fmed.2022.995466

controlled covariates included socio-demographics (age,
race/ethnicity, marital status, and educational attainment),
affordability (household income, difficulty with expenses,
availability of public health insurance, and availability of private
health insurance), and state of residence. Survey weights
were used to account for sampling design (including the
unequal probability of selection, clustering, and stratification)
and generate representative estimates. The weight values
were provided directly in the HRS datasets. The details of
how the weights were calculated can be found elsewhere
(25). Multicollinearity was tested using variance inflation
factor (VIF). VIF = 10 indicates a sign of severe or serious
multicollinearity (26). In this study, all models have a
maximum VIF of 1.31 suggesting a negligible amount of
multicollinearity.

To estimate age and race/ethnicity disparities, we also
fitted similar weighted multivariable logistic regressions but
added an interaction between the interested subgroup factor
and LGBTQ+ status.

To show the geographic variation in the difference of
UMHN between LGBTQ+ and non-LGBTQ+, we repeated the
above weighted multivariable logistic regression for each state,
controlling for the same socio-demographic and affordability
factors. The results from the state-specific logistic regressions
were used to appropriately estimate the adjusted risk difference
(ARDs). The ARDs were used to graphically show the
geographic variation in the difference of UMHN between
LGBTQ+ and non-LGBTQ+.

We explored further the association of the above adjusted
risk difference (ARD) with 131 state-level factors relating to
the characteristics of mental health facilities. We used linear
regression with the ARDs as the outcome and these country-
level factors as predictors. Because there is a strong correlation
between state-level variables, and the number of state-level
variables to be fitted is much larger than the number of states,
we only include one variable at a time when exploring state-
level associations.

All the above analyses were repeated by subtype of LGBTQ+.
All analyses were performed using R, version 3.6.0. We

report two-sided P-values and 95% CIs throughout. P < 0.05
was considered to be statistically significant.

Results

81,267 LGBTQ+ and 722,638 non-LGBTQ+ were
interviewed across 51 states. Compared with non-LGBTQ+,
LGBTQ+ populations were more likely to be younger
(p < 0.001), to be never married (p < 0.001), to be non-
White (p < 0.001), to have low education (p < 0.001), to have
low household income (p < 0.001), to have difficulty with
expenses (p < 0.001), to have no public insurance (p < 0.001),
and to have no private insurance (p < 0.001) (Table 1).

The overall weighted prevalence of UMHN among LGBTQ+
was 20.0% (95% CI 19.5–20.6%), significantly higher than that
among non-LGBTQ+ (7.8% [95% CI 7.7–8.0%]) (p < 0.001).
After adjusting for socio-demographics and affordability,

TABLE 1 Characteristics of participants in the United States from 21
July 2021 to 9 May 2022.

Non-LGBTQ+
(N = 722,638)a

LGBTQ+
(N = 81,267)a

P

Outcome

Unmet mental health needs
(=Yes)

58586 (8.1%) 16135 (19.9%) <0.001

Covariates

Age

18–25 19536 (2.7%) 8678 (10.7%) < 0.001

26–49 264544 (36.6%) 41087 (50.6%)

50–64 220340 (30.5%) 19002 (23.4%)

65+ 218218 (30.2%) 12500 (15.4%)

Race/ethnicity

White 541228 (74.9%) 56683 (69.7%) < 0.001

Black 55782 (7.7%) 5422 (6.7%)

Hispanic 64607 (8.9%) 10718 (13.2%)

Asian and others 61021 (8.4%) 8444 (10.4%)

Marital status

Married 430889 (59.6%) 29446 (36.2%) <0.001

Never married 119781 (16.6%) 36653 (45.1%)

Widowed/divorced
/separated

171968 (23.8%) 15168 (18.7%)

Total household income
before taxes

$0–$34999 139668 (19.3%) 23408 (28.8%) <0.001

$35,000–$49,999 77518 (10.7%) 10073 (12.4%)

$50,000–$74,999 123144 (17%) 13821 (17%)

$75,000–$99,999 103687 (14.3%) 10388 (12.8%)

$100,000+ 278621 (38.6%) 23577 (29%)

Education attained

Less than high school 4133 (0.6%) 1256 (1.5%) < 0.001

Some high school 9645 (1.3%) 1667 (2.1%)

High school graduate or
equivalent

85609 (11.8%) 8651 (10.6%)

Some college, but degree
not received or is in
progress

150482 (20.8%) 18842 (23.2%)

Associate’s degree 76669 (10.6%) 7485 (9.2%)

Bachelor’s degree 207606 (28.7%) 23167 (28.5%)

Graduate degree 188494 (26.1%) 20199 (24.9%)

Difficulty with expenses
(=Yes)

156256 (21.6%) 25387 (31.2%) <0.001

Has public health
insurance (=Yes)

253914 (35.1%) 22299 (27.4%) <0.001

Has private health
insurance (=Yes)

489758 (67.8%) 52295 (64.3%) <0.001

Data were presented as number (percentage). P-values were extracted from chi-
square tests.
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compared with non-LGBTQ+ populations, LGBTQ+ had 2.27
times likelihood to report UMHN (AOR = 2.27, 95% CI 2.18–
2.39) (Table 2, model 3). Specifically, this likelihood was 2.27
times among lesbian (AOR = 2.27, 95% CI 2.01–2.59), 1.75
times among gay (AOR = 1.75, 95% CI 1.51–2.03), 2.80 times
among bisexual (AOR = 2.80, 95% CI 2.69–2.92), 3.63 times
among transgender (AOR = 3.63, 95% CI 2.97–4.39), and
1.99 times among queer+ (AOR = 1.99, 95% CI 1.84–2.16)
(Supplementary Table 2).

Compared with LGBTQ+ who aged 65+, LGBTQ+ aged 18–
25 had 1.34 times likelihood to report UMHN (AOR = 1.34, 95%
CI 1.03–1.75), while no significant difference was identified in
LGBTQ+ aged 26–49 (AOR = 1.02, 95% CI 0.83–1.26) and in
LGBTQ+ aged 50–64 (AOR = 0.84, 95% CI 0.66–1.06) (Table 2,
model 4). This higher risk of those aged 18–25 was specifically
identified among lesbians (AOR = 2.29, 95% CI 1.46–3.56), but
not in gay, bisexual, transgender, and queer+ (Supplementary
Table 3).

Compared with White LGBTQ+ populations, Black and
Hispanic LGBTQ+ had a lower likelihood to report UMHN
(AOR = 0.72, 95% CI 0.63–0.82; AOR = 0.85, 95% CI 0.75–0.97,
respectively), while no significant association was identified in
Asian and other ethnic LGBTQ+ (AOR = 1.07, 95% CI 0.97–
1.17) (Table 2, model 5). Similar associations were identified
among lesbians, bisexuals, and queer+, but not among gay and
transgender.

The difference in UMHN between LGBTQ+ and non-
LGBTQ+ (as reference) varied substantially across states,
ranging from 4.9% (95% CI 1.2–8.7%) in Hawaii to 16.0%
(12.2–19.7%) in Utah (Figure 1). This substantial geographic
variation primarily existed in LGBTQ+ aged 18–25 and non-
White LGBTQ+ (Figure 2). The above geographic disparity was
also identified in subtypes of LGBTQ+ but more obvious in
transgender (Supplementary Figures 1–5).

Discussion

Statement of principal findings

Based on a national representative data, we identified
a substantial additional risk of UMHN (2.27-time) among
LGBTQ+ than non-LGBTQ+ during COVID-19 in the
United States. This additional risk of UMHN was consistent
in the subtypes of LGBTQ+, but highest in transgender. We
also found that LGBTQ+ aged 18–25 (specifically among
lesbians) was more vulnerable in terms of UMHN, while the
race/ethnicity disparity was relatively small. There were wide
variations across states in the risk of UMHN among LGBTQ+
as compared to non-LGBTQ+, especially among transgender
individuals, LGBTQ+ aged 18–25, and non-White LGBTQ+.

Possible explanations and comparison
with other studies

The identified significant additional risk of UMHN among
LGBTQ+ in comparison with non-LGBTQ+ is to some extent
consistent with what the LGBTQ+ community encountered
during COVID-19. During the COVID-19 crisis in the
United States, LGBTQ+ populations experienced higher rates
of job loss, wage reduction, and food insecurity than general
populations (2, 27). These experiences of reduced resources
and economic instability can be contributing factors to the
disparities in UMHN identified in the study. Our supplement
analysis (Supplementary Table 4) to some extent supports
this point and indicates that those LGBTQ+ who have
difficulty with expenses had a 1.1-time higher likelihood of
reporting UMHN (AOR = 1.11, 95% CI 1.03–1.20). Our
Supplementary Table 4 also highlights that the impact of
job loss and wage reduction was stronger among LGBTQ+
who were relatively rich, as compared to LGBTQ+ with total
household income $0–$34999, LGBTQ+ with total household
income $50,000–$74,999 or $100,000+ had a higher likelihood
of reporting UMHN (AOR = 1.16, 95% CI 1.04–1.28;
AOR = 1.19, 95% CI 1.07–1.32, respectively). The long-lasting
societal stigmatization, institutional discrimination, lack of
identity-affirming mental health services, and negative personal
experiences with mental health services could also contribute
to the additional risk of UMHN among LGBTQ+ we found
(3, 4, 11, 28–30). The identified additional risk of UMHN
among LGBTQ+ during the COVID-19 crisis also keeps in
line with the evidence in medical care overall. A survey from
the United States also reported that a higher proportion of
LGBTQ+ Americans reported difficulties accessing medical
care and missing regular medical appointments than general
populations (27). Our Supplementary Table 4 indicates that
those LGBTQ + who had private insurance had more likelihood
of reporting UMHN (AOR = 1.11, 95% CI 1.04–1.17),
which may imply an unjustified attitude toward LGBTQ+
from private healthcare providers during COVID-19. To
be noted, the identified gap in UMHN between LGBTQ+
and non-LGBTQ+ could be wider if considering the fact
that the prevalence of mental health problems is usually
higher in LGBTQ+ populations, especially the disproportionate
influence on the LGBTQ+ community from COVID-19 crisis
(3, 5, 6).

We also found that transgender had the highest risk of
UMHN than other subtypes of LGBTQ+. This finding, to
some extent, keeps in line with a study conducted in Canada,
which found that after adjusting for socioeconomic variables
and age, compared to cisgender heterosexual people, only the
transgender but no other types of LGBTQ+ had a significant
additional risk of UMHN (7). Our findings on transgender also
corroborate previous studies, which concluded that compared
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TABLE 2 Association between LGBTQ+ status and unmet mental health needs, as well as age and race/ethnicity disparities, from 21 July 2021 to 9
May 2022.

Model 1 Model 2 Model 3 Model 4 Model 5

LGBTQ+ (=Yes) 2.94 (2.75–3.16)*** 2.32 (2.20–2.44)*** 2.27 (2.18–2.39)*** 2.41 (1.86–3.13)*** 2.41 (2.32–2.53)***

Socio-demographics

Age

18–25 – 3.32 (2.97–3.67)*** 4.22 (3.78–4.71)*** 3.82 (3.35–4.31)*** 4.18 (3.74–4.71)***

26–49 – 3.71 (3.46–3.97)*** 4.26 (3.94–4.57)*** 4.31 (3.94–4.71)*** 4.22 (3.94–4.57)***

50–64 – 2.34 (2.18–2.48)*** 2.61 (2.44–2.83)*** 2.72 (2.46–2.97)*** 2.61 (2.41–2.80)***

65+ – References References References References

Race/ethnicity

White – References References

Black – 0.86 (0.79–0.93)*** 0.79 (0.73–0.86)*** 0.79 (0.73–0.86)*** 0.84 (0.76–0.91)***

Hispanic – 0.83 (0.79–0.86)*** 0.82 (0.78–0.86)*** 0.83 (0.79–0.86)*** 0.85 (0.79–0.92)***

Asian and others – 0.76 (0.70–0.83)*** 0.74 (0.68–0.80)*** 0.74 (0.68–0.80)*** 0.73 (0.67–0.78)***

Marital status

Married – References References References References

Never married – 1.22 (1.16–1.30)*** 1.31 (1.23–1.39)*** 1.32 (1.25–1.40)*** 1.31 (1.23–1.39)***

Widowed/divorced/separated – 1.46 (1.40–1.52)*** 1.45 (1.39–1.51)*** 1.45 (1.39–1.51)*** 1.45 (1.39–1.51)***

Education attained

Less than high school – References References References References

Some high school – 0.90 (0.78–1.02). 0.84 (0.73–0.96)* 0.84 (0.72–0.96)* 0.83 (0.72–0.95)*

High school graduate or equivalent – 1.02 (0.88–1.19) 0.93 (0.80–1.09) 0.93 (0.80–1.08) 0.93 (0.79–1.08)

Some college, but degree not received or is
in progress

– 1.67 (1.42–1.95)*** 1.49 (1.27–1.75)*** 1.49 (1.27–1.75)*** 1.49 (1.26–1.75)***

Associate’s degree – 1.58 (1.31–1.92)*** 1.42 (1.17–1.70)*** 1.42 (1.17–1.70)*** 1.40 (1.16–1.70)***

Bachelor’s degree – 1.63 (1.39–1.90)*** 1.57 (1.35–1.82)*** 1.57 (1.35–1.82)*** 1.55 (1.34–1.80)***

Graduate degree – 1.72 (1.43–2.05)*** 1.67 (1.39–1.99)*** 1.67 (1.39–1.99)*** 1.65 (1.38–1.97)***

Affordability

Total household income before taxes

$0–$34,999 – References References References References

$35,000–$49,999 – 0.83 (0.79–0.87)*** 0.90 (0.85–0.95)*** 0.90 (0.84–0.95)*** 0.90 (0.84–0.95)***

$50,000–$74,999 – 0.76 (0.72–0.81)*** 0.90 (0.84–0.94)*** 0.90 (0.84–0.94)*** 0.90 (0.84–0.94)***

$75,000–$99,999 – 0.68 (0.65–0.72)*** 0.86 (0.83–0.90)*** 0.86 (0.82–0.90)*** 0.86 (0.83–0.90)***

$100,000+ – 0.49 (0.46–0.53)*** 0.70 (0.66–0.73)*** 0.70 (0.66–0.73)*** 0.70 (0.66–0.74)***

Difficulty with expenses (=Yes) – – 2.59 (2.51–2.66)*** 2.59 (2.51–2.66)*** 2.59 (2.51–2.66)***

Has public health insurance (=Yes) – – 1.77 (1.70–1.84)*** 1.77 (1.70–1.86)*** 1.77 (1.70–1.84)***

Has private health insurance (=Yes) – – 0.86 (0.81–0.90)*** 0.85 (0.81–0.90)*** 0.85 (0.81–0.90)***

Interactions

LGBTQ+ (=Yes) x age (=65+) – – – References –

LGBTQ+ (=Yes) x age (=18–25) – – – 1.34 (1.03–1.75)* –

LGBTQ+ (=Yes) x age (=26–49) – – – 1.02 (0.83–1.26) –

LGBTQ+ (= Yes) x age (= 50–64) – – – 0.84 (0.66–1.06) –

LGBTQ+ (= Yes) x race/ethnicity
(=White)

– – – – References

LGBTQ+ (=Yes) x race/ethnicity (=Black) – – – – 0.72 (0.63–0.82)***

LGBTQ+ (=Yes) x race/ethnicity
(=Hispanic)

– – – – 0.85 (0.75–0.97)*

LGBTQ+ (=Yes) x race/ethnicity (=Asian
and others)

– – – – 1.07 (0.97–1.17)

Data were presented as unadjusted or adjusted odds ratios (95% confidence intervals), which were extracted from weighted logistic regression. “–” Means the corresponding covariate was
not included in the regression. Besides the listed covariates, models 3, 4, and 5 also controlled state of residence. *p < 0.05, **p < 0.01, and ***p < 0.001.
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FIGURE 1

Geographic variation in the difference in unmet mental health needs between LGBTQ+ and non-LGBTQ+ (as reference) by states from 21 July
2021 to 9 May 2022. (A) The point presents the adjusted risk differences and the vertical line presents the 95% confidence interval, both of
which were extracted from multivariable logistic regression models with LGBTQ+ status (yes vs. no) as the key predictor, controlling for
socio-demographics (age, race/ethnicity, marital status, and educational attainment), and affordability (household income, difficulty with
expenses, availability of public health insurance, and availability of private health insurance). (B) Color presents the values of adjusted risk
differences, the same as those in panel (A).

to other subtypes of LGBTQ+, transgender people faced
additional minority stressors because of their potentially visible
gender expression (28, 31, 32). Our supplement analysis
(Supplementary Table 4) confirms this point to some extent
and indicated that those transgender people who never married
had a 1.28-time likelihood of reporting UMHN (AOR = 1.28,
95% CI 1.11–1.49). During the COVID-19 crisis, the gender-
affirming resources (like hormone therapy) needed by many

transgender people were postponed or inaccessible, which could
worsen the mental outcomes among transgender (2, 5, 33).
In addition, mental health practitioners may especially express
negative reactions to and reject transgender patients due to
a lack of adequate training and skills toward transgender
issues (30).

We further explored the UMHN among LGBTQ+ with
intersecting marginalized identities and found that LGBTQ+
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FIGURE 2

Geographic variation in the difference in unmet mental health needs between LGBTQ+ and non-LGBTQ+ (as reference) by states, age, and
race/ethnicity, from 21 July 2021 to 9 May 2022. Color presents the values of adjusted risk differences. In (A), the results were extracted from
multivariable logistic regression models for each age group, with LGBTQ+ status (yes vs. no) as the key predictor, controlling for other
covariates. In (B), the results were extracted from multivariable logistic regression models for each race/ethnicity, with LGBTQ+ status (yes vs.
no) as the key predictor, controlling for other covariates.

aged 18–25 was more vulnerable in UMHN. This could be
due to that young people have relatively limited resources
to enable them to overcome the barriers which adults also
encounter (3, 34); the shutdown of schools or universities closed

the possible gateway for young LGBTQ+ to find the mental
health services they needed (11); stay-at-home and shift-to-
online counseling could magnify young LGBTQ+’s concerns of
“don’t want parents to know” (34, 35). Our supplement analysis
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(Supplementary Table 5) highlights that these limited resources
owned by LGBTQ+ aged 18–25 themselves or concerns of “don’t
want parents to know” may be worse among families with high
household income, as Supplementary Table 5 indicates that
among the group of people aged 18–25, compared to LGBTQ+
with a total household income $0–$34,999, LGBTQ+ with total
household income $100,000+ had a 1.35-time likelihood of
reporting UMHN (AOR = 1.35, 95% CI 1.07–1.72). However,
the additional risk of UMHN among those aged 18–25 was only
identified among lesbians, but not other types of LGBTQ+. No
study has provided a possible explanation for this finding, as well
as our supplement analysis in Supplementary Table 5. It needs
more focus in future studies.

We also further explored the UMHN among LGBTQ+ with
intersecting marginalized identities with a focus on people of
color and found that there was a significantly lower risk of
UMHN among LGBTQ+ people of color than white LGBTQ+.
This finding is to some extent not consistent with a survey
conducted in the United States in 2015, which found that
transgender of color was less likely to have access to gender-
affirming mental healthcare than White transgender (32); and
a survey conducted in the United States during COVID-19,
which demonstrated that the COVID-19 crisis disproportionally
worsened the economic conditions on LGBTQ+ communities
of color (19). The possible reason is that different from the
overall results in Supplementary Table 4 and subgroup analysis
of ages 18–25 (Supplementary Table 5), a higher degree of
education and higher household income among people of color
were associated with a lower risk of UMHN (Supplementary
Tables 6, 7). The possible explanation could also be that the
disproportionate higher deaths occurred in the LGBTQ+ people
of color prevented them from being sampled by the survey (19),
and more corresponding studies are needed.

The difference in UMHN between LGBTQ+ and non-
LGBTQ+ had a wide variation across states. This geographic
variation may to some extent be because of unevenly
distributed LGBTQ-specific mental health services (24, 28)
and different COVID-19 containment policies (like social
distance rules and vaccination mandates) adopted by states
(36, 37). Our state-level analysis indicated that for bisexual,
states have a higher proportion of facility providing mental
health treatment in a partial hospitalization/day treatment
setting, offering dedicated mental health treatment program for
persons with HIV or AIDS, offering vocational rehabilitation
services, offering nicotine replacement therapy, offering non-
nicotine smoking/tobacco cessation medications, or offering
antipsychotics for the treatment of serious mental illness
(SMI), was associated with a lower risk difference in reporting
UMHN between bisexual and non-LGBTQ+ (Supplementary
Table 8); for gay, states have a higher proportion of facility
providing administrative or operational services for mental
health treatment, offering vocational rehabilitation services,
offering dedicated mental health treatment program for persons

aged 18 years and older with SMI, or offering illness
management and recovery (IMR) services, was associated with
a lower risk difference in reporting UMHN between gay
and non-LGBTQ+ (Supplementary Table 8); for queer, states
have higher proportion of facility providing group therapy,
offering mobile/off-site psychiatric crisis services, or offering
antipsychotics for the treatment of SMI, was associated with
a lower risk difference in reporting UMHN between queer
and non-LGBTQ+ (Supplementary Table 8). We further found
that the identified substantial geographic variation primarily
existed among transgender individuals, LGBTQ+ aged 18–25,
and LGBTQ+ people of color. Our state-level analysis indicated
that among people aged 18–25, states have a higher proportion
of facility providing vocational rehabilitation services, which
was associated with a lower risk difference in reporting UMHN
between LGBTQ+ and non-LGBTQ+ (Supplementary Table 9);
among Hispanic people, states have a higher proportion of
facility accepting young adults (aged 18–25 years old) for
treatment, offering offers dedicated mental health treatment
program for persons with HIV or AIDS, or offering dedicated
mental health treatment program for LGBTQ+, was associated
with lower risk difference on reporting UMHN between
LGBTQ+ and non-LGBTQ+ (Supplementary Table 11). These
findings highlight the necessity to put target-specific and state-
specific attention or intervention on these groups.

Strengths and limitations

To our knowledge, this is the first study to quantitatively
assess the UMHN among LGBTQ+ during the COVID-19 using
a national representative data. A strength of this study is the
sampling of large number of participants without using sexual
behavior, sexual orientation, and gender identity as sampling
strategy, which could reduce the potential systematic response
bias compared with research utilizing more targeted sampling
methods. Moreover, the large number of participants enabled
us to disaggregate LGBTQ+ participants, allowing us to provide
more nuanced and practical evidence of this population. Our
study is also strengthened by the inclusion of participants
with a broad spectrum of intersected marginalized identities
(young LGBTQ+ and LGBTQ+ people of color), thus extending
our findings beyond the limited scope of most studies on
LGBTQ+. Finally, our study is strengthened by the state-
specific analysis, allowing for a state-specific customization of
potential interventions.

The primary limitation of this study is the absence of pre-
COVID data, which precluded any causal inference on how
much of the identified UMHN is a result of the COVID-
19 pandemic. However, this limitation can be weakened by
comparing with the evidence from pre-COVID. For instance,
compared to non-LGBTQ+ people, the identified risk of UMHN
among LGBTQ+ people in our study is 2.27 times (AOR = 2.27,
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95% CI 2.18–2.39), higher than that (AOR = 1.57; 95% CI 1.20–
1.93, which was meta from ORs for transgender, bisexual, and
LGQ reported in a cross-sectional based on 704 individuals in
Canada in 2017 (7); compared to non-LGBTQ+ people, the
identified risk of UMHN among transgender in our study is 3.63
(AOR = 3.63, 95% CI 2.97–4.39), higher than that (AOR = 2.1,
95% CI 1.3–3.3) reported in a cross-sectional study based on 704
individuals in Canada in 2017 (7).

Second, as our data are not a specific survey data on
LGBTQ+, possible confounders cannot be fully controlled.
For instance, the experience of stigma and discrimination,
availability of identity-affirming mental health services, and
availability of social support, all of which have documented
impacts on access to mental health services, were not controlled
and explored in this study (38–40). In addition, the HPS has
no data on the reasons for UMHN; therefore, our results can
only be interpreted as associations instead of causal inferences.
Both limitations disable us to give strong recommendations on
targeted interventions.

Third, our data are lack of clinical confirmation as data
were drawn from a large-scale population survey using self-
administered instruments. The existence of self-assessed-as-
unnecessary will lead to some participants being grouped into
no UMHN and then an inaccurate estimation of the gap in
UMHN (41). In addition, lack of clinical confirmation also
disabled us from distinguishing the types of needed professional
mental health services (like professional mental health services
from GP or specialists).

Fourth, counseling or therapy from a mental health
professional is an important aspect, yet not the entirety of
mental health use. Utilization of other types of mental health
services, such as medication, social prescription, and other
complementary and alternative treatments, could also lead to an
inaccurate estimation of the gap in UMHN.

Fifth, the above three limitations disable us to put specific
attention to actual needs of mental health and further disable
us to explore the reasons for the gap between perceived
UMHN and actual UMHN. Data collection on actual UMHN
is needed in future.

Sixth, the study primarily used an Internet-based sampling
strategy, which may have led to the underrepresentation of those
with stronger UMHN, for example, those without permanent
accommodation and people of color. A survey conducted in
early of 2021 indicated that Black and Hispanic adults in the
United States remain less likely than White adults to own a
computer at home (42).

Generalizability, implications, and
conclusion

This study measured the additional risk of UMHN
among LGBTQ+ populations than non-LGBTQ+. Subgroup

evidence by age, race/ethnicity, the subtype of LGBTQ+,
and states were also provided. Our evidence highlights
that tailored services are needed to address specific mental
vulnerabilities of different subgroups of LGBTQ+, instead of
conflating sex orientation and gender identity. In addition,
taking LGBTQ+ socio-demographic characteristics into
consideration to reduce mental health service disparities
is also necessary. Mental healthcare systems could use our
evidence to ensure accessibility to professional services among
LGBTQ+ populations, by customizing target-specific and
state-specific interventions.
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Status of work alienation among
nurses in China: A systematic
review

Qian You†, Dingxi Bai†, Chenxi Wu†, Jing Gao* and

Chaoming Hou*

School of Nursing, Chengdu University of Traditional Chinese Medicine, Chengdu, China

Background: Work alienation is a common feeling of estrangement from the

work and its context. Nurses are prone to feel alienated due to the high risk

of infection, heavy workload, and the persistence of stress at high levels.

Work alienation has serious negative outcomes, organizationally as well as

personally. In recent years, the issue of work alienation among nurses has

received considerable attention in China, but no systematic reviews have

yet been published and its epidemiological status among Chinese nurses

remains unclear.

Objective: To systematically evaluate the status and distribution characteristics

of work alienation among nurses in China.

Methods: CINAHL, Embase, Web of Science, PubMed, CENTRAL, Wanfang,

SinoMed, CNKI, and VIP were searched for cross-sectional studies before

10 January 2022 on the current status of work alienation among nurses.

Two investigators independently screened the articles, extracted the data, and

evaluated the risk of literature bias. Stata16.0 software was used for analysis.

Results: A total of 12 studies were included, with 7,265 nurses involved.

Meta-analysis results showed that the score of work alienation was 35.43

[95%CI (31.82, 39.04)]. Subgroup analysis showed that the scores of male

and female nurses were 37.62 and 35.79 respectively; the scores of junior,

undergraduate, and graduate nurses were 34.90, 37.15, and 40.02 respectively;

the scores of primary, intermediate, and senior nurses were 36.95, 35.38, and

33.11 respectively; the scores of unmarried andmarried nurses were 38.59 and

36.70 respectively; the scores of nurseswho hadworked for 1∼ <6 years, 6∼10

years, and more than 10 years were 37.46, 36.69, and 32.89 respectively; the

scores of nurses with salary <5,000 yuan, 5,000∼10,000 yuan, and more than

10,000 yuan were 40.25, 37.19 and 34.52 respectively; and the scores of nurses

in emergency department and intensive care units, internal medicine, surgery,

and pediatrics were 37.25, 38.73, 36.28, and 31.98 respectively.

Conclusion: Chinese nurses had a moderate level of work alienation.

The scores of nurses in the following categories were quite high: male,

higher education levels, low-professional titles, unmarried, shorter clinical

working time, lower income, working in internal medicine, and working in

the emergency department and intensive care units. Managers should take

e�ective measures as soon as possible to reduce the occurrence of nurses’

sense of work alienation.

Systematic review registration: https://www.crd.york.ac.uk/PROSPERO/,

identifier CRD42022298746.
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Introduction

Work alienation, a common phenomenon among

employees, is defined as employees’ feelings of estrangement

from the work and its context (1). Among quick-service

restaurant managers, 15.4% of them felt alienated (2). Similarly,

one in five information technology professionals felt alienated

(3). Work alienation has been evidenced as a negative state

and related to negative repercussions such as absenteeism,

anti-productivity behavior, organizational citizenship behavior,

and neglect in pursuing common goals of the organization

(4). It exerts a negative effect on both the organization and the

individuals, disharmonizing interpersonal relationships and

impeding knowledge sharing and learning (5). What’s more,

employees may suffer from distress and anxiety, and over time

psychological problems arise.

Health sector employees feel alienated more easily, with

nursing professionals being one of the most vulnerable

populations to this psychological state due to the predominance

of shift work, high risk of infection, heavy workloads and

litigation, and high-stress levels. A previous study indicated

that 87.3% of nurses experience a moderate level of workplace

alienation (6). A recent study further suggested that for Chinese

nurses, the status of work alienation was at a medium-high level

(7). In recent years, the issue of work alienation among nurses

has received considerable attention, as the growing evidence

suggested that it can result in serious physical, psychological,

and occupational consequences. For example, work alienation is

related to low productivity, low motivation, poor performance

(8), low commitment (9), low job satisfaction (10), substance

use (11), and turnover intention (12). This negative state may

further result in disharmonizing the nurse-patient relationship,

the occurrence of missed nursing, declining patient safety and

satisfaction, and finally affecting the quality of nursing care

(13). Furthermore, job dissatisfaction and turnover intentions

accordingly increase, which leads to the shortage of nurses, a

vicious circle that work alienation has made (14). Given these

findings, appropriate measures should be taken to alleviate

work alienation for the sake of nursing staff, patients, and

healthcare organizations.

Despite work alienation being a common feeling among

nurses, healthcaremanagers frequently overlook the issue and its

related factors, which may be attributed to the wide variation of

work alienation among nurses on the one hand (7), and the lack

of recognition of this psychological state on the other. Therefore,

healthcare managers should improve their understanding of

work alienation and its significance among nurses.

The wide variation in the status of work alienation among

nurses may also be a key factor explaining the lack of attention

in hospitals (7). The ignorance of work alienation may be

attributed to the lack of recognition of this psychological state.

By improving the understanding of the status of work alienation

among nurses, healthcare managers may increase awareness of

its significance.

Compared with other countries, work alienation among

nurses is gaining increasing attention in China, with the body

of research on work alienation among nurses growing rapidly.

However, conclusions about the status of work alienation among

nurses in China have been inconsistent. Some studies have

reported that the status of work alienation among nurses was

at a medium-high level (15), while other studies have reached

different conclusions. For example, Chen et al. (16) surveyed

196 nurses in an infectious disease hospital in Nanjing, and

the results showed that work alienation among nurses was

at a low level. Discrepancies between studies possibly result

from differences in survey time, sample size, study regions, and

other factors. Moreover, no systematic review has so far been

conducted on the status of work alienation among nurses in

China. This review is aimed to fill the gap in our knowledge

about work alienation and provide a Chinese perspective on

the management of nurses around the world. Therefore, a

systematical evaluation of the current status of work alienation

among Chinese nurses was carried out, to provide a scientific

basis for more targeted interventions to alleviate work alienation

among nurses.

In essence, this study has made several important theoretical

contributions. To begin with, it is the first systematic review

to analyze the status of work alienation among nurses in

China, which will enhance a theoretical understanding of work

alienation among nurses. Second, our research is evidence-

based which puts forward the concept of work alienation and

treats it as a crucial aspect of the workplace that may bring

negative organizational outcomes as well as personal outcomes,

thus filling the gap of ignorance of work alienation (17). Third,

practical recommendations are made for reference by healthcare

management in our study to reduce the turnover of nursing

professionals since it is tricky for managers to identify and

handle work alienation, as employees usually do not share their

feelings with colleagues and managers (18).

Methods

This study aims to estimate the status of work alienation

among Chinese nurses. PRISMA (Preferred Reporting Items

for Systematic Reviews and Meta-Analysis) was used to report

the study. The study protocol was registered under PROSPERO

(Ref: CRD42022298746).

Search strategy

Comprehensive research on PubMed, Embase, CENTRAL,

Web of Science, and four Chinese databases [National
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Knowledge Infrastructure (CNKI), Chinese Biomedical

Literatures database (SinoMed), Wanfang Digital Periodicals

(WANFANG), and Chinese Science and Technology Periodicals

(VIP)] were conducted to identify the status of work alienation

among Chinese nurses. The following search terms and logic

were used: alienation (’alienation’ OR ’work alienation’). They

were combined with title/abstract words related to nursing

(’nurs∗’ OR ’health occupations’ OR ’health personnel’ OR

’health facilities’ OR ’healthcare worker’) through the Boolean

operator AND. This search strategy was implemented in each

of the databases mentioned above. There were no restrictions

on the date, publication status, or year of publication, but the

languages were confined to English and Chinese.

Inclusion and exclusion criteria

The inclusion criteria were as follows: (1) cross-sectional

studies; (2) Chinese nurses; (3) a scale compiled by Chinese

scholar Ren was adopted, which includes twelve items and three

dimensions of helplessness, powerlessness, andmeaninglessness,

giving a total score ranging from 12 to 60 points, in which a

greater score means a high level of work alienation (19). This

scale has been adopted by many scholars in China and showed

good reliability and validity (20). (4) the research variable is

work alienation. No limitation was exerted on gender, race, or

educational status. The exclusion criteria were: (1) the studies

not in English or Chinese language; (2) duplicate studies; and

(3) no eligible data for extraction.

Data extraction

Once the search was completed, the next step in data

extraction was to screen the articles. Two researchers (YQ and

BDX) screened the obtained literature based on the inclusion

and exclusion criteria. They extracted the data, discussed it, or

deliberated it with another researcher independently (WCX)

when there was no agreement. The data extraction content

included the research title, the first author, year of research

publication, region, department, sample size, age, gender, and

the total score of work alienation.

Quality assessment

The tool of the National Center for Biotechnology

Information (US) recommended by the Agency for Healthcare

Research and Quality (AHRQ) was used to evaluate the

quality of included studies by two reviewers (YQ and WCX)

independently. Discrepancies relating to the quality of studies

were resolved by a third reviewer (BDX or GJ). The AHRQ tool

includes a total of 11 items with the options of “Yes (1 point)”,

“No (0 points)”, and “I don’t know (0 points)”. According to

the score, 0–3 points are regarded as low quality, 4–7 points as

medium quality, and 8–11 points as high quality (21).

Statistical analysis

Stata 15.0 software was used for data analysis and

calculating the pooled scores (using the metan command). The

heterogeneity of the included studies was judged by theQ test (P-

value) and I². If P ≤ 0.1 or I²≥50%, it means there is statistical

heterogeneity between the studies, and the random effects

model is to be applied. If not, the fixed effects model would

be applied for the meta-analysis. Based on gender, education,

professional title, marital status, working years, salary, and

department, subgroup analysis was conducted to explore the

source of heterogeneity. Meanwhile, one-by-one elimination

of included studies through sensitivity analysis was used to

detect the stability of results and Begg’s test was used to detect

publication bias.

Results

Study search

A total of 169 articles were identified following our search

strategy (four from PubMed, two from Embase, 20 from Web

of Science, three from CENTRAL, 41 from CINAHL, 26 from

CNKI, 20 from SinoMed, 32 from Wanfang, and 21 from VIP).

Finally, 12 articles were included after screening (Figure 1).

Study characteristics and risk of bias
assessment results

This systematic review included 12 articles with a total of

7,265 nurses. The included articles were all of medium and high-

quality–four high-quality articles and eight medium-quality

articles. The basic characteristics of the included studies and the

evaluation of the risk of bias are presented in Table 1.

Results of the meta-analysis

The score of work alienation

The total score of work alienation of 7, 265 nurses were

extracted from the 12 finally selected articles. The quantitative

evaluation results showed that the included studies had high

heterogeneity (I2= 99.7%, P < 0.001), so a random effect model

was used for meta-analysis. The total score of nurses’ work

alienation was 35.43 [95%CI (31.827, 39.040)], which was in

the middle level (Figure 2). The source of heterogeneity through
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FIGURE 1

Flowchart of included studies (PRISMA-2009-Flow-Diagram). From Page et al. (22). For more information, visit: http://www.prisma-statement.

org/.

subgroup analysis had not been identified and a further review

of the literature suggested that the generation of heterogeneity

may be related to factors such as sample size, sampling method,

and sampling area.

Subgroup analysis results

Subgroup analysis was conducted on gender, education

background, professional title, marital status, clinical working

time, salary, and department. The results showed that the score

of work alienation was quite high (Table 2).

Sensitivity analysis/ risk of bias

A sensitivity analysis was performed, and the results were

not significantly different from the total combined estimated

value, which suggested that the meta-analysis results were

relatively stable and reliable (Figure 3). Begg’s test was used

to evaluate publication bias, and a score of (Z = 0.945)

suggested that the risk of publication bias in this study

was low.

Discussion

The Newcastle-Ottawa scale (NOS) score ranged from 6

to 8 points, indicating that the quality of the included studies

was high. The results of the meta-analysis showed that the

score of Chinese nurses’ work alienation was 35.43 [95%CI

(31.88, 39.04)], which was at a moderate level. However, this

score was higher than Turkish nurses (15) and Dutch midwives

(9), but lower than Pakistani middle managers (5) and Iranian

workers (34). The reasons for this difference may be related to

occupation, national policies, and varying medical and health

service systems.

Male nurses had a higher level of work alienation than

female nurses, and the result was consistent with the finding

of Hu (23). Male nurses are under greater work pressure

due to their lower social acceptance in China. They have a
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TABLE 1 Characteristics of the included studies.

First author

(year)

Region Department Sample size Age Education Professional Score Quality

qualifications

M W Total Junior

college

Undergraduate

college

Postgraduate

and above

Primary Middle High

Hu et al. (23) He Nan Pediatrics 7 226 233 ≥20 71 146 16 215 15 3 35.02 High

Ling et al. (24) Zhe Jiang ICU 46 188 234 ≥22 70 132 32 89 119 26 30.66 Middle

Zhang et al. (25) Zhe Jiang Emergency 56 231 287 - 56 209 22 166 95 26 45.49 Middle

Zhong et al. (26) Guang Dong Obstetrics,

gynecology,

emergency,

operating room,

internal medicine,

surgery

26 577 603 ≥20 232 366 5 510 84 9 35.00 High

Zhu et al. (27) Zhe Jiang Emergency 20 232 252 ≥22 97 136 19 84 123 45 45.12 Middle

Xiao et al. (28) Hu Bei Internal Medicine,

Surgery,

Emergency, ICU

0 438 438 ≥20 132 306 278 136 24 34.22 Middle

Bai et al. (29) Zhe Jiang Pediatrics 0 138 138 - 32 87 19 78 49 11 28.90 High

Chen et al. (20) Zhe Jiang Internal medicine,

operating room

222 3,462 3,684 - 1,328 2,227 129 2,012 1,507 165 43.69 High

Zhao et al. (30) Xin Jiang Internal Medicine,

Surgery,

Emergency,

Obstetrics,

Pediatrics, ICU

19 748 767 ≥20 377 390 616 116 35 30.18 Middle

Lu et al. (31) Liao Ning operating room 8 194 202 ≥25 70 132 0 56 107 39 31.70 Middle

Xiao et al. (32) Guang Dong Emergency, ICU 29 316 345 - 113 230 2 239 96 10 35.91 Middle

Jiang et al. (33) Zhe Jiang Dialysis department 2 80 82 ≥22 57 25 59 23 - Middle

Means not reported. M/W, Men/Women; ICU, intensive care unit.
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FIGURE 2

Forest plot of prevalence of PDF.

poorer sense of group belonging, lower professional identity,

and a stronger willingness to resign, so the level of work

alienation is relatively higher among men (35, 36). Therefore,

managers should assign male nurses responsibilities that are in

accordance with their logical thinking ability and calmness in

case of trouble so as to maximize their potential; on the other

hand, professional training for male nurses in the department

should be implemented regularly, and timely encouragement

and support should be given to increase their professional

identity and sense of group belonging, thereby reducing male

nurses’ sense of work alienation.

The results of this study showed that with higher salaries,

nurses’ work alienation score gradually decreases, which was

consistent with the findings of Tummers (9). Half of the nurses

in China are dissatisfied with their income, which, to some

extent, reflects the inability to fully fulfill the professional value

of nurses (37). Nurses with higher incomes have higher job

satisfaction and professional identity. They can be intrinsically

motivated in the process of career development and have the

enthusiasm to actively participate in the work, so the level of

work alienation is lower (38). Flodgren et al. (39) believed that

the compensation incentives for medical staff were conducive

to motivating medical staff to change their behaviors in

decision-making, improve patient prognosis, and thus improve

the quality of care. Therefore, hospitals should appropriately

increase nurses’ remuneration and benefits, establish reasonable

internal and external incentive mechanisms, and reduce the

level of nurses’ work alienation, which is of great significance to

stabilizing the nursing team, promoting their work enthusiasm

(40), and reducing the turnover rate of nurses.

Nurses with higher education levels had higher levels of

work alienation, which was inconsistent with the finding of Wei

(41). Wei pointed out that people with high education levels

establish flexible work arrangements at work because of the

advantages brought by their academic qualifications, abilities,

and learning patterns, and they can arrange work more flexibly

and have greater autonomy in work (41). According to our

study, nurses with higher education levels are usually engaged

in clinical nursing as well as scientific research work. Such

overloaded work reduces their professional identity and job

satisfaction (42), which results in a sense of work alienation.

Therefore, department managers should formulate training
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TABLE 2 Subgroup analyses of the PDF.

Subgroup Number of studies Sample

size

Results of heterogeneity Effect model Results of meta-analysis

I
2(%) P Score(95%CI)

Gender

Men 4 335 97.2 <0.05 Random 37.62[31.16,44.11]

Women 6 4,651 99.7 <0.05 Random 35.79[30.39,41.20]

Education background

Junior college 6 1,727 98.5 <0.05 Random 34.90[30.96,38.83]

Undergraduate 5 2,837 99.4 <0.05 Random 37.15[32.31,41.99]

Postgraduate and above 4 199 96.6 <0.05 Random 40.02[34.78,45.26]

Professional qualifications

Primary 6 2,679 99.1 <0.05 Random 36.95[32.80,41.11]

Middle 7 2,129 99.4 <0.05 Random 35.38[29.37,41.40]

High 7 326 97.8 <0.05 Random 33.11[26.77,39.44]

Marital status

Unmarried 5 1,713 98.8 <0.05 Random 38.59[33.53,43.65]

Married 5 3,022 99.6 <0.05 Random 36.70[30.77, 42.64]

Divorced/widowed 2 110 0 >0.05 Fixed 44.14[42.86,45.44]

Years of working

1∼ <6 3 303 96.2 <0.05 Random 37.46[32.77,42.15]

6∼10 3 318 99.1 <0.05 Random 36.69[28.22,45.17]

>10 5 423 99.1 <0.05 Random 32.89[25.03,40.74]

Salary

<5,000 yuan 4 1,213 98.5 <0.05 Random 40.25[35.45,45.06]

5,000∼10,000 yuan 4 2,234 99.3 <0.05 Random 37.19[30.70,43.68]

>10,000 yuan 4 896 99.4 <0.05 Random 34.52[26.22,42.83]

Department

Emergency & ICU 6 1,401 99.5 <0.05 Random 37.25[32,58, 41.91]

Internal Medicine 2 1,762 99.8 <0.05 Random 38.73[29.33,48.13]

Surgery 3 1,607 99.8 <0.05 Random 36.28[27.71,44.85]

Pediatrics 2 376 98.6 <0.05 Random 31.98[25.98,37.98]

programs for nurses to choose either specialization in scientific

research or clinical nursing. Nurses with higher education levels

should focus on training as scientific research nurses while

reducing clinical nursing responsibilities, and specialist nurses

should focus on consolidating specialist nursing knowledge and

improving their professional skills.

The results of this study showed that with the promotion

of professional titles and the increase of clinical working time,

the level of nurses’ work alienation gradually decreased, which

was inconsistent with the findings of Sulu S, Kocoglu (43, 44).

Nurses with lower levels of professional titles and shorter clinical

working time may lack work experience and interpersonal skills,

and the probability of erroring in clinical nursing is higher

than that of nurses with higher professional titles, which then

leads to job dissatisfaction and work inefficiency, hence a higher

level of work alienation (45). Therefore, for nurses with lower

professional titles and shorter clinical working time, managers

should rationalize their shifts, reduce work intensity, and

gradually guide nurses to adapt to higher-intensity workloads,

thereby reducing clinical nursing errors. At the same time,

managers should focus on nurses’ psychological state and take

measures such as structural empowerment and strengthening

peer mutual assistance to improve their psychological resilience.

This would improve their wellbeing and professional identity

(46), thereby alleviating their work alienation and finally

reducing the nurse turnover rate.

According to our study, unmarried nurses have higher work

alienation scores than married nurses, which was consistent

with the finding of Ren (19). Married nurses tend to rely on

family and social support when they feel alienated at work.

However, unmarried nurses cannot constantly obtain family

support since they have been independent of their parents while

still in need of spouses. Sometimes they cannot effectively resolve

traumatic events at work and negative emotions may persist,
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FIGURE 3

Sensitivity analysis.

finally amounting to work alienation (41). Therefore, nursing

managers should provide unmarried nurses with emotional

support and care. At the same time, nursing managers are

obliged to improve the social support system and create good

interpersonal relationships to improve the overall quality of

nurses’ work and life (47).

This study shows that nurses in internal medicine

departments, emergency departments, and intensive care

units have higher scores of work alienation. While the results

of Gao et al. (48) showed that pediatric nurses had higher

work alienation than internal medicine nurses, which may

be a result of the small sample size—only 31 pediatric nurses

were included.

With the current increase in the older adult population,

China is facing challenges and difficulties in terms of the

medical demand for chronic diseases. Most of the patients in

the internal medicine department are frail and senile, suffering

from complex illnesses. So, a higher quality of professional care

and interpersonal communication skills are required, which,

however, proves to be a source of great pressure for nurses.

Once the pressure is too high and they cannot relieve it, it

is easy to feel alienated at work. The high score of work

alienation of nurses in the emergency departments and the

intensive care units is consistent with the research results of Wu

et al. (49). Compared with other departments, the work in the

emergency departments and the intensive care units is of a faster

pace, higher load, and higher risk Nurses in these departments

and units tend to have a negative and exhausted mentality,

and work alienation occur frequently. Managers should make

reasonable human resource arrangements according to the

situation of the department, conduct regular psychological

counseling for nurses, and organize relevant team-building

activities to improve cohesion among the nurses. At the

same time, managers should reasonably allocate the workload

of nurses, with human resources scientifically equipped to

reduce their workload (50), thereby reducing nurses’ sense of

work alienation.

Chinese nurses have a moderate level of work alienation.

However, males, higher education, lower professional titles,

unmarried, shorter working time, lower income, internal

medicine, and critical care nurses have higher work alienation

scores. So, early identification of work alienation and timely

intervention are needed to reduce the turnover rate of

nurses and improve the quality of nursing. This study has
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certain limitations: (1) this study was uncontrolled binary

data, and the inclusion of the literature was more extensive,

which increased the heterogeneity between the studies; (2)

during the meta-analysis, studies that did not use the scale

compiled by Ren or were unable to calculate the score from

the literature were excluded, which may impact the final

combined effect size; (3) all the studies were conducted in

eastern and central China. Larger samples, high-quality, and

multi-center original research will need to be conducted in

the future.

Implications and future research
directions

This study has demonstrated the status of work alienation

among nurses in China. Learning the status of work alienation

can provide an up-to-date theoretical basis for the management

of nurses. Most significantly, this study raises the awareness of

work alienation among healthcare managers.

Three possible future research directions can be identified

from our study. First, at present, there exist only a very small

number of studies on work alienation among nurses, compared

with studies on work alienation among other professionals,

and few focused on the predictors or the consequences of

work alienation. Future research should use experimental

design or longitudinal designs for strong causal insights (51).

Second, work alienation is a subjective negative psychological

state; therefore, qualitative and quantitative studies should be

conducted to explore the understanding and experiences of

work alienation among nurses so as to gain in-depth knowledge

about which interventions are effective to reduce this feeling,

and so on. Third, work alienation has been proven to be a

crucial mediator and/or moderator for the relationship between

organizations and employees. For example, a previous study

indicated that work alienation was an important mechanism

through which laissez-faire leadership influenced job burnout

(52). Therefore, similar studies should be carried out to explore

the potential links between organizations and employees and

extend the existing literature.
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middle-aged and older adults:
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and the United States

Aliya Amirova, Katharine A. Rimes and Ruth A. Hackett*

Department of Psychology, Institute of Psychiatry, Psychology and Neuroscience, King’s College

London, London, United Kingdom

Objectives: This study examined di�erences in perceived discrimination across

multiple characteristics in England and the United States (US), in middle- and

older-aged adults.

Methods: Using data from the English Longitudinal Study of Aging (N = 8,671)

and the US-based Health and Retirement Study (N = 7,927), we assessed

cross-national di�erences in perceived discrimination attributed to disability,

financial status, sex, race, sexual orientation, and weight. We also compared

how perceived discrimination varied with socioeconomic position (SEP) based

on wealth.

Results: Perceived discrimination due to financial status wasmore common in

England (6.65%) than in the US (2.14%) adjusting for age, sex, and wealth [Odds

Ratio (OR)= 1.09, 95% CI (1.07; 1.10)]. This a�ected people of low but not high

SEP. Sexual orientation discrimination was more common in England [0.72 vs.

0.15%, OR = 4.61, 95% CI (2.48; 8.57)]. Sex-based perceived discrimination

was more prevalent in the US (12.42%) than England (9.07%) adjusting for

age and wealth [OR = 0.87, 95% CI (0.86; 0.89)]. Cross-national di�erences in

sex discrimination did not vary with SEP. Racism was the most common type

of perceived discrimination reported in both samples (England: 17.84%, US:

19.80%), with no significant cross-national di�erences after adjustment for sex.

Discussion: Perceived discrimination attributed to financial status and sexual

orientation were more prevalent in England, while more women perceived

sex discrimination in the US. This study suggests that country-specific and

socioeconomic factors a�ect the prevalence of perceived discrimination.

This may be relevant when targeting interventions aimed at reducing

perceived discrimination.
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Introduction

Globally, populations are aging. By 2050, it is estimated

that people aged 65 and over will make up 24 and 21.4% of

the population in the United Kingdom (UK) and United States

(US), respectively (1, 2). Health and wellbeing at an older age

is a policy priority (3). Perceived discrimination is increasingly

recognized as a risk factor compromising healthy aging.

Discrimination is the prejudiced and unfair treatment of

individuals based on demographic or ascribed characteristics (4)

including disability, race, sex, and socioeconomic background

(4). Perceived discrimination is associated with poorer mental

and physical health (5–7). This is supported by population-

based studies of middle-aged and older adults such as the

English Longitudinal Study of Aging (ELSA) and the US-based

Health and Retirement Study (HRS). ELSA findings suggest that

perceived age discrimination is associated with an increased

likelihood of chronic illness (8). Other ELSA studies have linked

perceived weight (9) and sexual orientation discrimination

with depression and lower quality of life (10). In adults with

health conditions such as visual impairment (11) and pain

(12), perceived discrimination has been shown to negatively

impact wellbeing. Analyses of the HRS sample indicate that

perceived discrimination due to stable characteristics (e.g., race)

is associated with loneliness, while perceived discrimination due

to characteristics that can change over time (e.g., disability and

weight) is associated with the onset of chronic conditions, lower

self-rated health and life satisfaction (13).

Studies have investigated perceived discrimination in the

ELSA and HRS cohorts separately. However, cross-national

comparisons can offer additional insights. The sociocultural and

historical contexts of England and the US differ and thus, may

influence discrimination experiences. For example, the make-up

of ethnic minority groups in England differs from the US, with

those of South Asian backgrounds forming the largest minority

group in England (14). While those of Hispanic/Latinx ethnicity

represent the largestminority group in theUS (15). Additionally,

in terms of wealth distribution, England has a history of a

hierarchically organized society (16), while the US is perceived

as more economically egalitarian (17). Therefore, understanding

differences in the prevalence of various types of discrimination

may elucidate areas for interventions.

Previous work such as the Eurobarometer survey, including

participants from 28 European countries, suggests that perceived

discrimination due to ethnicity (64%), sexual orientation (58%),

disability (50%), and gender (37%) is perceived to be common

with some variability between countries (18). However, the

extent of perceived discrimination in middle-aged and older

adults is not well documented in such surveys (19, 20),

despite evidence that social exclusion is common at these

life stages and is linked to poor health (21). Additionally,

cross-national comparison of the context, type and rates of

perceived discrimination is limited by a lack of comparative

measures in existing surveys. Perceived discriminationmeasures

in ELSA and HRS have been harmonized, facilitating cross-

national comparison.

To our knowledge, only one study to date has assessed

cross-national differences in perceived discrimination between

England and the US using cohort data from middle-aged and

older adults. This study focused on perceived age discrimination

in the ELSA and HRS cohorts and found that more adults in

England than in the US reported age-related discrimination

(22). Building on this evidence, we aim to assess cross-

national differences in perceived discrimination attributed to

other characteristics such as disability, financial status, sex,

sexual orientation, race and weight in ELSA and HRS. Middle-

aged and older adults have heterogeneous characteristics such

as race, weight, and financial status (23), so it is important

to understand the prevalence of discrimination attributed to

these characteristics.

Experiences of discrimination vary depending on

socioeconomic position (SEP). Perceived age discrimination

was associated with lower wealth in ELSA and HRS samples

(22). While, inequalities in education and wealth are well

documented in middle and older age (24). Therefore, we

aimed to assess cross-national differences in the wealth

gradient for perceived discrimination in middle-aged and

older adults.

Materials and methods

Data source and study design

In a cross-sectional analysis we used data from

two nationally representative studies of aging: ELSA in

England and the HRS in the US. These studies were

designed to be comparable and closely matched in

sampling and questionnaire content. Harmonized data

files from wave 5 (2010) of ELSA and wave 7 of HRS

(2010) were obtained from the Gateway to Global Aging

(g2aging.org). Analyses were constrained to 2010 as

perceived discrimination was assessed in ELSA at this

time point only.

Study population

ELSA and HRS cohorts have been described in

detail elsewhere (25, 26). Analyses were restricted

to participants aged ≥ 50 years who provided

perceived discrimination data, resulting in analytic

samples of N = 8,671 (ELSA) and N = 7,927 (HRS),

Figure 1.
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FIGURE 1

Study flow chart.

Ethical approval

ELSA was approved by the London Multicentre Research

and Ethics Committee (MREC/01/02/91). Approval for HRSwas

obtained from the University of Michigan Institutional Review

Board (https://hrs.isr.umich.edu/publications/biblio/9048).

Measures

Perceived discrimination was assessed in both cohorts using

the same items based on the frequency of discrimination in

five situations: “In your day-to-day life, how often have any

of the following things happened to you (1) you are treated

with less respect or courtesy; (2) you receive poorer service

than other people in restaurants and stores (ELSA: shops);

(3) people act as if they think you are not clever; (4) you

are threatened or harassed; (5) you receive poorer service or

treatment than other people from doctors or hospitals” (almost

every day/at least once a week/a few times a month/a few

times a year/less than once a year/never). As previously

reported (27), the data were skewed, with most individuals

reporting “never” experiencing discrimination, we created a

binary variable to indicate whether participants had experienced

discrimination in the past year (a few times or more a year

vs. less than once a year or never), except for the fifth item

which was dichotomized to indicate whether respondents had

ever experienced discrimination from doctors or hospitals

(never vs. all other options) as most participants reported

“never” experiencing discrimination in this setting. A follow-

up question asked participants to attribute the discriminatory

experience to one or more reasons: physical disability, financial

status, race, sex, sexual orientation, weight, and age. This

measure has good validity for the assessment of discrimination

(28, 29) and has been widely used in research investigating

associations between discrimination and health in ELSA and

HRS (5–8, 11, 12, 30).

Covariates

Age was modeled as a categorical variable (52–59; 60–

69; 70–79; 80+ years old). Sex (female/male) was modeled

in binary. Wealth (excluding pension wealth) is the most

relevant indicator of SEP in these cohorts (25, 26). This

measure is based on detailed assessments of socioeconomic

resources (e.g., financial wealth, including housing costs,

assets, earnings, debts; and physical wealth) (i.e., land

and jewelery). We modeled wealth as a continuous and

categorical variable based on a cohort-specific median

split (below median = low SEP, above the median =

high SEP).

Statistical analysis

Analyses were carried out in R. We first assessed whether

the HRS and ELSA samples differed in age, sex, and wealth (our

key covariates) using a series of t-tests for normally distributed

continuous variables (age, wealth) and χ
2 (chi-square) tests for

binary variables (sex and SEP level).

We assessed unadjusted cross-national differences in the

prevalence of perceived discrimination attributed to disability,

financial status, sex, race, sexual orientation, and weight using

multiple logistic regression models and χ
2-tests. Analyses of

perceived disability discrimination were restricted to those

living with a longstanding physical limitation (defined as an

impairment in basic or instrumental activities of daily living

or impaired mobility). Perceived race discrimination analyses

were restricted to ethnic minority participants. Perceived sex

discrimination analyses were limited to female participants.

perceived weight discrimination analyses were restricted to

obese participants (Body Mass Index: BMI > 30 kg/m2). We

choose to restrict all analyses to improve the precision of the

estimates so that we compare the prevalence of discrimination

in non-dominant groups (e.g., women) who do and do not

perceive discrimination.

Sexual orientation was assessed using item: “Which

statement best describes your sexual desires over your lifetime?
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Please include being interested in sex, fantasizing about sex or

wanting to have sex”: (1) entirely for women, (2) mostly for

women, but some desires for men, (3) equally for women and

men, (4) mostly for men, but some desires for women, (5)

entirely for men, and (6) no sexual desires in lifetime. We

categorized participants with reported desires entirely for the

opposite sex as heterosexual, entirely for the same sex as gay

and those reporting desires equally for both sexes, mostly for

the same sex, or some desires for opposite sex as bisexual.

The number of lesbian, gay, or bisexual (LGB) individuals

was small in both ELSA (n = 139) and HRS cohorts (n = 9).

Therefore, sexual orientation discrimination analysis was not

restricted to LGB individuals. As in previous work (22), data

were unweighted as we combined two subsamples of HRS and

ELSA respondents, which had different weights.

We then conducted logistic regression analyses adjusting

for covariates that were significantly associated with

each discrimination type as in previous work (22). We

implemented generalized linear models (binomial) with

perceived discrimination as the independent variable and

country (US/England) as the dependent variable. Likelihood

ratio tests for two nested models were conducted to assess

differences in perceived discrimination between the countries.

We also assessed these relationships looking at each of the five

discriminatory situations separately.

We performed secondary analyses to compare the role of

SEP in the prevalence of perceived discrimination in England

and the US. Firstly, we fitted multiple binomial regression

models to compare the moderating effect of continuous wealth

on each type of perceived discrimination across the two

countries. We also re-ran logistic regression analyses stratified

by SEP (low/high), removing adjustment for this variable.

Secondly, removing the stratification by SEP, we assessed

the interactive effects of SEP and country on the prevalence

of perceived discrimination attributed to each characteristic

separately. A log-likelihood ratio test was used to test for

interaction. As in previous work (20), data were unweighted as

we combined two subsamples of HRS and ELSA respondents,

which had different weights.

Sensitivity analysis

We carried out the cross-national comparison stratified

by SEP operationalized using education level. Education was

included as binary variable (no higher degree and higher degree),

describing the highest educational qualification attained. No

higher degree included no formal education, GCSE, O-Level

A-Levels, or equivalent in ELSA; and no formal education,

education below high school or completed high school in HRS.

Higher degree included university degree or higher in ELSA and

college to post-college in HRS. We also included education as a

covariate in addition to age, sex, and wealth.

TABLE 1 Participant characteristics.

England

(N = 8,671)

United States

(N = 7,927)

Age (mean, SD) 66.57 (SD= 9.03) 67.28 (SD= 10.80)

Living with a physical

limitation (n, %)

2,890 (33.33%) 386 (4.87%)

Women (n, %) 4,816 (55.54%) 4,583 (57.82%)

Ethnic minority groups

Ethnic minorities (total n, %)

213 (2.46%) 717 (9.05%)

Black 33 (15.45%) 414 (57.75%)

Asian 49 (23%) -

Hispanic - 303 (42.25%)

Mixed 7 (3.29%) -

Other/did not state 124 (58.2%) -

Low SEP 7,581 (87%) 7,068 (89%)

Weight (BMI, kg/m2)

BMI (mean, SD)

28.16 (SD= 5) 35.37 (SD= 18.14)

BMI > 30 kg/m2 (n, %) 1,524 (24.46%) 4,874 (61.58%)

Percentages are valid percent.

BMI, Body Mass Index; SEP, Socioeconomic Position; SD, Standard Deviation.

The analysis concerned within-country comparisons (low

SEP vs. high SEP and association between wealth and perceived

discrimination) was also weighted to test the impact of adjusting

for selection bias. We performed weighted logistic regression to

account for selection bias in HRS and ELSA separately when

assessing the association between wealth and discrimination.

Results

Participant characteristics

This study included 8,671 individuals from ELSA [M =

66.57 (SD = 9.03) years old; 4816 (55.54%) female] and

7,927 individuals from HRS [M = 67.28 (SD = 10.80) years

old; 4,583 (57.82%) female] who responded to the perceived

discrimination survey (Table 1).

We observed significant differences in age, sex and SEP

between ELSA and HRS samples. Participants in HRS were on

average older [t(1) = 4.57, p < 0.001], more likely to be female

(χ2
= 8.62, p< 0.01), and less wealthy [t(1) =−9.26, P < 0.001]

than those in ELSA. There were no significant differences in

number of individuals in low SEP betweenHRS (n= 7,068, 89%)

and ELSA (n= 7,581, 87%) cohorts, χ2
= 0.61, p= 0.44.

Cross-national di�erences in perceived
discrimination

In unadjusted analysis (Table 2), perceived discrimination

attributed to disability [OR = 3.05, 95% CI (1.42; 6.55), p <

Frontiers in PublicHealth 04 frontiersin.org

58

https://doi.org/10.3389/fpubh.2022.975776
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Amirova et al. 10.3389/fpubh.2022.975776

T
A
B
L
E
2

P
re
v
a
le
n
c
e
a
n
d
c
ro
ss
-n

a
ti
o
n
a
l
d
i�
e
re
n
c
e
s
in

p
e
rc
e
iv
e
d
d
is
c
ri
m
in
a
ti
o
n
a
tt
ri
b
u
te
d
to

d
is
a
b
il
it
y
,
fi
n
a
n
c
ia
l
st
a
tu
s,
se
x
,
ra
c
e
,
se
x
u
a
l
o
ri
e
n
ta
ti
o
n
,
a
n
d
w
e
ig
h
t.

A
tt
ri
b
u
ti
o
n
fo
r

d
is
cr
im

in
at
io
n

T
o
ta
l
n

P
er
ce
iv
ed

d
is
cr
im

in
at
io
n
,n

(%
)

U
n
ad

ju
st
ed

cr
o
ss
-n
at
io
n
al
d
iff
er
en

ce
A
d
ju
st
ed

cr
o
ss
-n
at
io
n
al
d
iff
er
en

ce

E
n
g
la
n
d

U
S

E
n
g
la
n
d

U
S

O
R

a
9
5
%
C
I

χ
2

p
-v
al
u
e

O
R

9
5
%
C
I

χ
2

p
-v
al
u
e

D
is
ab
ili
ty
(p
h
ys
ic
al

lim
it
at
io
n
)

2,
89
0

38
6

26
4

9.
13

7
1.
81

3.
05

1.
42

6.
55

8.
29

0
.0
0
4
0

1.
06

1.
02

1.
11

0.
75

0.
38
78

F
in
an
ci
al
st
at
u
s
(l
ow

SE
P
)

7,
58
1

7,
06
8

50
4

6.
65

15
1

2.
14

3.
31

2.
75

4.
00

17
1.
60

0
.0
0
0
0

1.
10

1.
09

1.
12

17
.1
0

0
.0
0
0
0

Se
x
(f
em

al
e)

4,
81
6

4,
58
3

43
7

9.
07

56
9

12
.4
2

0.
35

0.
30

0.
40

24
3.
69

0
.0
0
0
0

0.
87

0.
86

0.
89

29
.4
1

0
.0
0
0
0

R
ac
e
(e
th
n
ic
m
in
or
it
y)

21
3

71
7

38
17
.8
4

14
2

19
.8
0

0.
62

0.
42

0.
93

4.
86

0
.0
2
7
5

0.
94

0.
86

1.
03

0.
35

0.
55
18

Se
xu

al
or
ie
n
ta
ti
on

*
8,
67
1*

7,
92
7*

62
0.
72

12
0.
15

4.
61

2.
48

8.
57

27
.0
0

0
.0
0
0
0

N
A

N
A

N
A

N
A

N
A

W
ei
gh

t
(B
M
I
>

30
)

1,
94
7

5,
19
2

17
8

9.
14

19
9

3.
83

1.
41

1.
14

1.
75

10
.0
7

0
.0
0
1
5

1.
03

1.
02

1.
05

1.
14

0.
28
52

a
O
R
s
>

1
in
di
ca
te
h
ig
h
er

pr
ev
al
en
ce

in
E
n
gl
an
d
an
d
O
R
s
<

1
in
d
ic
at
e
th
e
h
ig
h
er

pr
ev
al
en
ce

in
th
e
U
S.
V
al
u
es

in
bo

ld
m
ee
t
th
e
0.
05

p-
va
lu
e
th
re
sh
ol
d.

B
M
I,
B
od

y
M
as
s
In
d
ex
;C

I,
C
on

fi
de
n
ce

In
te
rv
al
;O

R
,O

dd
s
R
at
io
;S
E
P,
so
ci
oe
co
n
om

ic
st
at
u
s.

O
R
w
as

ad
ju
st
ed

fo
r
th
e
fo
llo

w
in
g
co
va
ri
at
es
:D

is
ab
ili
ty
:a
ge
,s
ex

an
d
w
ea
lt
h
;F
in
an
ci
al
st
at
u
s:
ag
e
an
d
se
x;
Se
x
di
sc
ri
m
in
at
io
n
(f
em

al
e)
:a
ge

an
d
w
ea
lt
h
;S
ex
u
al
or
ie
n
ta
ti
on

:n
o
si
gn

ifi
ca
n
t
co
va
ri
at
es
;R

ac
e:
ag
e,
se
x
an
d
w
ea
lt
h
;W

ei
gh

t:
ag
e,
se
x
an
d
w
ea
lt
h
.

*U
n
re
st
ri
ct
ed

an
al
ys
is
du

e
to

sm
al
ln

of
le
sb
ia
n
,g
ay
,b
is
ex
u
al
(L
G
B
)
in
d
iv
id
u
al
s
in
cl
u
d
ed

in
th
e
st
u
di
es
,E

L
SA

[n
=
13
9,
10

(7
.2
%
)
of

w
h
om

pe
rc
ei
ve
d
se
xu

al
or
ie
n
ta
ti
on

di
sc
ri
m
in
at
io
n
]
an
d
H
R
S
[n

=
9,
on

e
(1
1.
1%

)
of

w
h
om

pe
rc
ei
ve
d
se
xu

al
or
ie
n
ta
ti
on

di
sc
ri
m
in
at
io
n
].
C
ro
ss
-n
at
io
n
al
di
ff
er
en
ce
s
in

ag
ei
sm

w
er
e
pr
ev
io
u
sl
y
as
se
ss
ed

by
R
ip
po

n
et
al
.W

e
in
cl
u
de

th
e
re
pl
ic
at
io
n
of

th
e
re
su
lt
s
in

Su
pp

le
m
en
ta
ry

Ta
bl
es

1,
2.
T
h
e
re
su
lt
s
of

th
e
an
al
ys
is
re
st
ri
ct
ed

to
th
os
e
w
it
h
B
M
I
be
tw
ee
n
25

an
d
30

kg
/m

2
ar
e

in
cl
u
de
d
in

Su
pp

le
m
en
ta
ry

Ta
bl
e
3.

0.01], financial status [OR= 3.31, 95%CI (2.75; 4.00), p< 0.001],

sexual orientation [OR = 4.61, 95%CI (2.48; 8.57), p < 0.001],

and weight [OR= 1.41, 95% CI (1.14; 1.75), p < 0.01] was more

frequently reported in England than the US. Race- [OR = 0.62,

95%CI (0.42; 0.93), p < 0.05] and sex-based discrimination [OR

= 0.35, 95%CI (0.30; 0.40), p < 0.001] were more prevalent in

the US than in England.

In adjusted analyses, significant cross-national differences

in financial status and sex-based perceived discrimination

remained. Specifically, perceived financial status discrimination

[OR = 1.10, 95%CI (1.09; 1.12), p < 0.001] was more common

in England than in the US (6.65 vs. 2.14%), adjusting for age,

sex, and wealth. Sex discrimination was more prevalent in the

US than in England [12.42 vs. 9.07%; OR = 0.87, 95%CI (0.86;

0.89), p < 0.001] adjusting for age and wealth).

We also compared perceived discrimination in five

discriminatory situations separately (Supplementary Table 4). In

unadjusted analyses in England, being treated with less respect

was the most prevalent type of discriminatory experience

regardless of the attributed cause. In adjusted analyses, being

treated with less respect was more often attributed to financial-

[OR = 1.45, 95%CI (1.30; 1.63), p < 0.01], sex- [OR = 1.87,

95% CI (1.78; 1.96), p < 0.001], race- [OR = 1.57 95% CI (1.34;

1.84), p < 0.001], and weight discrimination [OR = 1.74, 95%

CI (1.54; 1.97), p < 0.001], in England than in the US.

In the US, individuals perceived disability (86%) and

sexual orientation (75%) discrimination most often in medical

settings. Being harassed was the most prevalent discriminatory

experience reported for financial- (73%), sex- (67%), race-

(73%), and weight-based (75%) discrimination. In adjusted

analyses, being harassed was attributed to financial- [OR= 0.61,

95% CI (0.55; 0.67), p < 0.001], race- [OR= 0.59, 95% CI (0.50;

0.69), p < 0.01] and weight discrimination [OR = 0.62, 95% CI

(0.54; 0.71), p< 0.01] more frequently in the US than in England

(Supplementary Table 4).

Cross-national di�erences in perceived
discrimination stratified by SEP

Cross-national differences stratified by SEP are reported

in Table 3. Figure 2 illustrates the probability of perceived

discrimination as a function of wealth as estimated from

unadjusted logistic regression models (95% CIs are plotted

in gray). In adjusted analyses, for the low SEP groups,

discrimination due to financial status remained significantly

higher in England than in the US for the low SEP groups but

the cross-national differences for disability and weight were no

longer significant (Table 3).

Looking in England alone, there was a significant inverse

wealth gradient in disability (ß = −0.61, p < 0.001), financial

status (ß = −0.90, p < 0.001), and weight discrimination (ß =
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TABLE 3 Prevalence and cross-national di�erences in perceived discrimination attributed to disability, financial status, sex, race, sexual orientation, and weight stratified by socioeconomic position

(SEP).

Attribution for SEPS Total n Perceived Unadjusted cross-national Adjusted cross-national

discrimination discrimination, n (%)b difference difference

England US England US ORa 95% CI χ
2 p-value OR 95% CI χ

2 p-value

Disability Low SEP 2,662 332 259 9.73 6 1.81 3.36 1.47 7.66 8.58 0.0034 1.07 1.03 1.12 0.84 0.3587

High SEP 195 54 3 1.54 1 1.85 0.39 0.04 3.94 0.00 0.9675 0.97 0.92 1.03 0.02 0.9006

Financial status Low SEP 7,581 7,068 504 6.65 151 2.14 3.31 2.75 4.00 171.60 0.0000 1.08 1.07 1.10 13.04 0.0003

High SEP 959 859 29 3.02 11 1.28 2.14 1.05 4.33 3.94 0.0472 1.03 1.00 1.06 0.15 0.6963

Sex (female) Low SEP 4,257 4,131 374 8.79 512 12.39 0.34 0.30 0.40 219.16 0.0000 0.88 0.86 0.89 24.77 0.0000

High SEP 486 452 57 11.73 57 12.61 0.37 0.24 0.55 23.04 0.0000 0.84 0.80 0.90 3.95 0.0467

Race (ethnic minority) Low SEP 192 705 33 17.19 140 19.86 0.60 0.39 0.91 5.29 0.0214 0.93 0.85 1.01 0.55 0.4586

High SEP 18 12 5 27.78 2 16.67 1.35 0.21 8.82 0.00 1.0000 1.31 0.89 1.93 0.34 0.5588

Sexual orientation* NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA

Weight (BMI > 30) Low SEP 1,771 4,720 167 9.43 185 3.92 1.45 1.17 1.81 10.86 0.0010 1.04 1.02 1.05 1.20 0.2728

High SEP 154 472 10 6.49 14 2.97 1.08 0.47 2.51 0.00 1.0000 1.00 0.95 1.05 0.00 0.9717

aORs > 1 indicate the higher prevalence in England and ORs < 1 indicate the higher prevalence in the US. Values in bold meet the 0.05 p-value threshold.
bn (%) of individuals who perceived discrimination in low SEP and high SEP subgroups separately. BMI, Body Mass Index; CI, Confidence Interval; OR, Odds Ratio; SEP, socioeconomic position.

OR was adjusted for the following covariates: Disability: age and sex; Financial status: age and sex; Sex discrimination (female): age; Race: age and sex; Sexual orientation: no significant covariates; Weight: age, sex and wealth.

*Analysis was not stratified by SEP due to small n. Cross-national differences analysis stratified by the level of education is included in Supplementary Table 7.
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FIGURE 2

Probability of perceived discrimination (95%CI) predicted by wealth (USD) in England and US. Y-axis: the probability of perceived discrimination

(yes, no); x-axis: wealth (USD)—a net sum of dept, financial wealth, housing, and physical wealth (i.e., land and jewelry). The probability of

perceived discrimination predicted by wealth (USD) in England (green) and US (red) with 95% CI (in gray). Plots are produced from datasets

restricted to the respective demographic or biometric characteristics [i.e., physical limitation, wealth > sample median (i.e., low socioeconomic

position), ethnic minority, women, and BMI > 30]. Sexual orientation discrimination was not restricted to LGB. Wealth (USD). The analysis

included ELSA (England) and HRS (US) cohorts.

−0.46, p < 0.001), whereby discrimination was more likely to be

reported by lower than higher SEP groups (Table 4; Figure 2).

This wealth gradient was not significant in the US sample.

Findings were mostly similar when wealth was modeled as a

categorical variable (Supplementary Table 5).

Perceived race discrimination was more common in the

US than in England in low SEP groups but not in the high

SEP groups, in unadjusted analyses. However, in SEP-stratified

analyses adjusted for sex, there was no longer a significant cross-

country difference in perceived race discrimination. There was

no significant wealth gradient for the probability of perceived

race discrimination in either England or the US (Table 4;

Figure 2).

Sex discrimination was more commonly reported in the US

for both high and low SEP individuals. Looking in the US alone,

there was a positive wealth gradient (ß = 0.10, p < 0.01) in the

probability of perceived sex discrimination, suggesting higher

SEP individuals were more likely to perceive discrimination

(Table 4; Figure 2). This wealth gradient for sex discrimination

was not evident in the English sample. In adjusted analyses

stratified by SEP, cross-national differences in sex discrimination

remained significant for both the low SEP group and high

SEP group (Table 3). Sex discrimination was significantly more

prevalent in the US than in England in low SEP group as well as

high SEP group when adjusting for age.

When testing the interactive effects of SEP and country

on the prevalence of perceived discrimination attributed to

each characteristic separately, there was a statistically significant

interaction effect between SEP and country on the prevalence

of perceived financial status discrimination among the overall

sample (ß = −0.05, SE = 0.02, p < 0.01) but no other

discrimination types (Supplementary Table 6).

Results of the sensitivity analysis

The cross-national comparison stratified by SEP

operationalized using education level did not differ from

the main results (Supplementary Table 7). When education

was included as a covariate, the differences in perceived

sex discrimination were attenuated to non-significant

(Supplementary Tables 8, 9). No other differences between

this sensitivity analysis and the main findings were observed.
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TABLE 4 Wealth gradient in perceived discrimination: logistic regression coe�cients describing the association between wealth (USD) and

perceived discrimination.

Unadjusted Adjusted

Attributed reason Standardized

ß coefficient

z-value p-value Standardized

ß coefficient

z-value p-value

Disability (physical limitation) England −0.61 −4.79 0.0000 −1.27 −4.81 0.0000

US −0.08 −0.27 0.7899 −0.25 −0.33 0.7430

Financial status England −0.90 −8.08 0.0000 −1.99 −8.41 0.0000

US −0.22 −1.00 0.3179 −0.03 −0.07 0.9428

Race (ethnic minority) England 0.19 1.11 0.2655 0.39 1.08 0.2775

US −0.13 −0.61 0.5404 −0.25 −0.56 0.5723

Sex (female) England 0.06 1.54 0.1242 0.03 0.81 0.4198

US 0.10 2.81 0.0049 0.23 3.19 0.0014

Sexual orientation England −0.14 −0.92 0.3588 NA NA NA

US 0.09 1.25 0.2107 NA NA NA

Weight (BMI > 30) England −0.46 −3.36 0.0008 −0.55 −2.31 0.0210

US −0.08 −1.05 0.2940 −0.01 −0.09 0.9256

Values in bold meet the 0.05 p-value threshold. BMI, Body Mass Index.

Wealth (USD)—a net sum of dept, financial wealth, housing, and physical wealth (i.e., land, and jewelry). ß-coefficient describing the association between between wealth and perceived

discrimination in England and US. Analysis of the dataset restricted to the respective demographic or biometric characteristic [i.e., physical limitation, wealth > sample median (i.e.,

low socioeconomic position), ethnic minority, women, and BMI > 30]. Sexual orientation discrimination analysis was not restricted to lesbian, gay, bisexual individuals due to small n.

Covariates: Disability: age and sex; Financial status: age and sex; Sex discrimination (female): age; Race: age and sex; Sexual orientation: no significant covariates; Weight: age and sex. The

weighted logistic regression estimates are included in Supplementary Table 10.

The weighted estimates, accounting for the selection bias in

ELSA and HRS separately did not deviate from the main results,

when assessing the association between wealth and perceived

discrimination (Supplementary Table 10).

Discussion

This study examined differences in perceived discrimination

across multiple characteristics experienced by older and

middle-aged adults living in England and the US. Financial

status discrimination was more common in England than in

the US, affecting individuals of low SEP. Sexual orientation

discrimination was also perceived more frequently in England

than in the US. More women perceived sex discrimination in

the US than in England, in both high and low SEP groups. In the

US, but not in the English sample, there was a positive wealth

gradient in perceived sex discrimination. When comparing low

SEP groups in unadjusted analyses, financial status, disability,

and weight discrimination were more prevalent in England

than in the US. Looking at England alone, we identified an

inverse wealth gradient in disability-, financial status- and

perceived weight discrimination in England, in both unadjusted

and adjusted analyses. This was not found in the US sample.

Perceived race discrimination was more prevalent in the US but

only in analyses where there had been no adjustment for weight,

age, sex, and wealth.

Discrimination types that are more
common in England

We found financial status discrimination to be more

widespread in England than in the US, independent of age,

sex, and wealth. Our stratified analyses suggest this result is

driven by low SEP groups. This finding aligns with earlier cross-

national research in these cohorts, which found higher rates

of perceived age discrimination in low SEP groups in England

than in the US (22). Wealth inequality is high in both England

(31) and the US (26). The history of a hierarchically organized

society in England (16) and the common belief that the US

is more economically egalitarian (17) may partially explain

the difference.

A growing literature suggests that LGB adults have poorer

health and wellbeing than their heterosexual counterparts (32).

We investigated rates of sexual orientation discrimination in

lesbian, gay, and bisexual (LGB) adults and observed higher

reports of sexual orientation discrimination in England than

in the US. We were unable to conduct adjusted analyses

due to small numbers identifying as LGB, so caution is

needed in interpreting our findings. However, our findings

add to the limited research on middle-aged and older LGB

populations (14). Longitudinal work in ELSA indicates that

perceived discrimination is associated with poorer wellbeing

in LGB participants, particularly when the discrimination

is attributed to sexual orientation (14). This suggests the
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age-related burden of poor health and wellbeing in LGB

groups may be compounded by discrimination, especially

in England. Older adults in England grew up at a time

when homosexuality was classified as a mental illness and

sex between two men was illegal (33, 34). Middle-aged

adults grew up at a time when schools were banned from

teaching about homosexuality (35) and there was the onset

of the AIDS epidemic. These and other negative experiences

may have had lasting effects on participants’ perceptions

of discrimination. However, the social context was also

challenging in the US and the cross-national difference needs

further research.

In unadjusted analyses, the prevalence of disability

discrimination was higher in England than in the US. The

English sample included more individuals living with disability

compared to the US sample. This is in keeping with international

estimates showing that a slightly greater proportion of the

population of the UK is in receipt of disability payments than

in the US (36). Similarly, there were more individuals who

perceived disability discrimination in England than in the

US. This finding was patterned by SEP, as the association

for high SEP groups was attenuated to the null in stratified

analyses. In the UK, approximately one in five people self-report

disability (37) and 4 million older adults (36% of people

aged 65–74, and 47% of those aged 75+) live with a limiting

long-standing illness (38). The practical difficulties associated

with disability may be aggravated by discrimination. Previous

work in ELSA (11, 12) and other UK cohorts (6) suggests that

perceived discrimination has compounding adverse effects

on wellbeing in those with disability. Further, in England,

reports of perceived discrimination were inversely related

to wealth. Therefore, perceived disability discrimination, if

unaddressed, could place an additional burden on marginalized

aging English adults.

In unadjusted analyses, individuals with obesity perceived

weight discrimination more frequently in England than

in the US. This difference was socially patterned, as the

association remained for low SEP groups alone in stratified

analyses. There was no significant difference after adjustment

for age and sex. Obesity is common in both countries,

particularly in low SEP groups, though rates are consistently

higher in the US (39, 40). The “normalization” of obesity

may have resulted in reduced perceived discrimination

based on this attribute in the US (27). In ELSA, weight

discrimination has been prospectively linked with poorer

wellbeing (13), and cross-national comparisons suggest that

the impact of obesity on wellbeing is partially mediated by

discrimination (9, 41). Weight-based perceived discrimination

is associated with poor health behaviors (42) which

may further harm health, particularly for marginalized

groups, as there is a recognized wealth gradient in health

behaviors (43).

Discrimination types that are more
common in the US

Women in the US perceived sex discrimination more

frequently than women in England, independent of age and

wealth. This discrepancy may mirror differences in gender

inequality between the countries, as in 2010 and 2020, the

US ranked twice as high on the global gender inequality

index as the UK (44), based on economic, educational, and

political disparities. Further research is needed to evaluate the

impact of political under-representation and economic and

employment disempowerment on reports of sex discrimination

in the population. We observed a wealth gradient in sex

discrimination in the US. This is in keeping with earlier work in

younger samples (7). It is unclear why high SEP women report

more encounters with sexism. One possibility is that they may

recognize sexism more readily, for example by being able to

distinguish it from wealth-based discrimination. More research

is needed to investigate this possibility.

In unadjusted comparisons, perceived racial discrimination

was more common in the US than in England. This difference

did not remain in adjusted analyses. Caution is needed in

interpreting these findings due to the low proportion of ethnic

minorities in both samples (25, 26). However, this was the

most reported form of perceived discrimination in both English

and US cohorts. This is concerning considering the increased

recognition of the impact of racial discrimination on mental

health (45, 46) as well as emerging evidence on physical health

impacts (5, 47).

Strengths and limitations

This study contributes to the evidence concerning the

prevalence of distinct types of perceived discrimination in

England and the US, using nationally representative samples

of adults aged 50 and over. We have employed a harmonized

measure perceived discrimination cross-nationally. In addition,

cross-national differences were assessed stratifying by SEP,

which may have improved precision and also elucidated a

significant wealth gradient in perceived discrimination in

middle-aged and older adults. However, the study is not without

limitations. The analyzed sample had few ethnic minorities and

LGB participants, reducing the generalizability of the findings.

Unweighted estimated for the cross-national comparisons were

used because ELSA and HRS are weighted differently. Study

results reflect self-reported perceptions of discrimination rather

than objective encounters with discrimination. In addition, as

in other observational studies, the findings may be prone to

the bias introduced by unmeasured confounding. Finally, future

research is encouraged to include additional types of perceived
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discrimination (e.g., attributed to transgender and gender non-

conforming status).

Conclusion

The cross-national differences in perceived discrimination

identified in the study can inform country-specific policies and

interventions targeted at middle-aged and older adults, with

the ultimate aim of alleviating the negative impact of perceived

discrimination on health and wellbeing. This study highlights

the importance of considering contextual moderators such as

SEP and sociocultural context in discrimination research.
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Background: Depression is a common psychiatric health issue a�ecting

an estimated 5% of adults worldwide, and it can lead to disability and

increased economic burden. Consequently, identifying the factors associated with

depression as early as possible is a vital issue. The aim of this study was to explore

these associations in a large cohort of 121,601 Taiwanese participants in the

Taiwan Biobank, and also to identify sex di�erences in the associations.

Methods: The study cohort included 77,902 women and 43,699 men (mean

age, 49.9 ± 11.0 years), who were further classified into those with depression

(n = 4,362; 3.6%) and those without depression (n = 117,239; 96.4%).

Results: The results of multivariable analysis showed that female sex (vs. male

sex; odds ratio = 2.578; 95% confidence interval = 2.319–2.866; p < 0.001)

was significantly associated with depression. Older age, diabetes mellitus (DM),

hypertension, low systolic blood pressure (SBP), smoking history, living alone,

low glycated hemoglobin (HbA1c), high triglycerides, and low uric acid were

significantly associated with depression in the men. In the women, older age, DM,

hypertension, low SBP, smoking history, alcohol history, education level of middle

and high school (vs. lower than elementary school), living alone, high body mass

index (BMI), menopause, low HbA1c, high triglycerides, high total cholesterol, low

estimated glomerular filtration rate (eGFR), and low uric acid were significantly

associated with depression. Further, there were significant interactions between

sex and DM (p = 0.047), smoking history (p < 0.001), alcohol use (p < 0.001), BMI

(p = 0.022), triglyceride (p = 0.033), eGFR (p = 0.001), and uric acid (p = 0.004)

on depression.

Conclusion: In conclusion, our results showed sex di�erences in depression,

and the women were significantly associated with depression compared to men.

Furthermore, we also found sex di�erences among the risk factors associated

with depression.

KEYWORDS

depression, sex di�erence, Taiwan Biobank, risk factors, interaction
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Introduction

Depression is a common psychiatric health issue affecting

an estimated 5% of adults worldwide, and it can lead to

disability and increased economic burden (1). Although the

reported lifetime prevalence in Taiwan is about 1.2%, this

rate may be underestimated due to the culture of low help-

seeking behavior (2). Demographic risk factors including younger

age, female gender, lower household income, marital status

of widowed, separated, or divorced, and comorbid psychiatric

disorders are associated with an increased risk of depression

(3). Depression has also been associated with multiple chronic

medical diseases, and it is considered to be a significant

contributor to suicide (1, 4, 5). Compared with the general

population, people in Taiwan with depression have been found

to have a shorter life expectancy and higher mortality rate (6).

Therefore, identifying the potential risk factors for depression is a

vital issue.

Sex differences have been reported in many diseases, including

liver disease, cancer, and cardiovascular disease, and these

differences manifest in clinical presentation, disease progression,

and response to management (7). Associations between the disease

and risk factors may also differ by sex. For example, the incidence

of myocardial infarction has been reported to be three times

higher in men than in women, whereas hypertension, smoking,

and diabetes mellitus (DM) are associated with a greater relative

risk in women than in men (8). Epidemiological studies have

also revealed that the lifetime prevalence of depression is two

times higher in women compared to men (3). These differences

may be due to genetic factors, hormone modulation, stress

response, or structural sex inequality (9). For depression, the

relationship with risk factors is considered to be bidirectional.

On one hand, depression may lead to unhealthy behaviors such

as smoking and alcohol consumption, which then elevate the

possibility of developing chronic diseases. On the other hand,

poor physical health conditions may cause depression due to

common pathogenesis or the increased need for psychological

support (4, 5). Although previous studies have established

bidirectional relationships between depression and comorbid

conditions, whether sex differences also influence the risk factors

is unclear. Therefore, we conducted this study to explore sex

differences in the associations among risk factors with depression

in a large cohort of Taiwanese participants.

Materials and methods

Taiwan Biobank

Due to societal aging in Taiwan, the Ministry of Health

and Welfare announced a policy to counter chronic diseases

through health promotions, and consequently launched the TWB.

Volunteers are enrolled in the TWB, with the inclusion criteria

of an age between 30 and 70 years and no prior diagnosis of

cancer. In this study we used data from 121,601 participants in the

TWB, including lifestyle habits, medical and genetic information as

detailed in the following section (10, 11).

Medical data, demographics, lifestyle
habits, and laboratory data

All enrollees in the TWB are interviewed to obtain personal

information on their age, sex, lifestyle factors (i.e., exercise),

educational status, living alone status, and medical history (i.e.,

DM and hypertension). In this study, we defined regular exercise

as exercising for at least 30min three times or more in 1 week.

Body height and weight were also recorded for each enrollee,

along with the bodymass index (BMI) (kg/m2). Blood samples were

also drawn from each enrollee, from which glycated hemoglobin

(HbA1c), hemoglobin, triglycerides, total cholesterol, and uric acid

were measured. Estimated glomerular filtration rate (eGFR) was

also recorded using the MDRD Study equation [186 × serum

creatinine−1.154
× Age−0.203

× 0.742 (if female) × 1.212 (if black

patient)] (12). DMwas defined as self-reported, fasting glucose level

≥126 mg/dL or HbA1c ≥ 6.5%. Participants had past history of

hypertension (self-reported), and whose systolic blood pressure was

>140 mmHg and diastolic blood pressure was >90 mmHg were

defined to have hypertension.

Depression groups

The participants were classified into two groups according to

whether or not they had ever had depression. Those who answered

“Yes” to the question “Have you ever had depression?” were

classified into the depression group, and those who answered “No”

were classified into the without depression group.

Ethical considerations

The Institutional Review Board of Kaohsiung Medical

University Hospital approved this study (KMUHIRB-E(I)-

20210058). Ethical approval for the TWB was granted by

the IRB on Biomedical Science Research, Academia Sinica,

Taiwan and the Ethics and Governance Council of the TWB.

In addition, the study was conducted in accordance with the

Declaration of Helsinki, and all of the participants gave written

informed consent.

Statistical analysis

Continuous variables are presented as mean (±SD), with

differences analyzed using the independent t-test. Categorical

variables are presented as percentage, with differences analyzed

using the chi-square test. Correlations among risk factors

with depression were analyzed with multivariable logistic

regression analyses. An interaction p in logistic analysis

was identified using the following formula: Model disease

(y) = x1 + x2 + x1∗x2 + covariates x1∗x2, where y =

depression; x1 = sex; x2 = each risk factor; covariates

= age, sex, DM, hypertension, systolic and diastolic blood

pressures, smoking and alcohol history, regular exercise habit,

education status, living alone, BMI, HbA1c, hemoglobin,
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triglycerides, total cholesterol, eGFR and uric acid. Results

were considered significant at p < 0.05. Statistical analysis was

performed using SPSS for Windows (v26, SPSS Inc. Armonk,

NY, USA).

Results

The enrolled participants (n = 121,601; mean age 49.9 ± 11.0

years; 77,902 females; 43,699 males) were divided into two groups

according to those with depression (n = 4,362; 3.6%) and without

depression (n= 117,239; 96.4%).

Comparisons of clinical characteristics
between the two depression groups

Compared to the without depression group, the with

depression group were older, had a higher proportion of females,

higher prevalence of DM, hypertension, living alone, menopause

status, and smoking, regularly exercised more. In addition, the with

depression group had lower systolic and diastolic blood pressures,

lower prevalence of educational status higher than college, higher

levels of HbA1c, triglycerides and total cholesterol, and lower levels

of hemoglobin, eGFR, and uric acid (Table 1).

Determinants of depression

The factors associated with depression in multivariable logistic

regression analysis for the whole study cohort (n = 121,601) are

shown in Table 2. This model adjusted age, sex, DM, hypertension,

systolic and diastolic blood pressures, smoking and alcohol history,

regular exercise, educational status, living alone, BMI, HbA1c,

hemoglobin, triglycerides, total cholesterol, eGFR and uric acid.

After analysis, older age, female (vs. male; odds ratio [OR] =

2.578; 95% confidence interval [CI] = 2.319–2.866; p < 0.001),

DM, hypertension, low systolic blood pressure, high diastolic blood

pressure, smoking history, educational level of middle and high

school (vs. lower than elementary school), living alone, high BMI,

low HbA1c, high triglycerides, high total cholesterol, low eGFR,

and low uric acid were significantly associated with depression.

Determinants of depression by sex

The factors associated with depression by sex in multivariable

logistic regression analysis are shown in Table 3. In the male

participants (n = 43,699), older age, DM (OR = 1.524; 95%

CI = 1.179–1.971; p = 0.001), hypertension, low systolic blood

pressure, smoking history (OR = 1.395; 95% CI = 1.218–1.597;

p < 0.001), living alone, low HbA1c, high triglycerides, and low

uric acid (per 1 mg/dL; OR = 0.918; 95% CI = 0.873–0.965;

p = 0.001) were significantly associated with depression. In the

female participants (n = 77,902), older age, DM (OR = 1.753; 95%

CI = 1.476–2.082; p = 0.047), hypertension, low systolic blood

pressure, smoking history (OR = 2.323; 95% CI = 2.115–2.551;

p < 0.001), alcohol history (OR= 1.348; 95%CI= 1.141–1.598; p<

0.001), educational level of middle and high school (vs. lower than

elementary school; OR= 1.231; 95% CI= 1.060–1.428; p= 0.006),

living alone, high BMI, menopause, low HbA1c, high triglycerides,

high total cholesterol, low eGFR (per 1 ml/min /1.73 m2; OR =

0.996; 95% CI = 0.994–0.997; p < 0.001), and low uric acid (per

1 mg/dL; OR = 0.951; 95% CI = 0.917–0.986; p = 0.006) were

significantly associated with depression.

Interactions among risk factors and sex on
depression

There were significant interactions between sex and DM (p =

0.047), smoking history (p< 0.001), alcohol use (p< 0.001), BMI (p

= 0.022), eGFR (p= 0.001), and uric acid (p= 0.004) on depression

(Table 3).

Discussion

The results of this large-scale study showed that the

female participants were significantly associated with depression

compared to the male participants. Furthermore, we found sex

differences in the associations among the risk factors. There were

significant interactions between sex and DM, smoking history,

alcohol use, BMI, eGFR, and uric acid on depression.

A main finding of this study is that the female participants had

a higher rate of depression compared to the male participants. The

prevalence of depression has been shown to increase significantly

during puberty, with a greater increase in girls (13). This difference

remains relatively stable into adulthood, and even after menopause

in women (14). The reason for the higher prevalence of depression

in women cannot be explained by a single mechanism, and is

likely to be due to risk factors including genetic factors, sex

hormones, and stress (9, 15). Considering the effect of genetic

factors, although depression is a familial disorder with heritability

ranging around 30∼40% (16), genetic influences specifically in

females have yet to be definitively concluded. Some studies have

reported that genetic factors have a considerable impact on females

(17), whereas other studies have reported that the impact is

greater in males (18). Thus, more research is required not only

on direct genetic factors, but also on the influence of confounding

factors such as environmental factors, demographic characteristics,

study measurements, and so on (19). Sex hormones are also

considered to be an important risk factor for depression in

women (20). Women pass through different phases during their

lifetime, including puberty, premenstrual dysphoric disorder and

mood swings before menstruation, postpartum depression, and

depression during perimenopause and menopause, all of which

are related to fluctuations in sex hormones (21, 22). In addition,

stress is associated with the risk of the first onset, recurrence, and

exacerbation of depression (23). Previous studies have reported

that adolescent girls and women may encounter sexual abuse and

domestic violence, experience greater interpersonal stress, housing

problems, and the burden of taking care of others (23, 24). Thus,

the effects of sex hormones, stress, and genetic factors may explain

the higher risk of depression in women than in men.
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TABLE 1 Comparison of clinical characteristics among participants without or with depression.

Characteristics Depression (–) (n = 117,239) Depression (+) (n = 4,362) p

Age (year) 49.8± 11.0 51.3± 10.4 <0.001

Female (%) 63.6 76.1 <0.001

DM (%) 5.1 7.8 <0.001

Hypertension (%) 12.1 16.0 <0.001

Systolic BP (mmHg) 120.5± 18.7 119.2± 18.2 <0.001

Diastolic BP (mmHg) 73.8± 11.4 73.0± 11.2 <0.001

Smoking history (%) 27.1 31.6 <0.001

Alcohol history (%) 8.5 9.0 0.235

Regular exercise habits (%) 40.5 42.0 0.046

Education status <0.001

Lower than elementary school (%) 5.3 5.8

Middle and high school (%) 36.5 43.9

Higher than college (%) 58.2 50.3

Living alone (%) 7.9 13.9 <0.001

BMI (kg/m2) 24.2± 3.8 24.2± 4.1 0.437

Menopause in female (%) 45.5 52.3 <0.001

Laboratory parameters

HbA1c (%) 5.76± 0.80 5.79± 0.82 0.034

Hemoglobin (g/dL) 13.8± 1.6 13.5± 1.5 <0.001

Triglyceride (mg/dL) 115.5± 94.3 119.9± 85.5 0.002

Total cholesterol (mg/dL) 195.5± 35.8 198.4± 35.7 <0.001

eGFR (mL/min/1.73 m2) 103.3± 23.9 102.5± 24.2 0.029

Uric acid (mg/dL) 5.4± 1.4 5.2± 1.4 <0.001

DM, diabetes mellitus; BP, blood pressure; BMI, body mass index; HbA1c, glycated hemoglobin; eGFR, estimated glomerular filtration rate.

Another main finding of the present study is the significant

interaction between sex and DM on depression, and DM was more

strongly associated with depression in the female participants than

in the male participants. Previous studies have shown that patients

with DM have an increased risk of developing depression, while

people suffering from depression also have a higher chance of

developing DM (25). Women with DM have been reported to

have a more than twofold higher risk of being diagnosed with

depression compared to women without DM, while the effect is

significantly smaller in men (26). The mechanism for this disparity

is still unclear, but it may be due to differences in risk, glucose

tolerance, and insulin sensitivity between sexes. With regards to the

risk of DM, men have been reported to have a lower age and BMI

at the time of diagnosis, whereas women have been more related

to obesity (27). In addition, obesity has been reported to have a

stronger link with depression in women than in men, which is

due to behavioral and psychosocial impairment and hypothalamic–

pituitary–adrenal axis dysfunction, a stress regulation problem

related to psychiatric disorders (27, 28). We also found that

the female participants with high BMI had an increased risk

of depression, whereas the risk was not significant in the male

participants. In response to oral glucose tolerance tests, men often

have impaired fasting glucose while women usually have impaired

glucose tolerance (29). These differences may be associated with

impairment in first- or second-phase insulin secretion, respectively,

stimulated by glucose (30). Although insulin sensitivity and insulin

secretion status are similar in men and women diagnosed with

DM, the reduction in insulin sensitivity is greater in women than

in men when the metabolic condition declines from normal to

illness (27). Confounders of menopause including lower skeletal

muscle mass, body fat distribution, and higher androgen activity

and testosterone level, especially estrogen deficiency, have also been

linked to elevated insulin resistance and the risk of DM in middle-

aged women (31, 32). Taken together, these mechanisms may partly

explain the relationship between DM and depression in women.

Another important finding of this study is the significant

interaction between sex and alcohol and smoking history on

depression, and the association was stronger in the female

participants than in the male participants. Many studies have

postulated a positive association between substance use and

depressive symptoms in young adolescents, and that this

association is more pronounced in girls (33, 34). In middle-

aged and older adults, smoking has been associated with a 20%

higher risk of developing depression, while those with depression
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TABLE 2 Determinants for depression using multivariable logistic regression analysis in all study participants (n = 121,601).

Parameters Depression

Multivariable

OR 95% CI p

Age (per 1 year) 1.012 1.008–1.016 <0.001

Female (vs. male) 2.578 2.319–2.866 <0.001

DM 1.669 1.447–1.925 <0.001

Hypertension 1.399 1.272–1.539 <0.001

Systolic BP (per 1 mmHg) 0.991 0.989–0.994 <0.001

Diastolic BP (per 1 mmHg) 1.005 1.001–1.010 0.022

Smoking history 1.978 1.826–2.142 <0.001

Alcohol history 1.106 0.985–1.241 0.087

Regular exercise habits 1.013 0.949–1.082 0.703

Education status

Lower than elementary school Reference

Middle and high school 1.236 1.076–1.419 0.003

Higher than college 1.063 0.922–1.225 0.403

Living alone 1.734 1.586–1.897 <0.001

BMI (per 1 kg/m2) 1.010 1.000–1.019 0.041

Laboratory parameters

HbA1c (per 1%) 0.917 0.874–0.963 0.001

Hemoglobin (per 1 g/dL) 1.002 0.977–1.027 0.899

Triglyceride (per 10 mg/dL) 1.005 1.003–1.008 <0.001

Total cholesterol (per 1 mg/dL) 1.001 1.000–1.002 0.006

eGFR (per 1 mL/min/1.73 m2) 0.996 0.995–0.998 <0.001

Uric acid (per 1 mg/dL) 0.944 0.917–0.972 <0.001

Values expressed as odds ratio (OR) and 95% confidence interval (CI). Abbreviations are the same as in Table 1.

Adjusted for age, sex, diabetes, hypertension, systolic and diastolic blood pressures, smoking and alcohol history, regular exercise habit, education status, living alone, BMI, HbA1c, hemoglobin,

triglyceride, total cholesterol, eGFR and uric acid.

have been reported to have 41 and 18% higher risks of starting

to smoke and heavy drinking, respectively (35). In addition,

any amount of alcohol consumption has been associated with a

greater increase in depressive episodes in women than in men,

especially with the synergistic effects of smoking (36). Possible

mechanisms for the relationship between smoking and depression

include the self-medication hypothesis, alternative hypothesis,

bidirectional relationship, or there may be no relationship at all

(37). Smokingmay be a way to alleviate the symptoms of depression

or keep individuals in a vulnerable state to environmental stress

by regulating the hypothalamic–pituitary–adrenal axis (38, 39). It

could also be a bidirectional relationship, or just a consequence

of sharing common risk factors so that there is actually no direct

relationship. With regards to the influence of alcohol use on

depression, previous studies have suggested that a bidirectional

and mutually reinforcing relationship may explain the correlation

between alcohol use disorders and major depression (40). The

association may be due to psychosocial impairment resulting from

chronic heavy drinking that eventually elicits depressive symptoms

or affects the release of neurotransmitters such as dopamine

and gamma-aminobutyric acid receptors (41). Taken together,

an increased risk of depression related to smoking and alcohol

consumption has been reported in females of all ages due to the

influence of psychosocial, biological, and environmental factors.

Another interesting finding of the present study is the negative

correlation between eGFR and depression found in the female

participants but not in the male participants. Depression has

been associated with poor clinical outcomes of chronic kidney

disease (CKD), including faster eGFR decline, early dialysis therapy

initiation, death, or hospitalization (42, 43). In adults with normal

kidney function, the presence of depressive symptoms has also

been associated with a higher risk of rapid kidney function decline

(44). The mechanism for this relationship is unclear, but it may

be related to inflammation or stress-related physiological changes.

Previous studies have reported that patients with kidney disease

have higher levels of interleukin-6 (IL-6) and C-reactive protein,

which are both considered to be related to the severity of depression

due to increased production through various pro-inflammatory
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TABLE 3 Association of risk factors with depression using multivariable logistic regression analysis in di�erent sex.

Parameters Male (n = 43,699) Female (n = 77,902) Interaction p

Multivariable∗ Multivariable#

OR 95% CI p OR 95% CI p

Age (per 1 year) 1.015 1.008–1.023 <0.001 1.006 1.001–1.012 0.031 0.265

DM 1.524 1.179–1.971 0.001 1.753 1.476–2.082 <0.001 0.047

Hypertension 1.403 1.187–1.659 <0.001 1.420 1.263–1.595 <0.001 0.084

Systolic BP (per 1 mmHg) 0.989 0.983–0.995 <0.001 0.992 0.989–0.995 <0.001 0.082

Diastolic BP (per 1 mmHg) 1.008 0.999–1.016 0.091 1.004 0.999–1.010 0.089 0.295

Smoking history 1.395 1.218–1.597 <0.001 2.323 2.115–2.551 <0.001 <0.001

Alcohol history 1.006 0.859–1.178 0.941 1.348 1.141–1.598 <0.001 <0.001

Regular exercise habits 0.997 0.874–1.138 0.963 1.013 0.939–1.093 0.735 0.859

Education status

Lower than elementary school Reference Reference

Middle and high school 1.384 0.939–2.039 0.101 1.231 1.060–1.428 0.006 0.524

Higher than college 1.283 0.873–1.888 0.205 1.045 0.895–1.221 0.576 0.123

Living alone 1.876 1.541–2.283 <0.001 1.661 1.501–1.838 <0.001 0.374

BMI (per 1 kg/m2) 1.003 0.983–1.023 0.781 1.011 1.000–1.020 0.044 0.022

Menopause in female – – 1.189 1.070–1.321 0.001

Laboratory parameters

HbA1c (per 1%) 0.899 0.824–0.980 0.016 0.921 0.868–0.978 0.007 0.063

Hemoglobin (per 1 g/dL) 1.020 0.967–1.077 0.462 0.986 0.958–1.015 0.350 0.688

Triglyceride (per 10 mg/dL) 1.005 1.001–1.009 0.021 1.007 1.003–1.011 0.001 0.033

Total cholesterol (per 1 mg/dL) 1.001 0.999–1.003 0.317 1.001 1.000–1.002 0.024 0.422

eGFR (per 1 mL/min/1.73 m2) 1.001 0.997–1.004 0.738 0.996 0.994–0.997 <0.001 0.001

Uric acid (per 1 mg/dL) 0.918 0.873–0.965 0.001 0.951 0.917–0.986 0.006 0.004

Values expressed as odds ratio (OR) and 95% confidence interval (CI).
∗Adjusted for age, sex, diabetes, hypertension, systolic and diastolic blood pressures, smoking and alcohol history, regular exercise habit, education status, living alone, BMI, HbA1c, hemoglobin, triglyceride, total cholesterol, eGFR and uric acid.
#Adjusted for age, sex, diabetes, hypertension, systolic and diastolic blood pressures, smoking and alcohol history, regular exercise habit, education status, living alone, BMI, HbA1c, hemoglobin, triglyceride, total cholesterol, eGFR, uric acid and menopause.
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pathways and decreased clearance (45). On the other hand, higher

levels of psychological stress have been shown to increase the

progression of kidney function decline, which can also result in

depression by affecting the immune and endocrine systems (46, 47).

Sex differences have also been observed in the epidemiology of

CKD, with a higher rate in women than in men. Women with

CKD often suffer from a higher burden and stress, have a greater

severity of symptoms, and handle the disease in a more emotional

way, which can then predispose to the development of depression

(48). However, further investigations are required to elucidate the

underlying mechanism and the influence of depression on kidney

function in people with normal kidney function.

We also noted that compared to lower than elementary school,

educational level of middle and high school, not higher than

college, were associated with depression. Studies have been revealed

that education plays an important role in protection against

depression with individuals receiving lower levels of education

may have higher rates of depression. It was also indicated that

adults with depression have lower educational aspirations and

expectations and often their parents were also less educated

(49). Education is often considered to influence health, not only

depression, through mechanisms of economy, health behavior,

social-psychology, and access to health care. Higher levels of

educations provide better socioeconomic conditions, less unhealthy

lifestyle, better coping skills of stressors and daily hassles, and

better management of health problems (50). Interestingly, it was

found that education has stronger health effects on women than

men, especially on self-rated health (51). Taken together, education

have an important relationship with depression; people with lower

education level would have higher rate of experiencing depression.

The last important finding of this study is the significant

interaction between sex and uric acid on depression, with low uric

acid being more strongly associated with depression in the male

participants than in the female participants. Previous studies have

suggested an association between depression and lower levels of

serum uric acid (52, 53). Meng et al. (53) reported that although

the differences were small compared to normal controls, the change

in serum uric acid was consistent between subtypes of depression.

In addition, Black et al. (52) proposed that the lower levels may

be related to a greater severity and longer duration of depressive

symptoms. Uric acid is the end product of purine metabolism and

also considered a strong peroxynitrite scavenger, and it plays a role

in dealing with oxidative stress (54). Biological changes in purine

metabolism and oxidative stress may be involved in the relationship

with depression. The purinergic system has been linked to mood

disorders through dysfunction driven by adenosine triphosphate

and P2Y receptors, which regulate drive, cognition, appetite, sleep

and mood (55). The excessive oxidative stress associated with

depression can lead to increased consumption of uric acid as
an antioxidant (56). Our results suggest that hyperactive purine
degeneration with lower serum levels of inosine and guanosine
and higher serum levels of xanthine may be associated with low

uric acid in patients with depression (57). In addition, we found

that low uric acid was more strongly associated with depression

in the male participants than in the female participants. This

disparitymay be due to sex differences in oxidative stress, as women

under chronic stress have been shown to have better antioxidative

capacity, lower reactive oxygen species-induced damage, and

estrogen-driven protection, resulting in lower consumption of

uric acid (58, 59). Further studies on the sex-specific association

between serum uric acid and depression are needed to elucidate

the mechanism.

The key strengths of this research are that we included a

large cohort of healthy community-dwelling participants, and the

comprehensive control of confounding factors. However, several

limitations should also be noted. As this study was cross-sectional

it was not possible to determine how long each participant

had depression, and consequently we could not conclude causal

relationships between the risk factors and depression. Longitudinal

studies are needed to investigate sex differences and incident

depression. Second, the prevalence of depression in TWB is

3.6%, higher than previous reported 1.2% (2). However, data

on the presence of depression were obtained from self-reported

questionnaires, and depression was not verified by psychiatrist

diagnosis, which may not be rigorous enough. In addition, it is

possible that some participants took medications for hypertension,

glucose, hyperuricemia and lipid control. However, data on such

medications are not provided by the TWB. Therefore, we could

not evaluate the effects of these medications on the association

between laboratory data and depression. Another limitation is

that we could not ascertain the severity of depression. Fifth,

the enrolled participants were all ethnically Chinese, and thus

caution should be taken when extending our results to other

ethnicities. Finally, because the average age in the depression

group is higher than non-depression group, cohort effect could not

be excluded.

In conclusion, our results showed sex differences

in the incidence of depression, and the female

participants were significantly associated with depression

compared to the male participants. Furthermore, we

found sex differences in the associations among the

risk factors with depression in this a large study of

Taiwanese participants.
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Introduction: Worldwide, up to a quarter of all recognized pregnancies result in 
Early Pregnancy Loss (EPL), also known as miscarriage. For many women, this is 
a traumatic experience that leads to persistent negative mental health responses. 
The most common morbidity reported in studies from different countries is 
complicated grief, usually comorbid with depression, anxiety, and Post-Traumatic 
Stress Disorder (PTSD). To our best knowledge, no studies characterizing the 
psychological impact of EPL have been made in Portugal.

Methods: An online survey was conducted to evaluate clinical symptoms 
of perinatal grief, anxiety, depression, and PTSD in women who suffered a 
spontaneous loss within 20  weeks of gestation. Out of 1,015 women who 
answered this survey, 873 were considered eligible, and subsequently distributed 
in 7 groups according to the time passed between their loss and their participation 
in the study.

Results: The proportion of women showing symptoms of all comorbidities was 
greater in those whose loss had happened within a month, and there was a 
significant gradual decrease over time in scores and proportions of clinical perinatal 
grief and PTSD. In terms of depression symptoms, scores dropped significantly 
in the group whose loss occurred 13–24  months before their participation but 
proportions oscillated without great changes in the other groups. Regarding 
anxiety, there were small oscillations, but there was no significant decrease of 
symptoms over time.

Discussion: Overall, despite a general drop in scores for most morbidities over 
time, substantial proportions of women showed persistent symptoms of clinical 
morbidities 3  years or more after the loss. Therefore, it is essential to promote 
monitoring of possible complicated responses to the event, to provide appropriate 
and timely intervention to those women in need.
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1. Introduction

In the last decades, several studies performed in different parts of 
the world have reported that 15 to 25% of all recognized pregnancies 
end up in Early Pregnancy Loss (EPL) (1). Further, the World Health 
Organization has reported that approximately one in every four 
confirmed pregnancies ends in loss before the 28th week of gestation 
(2). No consensus exists on whether losses are considered Early 
Pregnancy Losses before the 28, 24, or 20th week of gestation. 
However, here it will be defined as the fetal demise and removal from 
the womb at or before the 20th week of gestation (1, 3). Knowing the 
actual incidence is challenging, as many early losses are not accounted 
for. In the particular case of Portugal, the National Statistics Institute 
(INE) only classifies fetal deaths as before or after 32 weeks of 
gestation. Even though 40% of fetal deaths correspond to losses at a 
gestational age of 32 weeks or less (4, 5), it is unclear how many 
correspond to losses at or before the 20th week of gestation.

The physical risks to the mother’s well-being are low in cases of 
EPL if appropriately managed (6). Nevertheless, an invasive medical 
procedure is required in some cases, which could be perceived as 
physical trauma (6, 7). In a study performed by Beutel et al. (8), 48% 
of the women participating had no significant emotional reactions the 
first days after the loss, but more recent studies support that a 
significant number of women end up experiencing very sad feelings 
after pregnancy loss in general, and for some, these emotions can 
be very intense (3, 9, 10). Feelings of shock, stress, guilt, anger, distress, 
confusion, sleep and eating disturbances, loneliness, low self-esteem, 
hopelessness, and helplessness are among the most commonly 
reported (11). Several reviews and/or meta-analytic studies have 
shown that, while many women who suffered an EPL cope with their 
loss naturally and without complications, it can lead to negative 
mental health responses in about 25–50% of this population (6, 
12, 13).

Grief is a normal response to the loss of a significant one, and it is 
characterized by feelings of sadness, sleep and eating disturbances, 
loneliness, longing, anger, and thoughts, memories, and images of the 
deceased (14). We  usually cope naturally and adapt to the world 
without our loved one, but when grief disrupts the person’s daily 
functioning, and causes social impairment, it is considered 
Complicated Grief (CG) (15). Previous studies suggest that high levels 
of grief remain the first few days or weeks after an EPL, but tend to 
reduce gradually after the 4 or 7th week, and may resolve about 3 or 
4 months after the event (Lee and Slade, 1996) (16–18). However, 
other studies have shown that, despite a typical decline 6 months after 
the loss, intense feelings of grief can persist 2 years or more (19, 20). A 
population studied by Krosch et al. (21) with a mean time after the loss 
of 4 years, showed a proportion of 57% with clinically significant levels 
of perinatal grief; and a later study by deMontigny et al. (22), which 
compared mean scores of perinatal grief in women whose miscarriage 
had occurred 0–6 months, 7–12 months, 1–2 years, and over 2 years 
before, reported that the scores of perinatal grief did not vary 
significantly over time.

After an EPL, grieving women tend to show high levels of other 
comorbidities, the most reported being depression, anxiety, and post-
traumatic stress disorder (PTSD) symptoms (22–26). Clinical 
depression and anxiety, commonly comorbid and thus often 
mentioned together, are likely to have their first episode triggered by 
a psychosocial stressor, such as what can be experienced with an Early 

Pregnancy Loss (27). Some studies have reported short-term anxiety 
to affect approximately 20–40%, and depression 15–55% of women 
who have suffered an EPL (28, 29). A more recent study showed even 
greater morbidity, with 73% of their sample presenting symptoms of 
depression, and 100% with moderate symptoms of anxiety (30). These 
studies seem to support some early studies reporting that anxiety 
might be more frequent and have higher morbidity than depression 
in this population (18, 31). However, another study reported that, 
while 10.5% of their sample showed symptoms of depression, 6.8% 
showed symptoms of anxiety (32). Furthermore, a number of studies 
have shown that depression and anxiety symptoms can prevail, not 
only in the immediate weeks after the loss but as far as 6 months, 1, or 
even 3 years after an EPL.

Focusing on anxiety, some studies have shown that anxiety levels 
decreased over time, more specifically within 4 weeks and 9 months 
after the event (18, 24, 25). Nevertheless, other studies have reported 
no significant changes in the frequency or mean scores of anxiety 
symptoms within a week and 2–5 years after the loss (22, 33, 34).

Regarding depression, studies have shown that 16–22% of women 
present symptoms of clinical depression within the first month post-
loss, which are significantly reduced 3–4 months after the loss (18, 24, 
34, 35). Some studies have investigated the incidence of depression 
symptoms covering even longer timeframes. An early study covering 
a timeline from 2 weeks to 6 months after the loss, reported that about 
36% of their participants showed moderate-to-severe depression 
symptoms 2 weeks after the loss, a proportion that gradually decreased 
but remained relevant 6 months after the loss, with almost 11% of the 
latter experiencing major depression (36). A relatively recent study 
covering a slightly longer timeframe reported more modest 
frequencies, with 10% of their sample showing symptoms of moderate/
severe depression at 1 month, and presenting a small decline to 7% at 
the 9-month mark (25). Other studies have focused on emphasizing 
the reduction of depression symptoms over time, reflecting on the 
mean scores over time shown in their samples rather than the 
frequency of clinically significant cases. The study of deMontigny et al. 
(22) showed that women who experienced EPL within the past 
6 months had higher scores of depressive symptoms than those who 
experienced it between 7 and 12 months, 1–2 years, or over 2 years ago. 
Further, an earlier study performed by Broen et al. (33) extended their 
time frame to the span of 5 years and reported a decrease in depression 
scores when compared to 10 days after the loss. Interestingly, despite 
not reaching scores or proportions as high as those seen in the first 
3–6 months post-loss, some studies have reportedly shown a slight 
spike or increase in depression symptoms 1–2 years after the loss, 
disrupting the generally gradual decline (22, 37).

Finally, symptoms of Post-Traumatic Stress Disorder (PTSD) are 
also often observed in women that underwent an EPL. PTSD can 
be defined as a trauma resulting from exposure to a threatening event 
that causes profound discomfort, and it is characterized by avoidance, 
numbing, the presence of intrusive thoughts, hyperarousal, and 
hypervigilance for an imminent traumatic event (38, 39). For women 
that undergo EPL, hospitalization, pain, the sole sight of blood, fetal 
tissue, the fetus, or even the subjective perception that a baby is dying 
inside the womb can be traumatic enough for the appearance of PTSD 
symptoms (24, 40). Recent studies suggest that around 10–45% of 
these women show symptoms of post-traumatic stress disorder (39, 
41). Regarding its persistence in time, an early study by Engelhard 
et al. (42), reported that symptoms of PTSD were visible in 25% of 
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their sample at the 1-month mark, and had substantially decreased by 
the 4-month mark. Further studies have indicated the persistence of 
PTSD symptoms at 1 month, 9 months, and even years after the loss, 
and others have brought evidence of a gradual decline of PTSD 
symptoms 1–9 months after the event (21, 24, 25).

The psychological effects beforehand described are sometimes 
overlooked by overexposed clinicians, which has led, in some cases, 
to negative outcomes in terms of quality of life, physical health, ability 
to work, depression and anxiety in subsequent pregnancies, among 
others (22, 24, 43). For instance, EPL has been linked with an 
increased risk of avoidant behaviors (e.g., alcohol and drug 
dependence), sexual dysfunction, and couple separation (8, 40, 44). 
Hence, characterizing or having actual data on the impact of EPL on 
the mental health of women in different nations and cultures is key to 
understanding and highlighting the need for preventive interventions. 
To our best knowledge, no extensive studies on the psychological 
impact of EPL have been conducted in Portugal. In fact, the research 
found has been mostly focused on the parents’ experience and feelings 
faced after the loss [e.g. (45, 46)]. Such studies have undoubtedly 
provided essential information to understand these women’s 
emotional experiences, but generally provide no rigorous data 
regarding the actual proportions of these women that might be in 
need of help in terms of complicated psychological responses. Aiming 
to address these issues, we conducted an online survey to evaluate the 
psychological impact of EPL on women residing in Portugal, in terms 
of clinical symptoms of perinatal grief, depression, anxiety, and 
PTSD. In addition, we  aimed at assessing how the intensity and 
persistence of these symptoms was modulated by the time passed 
since the loss to determine the influence of time on possible symptoms 
of clinical morbidities.

2. Materials and methods

2.1. Design and procedures

This was a descriptive cross-sectional research where 
we characterized the target population and compared the variables at 
a single point in time. This study had four dependent variables: the 
scores of depression, anxiety, perinatal grief, and PTSD symptoms. 
Our independent variable was the time passed since the miscarriage 
event, and it had seven levels according to the months passed since the 
loss: 0–1, 2–3, 4–6, 7–12, 13–24, 25–36, and 37 or more. Other 
variables were not considered for statistical analysis because they were 
collected for descriptive purposes only. We  developed an online 
survey with a self-reporting questionnaire using Google Forms. The 
questionnaire was disseminated through ads on social networks, 
associations for support regarding fertility and pregnancy loss, and 
posters sent to the main Gynecology and Obstetrics units in the 
country for display. Data collection started on February 23, 2022 and 
ended on July 4, 2022. The participants were informed of the objectives 
of the study, the data collection procedure, and the tasks to complete. 
Further, we ensured the protection of their data and highlighted their 
right to quit the study at any time. Considering the online nature of 
the questionnaire, consent to participate in the study was obtained by 
ticking a checkbox. Only after this verification, the participants had 
access to the questionnaire. Whoever decided not to participate was 
taken to a check-out section. This study was approved by the Data 

Protection Committee (February 9, 2022) and the Ethics Committee 
(February 17, 2022—Number P27) of the University of Madeira.

2.2. Sample

This was a self-selecting sample of adult women who have suffered 
a pregnancy loss and were eligible to fill out the questionnaire if they 
met the following inclusion criteria: (1) Having suffered a pregnancy 
loss in the first 20 weeks of gestation, (2) Being ≥18 years old, and (3) 
Being a resident in Portugal. Participants were not eligible if they had 
(1) termination for medical reasons or (2) voluntary abortion. The 
survey was answered by 1,015 women. After the survey was closed, a 
close analysis of the responses obtained was performed. Out of the 
1,015 respondents, 142 were excluded (8 for not being Portugal 
residents; 14 for suffering a pregnancy loss over the 20-week 
gestational age mark; 4 for carrying out a voluntary interruption of 
pregnancy; 6 for not providing key information or having faulty data; 
and 110 for undergoing a medical interruption of pregnancy), leaving 
a sample of 873 eligible responses. The 873 eligible responses were 
distributed as follows: Group  0–1, n = 131; Group  2–3, n = 78; 
Group  4–6, n = 146; Group  7–12, n = 107; Group  13–24, n = 135; 
Group 25–36, n = 65; and Group 37+, n = 211.

2.3. Materials

The online survey comprises clinically validated questionnaires 
and questions based on prior surveys in the field (11, 22). The survey 
was created under the expert judgment of co-authors with experience 
in perinatal mental health, who ensured content validity of the survey. 
The survey was composed of the following sections:

2.3.1. Socio-demographic and clinical data
Participants were asked for socio-demographic information such 

as their age, nationality, place of residence, profession, and others. It 
was also requested basic clinical information about previous 
pregnancies, fertility problems, diagnosed mental health issues, and 
any previous or recurring treatments. It was aimed at characterizing 
this population and identifying factors that could potentially influence 
the psychological impact of pregnancy loss.

2.3.2. The hospital anxiety and depression scale
It is a screening device for anxiety and depression that, despite 

its name, has proven to be  valid in primary care and useful in 
psychiatric and psychological work (47, 48). Different studies have 
shown its internal consistency and satisfactory validity for 
populations of different ages and gender (49, 50). Its Portuguese 
translation by Pais-Ribeiro et al. has shown similar properties to the 
original and confirmed it as reliable and valid (47*). This instrument 
is used in hospital and clinical environments to measure levels of 
anxiety and depression symptoms using two scales: seven items to 
measure depression, and other seven items to measure anxiety. 
These are to be answered using a Likert scale of four points (0–3). 
After summing up all the items of each subscale, their score ranges 
from 0 to 21, being 0–7 considered normal, while 8–10 indicates 
symptoms of mild, 11–14 moderate, and 15–21 severe anxiety or 
depression (47).
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2.3.3. Posttraumatic stress disorder checklist for 
DSM-5

This instrument has shown to be valid and reliable in both its 
initial evaluation and in more recent studies (53*, 51, 52), and it is the 
instrument of choice by the PTSD: National Center for PTSD of the 
U.S. Department of Veterans Affairs (53*). Its Portuguese version has 
also shown validity and reliability in assessing PTSD symptomatology 
(54). It evaluates post-traumatic stress symptoms, and is composed of 
20 items corresponding to post-traumatic stress symptoms identified 
by the Diagnostic Statistical Manual of Mental Disorders—5th Edition 
(DSM-5). Respondents answer to what extent they were affected by 
each symptom the previous month on a five-point Likert scale (0–4). 
There are several rules for provisional diagnosis using this tool, but the 
National Center for PTSD indicates that a provisional diagnosis can 
be determined by: (1) summing all 20 items and using a cut-off score 
of 31–33; (2) a single item considered symptomatic if rated equal or 
above the cutoff point of 2 (moderately). Here we use the total score, 
with a score of 33 or higher indicating probable PTSD and that the 
participant may benefit from PTSD follow-up, while less than 33 
indicates that the symptoms are subthreshold or do not meet the 
criteria for PTSD (55).

2.3.4. Perinatal grief scale—reduced version
This instrument has been validated worldwide for different types 

of pregnancy losses, showing high internal consistency (56–58). Its 
Portuguese version has also been validated with good levels of 
reliability (57). It evaluates the level of grief resolution after a 
pregnancy loss, fetal death, neonatal death, or ectopic pregnancy. It is 
composed of 33 items measured on a scale of five points (1–5). The 
final score is obtained by summing all the elements (with two reversed 
questions) and can vary from 33 to 165. It can be  interpreted in 
different ways, but the general interpretation uses a threshold of 91 
points, with a score of 91 or above considered to represent potential 
psychiatric morbidity (58).

2.3.5. Information about the loss
Participants were asked about their last pregnancy loss and the 

support received from their social network during the pregnancy and 
the loss process. It was aimed at registering relevant data about the loss 
such as rituals performed, the communication with their social 
environment, and the impact of the loss on their marital relationships, 
among others, to identify factors that could influence the psychological 
impact of the loss. The results of this section that are not related to the 
time passed since the loss are out of the scope of this paper.

2.3.6. Mental health responses in the context of 
the loss

This section addressed satisfaction with the hospital environment, 
the health practitioners’ behavior, the information provided regarding 
psychological support after the loss, and others. The goal was to 
characterize the participants’ feelings and thoughts on their hospital 
experience at the moment of the loss. The results of this section are 
out of the scope of this paper.

2.3.7. Lifestyle and leisure profile
Participants answered questions regarding the frequency they 

exercised, played sports, and other activities they perform to relax. It 
was aimed at recording the participants’ preferences regarding leisure 

and distraction activities, which indicates the return to normality that 
is intended to be reached during the grief process. The results of this 
section are out of the scope of this paper.

The participants were informed that filling out this questionnaire 
would take approximately 20 min.

2.4. Data analysis

Categorical variables are presented as frequencies and/or 
percentages, while quantitative data are presented through their 
mean ± standard deviation. To carry out the analysis of the 
psychological impact the event had on the target population and its 
frequency in time after the event, the 873 eligible responses were 
distributed into seven groups based on the time that had passed 
between the EPL and their participation in the study: Group 0–1 
(1 month or less); Group 2–3 (2–3 months); Group 4–6 (4–6 months); 
Group  7–12 (7 months to 1 year); Group  13–24 (1–2 years); 
Group 25–36 (2–3 years); and Group 37+ (over 3 years). One-way 
independent samples ANOVA tests were used to measure the effect of 
time after the loss on the scores obtained from the different scales, 
using time after the loss as the independent variable with seven levels 
(corresponding to the seven groups). Effect sizes are reported using 
eta squared. Post hoc multiple comparisons were performed, with a 
Bonferroni correction, to determine significant changes between time 
groups. When reporting the proportions of participants with above-
threshold symptoms in the different dependent variables, the Pearson’s 
Chi-square (χ2) test was used to test for significance across proportions. 
All statistical analyses were done using SPSS (59) and the threshold 
for significance was set at 5% (α = 0.05).

3. Results

3.1. Socio-demographic and clinical 
characterization

Regarding the socio-demographic data collected, the age of the 
participants ranged from 21 to 57 years (M = 36.04, SD = 4.9), 99% 
(n = 864) of the sample was white/Portuguese white/of European 
origin, 99% (n = 864) of Portuguese nationality, and 98.6% (n = 861) 
non-migrants (Table 1). All the districts and autonomous regions of 
Portugal were represented. A majority of 88.9% (n = 776) were married 
or in a civil union/domestic partnership and 8.8% (n = 77) were single. 
61.7% (n = 539) had living children. 80.2% (n = 700) had higher 
education, 93.2% (n = 814) were employed, and 96.6% (n = 843) earned 
more than the minimum wage.

Data collected on some basic clinical and mental health 
characteristics showed that most of our sample (69.2%, n = 604) 
reported to have had only one loss up until their participation in this 
study. 84.4% (n = 737) had never been diagnosed with any infertility 
issues, and a majority of 86.5% (755) of the sample had never gone 
through any Medically Assisted Reproduction (MAR) technique to 
get pregnant. The self-reported mental health history collected showed 
that 71.4% (n = 623) had not been diagnosed with any mental health 
issue (e.g., anxiety or depression) by the time of their participation in 
this study, and that 62.4% (n = 545) had not received any mental health 
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TABLE 1 Socio-demographic and clinical data per time group, with the highest values in bold.

Time since the loss

0–1 2–3 4–6 7–12 13–24 25–36 37+

Age M = 34.89 

(SD = 4.9)

M = 34.46 

(SD = 4.5)

M = 33.75 

(SD = 4.9)

M = 35.01 

(SD = 4.8)

M = 36.32 

(SD = 4.3)

M = 36.83 

(SD = 4.6)

M = 39.02 

(SD = 4.1)

Nationality Portuguese 98.5% (n = 129) 100% (n = 78) 100% (n = 146) 97.2% (n = 104) 99.3% (n = 134) 100% (n = 65) 98.6% (n = 208)

Others 1.5% (n = 2) __ __ 2.7% (n = 3) 0.7% (n = 1) __ 10.0% (n = 2)

Ethnicity White/Portuguese 97.7% (n = 128) 100% (n = 78) 100% (n = 146) 96.3% (n = 103) 98.5% (n = 133) 100% (n = 65) 100% (n = 211)

White/European 

origin

Black/Portuguese 

black/African 

descendant/

African origin

2.3% (n = 3) __ __ 1.9% (n = 2) 1.5% (n = 2) __ __

Asian/Portuguese 

Asian/Asian origin

__ __ __ __ __ __ __

Gypsy/Portuguese 

gypsy

__ __ __ __ __ __ __

Other __ __ __ 1.9% (n = 2) __ __ __

Immigration Status Immigrant 3.8% (n = 5) __ __ 2.8% (n = 3) 1.5% (n = 2) __ 0.9% (n = 2)

Non-immigrant 96.2% (n = 126) 100% (n = 78) 100% (n = 146) 97.2% (n = 104) 98.5% (n = 133) 100% (n = 65) 99.1% (n = 209)

Marital Status Married/Civil 

union

86.3% (n = 113) 89.7% (n = 70) 90.4% (n = 132) 84.1% (n = 90) 91.1% (n = 123) 87.7% (n = 57) 90.5% (n = 191)

Divorced 2.3% (n = 3) 2.6% (n = 2) 0.7% (n = 1) 2.8% (n = 3) __ 1.5% (n = 1) 3.3% (n = 7)

Single 11.5 (n = 15) 7.7% (n = 6) 8.9% (n = 13) 13.1% (n = 14) 8.9% (n = 12) 9.2% (n = 6) 5.2% (n = 11)

Widow __ __ __ __ __ 1.5% (n = 1) 0.9% (n = 2)

Schooling Primary education 

(Year 4)

__ __ __ __ __ __ __

Primary education 

(Year 6)

__ __ __ __ __ __ __

Lower secondary 

education (Year 9)

0.8% (n = 1) 2.6% (n = 2) 1.4% (n = 2) 1.9% (n = 2) 0.7% (n = 1) __ 0.9% (n = 2)

Upper-secondary 

education

16.0% (n = 21) 14.1% (n = 11) 8.2% (n = 12) 13.1% (n = 14) 8.9% (n = 12) 6.2% (n = 4) 7.1% (n = 15)

Vocational 

education

6.1% (n = 8) 1.3% (n = 1) 6.2% (n = 9) 11.2% (n = 12) 6.7% (n = 9) 3.1% (n = 2) 3.3% (n = 7)

Higher education 76.5% (n = 100) 82.1% (n = 64) 83.6% (n = 122) 72.8% (n = 78) 83.7% (n = 113) 90.8% (n = 59) 88.6% (n = 187)

Other 0.8% (n = 1) __ 0.7% (n = 1) 0.9% (n = 1) __ __ __

Employment Status Employed 96.2% (n = 126) 94.9% (n = 74) 93.8% (n = 137) 94.4% (n = 101) 93.3% (n = 126) 87.7% (n = 57) 91.5 (n = 193)

Unemployed 3.8% (n = 5) 5.1% (n = 4) 6.2% (n = 9) 5.6% (n = 6) 6.7% (n = 9) 12.3% (n = 8) 8.5% (n = 18)

Wage More than 705 

euros

93.9% (n = 123) 97.4% (n = 76) 97.3% (n = 142) 97.2% (n = 104) 97.8% (n = 132) 95.4% (n = 62) 96.7% (n = 204)

Less than 705 

euros

6.1% (n = 8) 2.6% (n = 2) 2.7% (n = 4) 2.8% (n = 3) 2.2 (n = 3) 4.6% (n = 3) 3.3% (n = 7)

Living children With living 

children

41.2% (n = 54) 44.9% (n = 35) 35.6% (n = 52) 57.0% (n = 61) 70.4% (n = 95) 75.4% (n = 49) 91.5% (n = 193)

Without living 

children

58.8% (n = 77) 55.1% (n = 43) 64.4% (n = 94) 43.0% (n = 46) 29.6% (n = 40) 24.6% (n = 16) 8.5% (n = 18)

(Continued)
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treatment neither before or at the moment of participating in the study 
(Table 1).

3.2. Information regarding the loss

The participants were asked to provide information about their 
last instance of an EPL. The information reported by the participants 
showed that the lost pregnancy had been planned for 81.4% (n = 711) 
of our sample and it had been spontaneous (without recurring to 
MAR) for 91.1% (n = 795). The loss was of a one-embryo/fetus 
pregnancy for 95.6% (n = 835) of our sample. Finally, 77.5 (n = 677) of 
our sample reported the clinical cause of their loss to be unknown 
(Table 2).

3.3. Perinatal grief

The mean scores of perinatal grief were the highest in the group 
whose loss happened within a month. There was a significant effect of 
[F(6, 866) = 7.67, p < 0.001]. The effect size was small-to-medium, 
η2 = 0.051. Multiple comparisons with the 0–1 months post-loss group 
indicated that the mean scores decreased significantly after the 
4–6-month mark (Table 3).

We compared the different groups regarding the frequency that 
probable clinical levels of perinatal grief were found. A cut-off score 
of 91 was used to define whether the sample showed probable clinical 
levels of perinatal grief (58) (Figure 1). A chi-square (χ2) analysis of 
the proportions of above-threshold Perinatal Grief across groups 

showed a significant difference, χ2 (6, N = 873) = 34.5, p < 0.001. The 
effect size was medium, with 𝝓 = 0.20. We  observed greater 
proportions of clinical symptoms in the 0–1-month group that 
gradually decreased in the older groups, with a greater decrease after 
4–6 months after the loss (Figure 1). From this point on, the frequency 
of clinical symptoms did not change much until a considerable drop 
was observed in the 25–36 months post-loss group. However, the 
decline in proportions did not continue in the 37+ months post-loss 
group, which showed a nearly 10% increase when compared to the 
25–36 months post-loss group.

3.4. Anxiety

Regarding self-reported symptoms of anxiety, results show that 
the mean scores of anxiety symptoms are the highest in the group 
whose loss happened 7–12 months before participation, and the effect 
of time post-loss on anxiety scores was not significant [F(6, 866) = 2.02, 
p = 0.06]. The effect size was small, η2 = 0.014 (Table 3).

To compare the percentage of individuals showing the presence of 
anxiety symptoms in each group, we used the following cut-off: mild 
(8–10), moderate (11–14), and severe (15–21) (47) (Figure  2). A 
chi-square (χ2) analysis of the proportions of mild-to-severe symptoms 
of anxiety across groups showed no significant differences, χ2 (18, 
N = 873) = 27.36, p = 0.07. The effect size was small-to-medium, with 
𝝓 = 0.10. Greater proportions of clinical symptoms of anxiety were 
observed in the 0–1-month group, being the majority moderate 
symptoms. After a decline in frequency in the 2–3 months post-loss 
group, there were no greater changes in numbers and, with the 

TABLE 1 (Continued)

Time since the loss

0–1 2–3 4–6 7–12 13–24 25–36 37+

Number of 

pregnancy losses

One only 69.5% (n = 91) 70.5% (n = 55) 78.1% (n = 114) 69.2% (n = 74) 56% (n = 76) 64.6% (n = 42) 72.0% (n = 152)

Two or more 30.5% (n = 40) 29.5% (n = 23) 21.9% (n = 32) 30.8% (n = 33) 43.7% (n = 59) 35.4% (n = 23) 28.0% (n = 59)

Pregnant at the 

moment

Yes 3.8% (n = 5) 14.1% (n = 11) 30.8% (n = 45) 50.5% (n = 54) 17.8% (n = 24) 13.8% (n = 9) 7.6% (n = 16)

No 96.2% (n = 126) 85.9% (n = 67) 69.2% (n = 101) 49.5% (n = 53) 82.2% (n = 111) 86.2% (n = 56) 92.4% (n = 195)

Previous infertility 

diagnosis

Yes 18.3% (n = 24) 20.5% (n = 16) 11.6% (n = 17) 8.4% (n = 9) 20.7% (n = 28) 24.6% (n = 16) 12.3% (n = 26)

No 81.7% (n = 107) 79.5% (n = 62) 88.4% (n = 129) 91.6% (n = 98) 79.3% (n = 107) 75.4% (n = 49) 87.7% (n = 185)

Has resorted to 

MAR techniques

Yes 14.5% (n = 19) 17.9% (n = 14) 13.0% (n = 19) 8.4% (n = 9) 17.8% (n = 24) 18.5% (n = 12) 10.0% (n = 21)

No 85.5% (n = 112) 82.1% (n = 64) 87.0% (n = 127) 91.6% (n = 98) 82.2% (n = 111) 81.5% (n = 53) 90% (n = 190)

Previous mental 

health 

complication 

diagnosis

Yes 25.2% (n = 33) 20.5% (n = 16) 29.5% (n = 43) 27.1% (n = 29) 34.1% (n = 46) 29.2% (n = 19) 30.3% (n = 64)

No 74.8% (n = 98) 79.5% (n = 62) 70.5% (n = 103) 72.9% (n = 78) 65.9% (n = 89) 70.8% (n = 46) 69.7% (n = 147)

Mental health 

treatment received

Received in the 

past and currently 

receiving

12.2% (n = 16) 19.2% (n = 10.3) 17.8% (n = 26) 13.1% (n = 14) 12.6% (n = 17) 15.4% (n = 10) 17.5% (n = 37)

Received in the 

past but no longer 

receiving

24.4% (n = 32) 10.3% (n = 8) 21.2% (n = 31) 21.5% (n = 23) 26.7% (n = 36) 24.6% (n = 16) 22.3% (n = 47)

Never 63.4% (n = 83) 70.5% (n = 55) 61% (n = 89) 65.4% (n = 70) 60.7% (n = 82) 60% (n = 39) 60.2% (n = 127)
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exception of mostly moderate symptoms in the 7–12 and 37+ group, 
mild symptoms were more common, and cases of severe anxiety were 
very few across the groups (Figure 2).

3.5. Depression

Regarding depression symptomatology, the mean scores are the 
highest in the 0–1 months post-loss group (Table  3). There was a 
significant effect of time post-loss on depression scores [F(6, 
866) = 2.80, p = 0.01]. The effect size was small, η2 = 0.019. Post-hoc 
comparisons showed that in comparison to Group 0–1, the mean 
score is significantly lower in Group 13–24, only.

A comparison of the number of our participants showing above-
threshold (mild-to-moderate) depression scores in each group based 
on the following cut-off scores: mild (8–10), moderate (11–14), and 
severe (15–21) (47) (Figure 3), showed no significant differences, χ2 
(18, N = 873) = 27.922, p = 0.06 (25% with expected count less than 5). 
The effect size was small-to-medium, with 𝝓 = 0.10. The highest 
frequency of cases was found in the 0–1 months post-loss group, most 
corresponding to mild cases. A drop in cases can be  seen in the 
2–3 months post-loss group when compared to the 0–1 months post-
loss group. Nevertheless, it was followed by greater proportions and 
oscillation among the groups with losses older than 3 months, with the 
second highest proportion in the 7–12 months, and the lowest in the 
13–24 months post-loss group. Most timeframes showed a majority 

TABLE 2 Self-reported information about the participants’ last Early Pregnancy Loss instance per time group, with the highest values in bold.

Time since the loss

0–1 2–3 4–6 7–12 13–24 25–36 37+

Planned 

pregnancy

Yes 86.3% (n = 113) 85.9% (n = 67) 82.9% (n = 121) 81.3% (n = 87) 81.5% (n = 110) 73.8% (n = 48) 78.2% (n = 165)

No 13.7% (n = 18) 14.1% (n = 11) 17.1% (n = X) 18.7% (n = 20) 18.5% (n = 25) 26.2% (n = 17) 21.8% (n = 46)

Pregnancy 

process

MAR 11.5% (n = 15) 11.5% (n = 9) 9.6% (n = 14) 9.3% (n = 10) 9.6% (n = 13) 12.3% (n = 8) 4.3% (n = 9)

Spontaneous 88.5% (n = 116) 88.5% (n = 69) 90.4% (n = 132) 90.7% (n = 97) 90.4% (n = 122) 87.7% (n = 57) 95.7% (n = 202)

Type of 

pregnancy

One embryo/Fetus 97.7% (n = 128) 96.2% (n = 75) 97.9% (n = 143) 92.5% (n = 99) 97% (n = 131) 89.2% (n = 58) 95.3% (n = 201)

Twins 2.3% (n = 3) 3.8% (n = 3) 2.1% (n = 3) 7.5% (n = 8) 3% (n = 4) 10.8% (n = 7) 4.7% (n = 10)

Clinical cause of 

the loss

Unknown 70.2% (n = 92) 79.5% (n = 62) 79.5% (n = 116) 79.4% (n = 85) 77% (n = 104) 81.5% (n = 53) 78.2% (n = 165)

Congenital and 

chromosomal 

anomalies

8.4% (n = 11) 6.4% (n = 5) 5.5% (n = 10) 5.5% (n = 6) 2.9% (n = 4) 3.1% (n = 2) 5.2% (n = 11)

Maternal health 

problems

0.8% (n = 1) __ 0.7% (n = 1) 0.9% (n = 1) 1.5% (n = 2) __ 1.9% (n = 4)

Pregnancy 

complications

__ __ 0.7% (n = 1) 0.9% (n = 1) __ __ __

Fetal-fetus 

transfusion 

syndrome

__ __ __ __ __ 3.1% (n = 2) 10% (n = 2)

Ectopic pregnancy 6.1% (n = 8) 5.1% (n = 4) 4.8% (n = 7) 3.7% (n = 4) 5.9% (n = 8) 6.2% (n = 4) 4.7% (n = 10)

Other 14.9% (n = 19) 9.1% (n = 7) 9.1% (n = 13) 10% (n = 11) 12% (n = 17) 9% (n = 6) 9.8% (n = 20)

TABLE 3 Mean scores per time group in the PGS, HADS Anxiety Subscale, HADS Depression Subscale, and the PCL-5 and significance.

Time since the loss

0–1 2–3 4–6 7–12 13–24 25–36 37+ p value1

PGS
M = 89.84 

(SD = 24.39)

M = 79.63 

(SD = 26.72)

M = 80.18 

(SD = 26.13)*

M = 77.90 

(SD = 27.51)*

M = 76.32 

(SD = 24.13)**

M = 70.38 

(SD = 25.00)**

M = 72.66 

(SD = 24.21)**
<0.001

HADS anxiety
M = 8.98 

(SD = 3.68)

M = 7.73 

(SD = 4.15)

M = 8.45 

(SD = 4.40)

M = 9.13 

(SD = 4.30)

M = 7.73 

(SD = 4.10)

M = 8.05 

(SD = 4.36)

M = 8.42 

(SD = 4.03)
0.061

HADS 

depression

M = 6.42 

(SD = 3.50)

M = 5.06 

(SD = 3.88)

M = 5.73 

(SD = 3.90)

M = 5.55 

(SD = 3.80)

M = 4.82 

(SD = 3.31)*

M = 4.83 

(SD = 3.55)

M = 5.69 

(SD = 3.94)
0.011

PCL-5
M = 24.37 

(SD = 13.68)

M = 20.36 

(SD = 14.12)

M = 23.29 

(SD = 15.42)

M = 21.49 

(SD = 15.35)

M = 18.84 

(SD = 13.90)*

M = 16.92 

(SD = 14.47)*

M = 18.41 

(SD = 12.99)*
<0.001

1p value results of one-way ANOVA tests.
*Significance of a value of p between 0.001 and 0.05 in post hoc comparisons to baseline (0–1).
**Significance of a value of p < 0.001 in post hoc comparisons to baseline (0–1).
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with mild symptoms, with only the 7–12 months post-loss showing 
the same percentage of mild and moderate symptoms. Proportions of 
severe symptoms of depression were very low in general.

3.6. Post-traumatic stress disorder

The mean scores of self-reported symptoms of PTSD indicate that 
the greatest mean score corresponds to the 0–1 months post-loss time 

frame. The effect of time post-loss on PTSD symptoms was significant 
[F(6, 866) = 4.41, p < 0.001]. The effect size was small-to-medium, 
η2 = 0.030. In comparison to Group 0–1, the mean score decreased 
significantly after the 13–24 months mark (Table 3).

We compared the differences in proportions of individuals with 
probable PTSD within the groups, and a cut-off score of 33 in the 
PCL-5 was used (55). A chi-square (χ2) analysis of the differences in 
frequency of Post-Traumatic Stress Disorder symptoms across groups 
showed significance, χ2(6) = 14.5, p = 0.02. The effect size was 

FIGURE 1

Bar chart representing the percentage of individuals showing above-threshold symptoms of perinatal grief, categorized according to the time passed 
between the loss and their participation in the study.

FIGURE 2

Bar chart representing the percentage of individuals showing above-threshold symptoms of anxiety, categorized according to the time passed 
between the loss and their participation in the study.
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small-to-medium, with 𝝓=0.13. It is visible that the highest number 
of cases corresponds to the 0–1 months post-loss group and they 
gradually decreased in the following groups until the fewest cases were 
found in the 37+ months post-loss group (Figure 4).

4. Discussion

Early Pregnancy Loss can be a devastating event for some parents. 
Even though most surpass their grief naturally, a non-neglectable 
proportion of women has shown detrimental mental health responses 
after the event, being complicated grief, depression, anxiety, and 
PTSD, the most common morbidities reported around the world. This 
study aimed to characterize the impact this kind of loss has had in 
Portugal-resident women in terms of the aforementioned 
clinical morbidities.

Regarding perinatal grief scores, our results showed that there was 
a significant effect of time on these scores, with significant reductions 
starting at the 4–6 months mark. These results differ from those 
obtained by the study performed by deMontigny et al. (22), where it 
was concluded that perinatal grief did not vary significantly according 
to the time after the loss. It is important to note that deMontigny’s 
study, similarly to ours, was also cross-sectional and obtained data 
through a self-reporting online questionnaire, but they collected data 
from a smaller sample (231 women) and obtained slightly lower mean 
scores of perinatal grief for the 7–12 months, 1–2 years, and over 
2 years marks in comparison (22). A closer look at the frequency of 
above-threshold scores of perinatal grief indicated that almost half of 
the population in our sample (48.1%) whose loss happened within 
1 month showed potentially clinical symptoms of perinatal grief. 
These values are close to those obtained in a cohort study conducted 
in Sri Lanka (13) which assessed a sample of 137 women using the 
PGS, and whose results showed that up to 54% of their sample met 

clinical levels of perinatal grief at 6–10 weeks after EPL. The 
proportions of clinically relevant symptoms of perinatal grief in our 
sample gradually decreased, reaching their lowest point in the 
25–36 months post-loss group. Nevertheless, almost a quarter (24.2%) 
of our sample whose loss occurred over 3 years ago showed scores 
above the cut-off levels. Interestingly, studies such as Krosch et al. (21) 
show much more concerning proportions, with 57% of their sample 
showing above cut-off levels of perinatal grief 4 years after the loss, a 
time when intense feelings of grief are expected to have resolved. On 
one hand, these results might suggest that a small but still important 
proportion of women who go through an EPL most likely had 
difficulties resolving their grief, still feeling deeply affected by the 
event even today, making follow-up evaluations essential to identify 
women in need of psychological support. On the other hand, this 
study was disseminated mostly online, which makes it susceptible to 
self-selection bias. This means that a proportion of women who have 
successfully resolved their loss or did not consider it a traumatic event 
might not have had interest in participating. As a result, women whose 
loss is still unresolved might be overrepresented in these groups whose 
loss happened over 3 years before.

When it comes to anxiety, our results revealed no effect of time 
since the loss on its scores. These results were similar to early studies 
carried out by Broen et  al. and Nikcévic et  al. which showed no 
significant changes in anxiety scores over time (18, 33). A more 
descriptive analysis of the proportions of clinical levels of anxiety in 
these groups indicate that, ranging from mild to severe, they remain 
above 50% even in the population whose loss happened 3 years before 
or over. Most of our population who had suffered the loss within 
1 month had symptoms of moderate anxiety, while they were mostly 
mild in populations whose loss happened between 3 and 6 months 
before. Proportions of moderate-to-severe levels of anxiety symptoms 
at 1 and 3 months after the loss in our sample were quite similar to two 
studies carried out by Farren et al., common ranges being 30–40% at 

FIGURE 3

Bar chart representing the percentage of individuals showing above-threshold symptoms of depression, categorized according to the time passed 
between the loss and their participation in the study.
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1 month, and 20–26% at 3 months (24, 25). However, while the latter 
study by Farren et al. (25) showed a score of moderate-to-severe levels 
reduced to 22% at 9 months, our group whose loss happened between 
7 and 12 months before showed an increase in proportions close to 
levels reported in the group of 0–1 months post-loss. Results obtained 
both in our study and in Farren et al.’s suggest that, in some cases, 
symptoms could spike in those months near the anniversary of the 
loss or when the baby could have been around a year old had the 
pregnancy succeeded. It is also worth to note how high these 
proportions are even though most women in all groups reported not 
having been previously diagnosed with any mental illness, a factor that 
has been associated to an increase in the likeliness of developing 
prolonged symptoms of psychological morbidities (60, 61). Even more 
concerning is the fact that most women in all groups reportedly never 
received any mental health treatment, which might explain the 
frequencies of above-threshold scores.

Regarding depression symptoms, our results showed a significant 
effect of time-after-loss in depression scores, with the only significant 
reduction in scores showing when comparing the 0–1 months post-
loss group to the 13–24 months one. This significant reduction in 
depression symptoms might be related to the fact that most women in 
this group reported having living children, a factor that authors like 
deMontigny have associated to the reduction of depression scores (12, 
22). However, this does not explain why this significant reduction is 
not visible in the other groups with older pregnancy losses, whose 
majority also reported having living children. Further, even though 
most in these groups reported having never received mental health 
support or treatment, over a quarter of the women whose loss 
happened within 7–12 months before participation reported having 
received mental health treatment in the past, which might have 
influenced this result. When analyzing the frequency of above-
threshold scores of depression, there seems to be much less morbidity 
in comparison to anxiety, always present in less than 40% of all groups. 

Even though above-threshold scores of depression were found more 
frequently in the population whose loss happened within 1 month, it 
remains visible in a proportion of around 20–30% of women whose 
loss happened within 2 months or over 3 years before. Regardless of 
the time after the loss, most of these correspond to symptoms of mild 
depression. When it comes to the proportions of our sample showing 
symptoms of moderate-to-severe depression, our results are similar to 
a study performed by Farren et al. (24), referring specifically to the 
1-month and 3 months mark. However, even though a more recent 
study by Farren et al. (25) showed a steady decline of moderate-to-
severe levels of depression by the 9-month mark, our group whose loss 
happened within 7–12 months before showed a slight increase in 
proportions compared to 2–3 months, and even 0–1-month groups. 
Our results are, again, consistent with deMontigny et  al.’s, who 
reported an increase in depression symptoms 1–2 years after the loss 
that disrupts the generally gradual decline (22, 25). Again, this spike 
in proportions might be  related to the fact that a number of 
participants belonging to this group are likely close to the anniversary 
of the loss, a factor that could play part in an increase of stronger 
symptomatology. Altogether, our study provides evidence that 
symptoms of anxiety and depression could persist for 1–3 years after 
the event, stressing the need of periodical screening of these women’s 
mental condition in order to detect complicated responses to the loss 
and provide support if needed.

The analysis of our sample revealed a significant decrease over 
time in the mean scores of PTSD symptoms, with the most significant 
decrease visible after the 13–24 months mark. When describing the 
different groups in terms of the frequency of above-threshold scores 
of PTSD symptoms, these are in accordance with what has been 
reported in the literature, although none of the studies found used the 
same instruments we did. A study by Farren et al. (24) has reported a 
proportion of 28% likely to meet the criteria for moderate-to-severe 
PTSD at 1 month, and 39% of women meeting such criteria 3 months 

FIGURE 4

Bar chart representing the percentage of individuals showing above-threshold symptoms of post-traumatic stress disorder, categorized according to 
the time passed between the loss and their participation in the study.
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after EPL, showing an increase in time. Regardless, in our study, the 
greatest proportion of women with symptoms of PTSD was found in 
the group whose loss happened within 1 month, similar but lower 
proportions appear in the groups whose loss happened between 
2 months and 1 year before, and even lower proportions in the groups 
whose loss happened over 1 year before show symptoms. Our results, 
therefore, are more similar to those reported by a more recent study 
by Farren et al. (25), where the percentages decreased gradually from 
1 month (34%), through 3 months (26%) to 9 months after the loss 
(21%). Nevertheless, we cannot ignore studies like Krosch et al ’s (21), 
where out of a population with a mean time after the loss of 4 years, 
43.9% showed symptoms of PTSD, indicating that the number of 
women showing relevant symptoms of PTSD years after the loss could 
be higher than commonly believed, possibly influenced by personal 
and/or environmental circumstances unique for each population. In 
a nutshell, despite a generally gradual decline, we cannot reject the 
possibility that a percentage of these women remain with high levels 
of PTSD long after the event and are in need of further psychological 
evaluation or even an intervention, making longitudinal screening of 
symptoms important to provide timely support for those in need and 
avoid severe deterioration of these women’s mental health. Overall, the 
results for our sample in Portugal are generally in line with those from 
studies that took place in other parts of the world, and in different 
times and contexts, with the percentages of the population showing 
symptoms of clinical perinatal grief, depression, anxiety, and PTSD 
lying within those reported by other authors, and there seems to be an 
effect of time in the persistence of all morbidities, except anxiety. Our 
results are in accordance with other studies that showed no effect of 
time in the prevalence of anxiety symptoms, and its greater morbidity 
when compared with depression.

We believe that there are some factors that could have modulated 
our results. Most participants in all groups indicated that the clinical 
cause of their loss was unknown (70.2–81.5%), a factor that has been 
reported to influence negatively the parents’ grieving, closure, and 
recovery process (18, 46). Additionally, other factors related to the 
event, such as the presence of social support, or the healthcare 
management, might have also played a part in the persistence of 
mental health complications in some individuals (22). deMontigny’s 
work showed that the women’s level of satisfaction with the health care 
received was significantly associated with reported symptoms of 
perinatal grief, anxiety, and depression (22). Therefore, this is an 
aspect that deserves future consideration. Factors related to the 
participants’ clinical history might also be  worth studying. For 
example, it would be interesting to analyze whether having had an 
earlier infertility diagnosis or having recurred to MAR techniques had 
an influence in those women who showed above-threshold symptoms 
of mental health morbidities. For instance, a study by Mutiso and 
colleagues showed that mode of conception strongly influenced the 
presence of depression symptoms after miscarriage (62). It is worth 
highlighting that some of these losses, specifically those that happened 
up to 2 years before the study, happened in the context of the 
COVID-19 pandemic. The WHO warned on its official website at the 
time, more specifically its regional office for Europe, that “the main 
psychological impact to date is elevated rates of stress or anxiety” (63). 
Further, lockdown measures were taken in many countries, including 
Portugal, which deeply disrupted people’s routines and usual activities, 
to which the WHO expressed that “levels of loneliness, depression, 
harmful alcohol and drug use, and self-harm or suicidal behavior are 

also expected to rise” (64). Hence, in the context of the pandemic, not 
only social isolation and routine disruption might have been partially 
responsible for increased levels of depression and anxiety, but also 
some of these women might have suddenly lost family members and/
or friends to the virus, situations likely to have a strong influence in 
the development of complicated grief or even PTSD symptoms.

This study has some limitations that need to be considered. The 
data were collected through an online survey. While this methodology 
is excellent for gathering a large sample that is geographically 
dispersed, and has also been used by other authors [e.g. (22)] when 
analyzing the effect of time, this comes from reports of different 
women in different moments after their losses. A longitudinal within-
subjects study might have shown slightly different trends in the results. 
Furthermore, our data is strongly inclined to a specific population, 
with a majority of women in all groups being non-immigrant, white 
Portuguese, married, with higher education, employed, earning more 
than minimum wage, and resident in big cities like Lisbon and Porto. 
This means that women who are immigrants, from ethnic minorities, 
unemployed, earning a precarious wage, or living in less developed/
countryside areas of Portugal are underrepresented in our sample. 
Additionally, many individuals who have suffered this kind of loss 
might have declined to take part in the study either because the event 
had no relevant effect on their lives, or because they might not have 
wanted to be reminded of such an unhappy event by the questionnaire. 
In fact, it is common that women with stronger symptoms of trauma 
avoid engaging in activities that make them confront the event of the 
loss (24). Hence, our results might be lacking insight into individuals 
belonging to the extremes of both sides of the spectrum.

The effect of Early Pregnancy Loss on women’s mental health is 
an important but underserved area, especially in Portugal. Our 
findings have highlighted that, despite not being a majority, a 
proportion of women still show symptoms of clinical levels of PG 
6 months or over a year after the event. Furthermore, symptoms of 
other comorbidities such as depression, anxiety, and PTSD are also 
prevalent in a few cases, regardless of the time since the loss occurred. 
Considering this, we  believe that it is essential that follow-up 
consultations after EPL include more than a check-up on their 
physical health. Rather, follow-up consultations should include 
screenings of PG, anxiety, depression, and PTSD to help detect any 
possible development of adverse mental health responses to the loss. 
Even though high levels of these morbidities are normal to be found 
within the first weeks or months after the event, they should diminish 
or dissipate after 6 months, so we  believe the period between 
six-month to one-year post-loss to be ideal for screening for cases 
that require further attention or might benefit from counseling or 
psychological support.

Despite the importance of providing follow-up to the mental 
well-being of women who have suffered EPL, health professionals 
may find different limitations to providing such a service, such as 
lack of time, training or any follow-up protocol to follow (Catlin 
et  al., 2017(65); Litlemore et  al., 2019 (66). Some studies in 
countries such as Canada, the United  States, and the 
United Kingdom, have provided evidence of the significant impact 
that factors like childlessness, a history of mental health illness, 
lack of social support, or marital satisfaction have on these 
women’s mental distress (22) (Barat et al., 2020) (67). Therefore, 
we believe that by paying special attention to the social situation 
and clinical history of these women, health practitioners would 
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be able to at least prioritize mental health follow-up for women 
whose circumstances make them more prone to develop 
complicated mental health responses.

Finally, future studies should focus on the factors that may predict 
complicated mental health responses in Portugal. Through our study, 
we showed that time may not always “cure it all” and does not ensure 
mental well-being after a miscarriage. However, longitudinal studies 
on factors that might work as predictors of long-term complicated 
mental health responses still need to be studied in Portugal, especially 
because some may vary across cultures. For instance, infertility 
diagnosis might be a stronger predictor of declining mental health 
after a miscarriage in cultures where the woman’s main value is 
procreation and family care.
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Introduction: People with severe mental health difficulties (SMHDs) and 
concurrent kidney disease have less access to quality kidney care and worse 
clinical outcomes. Our research investigates the barriers and facilitators to 
effective kidney care for people with SMHDs, and how care might be improved 
for this underserved population.

Methods: We conducted semi-structured interviews with twenty-two physical 
(n = 14) and mental (n = 8) healthcare professionals with experience working with 
people with SMHDs and concurrent kidney disease. Interview data were analysed 
and interpreted using reflexive thematic analysis.

Results: Four themes were generated from the data: 1. “It’s about understanding their 
limitations and challenges, without limiting their rights” describes how some people 
with SMHDs need additional support when accessing kidney care due to challenges 
with their mental state, motivation, cognitive difficulties, or mistrust of the healthcare 
system. 2. “There are people falling through the cracks” describes how the separation of 
physical and mental healthcare, combined with under-resourcing and understaffing, 
results in poorer outcomes for people with SMHDs. 3. “Psychiatry is a black spot in our 
continuing medical education” describes how many renal healthcare providers have 
limited confidence in their understanding of mental health and their ability to provide 
care for people with SMHDs. 4. “When they present to a busy emergency department 
with a problem, the staff tend to go ‘…psych patient’” describes how stigma towards 
people with SMHDs can negatively impact quality of care.

Conclusion: Healthcare professionals accounts’ describe how people with SMHDs 
and kidney disease can have favourable outcomes if they have appropriate hospital, 
community and social supports. Findings indicate that effective management of 
kidney disease for people with SMHDs requires integrated physical and mental 
health care, which takes an individualised “whole person” approach to addressing 
the interaction between kidney disease and mental health.

KEYWORDS

kidney disease, mental health, mental illness, health inequities, schizophrenia, dialysis, 
transplantation, kidney failure
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Introduction

People with severe mental health difficulties (SMHDs), including 
schizophrenia, psychosis, bipolar disorder and major depression, die 
an average of 15–20 years earlier than the general population (1). The 
majority of deaths in people with SMHDs are due to preventable 
physical conditions, such as diabetes, cardiovascular disease and 
kidney disease (2–4). There is growing evidence that unequal access 
to healthcare plays a critical role in this disparity. Numerous barriers 
to accessing healthcare for people with SMHDs have been identified, 
including cognitive functioning, lack of social support, difficulty 
communicating healthcare needs, and fear or suspiciousness towards 
healthcare providers (5). Pervasive stigma regarding SMHDs and the 
separation of mental healthcare from other medical services also 
contribute to this disparity (6).

Chronic Kidney Disease occurs when damage to the kidneys 
impairs their ability to filter blood. This results in the accumulation of 
excess waste and fluid in the body, leading to other health problems 
such as cardiovascular disease and stroke (7). Kidney failure, also 
known as end-stage kidney disease, occurs when the kidneys can no 
longer adequately filter the blood, and kidney transplant or dialysis are 
needed for survival. Kidney failure carries a substantial and unique 
burden in terms of self-management and adherence. People on 
haemodialysis must undergo treatment several times a week for 
4 hours at a time, and restrict fluid intake to 500mls per day (8). 
Failure to attend even one session may be life-threatening (9). This, 
combined with treatment side-effects, can significantly impact quality 
of life and ability to work or engage in other activities (10). 
Additionally, people on haemodialysis must adhere to a strict diet to 
prevent health complications. This diet can be extremely challenging, 
and restricts intake of foods high in sodium, potassium, phosphorous, 
protein and fluid (11). Kidney transplant is the optimal treatment for 
kidney failure as it increases survival and significantly improves 
quality of life (12). However, kidney transplant recipients must also 
be able to adhere to life-long medication regimens, lifestyle changes 
and medical appointments to sustain graft function (13).

The prevalence of kidney disease is higher in people with SMHDs 
(14). This is due to a range of factors, including the use of psychotropic 
medications such as lithium, as well as higher rates of smoking, type 
2 diabetes and cardiovascular disease (14–20). However, available data 
regarding the rates of SMHDs in people with kidney disease is limited. 
In the United States, rates of psychiatric hospitalisations are 1.5 to 3 
times higher in people with kidney failure compared to those with 
other chronic illnesses (21), and 27% of Medicaid-enrolled adults with 
kidney failure have been hospitalised with a psychiatric diagnosis (22). 
Recent data from Ireland suggests the prevalence rates of bipolar 
disorder, psychosis and schizophrenia diagnoses in people with 
kidney disease are 2.2, 1 and 1%, respectively (23). However, as this 
study relied on self-report surveys, it likely underestimates the true 
prevalence of SMHDs in people with kidney disease.

After developing kidney disease, people with SMHDs also have 
poorer clinical outcomes and limited access to kidney care. People 
with kidney failure and co-occurring SMHDs have higher risk of 
mortality and hospitalisations, particularly through the emergency 
department (22, 24, 25). There is also evidence that people with 
SMHDs are more likely to die before reaching the later stages of 
kidney disease (26). Furthermore, people with SMHDs are less likely 
to receive a kidney transplant (19, 27). This is despite evidence that, 

following a careful selection process, people with SMHDs have 
comparable kidney transplant outcomes to those without SMHDs 
(28–30). People with kidney failure and co-occurring SMHDs are also 
less likely to receive appointments with renal clinicians (nephrologists) 
or erythropoietin prescriptions (26). Research in other long-term 
conditions illustrates that people with SMHDs often have difficulty 
adhering to medications, diet, and fluid restrictions (31). Given the 
significant burden of adherence in kidney disease (32), people with 
SMHDs likely experience specific challenges in receipt of kidney care.

Despite the higher risk for kidney disease in people with SMHDs 
and the observed poorer outcomes for this population, research 
investigating kidney care for people with SMHDs is limited. To our 
knowledge, the only published research in this field is a qualitative 
study exploring the experiences of renal nurses providing acute 
haemodialysis to people with SMHDs, which did not focus specifically 
on barriers or facilitators to care (33). Nurses in this study described 
working with people with SMHDs as “challenging,” and identified staff 
shortages and lack of staff education regarding mental health as 
barriers to care. Participants described empathy and effective 
communication skills as facilitators to care, and expressed a need for 
more support from mental health teams. As healthcare providers work 
within healthcare systems and provide care to many patients over 
significant periods of time, they likely have insights into a range of 
barriers and facilitators to kidney care for people with SMHDs, as well 
as practical suggestions regarding how care for this population might 
be  improved. As care for people with SMHDs is complex and 
multidimensional, research exploring the perspectives of a range of 
healthcare professionals from hospital and community settings is 
needed to inform the provision of kidney care for this population.

To better understand the barriers and facilitators to effective 
kidney care for people with SMHDs, we interviewed healthcare and 
mental healthcare professionals with experience working with people 
with SMHDs and concurrent kidney disease. It is hoped that our 
findings will contribute to improvements in kidney care for people 
with SMHDs and ultimately improve clinical outcomes for this 
underserved population.

We aimed to address two research questions:

 A. What are the barriers and facilitators to effective kidney care 
for people with SMHDs, from the perspective of healthcare and 
mental healthcare providers?

 B. How might kidney care for people with SMHDs be improved?

Methods

This study was conducted as part of a larger research project 
investigating kidney care for people with SMHDs. Design and 
implementation of the wider research project were influenced by a PPI 
advisory group of three individuals with kidney disease and concurrent 
mental health difficulties. We adopted a qualitative approach using semi-
structured interviews. This ensured that participants were asked the same 
broad, open-ended questions related to barriers and facilitators to effective 
kidney care for people with SMHDs, while allowing flexibility to discuss 
issues other than those predetermined by the researchers. The interview 
schedule was developed based on existing literature regarding inequities 
in access to healthcare for people with SMHDs (5) and access to kidney 
care for people from other minority backgrounds (34). The schedule was 
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then informed by guidance from the PPI advisory panel and a Consultant 
Nephrologist (KB) (See Supplementary Appendix A for 
interview schedule).

Background to pathway of care for kidney 
disease in Ireland

All people living in Ireland are entitled to receive healthcare 
though the public healthcare system, which is managed by the Health 
Services Executive (HSE). Both public and private healthcare services 
are available, and a minority of people with kidney disease have 
private consultations with nephrologists that are reimbursed by their 
private health insurance. However, the bulk of the costs are borne by 
the State, particularly for dialysis treatment (35). All adults with 
kidney failure in Ireland are under the clinical governance of 1 of 11 
HSE renal units. In Ireland, people with kidney disease have access to 
a highly trained workforce of multi-disciplinary clinicians, and to the 
most modern equipment and medications (36).

Many people with kidney disease attend nephrology clinics for years 
before developing kidney failure. During this time, nephrologists monitor 
kidney function and slow the progression of kidney disease. In some 
cases, individuals first present to nephrology services with advanced 
kidney disease and require dialysis immediately. These late referrals or 
“crash landers” typically have worse health outcomes (37). Of the 5,148 
people with kidney failure in Ireland, 52% have a functioning kidney 
transplant, the optimal treatment for kidney failure (35). However, not all 
people are eligible for transplant due to various reasons such as medical 
conditions or lack of suitable donors. Those who are not eligible for 
transplant must undergo dialysis to stay healthy. In Ireland, 41% of people 
with kidney failure are treated by centre-based haemodialysis, and 6% by 
home-based modalities (peritoneal dialysis or home haemodialysis) (35). 
Most people waiting for a kidney transplant will be on dialysis, although 
some can undergo a pre-emptive transplant before requiring dialysis. A 
retrospective study indicated that 45% of people transplanted in Ireland 
between 1996 and 2000 had their kidney transplant last for 15 years or 
more (38). After the graft fails, people typically return to dialysis. Some 
individuals are subsequently able to receive additional kidney transplants 
after graft failure.

System of care for SMHDs in Ireland

As a result of recent changes in mental health policy, almost all of 
the larger psychiatric hospitals in Ireland have been closed and 
replaced with smaller acute inpatient units and community-based 
mental health services (39, 40). However, there is frequent criticism 
that community mental health teams in Ireland are not developed or 
resourced enough to provide adequate community support, and have 
significant regional variation and inadequate multidisciplinary input 
(41, 42). There is also still a significant number of individuals with 
SMHDs who are repeatedly admitted to acute inpatient units and 
spend significant periods of time there (43). In response, specialist 
rehabilitation units were commissioned in 2018, to provide specialist 
inpatient rehabilitation and recovery services to people with SMHDs 
with ongoing complex needs (40). However, there is an absence of 
intensive care high support hostels, crisis houses, and specialist 
rehabilitation units in each regional area (43).

Participants

Twenty two professionals from physical healthcare (n = 14) and 
mental health (n = 8) were recruited through three Dublin-based 
hospitals and the Irish Kidney Association (see Table 1 for participant 
demographics). The study was advertised in three Dublin-based 
hospitals and through the Irish Kidney Association, inviting healthcare 
professionals with experience working with people with kidney 
disease and co-occurring SMHDs to participate. Snowball sampling 
was also used, whereby participants referred other potential 
participants who had experience working with this population. The 
inclusion criteria were that the participant must be a healthcare or 
mental healthcare provider who has experience working with people 
with kidney disease and co-occurring SMHDs; be fluent in English; 
and able to provide informed consent.

Procedure

This study was approved by the University College Dublin 
Research Ethics Committee (HS-21-19- Cogley-Dalton). Participants 
completed a semi-structured interview with the first author (CC), in 
a quiet room or via a teleconferencing platform. The interviewer did 
not know the participants and there was no monetary compensation 
for participation. Interviews took place between August 2021 and May 
2022, and lasted 35–120 min (M = 53 min). Interviews were digitally 
recorded and transcribed verbatim.

Analysis

Interviews were analysed using thematic using reflexive 
thematic analysis, using an adapted version of the procedures 
described by Braun and Clarke (44–46) (See Table 2 for a detailed 
description of procedures). Thematic analysis was chosen for its 

TABLE 1 Summary of participant demographics.

Age Mean: 44.66 years; Range: 28–68 years; SD: 10.46

Gender 16 female; 8 male

Role 4 Nurses in Haemodialysis

3 Consultants of Liaison Psychiatry

3 Clinical Nurse Specialists in Nephrology

2 Consultants of Nephrology

2 Registrars in Nephrology

2 Dieticians in Nephrology

2 Counselling Psychologists in Nephrology

1 Consultant of Immunology

1 Liaison Psychiatric Nurse

1 Community Mental Health Nurse

1 Clinical Psychologist in Nephrology

1 Physiotherapist in Nephrology

Time spent in role Mean: 8.3 years; Range: 6 months – 38 years
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ability to analyze and capture the diverse experiences of participants 
with different roles (47). Analysis was conducted within a critical 
realist framework (48), interpreting participants’ accounts as “real” 
without rendering them independent of the cultural, disciplinary 
or political context in which they occurred. The use of thematic 
analysis was descriptive and sought to “stay close” to participants’ 
descriptions. We adopted a predominantly inductive approach, by 
open-coding data and emphasising data-based meaning. A degree 
of deductive analysis was employed to ensure the themes were 
relevant to the research questions (see Figure 1). Braun and Clarke 
describe their approach to thematic analysis as “reflexive” as it 
emphasises the active role of the researcher in the interpretation 
and generation of themes (49). Their gauges of quality include 
researcher reflexivity, systematic and rigorous coding, and 
theoretical knowingness (46). To monitor the impact of assumptions 
and biases throughout data collection and analysis, CC kept a 
reflexive journal and discussed her reactions and assumptions with 
two academic supervisors who work in Clinical Psychology (PD 
and JB). CC is a PhD researcher with a background working in 
health psychology. CCa is a post-doctoral researcher with 
background training in mental health nursing and with multiple 
years of experience working with people with SMHDs and people 
with kidney disease.

Results

Four overarching themes were generated from the data, relating 
to barriers and facilitators to kidney care for people with SMHDs, and 
how kidney care might be improved for this population. A summary 
of the identified barriers and facilitators to care are illustrated in 
Figure 1.

“It’s about understanding their 
limitations and challenges, without 
limiting their rights”

Participants reported that many people with SMHDs require 
additional support due to issues with their mental state, motivation 
and organisation, cognitive difficulties, or mistrust of the healthcare 
system. As the difficulties experienced by each person with a SMHD 
varies widely, participants emphasised the importance of 
understanding the specific needs of each individual, so they can 
be given appropriate support to access kidney care.

Fluctuating mental state impacts 
engagement in kidney care

Depression was described by renal healthcare providers as the 
most common mental health-related barrier to care, impacting 
peoples’ ability to engage and adhere to treatment recommendations: 
“It becomes clear the reason why they are not able to do things at 
home is because they are so depressed they do not have any motivation 
to cook food.” (Laura, dietician). Haemodialysis nurses reported that 
a number of their patients had died by suicide, and expressed concern 
about the high risk of death for people who miss dialysis or do not 
adhere to diet guidelines: “If they want to die, they know how to die. 
Just eat 10 bananas” (Lucas, Haemodialysis Nurse).

Participants also described how individuals experiencing mania 
or psychosis can struggle to sit through a full dialysis session. Nurses 
discussed the difficulties they face when administering haemodialysis 
to people with SMHDs who are restless or agitated: “That needle can 
dislodge and hurt the patient, so much blood goes everywhere. And 
the patient is at risk of dying.” (Mia, Haemodialysis Nurse). In 
addition, some hold strongly held beliefs about their treatment or 
specific healthcare providers that can impact adherence:

People with bipolar, if they're a bit high, they say “There's nothing 
wrong with me. I don't need that.” – Liam, Liaison Psychiatrist

We have people who think dialysis will end up killing them, or if 
we give them a certain injection it will give them heart failure. And 
then they end up just refusing to show up to dialysis – Elijah, 
Haemodialysis nurse

In addition to posing risks to their health, fluctuating mental state 
was described as a barrier to transplant for some people with SMHDs, 
as poor medication adherence and appointment attendance post-
transplant is associated with high risk of kidney rejection. One 
nephrology consultant described the difficulty of weighing the 

TABLE 2 Process of thematic analysis.

Phase Process and author involvement

Phase 1: Data 

familiarisation

CC conducted interviews, keeping notes of insights and 

impressions. Interviews were transcribed verbatim. CC 

removed potentially identifying information and assigned 

pseudonyms to participants. CC read the data multiple 

times to facilitate deep familiarisation, and discussed 

impressions with JB and PD

Phase 2: Coding CC and CCa independently and systematically conducted 

open coding and subsequently discussed findings, to 

foster reflexivity, enhance understanding, and improve 

“trustworthiness” of the analysis. Coding was an iterative 

process, staying close to participants’ accounts and 

primarily focusing on semantic meaning. Codes were 

stored and organized using NVivo 12 software

Phase 3: Generating 

initial themes

CC generated initial themes relating to barriers and 

facilitators to kidney care for people with SMHDs, by 

clustering together related or similar codes based on 

patterns of shared meaning

Phase 4: Reviewing 

and refining themes

CC, CCa, PD and JB reviewed initial themes. Through 

discussion, themes were discarded or reworked until they 

were seen as providing a “good fit” with the data. CC 

reviewed the themes against the coded data and the entire 

dataset

Phase 5: Defining 

and naming themes

CC refined and developed the “story” of each theme and 

subtheme, finalising theme names and writing the results 

section in full. These were reviewed by other authors

Phase 6: Producing 

the report

CC selected illustrative extracts which other authors 

reviewed and agreed upon. CC wrote the final paper, with 

input from all other authors
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potential benefits and risks of putting a people with SMHDs forward 
for transplant when there are concerns regarding adherence:

The conflict of my heart is am I, as a responsible senior clinician, going 
to refer this man to a transplant program? (…) Is he going to take his 
tablets every day? Is he going to end up rejecting that kidney and 
be worse off than he was before? – David, Nephrology Consultant

Participants also discussed the risk of steroid-induced psychosis 
post-transplant, and emphasised the need for close monitoring during 
transition periods, to enable immediate intervention if necessary. 
Participants described the need to have an individualised advance care 
plan for people with fluctuating mental states, including specific 
guidance on how treating clinicians should respond if the person 
becomes acutely unwell:

FIGURE 1

Summary of barriers and facilitators to effective kidney care for people with severe mental health difficulties (pwSMHDs).
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In a cardiac arrest situation, everybody knows what to do. You go 
in. You call a crash trolley. That's our job. What about if somebody 
had a severe change in their mental health? What do you do? Should 
there not be a similar protocol? – Charlotte, Physiotherapist

They recommended that care plans be developed collaboratively 
by members of the renal MDT, mental health team, the person with 
the SMHD, and involve family and carers as appropriate. Participants 
described multiple instances whereby advance planning of care and 
supports were used to successfully facilitate people with SMHDs 
receiving a kidney transplant.

Difficulties with motivation and 
organisation impact adherence and 
attendance

Mental healthcare providers described how low motivation can 
often be a feature of SMHD, which can result in some people with 
SMHDs being less proactive in their own care. Thus, they may require 
more proactive support to attend appointments:

I think medics often think, "Well, if they don't turn up, that's their 
choice." And that's fine for some people. But when they have a lack 
of motivation as a part of their illness, that's when you need more 
prompting and more proactive engagement. – Liam, 
Liaison Psychiatrist

Participants reported that adhering to the restrictive food and 
fluid guidelines can be  particularly challenging for people with 
SMHDs on haemodialysis, and that external supports are sometimes 
necessary to sustain their adherence:

The diet can be very bland and very difficult. And even the rigor that 
requires double boiling of vegetables and stuff like that. That’s hard 
with the best will in the world, not to mind if you’re struggling with 
motivation and organizational skills. (…) And for some, drinking 
large amounts of fluids is a component of their psychiatric disorder. 
– Noreen, Liaison Psychiatrist

Conversely, participants described how other people with SMHDs 
can have high levels of health-related anxiety: “One would be very 
focused on numbers and be really worried if they heard that they had 
high potassium.” (Samuel, Registrar in Nephrology). As a result, some 
people with SMHDs may follow treatment guidelines too rigidly, 
which can also lead to health complications:

If you advise on something they might take that to the letter of the 
law, and sometimes that can be a good thing, but in the overall it 
might be  driving anxiety and other issues. Some people might 
be overly compliant or overly restricted in their diet, and then that 
could turn into an issue as well. – Laura, dietician

Participants also described how lack of organisation and 
motivation can result in under-reporting of physical symptoms in 
people with SMHDs. Alogia, a symptom of some SMHDs whereby a 
person has poverty of speech, can also contribute. As a result, people 
with SMHDs are more likely to seek medical attention when they are 

in a “physical health crisis” (Mia, Mental Health Nurse), which can 
lead to later diagnosis of kidney disease and poorer outcomes:

You get the referral from the GP or the mental health services, but 
they have presented at a later stage and the kidney disease is already 
underway. So you're kind of catching up with what damage has been 
done. – Evelyn, Advanced Nursing Practitioner in Nephrology

Mental healthcare participants described how the motivation of 
people with SMHDs to seek healthcare is also impacted by socio-
economic factors, including limited health education and higher rates 
of poverty, homelessness and addiction in this population: “To 
be  honest, attending some appointment is not going to be  their 
priority when there is so much else going on in their lives, so many 
disadvantages.” (Elizabeth, Community Mental Health Nurse).

Because of difficulties with organisation and motivation, mental 
healthcare professionals described the need for external supports to 
help people with SMHDs manage their physical and mental health, 
navigate the healthcare system and attend appointments. Participants 
reported that support from family members is extremely helpful, but 
that many people with SMHDs have limited social supports to 
advocate for their care. Indeed, participants reported that the highest 
risk group of people with SMHDs are not those with the most 
significant impairments, but rather those who are not in fully 
supported accommodation and have limited family support:

Adherence is more of an issue for the patients in that intermediate 
group who are more vulnerable, because they aren't well enough to 
be able to have routine social supports of family or partners, but 
aren't ill enough to be requiring full supports to help with medication 
changes post-transplant. – Noreen, Liaison Psychiatrist

Cognitive difficulties impact 
communication needs and treatment 
options

Mental healthcare providers described how some people with 
SMHDs have cognitive difficulties, including with information 
processing, disorganised thinking, literal thinking, memory, and 
attention. This impacts the ability of some people with SMHDs to 
understand kidney disease, adhere to treatment requirements, 
communicate with healthcare providers and navigate the healthcare 
system. As a result, treatments requiring higher levels of education 
and understanding, such as peritoneal dialysis or home haemodialysis, 
are less likely to be offered to people with SMHDs.

Participants highlighted the need to give people with SMHDs 
more time to communicate and take in information. However, 
resource restraints limit the time they can spend with people with 
SMHDs: “If I’m spending a lot of time with that one person, I cannot 
spend that time with somebody else, and that is challenging” 
(Charlotte, physiotherapist). Participants recommended 
individualizing the delivery of information, using simple language, 
direct and concrete communication styles, checking the persons’ 
understanding, and repeating information. Providing individualised 
information in a variety of formats, including verbal, written and 
video, was also recommended.
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I find it very helpful to write down information for people, writing 
down the date and management plan and individualizing it. So that 
patients can look at it afterwards and remember, "Oh, that was the 
plan because…" – Noreen, Liaison Psychiatrist

Where possible, sharing information with carers and family 
members was also recommended, so they can act as an additional 
source of information to the person with the SMHD, and support their 
adherence to treatment recommendations at home. As the needs of 
each person with SMHDs are different, participants described how 
families often inform care plans and help healthcare providers know 
what to expect when providing care to people with SMHDs.

Anxiety and mistrust impact their 
interactions with healthcare

Participants reported that many people with SMHDs have high 
levels of anxiety and mistrust, particularly when interacting with 
healthcare. The anxiety was attributed to previous negative experiences 
with medical establishments, such as being involuntarily detained, as 
well as being a feature of their SMHD. Mental health providers 
described how fear and anxiety often led to people with SMHDs 
avoiding healthcare appointments:

It takes a lot of effort to get the person to go to the doctor. And if they 
don't get a positive response from the receptionist when they go in, 
they turn and walk out of the place. – James, Liaison 
Psychiatric Nurse

Participants reported that people with SMHDs’ mistrust of 
healthcare providers led to not sharing important information 
regarding their health. High levels of anxiety also make it more 
difficult for people with SMHDs to listen to healthcare providers or 
engage in care: “when she’s not well, her anxiety levels kind of are just 
on the Richter scale. And she’s not really listening, she’s not able to.” 
(Evelyn, Clinical Nurse Specialist). Participants highlighted the 
importance of listening to each person’s concerns, showing empathy, 
and working to build a trusting relationship with them: “It’s about 
empathy, really listening to the person and trying to understand their 
distress. Even if it might not make much sense to us.” (James, Liaison 
Psychiatric Nurse). Participants also highlighted the value of trauma-
informed care:

We need to be  trauma informed because a lot of people with 
psychosis do have a significant trauma history. It doesn't mean 
you are expected to delve into that, but, to be aware that this could 
be a significant factor. – Jack, Community Mental Health Nurse

Having a predictable routine was described as helpful for many 
people with SMHDs. Participants reported that after adapting to 
dialysis, the attendance of people with SMHDs is often better than 
those without SMHDs. However, periods of transition, including the 
initiation of dialysis and transplant, are more challenging for people 
with SMHDs: “some of them have a low tolerance for change.” (Olivia, 
Nephrology Consultant). Participants stressed the value of continuity 
of care and the long-term relationships renal healthcare providers 
often have with their patients, as clinicians come to learn the specific 

needs of each people with SMHDs: “It can help because we can say 
‘Look, that’s actually normal for them, and this is a good sign that they 
are reacting that way.’” (Charlotte, Physiotherapist). Similarly, 
matching patients to their preferred nurses and doctors can reduce 
anxiety and help care go more smoothly. Participants praised the 
dedication that renal teams show to their patients, and described how 
this is essential to ensuring people with SMHDs stay engaged in 
kidney care:

I think renal teams try and do as much as they can to have people 
well enough for dialysis. There was one case in particular where 
he was quite psychotic, and very disengaged, and they really put a 
huge amount of work into seeing him, and engaging him. And even 
when he wouldn't engage with us, the renal team stuck with it, kept 
with him. – Emma, Liaison Psychiatrist

Participants also discussed how rates of SMHDs are higher in 
people who are from minority backgrounds, including those who are 
not Irish, White, or who do not speak English as a first language. 
Participants described how people with SMHDs from minority 
backgrounds face additional barriers to kidney care, and may have 
additional mistrust of healthcare professionals, due to previous 
negative experiences due to lack of cultural awareness or racism: 
“Because of that bad treatment, there can be higher levels of fear and 
avoidance.” (Isabelle, Clinical Psychologist). To improve access to 
kidney care for this population, participants highlighted the need for 
healthcare providers to be responsive to cultural needs, as well as 
differing health beliefs and practices.

“There are people falling through the 
cracks”

Participants stressed the interaction between physical and mental 
health, and described how the separation of physical and mental 
healthcare results in poorer outcomes for people with SMHDs.

Participants reported that people with SMHDs often have more 
complex physical health problems due to the use of psychotropic 
medications; health behaviours such as diet, smoking and drug 
addiction; as well as socioeconomic factors, such as higher rates of 
poverty and homelessness. Participants described how these health 
complications can impact treatment options and eligibility for a 
kidney transplant. Participants described how integrated physical and 
mental healthcare is necessary for effective care for people with 
SMHDs: “With better treatment of a person’s mental illness, the 
physical illness became much easier to manage. So you  cannot 
separate them out and box them.” (Grace, Consultant Immunologist). 
However, participants reported that physical health settings are often 
not equipped to manage the needs of people with SMHDs:

The system expects a certain type of person who is able to engage 
fully, is organized enough, has their transport and is able to get here 
with no issues. And not for vulnerable groups, people with mental 
health difficulties, the homeless, with not enough support. – Grace, 
Consultant Immunologist

For example, participants described how renal departments are 
often not adequately resourced with liaison psychiatry, social work, 
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psychology or clinical nurse specialists trained in mental health: 
“There is no dedicated psychiatry for the renal outpatient service, so 
unless someone is actually suicidal, they will not be coming down.” 
(Samuel, Nephrology Registrar). Interdisciplinary working between 
renal and mental health professionals were described as improving 
care for people with SMHDs: “We have a good working relationship 
with the medical Consultants, and when they ring me, I know that 
there’s something up, and we  need to respond quickly.” (Emma, 
Liaison Psychiatrist). Similarly, participants highlighted the benefits 
of having on-site access to mental health staff:

There was a man who they couldn't manage in a previous dialysis 
centre because of his behaviour. So he got transferred to our dialysis unit 
because of our ability to have enhanced interventions. So when he came 
initially he  was having two staff sitting beside him throughout his 
dialysis, and now he  comes in himself and has good working 
relationships within the context of a very complex psychiatric 
presentation. (…) And that's the process of liaison psychiatry, is that 
access to onsite psychiatry rather than calling somebody in from 
elsewhere who doesn't know the system, doesn't know the patients, 
doesn't know the staff, and isn't available to come in at the times when 
the patient is there on dialysis – Noreen, Liaison Psychiatrist

Participants described how, because of time and resource 
constraints, there is often little flexibility in terms of how care is 
provided in Irish hospitals:

We need to think, what is the target population we're looking at? 
How can we design it around that person and their needs? Because 
most healthcare systems are built around the professionals’ needs, 
not the patients’. – Jack, Community Mental Health Nurse

For example, participants described how appointments are 
typically at set slots with little allowance for additional time. Similarly, 
while dialysis nurses often spend significant periods of time contacting 
patients, rescheduling appointments and organising transport to 
facilitate attendance, most pre-clearance clinics have limited resources 
to do this. This can result in people with SMHDs “falling through the 
cracks” (Elizabeth, Community Mental Health Nurse) and losing 
contact with healthcare services. Participants also described how the 
separation and specialisation of healthcare departments can result in 
a lack of oversight regarding the “bigger picture of care” (James, 
Liaison Psychiatric Nurse) of people with SMHDs:

It's about the holistic care. And I think that's where healthcare in 
Ireland is really poor. Everyone does their own bit. And sometimes 
assumptions are made that another service is doing it, when they’re 
not. – Evelyn, Advanced Nursing Practitioner in Nephrology

Similarly, mental health practitioners described how mental health 
settings are often inadequately resourced to support the complex health 
needs of people with SMHDs, carry out regular health screenings, or 
promote prevention. They reported that limited access to general 
practitioners (GPs) in the community often negatively impacts people 
with SMHDs’ access to physical healthcare, medical benefits, and referrals 
to mental health teams. Mental health participants were very aware of the 
impact of lithium on the kidneys, and reported they regularly monitor the 
bloods of people taking lithium-based medications. However, they 

described how access to Nephrology specialists is often limited to when 
the person’s kidney damage has already progressed. In the absence of 
specialist advice, mental health practitioners are often unsure of how to 
prevent further kidney damage: “You’re looking at their kidney function 
reducing and you think, oh god, what am I supposed to do now?” (Liam, 
Liaison Psychiatrist).

Participants described how close interdisciplinary working and 
communication between renal and mental healthcare professionals is 
needed to optimize care for people with SMHDs:

We can’t just separate out and treat the mental health part, just like 
we can’t just treat the kidneys and not worry about the rest of the 
body. We need to treat the whole person, so the more integrated the 
different services can be the better things will be for the patient. – 
James, Liaison Psychiatric Nurse

However, communication between community mental health and 
renal teams can be limited. Mental health participants described the 
difficulties of having separate physical and mental healthcare records, 
as well as not having a named person on the renal team to contact 
about concerns. Participants reported that liaison psychiatry can often 
act as a bridge between the physical and mental healthcare teams.

Under-resourcing of community mental health teams also impacts 
their ability to coordinate the physical and mental healthcare of people 
with SMHDs. For example, community mental health nurses 
described how they sometimes help people with SMHDs attend 
healthcare appointments by prompting or accompanying them. 
However, this does not occur routinely as it is not specified in their job 
descriptions, and the resourcing of local community mental health 
teams varies widely. Community mental health workers reported that 
they sometimes use their own taxi voucher books to ensure people 
with SMHDs can attend appointments: “Which I think is a little unfair 
because that means our budgets are being interfered with, but also 
we are managing complex conditions that are definitely outside our 
scope of practice.” (Jack, Community Mental Health Nurse).

“Psychiatry is a black spot” in our 
continuing medical education

Most renal healthcare providers reported that they have a limited 
understanding of SMHDs, and had received little to no education 
regarding SMHDs since medical school: “Psychiatry is a black spot in 
our continuing medical education. My psychiatry education was 
probably highest in medical school.” (David, Consultant Nephrologist). 
Renal healthcare providers described having less training in psychiatry 
than in other specialities, and some admitted they sought it out less. 
Participants described how most healthcare providers are less 
comfortable working with mental health conditions that cannot 
be explained in “concrete and biological terms” (Samuel, Registrar in 
Nephrology), without a clearly defined intervention:

For example, post-myocardial infarction, a person's mortality and 
morbidity is better predicted by their level of depression than by their 
left ventricular ejection fraction, but we  like to measure left 
ventricular ejection fraction. We don't follow the evidence, we follow 
the technology and we steer away from what feels more vague and 
fuzzy. Even though with our increasing knowledge around the brain 
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and neuroscience, now we have really solid evidence-based pathways 
to support ways forward. – Noreen, Liaison Psychiatrist

Most renal healthcare providers reported that they do not fully 
understand the meaning of different SMHD diagnoses, or how they 
might impact the delivery of care for people with SMHDs. Because of this 
lack of understanding, combined with inadequate access to mental 
healthcare professionals and limited time to spend with patients, some 
renal healthcare providers described taking a “do not ask questions 
approach” (Samuel, Nephrology Registrar) to mental health. Participants 
reported that healthcare providers often felt anxious when interacting 
with people with SMHDs, due to lack of experience and education: “I’ve 
seen it a lot in acute hospitals, when they deal with people with mental 
disorders there’s often a lot of apprehension and discomfort, which is 
really unfortunate in my opinion.” (James, Liaison Psychiatric Nurse). 
Indeed, many renal healthcare providers who worked in a hospital with 
limited access to mental health professionals described feeling “helpless” 
(Lucy, Haemodialysis Nurse) when discussing the mental health needs of 
their patients:

I think when it comes to mental health stuff though we sort of hold 
our hands up. It's almost like dentistry, we are never going near the 
mouth, that's just been cordoned off. We respond in a similar way 
to psychiatric stuff. – David, Consultant Nephrologist

Mental healthcare professionals described how an important part 
of their role on the MDT is upskilling and increasing the confidence 
of physical healthcare providers when responding to the needs of 
people with SMHDs:

It is about normalizing psychiatric brain disorders as a routine part 
of medical care. (…) It allows an increased proactivity, and an 
increased sense of confidence in the healthcare professionals, in 
terms of engaging actively in the patient's care – Liam, 
Liaison Psychiatrist

Participants reported that lack of training in mental health can 
also lead to “diagnostic overshadowing” (Emma, Liaison Psychiatrist), 
whereby physical symptoms are misattributed to mental health 
difficulties in people with SMHDs. For example, one liaison 
psychiatrist described how delirium, a state of acute confusion 
common in kidney failure due to the build-up of toxins affecting the 
brain, can often be  overlooked or misunderstood in people 
with SMHDs:

The people who present as very flat, they often seem quite depressed, 
and actually, they're so disengaged and not communicating that 
no-one has actually asked them, do they know where they are? Or 
assessed their attention, or orientation. But to us it's still very 
evident that it's delirium. – Emma, Liaison psychiatrist

As Liaison Psychiatry have a good understanding of the interface 
between physical and mental health difficulties, they were described 
as being able to provide a more nuanced formulation to the renal 
team, taking biological, psychological and social factors into account. 
Two liaison psychiatrists described the value of being able to tease 
apart and make sense of overlapping physical and mental 
health symptoms:

For example, some patients with mental disorders may require more 
analgesia than the team would expect, so I explain to the team why 
that is and how to support the patients with that. Rather than them 
either over investigating, “Has something gone wrong here and that's 
why they have more pain?” Or patient blaming and saying “He 
doesn’t need any more.” – Noreen, Liaison Psychiatrist

Participants also described how input from liaison psychiatry is 
essential for the management of psychotropic medications. Mental 
health participants stressed how, when considering changing or 
discontinuing lithium-based medications due to their impact on 
kidney function, the renal team must take the potential risks for their 
mental health into account:

Occasionally there's some patients for whom lithium is the only 
medication that works and you're making a cost-benefit 
consideration in terms of transplanting somebody on lithium, and 
knowing the lithium may have an impact on their new kidney. But 
yet, in terms of their mental state, the risk-benefit ratio is worth 
them staying on the lithium – Noreen, Liaison Psychiatrist

When considering changes in psychotropic medications, participants 
highlighted the importance of informed consent and taking the 
preferences of the person with the SMHD into account. Mental health 
participants also advocated for more awareness in renal teams regarding 
the potential risks of relapses in mental health, as well as the need for 
advance planning of support when changing psychotropic medications:

Relapses can permanently lower a person’s level of functioning and 
have lasting impacts on their independence. (…) So sometimes it's 
a bit of a copout from some of the renal teams by not understanding 
and just giving this advice that we all know. Yes we need to change 
their meds, but it's HOW do we change it, or how do we manage to 
change? – Jack, Community Mental Health Nurse

Some participants suggested providing additional training in 
SMHDs for healthcare providers, regarding the mind–body link, the 
interaction between SMHDs and kidney disease, features of specific 
SMHDs, and psychotropic medications. However, most participants 
reported it is difficult to incentivise healthcare providers to take part 
in training because of understaffing and time restraints. Due to the 
wide range of SMHDs and their presentations, participants 
recommended having a mental health professional working closely 
with the renal MDT, who is readily available to healthcare providers 
and can advise on the care of people with SMHDs on a case by case 
basis: “I think having a psychologist and psychiatrist in the transplant 
team is hugely important. Because if it’s really difficult for me to find 
out what I have to do to help each individual person. Because people 
have all sorts of difficulties.” (Grace, Consultant Immunologist).

“When they present to a busy 
emergency department with a 
problem, the staff tend to go ‘...psych 
patient’”

Participants described how stigma towards people with SMHDs 
can lead to discrimination against them in healthcare settings: “I think 
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there is discrimination against people with a mental health diagnosis, 
and I  think it’s quite prevalent.” (Jack, Community Mental Health 
Nurse). For example, mental healthcare professionals described how 
the complaints of people with SMHDs are taken less seriously when 
they present to primary care or emergency services:

I remember I had one patient who wasn't interacting, so the doctor 
said "Oh, she's depressed. We need to get her over to the psychiatric 
unit." And she wasn’t depressed, it turns out she had bacterial 
encephalitis. And because of lack of intervention an infection was 
allowed to grow, and she had a horrible death, which was wrong, it 
should have been picked up earlier. And I know that's an extreme 
example, but I encounter examples all the time where people with 
mental health diagnoses, especially those with schizophrenia, are 
dismissed. – Jack, Community Mental Health Nurse

The same participants reported that renal healthcare providers are 
generally very diligent about their patients’ symptoms. However, they 
expressed concerns that stigma and diagnostic overshadowing may 
prevent people with SMHDs from being referred to nephrology from 
other services. Mental healthcare professionals also reported that the 
negative symptoms of SMHDs, such as lack of motivation, can 
be negatively interpreted by HPCs: “People with major mood disorder or 
with psychosis can come across as abrupt or not interested or unmotivated 
or rude.” (Liam, Liaison Psychiatrist). Similarly, participants reported that 
although in their experience people with SMHDs did not show more 
aggression than other patients, there is a perception that people with 
SMHDs are more dangerous. One haemodialysis nurse reported that this 
anxiety, combined with uncertainty regarding how to respond to mental 
health difficulties, can lead to renal healthcare providers’ spending less 
time with people with SMHDs.

Participants also described how, in an under-resourced system 
when healthcare providers are burnt out, it can be  difficult to 
accommodate the additional needs of people with SMHDs: 
“Particularly when they present to a busy emergency department with 
a problem, the doctors tend to go ‘…psych patient’” (Liam, Liaison 
psychiatrist). For example, participants described how healthcare 
providers can be  frustrated when people with SMHDs miss 
appointments, and do not consider the factors that may have 
contributed to their not attending: “We do not often think about what 
we could have done to make it easier for them to show up. We just 
think ‘why would I  bother trying to help them again?’” (Liam, 
Liaison Psychiatrist).

A Community Mental Health Nurse (Jack) reported that 
education for healthcare providers is an effective way of reducing 
stigma towards people with SMHDs. He  described how he  had 
effectively taught healthcare providers skills in “what to do and what 
to say,” corrected biases and misconceptions that may negatively 
impact care for people with SMHDs, and helped the providers feel 
more comfortable treating people with SMHDs. Mental healthcare 
providers emphasised the importance of normalizing SMHDs, and 
treating people with SMHDs with empathy and respect:

Everyone just goes “oh god, let’s get psychology in” when they hear 
the person has schizophrenia and is hearing voices. But no, we can 
all talk to this one person. They’re still human. You can still work 
with them. It’s still the same skills we use with any other human 
being – Isabelle, Clinical Psychologist

Discussion

For people with kidney disease, it is well documented that those 
with SMHDs have poorer access to kidney care and worse clinical 
outcomes (14). To our knowledge, this is the first study to qualitatively 
assess the barriers and facilitators to kidney care for people with 
SMHDs. Our findings give insight into a number of ways in which 
care might be improved for this underserved population. Our results 
indicate that many people with SMHDs experience additional barriers 
to kidney care, due to challenges with their mental state, motivation 
and organisation, cognitive difficulties, or mistrust of the healthcare 
system. Participants’ accounts describe how the separation of physical 
and mental healthcare, combined with under-resourcing and 
understaffing of mental health professionals, make it difficult to 
support the additional needs of people with SMHDs. Findings also 
suggests that lack of mental health training for healthcare providers 
impacts their confidence in their ability to provide care to people with 
SMHDs. Our results also indicate that system-wide stigma towards 
people with SMHDs in healthcare contributes to poorer outcomes for 
this population. Despite these identified barriers, our findings indicate 
that with adequate social, community and hospital supports, people 
with SMHDs and kidney disease can have favourable outcomes even 
in the context of significant impairments and complex presentations. 
However, effective care for this population requires integrated physical 
and mental health care, which takes an individualised “whole person” 
approach to addressing the interaction between kidney disease and 
mental health (50).

In many ways, participants’ accounts describe how Nephrology 
services are well suited to manage the needs of people with SMHDs, 
if they are adequately resourced with mental healthcare professionals. 
For example, renal healthcare providers typically have long-term 
relationships with their patients (51), and this continuity of care is 
associated with better health outcomes for people with SMHDs (52). 
The close monitoring and proactive follow-up conducted by renal 
nurses means that fluctuations in mental and physical health are 
quickly noticed and responded to, and this also reduces the risk of 
diagnostic overshadowing. Furthermore, in contrast to the 
stigmatising and pessimistic attitudes displayed by healthcare 
providers elsewhere (6, 53), most renal healthcare participants in this 
study held positive views about people with SMHDs and their 
treatment outcomes.

Barriers to kidney care for people with SMHDs were identified at 
the person, provider and systems, level, and were largely consistent 
with those described for people with SMHDs accessing other forms 
of healthcare (5, 54). Several barriers specific to kidney care for people 
with SMHDs were identified for the first time, including the high 
burden of adherence to recommendations regarding diet, fluid intake, 
medications, and dialysis treatment. Research has shown that the most 
effective ways to improve medication adherence for people with 
SMHDs are tailored to the person’s specific needs, and take into 
account their motivational, cognitive and functional difficulties (55). 
They also use a problem-solving approach to identify barriers to 
adherence, and address ambivalence that people with SMHDs have 
towards committing to medication regimens (55). Interestingly, our 
results indicate that the most vulnerable cohort of people with SMHDs 
with kidney failure are not those with the most significant 
impairments, but those who are not deemed “unwell enough” to be in 
fully supported accommodation and have few social supports. As 
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evidenced in other chronic conditions such as diabetes, this highlights 
the importance of family and other external supports in promoting 
adherence for people with SMHDs (56). Tailored environmental 
support systems combined with cognitive adaptation training have 
been shown to significantly improve medication adherence in people 
with schizophrenia (57). However, to our knowledge there are no 
studies addressing adherence in people with SMHDs and kidney 
failure. Given the burden of adherence and its critical impact on 
outcomes, research addressing adherence for people with SMHDs and 
kidney failure who are living in the community should be prioritized.

The risks associated with non-adherence to treatment, combined 
with high rates of suicide and self-harm in people with SMHDs (58), 
make people with SMHDs and kidney failure an extremely vulnerable 
group. The link between depression and poorer adherence in people with 
kidney failure is well documented (59). Results highlight the need for 
close monitoring of mental state for people with SMHDs, and access to 
on-site mental health professionals who can facilitate appropriate 
interventions in a timely manner. Individualised care plans should 
be available to all clinicians working with individuals with fluctuating 
mental states. In addition to having crisis and contingency plans, 
individualised care plans should clearly outline agreed intervention 
strategies for mental and physical health, strategies for self-management, 
and advance directives or statements the person has made (60). Care 
plans should be developed collaboratively by members of the nephrology 
MDT, mental health team, the person with the SMHD, and their family 
or carers as appropriate.

Renal healthcare participants lacked confidence in their 
understanding of mental health and their ability to care for people with 
SMHDs, consistent with previous research (33). Given the wide range of 
SMHDs and the complexity of kidney care for this cohort, findings 
indicate that renal healthcare providers require individualised input from 
mental healthcare professionals on a case-by-case basis. Our results add 
to existing evidence that close collaboration with mental health 
professionals increases physical healthcare providers’ competence and 
proactive engagement when working with people with SMHDs (61). 
Findings indicate that Nephrology departments should have 
comprehensive and proactive multidisciplinary team-based care including 
psychiatry, psychology, social work, and clinical nurse specialists, similar 
to the approach outlined in the Irish National Cancer Strategy 2017–2026 
(62). At minimum, timely and frequent communication between renal 
and mental healthcare providers is necessary to ensure safe and effective 
treatment for people with SMHDs.

Another issue specific to people with SMHDs and kidney disease 
is the management of lithium-based psychotropic medications. 
Lithium is considered by many to be the “gold standard” treatment for 
bipolar disorder, and appears to be superior to other mood stabilisers 
in preventing suicide in people with SMHDs (63, 64). Long-term 
lithium use has been associated with higher rates of chronic kidney 
disease, although there is little evidence that discontinuing lithium 
decreases risk of kidney failure (65, 66). In line with international best 
practice guidelines (67), mental health participants in this study 
reported they regularly monitor the kidney function of clients on 
lithium. However, our results indicate that some mental healthcare 
providers need additional support from specialist Nephrology services 
to inform preventative measures for people with SMHDs in the early 
stages of kidney damage. This study also adds to existing evidence that 
the decision to change or discontinue lithium treatment for people 

with SMHDs and kidney disease requires careful consideration of the 
potential risks and benefits for each person (65, 68). Renal healthcare 
providers should be aware of the increased risk of mania, depression 
and suicide following removal of lithium (69), and consider how these 
risks can be  managed before discontinuation. Because of the 
uncertainties involved, the decision making process must include the 
people with SMHDs, their family or carers, nephrologists and mental 
health professionals.

Findings highlight the impact of stigma towards people with 
SMHDs in healthcare, and how it can lead to dismissal of symptoms, 
diagnostic overshadowing, and less effective care (70). Stigma occurs 
on multiple levels throughout the healthcare system, including 
intraindividual (e.g., patient self-stigma and reluctance to seek care), 
interpersonal (e.g., negative attitudes and discriminatory behaviours 
by clinicians) and structural (e.g., investment of resources) (6). 
System-wide interventions to reduce healthcare providers’ stigma may 
improve people with SMHDs’ access to Nephrology specialists and the 
quality of kidney care they receive. Our findings add to evidence that 
interventions should teach skills in “what to do” and “what to say” 
when interacting with people with SMHDs, and target clinicians’ 
unconscious biases and false beliefs that may be having a negative 
impact on care (71). Research suggests that most effective stigma-
reducing programs also use social contact, whereby healthcare 
providers hear testimonies from people with lived experience of 
SMHDs (72).

Strengths, limitations and areas for future 
research

To our knowledge, this is the first study investigating barriers and 
facilitators to effective kidney care for people with SMHDs. The 
perspectives of a range of healthcare and mental healthcare 
professionals with differing roles and perspectives add valuable 
insights into how kidney care for people with SMHDs might 
be improved. However, as the perspectives of people with SMHDs and 
their carers/family members may be  very different from those of 
professionals, further research involving their perspectives is crucial 
to understanding the full range of barriers and facilitators to care for 
this population. Furthermore, as this was a relatively small sample of 
healthcare providers based in Ireland, further research is required to 
determine whether findings are transferrable to kidney care in other 
settings. The current study also did not include the perspectives of 
General Practitioners, who may have additional insights into the 
barriers and facilitators to effective kidney care for this population.

This study focused on kidney care for a wide range of mental 
health-related diagnoses and presentations. Research focusing on 
kidney care for people with specific difficulties (e.g., psychosis, mood 
fluctuations, strongly held beliefs, etc.) may give more nuanced and 
specific insights into how to improve clinical outcomes for these 
individuals. Given the concern about risk among professionals in the 
current study, assessing the rates of suicide and loss of contact with 
healthcare services for people with SMHDs and co-occurring kidney 
disease should be a research priority. Lastly, further research is needed 
to determine how to effectively support adherence in people with 
SMHDs and kidney failure living in the community, in the context of 
limited social supports.
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Conclusion

As evidenced in other medical conditions, many people with SMHDs 
require additional support to access kidney care, due to fluctuating mental 
state, problems with motivation and organisation, cognitive difficulties, 
or anxiety and mistrust of the healthcare system. Our results highlight the 
need to understand the specific limitations and challenges of each person 
with a SMHD, so that individualised supports can be provided. Findings 
indicate that, with adequate social, community and hospital supports, 
people with SMHDs and kidney disease can have favourable outcomes 
even in the context of significant impairments and complex presentations. 
However, the separation of physical and mental healthcare, combined 
with under-resourcing and understaffing, often make it difficult for renal 
settings to meet the full range of needs of people with SMHDs with 
kidney disease. Lack of ongoing education in mental health for renal 
healthcare providers and the resulting discomfort treating people with 
SMHDs can also negatively impact outcomes for this population. This 
study gives insight into a number of ways in which care can be improved 
for people with SMHDs, including integrated physical and mental health 
care, which takes a “whole person” approach to addressing the interaction 
between kidney disease and mental health. Our results indicate that renal 
departments should have multidisciplinary team-based care, including 
psychiatry, psychology, social work, and clinical nurse specialists. 
Communication and coordination between renal and mental healthcare 
providers is also necessary to ensure safe and effective kidney care for 
people with SMHDs. As this study focused solely on the perspective of 
healthcare providers, further research including the perspectives of people 
with SMHDs with kidney disease and their family members is needed to 
inform the provision of care for this population.
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Objective: This study aimed to construct a network structure to investigate

the connections between alexithymia, depression, anxiety, and stress in Chinese

older adults with multiple chronic conditions (MCC), identifying core and bridge

symptoms, and comparing the network structure across different levels of

alexithymia.

Methods: This study used a cross-sectional survey design and convenience

sampling to recruit participants from six cities in Jiangsu Province. The study

assessed the levels of alexithymia, depression, anxiety, and stress in older adults

with MCC using the Toronto Alexithymia Scale (TAS-20) and the Depression

Anxiety and Stress Scale-21 (DASS-21). Network analysis was performed using R

language to identify core and bridge symptoms in the network and compare the

network structure across different levels of alexithymia.

Results: A total of 662 participants were included in the analysis, including 395

men and 267 women. The mean age was 70.37 ± 6.92 years. The finding revealed

that the “Difficulty Identifying Feelings” (DIF) node had the highest strength

centrality (strength = 2.49) and predictability (rp = 0.76) in the network. The

next highest strength centrality was observed for “Meaningless” (strength = 1.50),

“Agitated” (strength = 1.47), “Scared” (strength = 1.42), and “No look forward”

(strength = 0.75). They were identified as core symptoms. The bridge strength

analysis identified “Panic,” “Scared,” “No wind down,” “No initiative,” and “No

positive” as the bridge symptoms. There were notable differences in the overall

network structure and specific connections between the groups with and without

alexithymia (p < 0.05).

Conclusion: “DIF” is a core node in the network of older adults with MCC,

indicating its significance as a potential target for psychological interventions

in clinical practice. Preventing and mitigating bridge symptoms such as “panic,”

“Scared,” “No wind down,” “No initiative,” and “No positive” can effectively
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impede the spread of symptom activation, thereby interrupting or severing the

connections among comorbidities in older adults. Additionally, compared to non-

alexithymia individuals, the psychological issues of older adults with alexithymia

require prioritized intervention from healthcare professionals.

KEYWORDS

multiple chronic conditions, alexithymia, depression, anxiety, stress, network analysis

1. Introduction

The aging population and the prevalence of chronic diseases in
the elderly have become a significant public health issue globally
(1). In China, around 180 million elderly people suffer from
chronic diseases, accounting for 75% of the elderly population
(2). Moreover, the prevalence of multiple chronic conditions
(MCC) in the elderly is as high as 65.14% (3). Older adults with
MCC not only face physical discomfort and ongoing treatment
costs but also commonly experience psychological problems such
as depression, anxiety, and stress (4). Studies have shown that
these negative psychological symptoms interact with each other
and often co-occur in older adults with MCC (5). It is crucial
to understand the psychological well-being of older adults with
MCC, intervene in their psychological health, and facilitate
their rehabilitation and treatment. Vasiliadis et al. highlighted
the link between psychological distress and physical burden in
older adults, emphasizing the impact of disease burden (6). Su
et al. demonstrated the influence of psychological problems on
subjective cognitive functioning and the role of self-efficacy in older
adults (7). Wei et al. showed the interconnectedness of depression
and anxiety, often co-occurring and influencing individuals (8).
However, most studies on psychological problems have focused
on foreign populations, and the psychological distress experienced
by older adults may vary across countries due to cultural and
geographical differences. Further research is needed to explore
psychological distress in Chinese older adults, particularly those
with MCC. Moreover, limited research has examined the impact
of alexithymia on psychological distress in older adults (9, 10),
especially those with MCC. Nevertheless, it is evident that older
adults with MCC are more susceptible to these emotional issues
(11, 12).

Alexithymia, initially described by Sifneos (13), is a cognitive-
affective disorder characterized by difficulties in processing,
regulating, and recognizing emotions. It is prevalent among
elderly patients with chronic diseases (14, 15), with a global
prevalence ranging from 10 to 60% (16). Elderly patients with
MCC have a higher prevalence of alexithymia compared to those
with a single chronic condition, and the prevalence increases
with age (17). Alexithymia affects communication skills, disease
management, recovery, and overall quality of life and mental
health in the elderly. Studies have shown that individuals with
alexithymia are more susceptible to anxiety, depression, and
suicidal tendencies (18). Physical symptoms often accompany
alexithymia, further impacting patients’ recovery and treatment
outcomes (19). Additionally, there is a detrimental cycle between

anxiety, depression, and alexithymia (18). Although research (9,
10) on the relationship between alexithymia and psychological
distress has mainly focused on adolescents, it is essential to
investigate the significant role of alexithymia in psychological
distress among older adults with MCC. Understanding this role
can contribute to promoting the mental and physical well-being of
elderly individuals in later life.

Previous studies have primarily used the common cause
theory (20) and latent variable perspectives (21) to explore
the link between alexithymia and psychological issues. These
approaches focus on singular influences between symptoms,
assuming the presence of a latent common cause or underlying
variables. They often use total scores on scales or statistical
techniques like structural equation modeling, Pearson correlation
analysis, or multiple regression analysis to assess the severity
and correlation of psychological problems (21). However, these
approaches overlook the distinct individual symptoms within
anxiety and depression. Symptoms such as meaninglessness,
worthlessness, sadness, worry, and panic interact in complex ways,
contributing to the development of anxiety and depression. Some
symptoms act as primary indicators, while others serve as bridges
connecting with other disorders. It is crucial to identify and
intervene in these specific symptoms for significant outcomes.
Traditional methods like correlation analysis and multiple
regression analysis may not fully capture the relationships between
specific dimensions of alexithymia and individual symptoms of
depression, anxiety, and stress (20, 21). Alternative approaches are
needed to comprehensively understand the intricate associations
and interactions among specific symptoms and their relationship
with alexithymia and psychological distress.

The symptom network approach is a valuable tool for
understanding the intricate interactions between alexithymia and
psychological distress, such as depression, anxiety, and stress (22).
It involves characterizing the collective symptoms related to a
patient’s condition and quantitatively studying the associations
between these symptoms using complex network analysis (22). This
method applies network analysis principles, treating symptoms as
nodes and their relationships as edges to construct a symptom
network (23). By assessing the centrality of nodes, core symptoms
within the network can be identified (24). These core symptoms
have the highest activation and closely interact with other
symptoms in the network. Targeting these core symptoms with
psychological interventions can effectively weaken the network
connections and improve intervention efficiency. Bridge symptoms
within the network can be identified by assessing the bridge
centrality index of a node (25). These symptoms have the strongest
connections between symptom clusters. Interventions targeting
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bridge symptoms can sever the associations between these clusters.
The study by Blanke et al. employed symptom network analysis
to investigate the direct effects of cognitive-behavioral therapy
on insomnia and its indirect effects on depression (26). Their
findings provide valuable guidance for clinical practitioners aiming
to alleviate symptoms of insomnia and depression effectively.
Similarly, Zhu et al. utilized network analysis to compare
core symptom differences among HIV patients with varying
durations of illness, offering specific guidance for implementing
precise intervention measures (27). Overall, the symptom network
approach provides a comprehensive understanding of symptom
interactions and serves as a valuable tool for guiding interventions
in psychological research and clinical practice.

Therefore, this study aimed to use symptom network analysis
to explore the relationship between alexithymia and depression,
anxiety, and stress in elderly patients with MCC. The goal
is to identify core and bridge symptoms in the network
and analyze the mechanisms that influence their connection.
Additionally, the study will classify alexithymia based on its
severity and construct separate symptom networks to compare
the characteristics and differences in network structures among
different alexithymia groups for depression, anxiety, and stress. By
thoroughly investigating the mechanisms underlying psychological
problems in elderly patients with MCC, the study aims to
provide valuable theoretical and practical support for improving
their mental health. Based on our review of prior literature,
this is the first study in Chinese communities that employs a
symptom network analysis approach to examine the relationship
between alexithymia and depression, anxiety, and stress in older
adults with MCC.

2. Materials and methods

2.1. Study design and participants

This cross-sectional study involving multiple geographic areas
was conducted, primarily using a convenience sampling method,
between November 2022 and March 2023. According to the
requirements for network analysis sample size (28), the sample size
should be larger than the total parameters (including threshold
parameters and pairwise correlation parameters). The threshold
parameter equals the number of nodes, and the pairwise correlation
parameter equals (total number of nodes) × (total number of
nodes − 1) / 2. In this study, a total of 24 nodes needs to
be constructed, therefore the threshold parameter is 24, and the
pairwise correlation parameter is (24 × 23) / 2 = 276. Hence, the
minimum sample size required is 300 participants. The sample
was drawn from older adults with MCC in communities and
villages in six prefecture-level cities (Nanjing, Suzhou, Changzhou,
Zhenjiang, Lianyungang, and Suqian) in Jiangsu Province, China.
The inclusion criteria were as per the following: (1) age ≥60 years;
(2) suffering from two or more chronic diseases; and (3) informed
consent and voluntary participation in this study. The exclusion
criteria were as so: (1) elderly people who declined to participate
in the study; (2) those with cognitive dysfunction or intellectual
disabilities that may affect the validity of this study; (3) non-
residents or residents who could not identify their place of

residence; and (4) those involved in other research projects. This
study protocol adheres to the guidelines detailed in the Declaration
of Helsinki and was reviewed by the Medical Ethics Committee of
Jiangsu University, under approval number 20221019-7.

Our data collection used a combination of online and offline
methods. Previous research experience has taught us that using
multiple data collection methods can better avoid missing key
samples (29, 30). The online component used an online survey
platform, Questionnaire Star,1 to distribute the questionnaire, and
a uniformly trained researcher from the team used consistent
instructions to distribute the questionnaire to eligible respondents
and to explain the purpose, meaning, completion, and precautions
of the survey. The survey was conducted using voluntary
participation and anonymity. All participants agreed before filling
out the questionnaire and, if they refused to participate, they
could voluntarily exit the link. If they chose the latter, their
responses would not be recorded. For some elderly participants
who were illiterate or found the online questionnaire challenging to
complete, the researcher asked questions verbally and filled in the
online questionnaire with their answers. Additionally, to account
for elderly participants who did not have access to smartphones,
we prepared a paper questionnaire identical to the online
questionnaire and followed the same completion requirements.

2.2. Measurements

2.2.1. Demographic information and disease
characteristics

Demographic and disease-related information collected in this
study included the following: gender, age, marital status, place of
residence, residential status, per capita monthly household income,
number of chronic diseases, and type of medication taken.

2.2.2. The Toronto Alexithymia Scale
We used the Chinese version of the Toronto Alexithymia Scale

(TAS-20) to measure the degree of alexithymia. The scale was
developed by Taylor (31) and later formed into a Chinese version
after cross-cultural debugging by Jin et al. (32). The Cronbach’s
alpha coefficient of the Chinese version of the scale is 0.830.
There were 20 items in total, containing three dimensions; namely,
difficulty identifying feelings (DIF), difficulty describing feelings
(DDF), and externally oriented thoughts (EOTS). A Likert 5-point
scale was used; 1 (completely disagree) to 5 (completely agree),
where items 4, 5, 10, 18, and 19 were scored in reverse, with
a total score of 20–100. Higher scores represent higher levels of
alexithymia in the individuals. A total score <51 indicates no
alexithymia, a total score between 52 and 60 indicates suspected
alexithymia and a total score ≥61 can be judged as having
alexithymia. In China, this scale has been shown to be a good
tool for measuring alexithymia (33). In the current study, the
Cronbach’s alpha coefficient for the total scale was 0.890, the
Cronbach’s alpha coefficient for the three dimensions DIF, DDF,
and EOTS are 0.907, 0.754, and 0.456. The EOTS dimension should
be interpreted with caution.

1 www.wjx.cn
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2.2.3. The Depression Anxiety and Stress Scale-21
We used a simplified version of the Depression Anxiety

and Stress Scale-21 (DASS-21) to measure depression, anxiety,
and stress levels in older adults with MCC. The scale is
a simplified version based on the DASS scale developed
by Lovibond and Lovibond (34), which was later revised
by Gong et al. (35) to form a simplified Chinese version.
The full scale contains a total of 21 entries, and the three
subscales of depression, anxiety, and stress each contains 7
entries, all of which are rated on a 4-point Likert scale—
0 (does not meet) to 3 (always meets)—with higher total
scores representing the presence of higher negative emotions.
The DASS-21 has been widely used in different countries
and samples with good reliability and validity (36). In the
current study, Cronbach’s alpha coefficient for the total scale
was 0.943, and Cronbach’s alpha coefficients for the three
dimensions of depression, anxiety, and stress were 0.874, 0.830, and
0.844, respectively.

2.3. Statistical analysis

We used SPSS version 26.0 for the descriptive statistics and
different R packages from R version 4.2.0 for network analysis
with the aim of exploring the relationship between alexithymia
and depression, anxiety, and stress in older adults with MCC
in Chinese communities. In the network, Items that are reverse
scored (including items 4, 5, 10, 18, and 19) are converted
into positive scores, and the three dimensions of alexithymia
(DIF, DDF, and EOTS) were used as 3 nodes. The 21 entries
in the Depression Anxiety and Stress Scale-21 were used as 21
nodes, for a total of 24 nodes in the final drawn network. We
conducted four main analyses: network estimation (23), centrality
and predictability measures (37), accuracy and stability estimation
(28), and network comparison (38). All network visualizations
were presented using the Fruchterman–Reingold algorithm in the
qgraph package (39).

2.3.1. Estimated network
We utilized the qgraph package (version 1.9.2) and the bootnet

package (version 1.5.0) in R to construct a network representing the
interactions between alexithymia, depression, anxiety, and stress
in older adults (28). For network estimation, we employed the
graph least absolute shrinkage and selection operator (gLASSO)
method (40) and the extended Bayesian information criterion
(EBIC) (41). These methods allowed us to minimize spurious
connections and obtain a more realistic network structure (28).
The gamma parameter in EBIC determined the reduction of
spurious edges, and we set it to the default value of 0.5, as
recommended in the literature (28). In the network representation,
each symptom, such as “Meaningless,” was considered a node, and
the line connecting neighboring symptoms represented an edge,
with thicker edges indicating stronger correlations between the
nodes. The color of the edges indicated the direction of correlation,
with blue representing positive correlation and red representing
negative correlation (23). To visualize the network, we employed
the Fruchterman–Reingold algorithm, which positioned the core
nodes closer to the center and the edge nodes on the periphery of
the network (39).

2.3.2. Centrality and predictability measurement
To evaluate and quantify the significance of each node

(symptom) in the network, we computed three key centrality
indices: strength, closeness, and betweenness (28). However, prior
research (42) has demonstrated that closeness and betweenness are
not reliable measures in mental health-related network analyses.
Therefore, this study primarily focused on strength, the most
commonly used centrality metric. Strength represents the sum
of weighted connections of a node and measures its importance
in the network. A higher strength value for a node (symptom)
indicates a stronger connection and a more influential role in
the network of older individuals, thus identifying it as a core
symptom. Furthermore, we utilized the networktools package
(version 1.5.0) to estimate the bridge centrality index, aiming to
identify the bridge symptoms that connect the four conditions of
alexithymia, depression, anxiety, and stress (25). Bridge symptoms
refer to the symptoms that link different symptom clusters and
reflect the degree of connectivity between the current node and
other cluster nodes. Additionally, we employed the mgm package
(version 1.2-12) to estimate the predictability of each node.
Predictability (43) quantifies the extent to which changes in a
node can be explained by changes in its connected nodes and
reflects the controllability of the network. Higher predictability
values indicate a greater influence of neighboring symptoms on
a particular symptom in older adults with MCC (44). We denote
predictability as rp.

2.3.3. Estimating the accuracy and stability of the
network

We validated the accuracy and stability of the constructed
network using the R package bootnet (version 1.5.0) (28).
Accuracy was assessed by calculating 95% confidence intervals
(CIs) for the edge weights. We used a non-parametric bootstrap
method (1,000 bootstrap samples) to construct the CIs, and
fewer overlaps in the 95% CIs represented more accurate edge
estimates. Stability assessment was performed by calculating the
correlation stability coefficient of the strength centrality using
the case-dropping subset bootstrap (1,000 bootstrap samples).
That is, the network is considered stable if the centrality of the
nodes does not change significantly after most of the samples
are excluded from the dataset. The correlation stability coefficient
should preferably be greater than 0.5, but at least greater than
0.25, and it is optimal if it is greater than 0.7 or more (28). We
used rcS to denote the correlation stability coefficient. Finally, we
performed bootstrap variability tests on the edge weights and node
strengths (1,000 bootstrap samples, α = 0.05) to assess whether
there is a significant difference between two edge weights or
two node strengths.

2.3.4. Network comparison
To examine potential differences in the depression, anxiety,

and stress networks among different levels of alexithymia,
we conducted a Network Comparison Test (NCT) using the
R package NetworkComparisonTest (version 2.2.1) to assess
network differences (38). The NCT is a two-tailed substitution
method for comparing two networks, considering network
structure invariance, global strength invariance, and edge
strength invariance. Global strength invariance and edge

Frontiers in Psychiatry 04 frontiersin.org105

https://doi.org/10.3389/fpsyt.2023.1209936
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/


fpsyt-14-1209936 July 13, 2023 Time: 10:44 # 5

Shang et al. 10.3389/fpsyt.2023.1209936

strength invariance tests are performed only if network
structural invariance is violated. In our study, as we observed
discrepancies in the network structure, we conducted tests
for global strength invariance and edge strength invariance.
Furthermore, we employed the Holm-Bonferroni correction
to conduct multiple comparisons of different edge strengths,
aiming to identify specific edges that differed significantly
between the two networks. A significance level of p < 0.05
was used to determine the presence of a significant difference
between the networks.

3.Results

3.1. General characteristics of
participants

We eventually included 662 eligible participants, including
395 (59.7%) men and 267 (40.3%) women. The mean age of
the elderly with MCC was 70.37 years. Most of the older
adults were married (89.6%), resided in rural areas (56.6%),
and lived predominantly with their spouses (58.2%), as is
detailed in Table 1. The mean scores for each scale entry are
detailed in Table 2.

3.2. Network structure, centrality, and
predictability measurements

Figure 1 displays the network structure map between
alexithymia and symptoms of depression, anxiety, and stress
in 662 co-morbid older adults, which was constructed based
on the EBICglasso model. Out of the 276 possible edges, 175
(63%) were non-zero edges, and the majority of edges showed
positive correlations. The predictability of symptoms is presented
in Figure 1 and Table 3 using a circular pie chart. The
mean predictability value of symptoms in older adults with
MCC was 0.51. Figure 2 presents the centrality indices of the
network: strength, closeness, betweenness, and expected impact.
In our constructed network containing 24 items, we found
that “DIF” and “DDF” (weight = 0.64), “Agitated” and “No
relax” (D11–D12, weight = 0.41), “Scared” and “Meaningless”
(D20–D21, weight = 0.35), “Heart aware” and “Scared” (D19–
D20, weight = 0.31), “Agitated” and “Down-hearted” (D11–D13,
weight = 0.22) had a strong edge between them. The edge
weight values between symptoms are shown in Supplementary
Table S1. Figure 2 and Table 2 display the graphs and specific
values of the centrality measures of the network, respectively. As
we mentioned in the previous section, we used strength as the
main centrality measure. We found that the top five symptoms
with the highest strength in the constructed network structure
were “DIF” (strength = 2.49), “Meaningless” (strength = 1.50),
“Agitated” (strength = 1.50), “Scared” (strength = 1.42), and “No
look forward” (strength = 0.75). The top five symptoms with the
highest predictability were “DIF” (rp = 0.76), “DDF” (rp = 0.71),
“Meaningless” (rp = 0.66), “Agitated” (rp = 0.65), and “Scared”
(rp = 0.60).

TABLE 1 General characteristics of co-morbid elderly.

Variables N/% or Mean ± SD

Gender

Male 395 (59.7)

Female 267 (40.3)

Age

Age 70.37 (6.92)

Marital status

Single 11 (1.7)

Married 593 (89.6)

Widowed 58 (8.8)

Residence

Rural 375 (56.6)

Urban 287 (43.4)

Residence status

Living alone 119 (18.0)

Living with spouse 385 (58.2)

Living with children 158 (23.9)

Average monthly household income

3,000 CNY and below 259 (39.1)

3,000–5,000 CNY 240 (36.3)

5,000–8,000 CNY 132 (19.9)

8,000 CNY and above 31 (4.7)

Number of chronic diseases

2 kinds 317 (47.9)

3 kinds 264 (39.9)

4 kinds and above 81 (12.2)

Type of medication taken

None 23 (3.5)

1–2 kinds 272 (41.1)

3–4 kinds 248 (37.5)

5 kinds and above 119 (18.0)

3.3. Network accuracy and stability

We tested the accuracy and stability of the network structure
by estimating 95% CIs for the edge weights. After estimation, we
derived a central stability coefficient rcS = 0.75 > 0.70, which
indicates that our results were sufficiently stable. The test of the
variability of the edge weights showed that most of the edges were
statistically significant (p < 0.05) (see Figures 3 and 4).

3.4. Bridge symptoms in the network

As shown in Figure 5 and Table 2, we found that “panic” (D15,
bridge strength = 0.96), “scared” (D20, bridge strength = 0.82),
“No wind down” (D1, bridge strength = 0.80), “No initiative”
(D5, bridge strength = 0.72), and “No positive” (D3, bridge
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TABLE 2 Content and mean scores of items on the TAS-20 and DASS-21.

Items Abbreviations Mean SD

D1 I found it hard to wind down No wind down 0.83 0.73

D2 I was aware of dryness of my mouth Dry mouth 0.98 0.77

D3 I couldn’t seem to experience any positive feeling at all No positive 0.75 0.75

D4 I experienced breathing difficulty Breath difficult 0.67 0.73

D5 I found it difficult to work up the initiative to do things No initiative 0.73 0.75

D6 I tended to over-react to situations Over-react 0.89 0.74

D7 I experienced trembling (e.g., in the hands) Trembling 0.82 0.79

D8 I felt that I was using a lot of nervous energy Nervous energy 1.10 0.77

D9 I was worried about situations in which I might panic and make a fool of myself Worried 0.77 0.77

D10 I felt that I had nothing to look forward to No look forward 0.86 0.80

D11 I found myself getting agitated Agitated 0.77 0.75

D12 I found it difficult to relax No relax 0.94 0.74

D13 I felt down-hearted and blue Down-hearted 0.90 0.79

D14 I was intolerant of anything that kept me from getting on with what I was doing Intolerant 0.67 0.72

D15 I felt I was close to panic Panic 0.68 0.75

D16 I was unable to become enthusiastic about anything Not enthusiastic 0.89 0.73

D17 I felt I wasn’t worth much as a person Worthless 0.49 0.69

D18 I felt that I was rather touchy Touchy 0.76 0.72

D19 I was aware of the action of my heart in the absence of physical exertion Heart aware 0.85 0.75

D20 I felt scared without any good reason Scared 0.91 0.76

D21 I felt that life was meaningless Meaningless 0.77 0.77

S1 Difficulty identifying feelings DIF 19.61 5.06

B1 Difficulty describing feelings DDF 14.36 3.12

W1 Externally oriented thoughts EOTS 22.57 3.09

strength = 0.70) had the highest bridge strength, indicating
that they are bridge symptoms in the network of alexithymia,
depression, anxiety, and stress. According to the edge weighting
relationship we found, the symptom “panic” (D15), which has the
strongest bridge strength, was strongly related to the depression
clusters “Meaningless” (D15–D21, weight = 0.17), “No look
forward” (D15–D10, weight = 0.16), and “Worthless” (D15–D17,
weight = 0.14). The bridge symptom “Scared” (D20) was strongly
associated with “Meaningless” (D20–D21, weight = 0.35) in the
depression cluster and “Over-react” (D20–D6, weight = 0.11) in
the stress cluster. The bridge symptom “No wind down” (D1) was
strongly correlated with “No positive” (D1–D3, weight = 0.21)
in the depression cluster, “Dry mouth” (D1–D2, weight = 0.19)
in the depression cluster, “Dry” (D1–D2, weight = 0.19) in the
anxiety cluster, and “DIF” (D1–S1, weight = 0.19) in the alexithymia
cluster. The bridge symptom “No initiative” (D5) was strongly
associated with “Breath difficult” (D5–D4, weight = 0.21) in the
anxiety cluster, “Intolerant” (D5–D14, weight = 0.14) in the stress
cluster, and “Intolerant” (D5–D14, weight = 0.14) in the stress
cluster. Finally, we found a close association between the bridge
symptom “No positive” (D3) with “No wind down” (D3–D1,
weight = 0.21) and “Over-react” (D3–D6, weight = 0.09) in the
stress cluster and “DIF” (D3–S1, weight = 0.09) in the alexithymia
cluster.

3.5. Results of network comparison

We divided the chronically co-morbid older adults into
three categories based on the degree of alexithymia: the
non-alexithymia group, the suspected alexithymia group, and
the alexithymia group. We then constructed network structure
maps of depression, anxiety, and stress for each of these three
groups of older adults to test for network structure invariance,
global strength invariance, and edge strength invariance, as shown
in Figure 6. We found a difference in the global network
structure between the alexithymia and non-alexithymia groups
(M = 0.305, p = 0.013). The global strength was 9.69 for the
alexithymia group and 1.64 for the non-alexithymia group, and
we estimated a significant difference between the two groups
(S = 8.046, p < 0.001). However, there were no significant
differences in network structure between the suspected alexithymia
group and the non-alexithymia group (M = 0.276, p = 0.136)
or the alexithymia group (M = 0.206, p = 0.662). Using the
Holm–Bonferroni correction for multiple comparisons, we found
marginal differences in the network between the alexithymia and
non-alexithymia groups, including “No initiative” and “Over-react”
(D5–D6, p = 0.000), “Nervous energy” and “Worried” (D8–D9,
p = 0.000), “Agitated” and “Meaningless” (D11–D21, p = 0.000),
and “Scared” and “Meaningless” (D20–D21, p = 0.000). Finally,
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FIGURE 1

Network structure of alexithymia, depression, anxiety, and stress (N = 662). The same colors represent the same symptom clusters, where green
represents depression, pink represents anxiety, blue represents stress, and orange represents alexithymia. DIF, difficulty identifying feelings; DDF,
difficulty describing feelings; EOTS, externally oriented thoughts.

we found significant differences between the two groups in the
global strength in all of the 21 nodes (p < 0.05). The strength
centrality figure for each group are shown in Supplementary
Figure S1.

4. Discussion

To the best of our knowledge, this was the first study to
explore the network structure relationships between alexithymia,
depression, anxiety, and stress in older adults with MCC in Chinese
communities. We conducted a network analysis to identify the
core and bridge symptoms in the network. We also focused
on symptoms in the network with strong edge connections.
Finally, we analyzed the differences in network structures between
the alexithymia and non-alexithymia groups by classifying them
according to the degree of alexithymia. We validated the accuracy
and stability of the network, which enhanced the reliability and
validity of our results (28).

Our focus on identifying core symptoms aimed to determine
the main targets for psychological interventions in older adults with
MCC (26). DIF tendency had the highest strength centrality in
the network, indicating that it is a core node in the psychological
problems of older adults with MCC from a mechanistic perspective
(24). DIF, a major dimension of the alexithymia cluster, manifests
as difficulties in identifying emotions in oneself or others (31). For
instance, many people are often unaware of the activities happening
within them and do not know if their existing feelings are sadness
or anger. Previous total score-based studies (14, 45) have found

that DIF scores were highest in chronically ill older adults with
alexithymia, further reinforcing its central role. Core nodes can
spread their effects to peripheral nodes and thus be the main targets
of psychological interventions (26). Therefore, it is recommended
to take effective measures to address the tendency of DIF in older
adults with MCC in the communities. This may help promote
improvement in other dimensions of their alexithymia, as well as
alleviate symptoms of depression and anxiety.

In addition, “Meaningless,” “Agitated,” “Scared,” and “No look
forward” also play central roles in the psychological problems of
older adults with MCC. Among these core symptoms, the marginal
strength between “Scared” and “Meaningless” ranked third in the
whole network, indicating that the two core symptoms are closely
related and often co-occur. Compared to young people, older adults
have gone through most of life’s processes and seem to care more
about the meaning of life than young people’s desire to pursue life
goals (46). Older adults with MCC face multiple illnesses that make
them prone to symptoms such as insomnia, irritability, anxiety, a
tendency to fear the future, and a lack of expectation in life (4,
47). When these core problems are not addressed and improved,
they can lead to a sense of meaninglessness in life, which triggers
a chain reaction of negative psychological problems (48). Targeted
interventions should be implemented for core symptoms such as
“Meaningless” and “No look forward” because they serve as “target
symptoms” in the psychological distress of older adults with MCC.

Predictability often represents the degree to which a node can
be explained by changes in the surrounding connected nodes (43).
In other words, nodes with high predictability can be controlled by
controlling the neighboring nodes (44). The average predictability
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TABLE 3 Centrality, bridge centrality, and predictability indices for the
alexithymia, depression, anxiety, and stress scales.

Symptoms Predictability Strength Bridge
strength

D1 No wind down 0.49 −0.04 0.80

D2 Dry mouth 0.40 −1.09 0.52

D3 No positive 0.49 −0.36 0.70

D4 Breath difficult 0.52 0.32 0.66

D5 No initiative 0.52 0.17 0.72

D6 Over-react 0.37 −1.19 0.60

D7 Trembling 0.45 −0.74 0.67

D8 Nervous energy 0.44 −0.42 0.63

D9 Worried 0.43 −0.94 0.58

D10 No look forward 0.58 0.75 0.66

D11 Agitated 0.64 1.47 0.67

D12 No relax 0.57 −0.31 0.35

D13 Down-hearted 0.56 0.09 0.48

D14 Intolerant 0.53 0.64 0.65

D15 Panic 0.56 0.48 0.96

D16 Not enthusiastic 0.44 −1.01 0.55

D17 Worthless 0.47 −0.26 0.55

D18 Touchy 0.37 −1.35 0.54

D19 Heart aware 0.42 −0.46 0.41

D20 Scared 0.60 1.42 0.82

D21 Meaningless 0.65 1.50 0.60

S1 DIF 0.76 2.49 0.56

B1 DDF 0.71 0.06 0.14

W1 EOTS 0.39 −1.22 0.46

of the network constructed in this study was 0.51, indicating
that the nodes in the network were moderately intervenable.
The nodes with the highest predictability were “DIF,” “DDF,”
“Meaningless,” “Agitated,” and “Scared.” This is interesting because
we found that these symptoms were almost consistent with the
core symptoms we identified. This implies that by controlling these
core symptoms and the symptoms with the strongest connections
to them, it is possible to effectively disrupt the influence of core
symptoms in the network and achieve relief from psychological
disorders in older adults with MCC. Specifically, “DIF” and “DDF,”
as well as “Meaningless” and “Scared,” emerge as the strongest
edge connections and are also identified as core nodes in the
network. This further confirms the necessity for clinical healthcare
professionals to intervene in these core symptoms, as they hold
crucial positions within the network.

The present study identified “DIF” and “DDF” as the strongest
edge connections within the alexithymia cluster, which is consistent
with findings from previous network analyses in adolescent
populations (49, 50). Notably, “DIF” emerged as the most
predictable and strongest node in the network. Building upon
these findings, we propose that targeting the “DDF” node through
interventions may effectively weaken the association between

FIGURE 2

Centrality diagram of the network structure. Strength measures the
importance of the nodes. DIF, difficulty identifying feelings; DDF,
difficulty describing feelings; EOTS, externally oriented thoughts.

“DIF” and “DDF,” subsequently mitigating the impact of “DIF”
in the elderly with MCC. Previous studies have demonstrated
the effectiveness of group cognitive interventions (51) and mental
health programs (52) in alleviating alexithymia, yet research
focusing on core symptoms of alexithymia in older adults remains
limited and warrants further investigation. Furthermore, the study
highlighted the robust connections between “Agitated” and “No
relax” (D11–D12) and “Agitated” and “Down-hearted” (D11–D13)
within the stress cluster, with “Agitated” identified as a core
and predictable node in the network—excluding “Down-hearted.”
Given the disease burden and psychological stress experienced
by older adults with MCC, agitation and overstress are common.
Previous studies have underscored the close relationship between
agitation and frustration (53). Therefore, these connections deserve
attention in future research. Moreover, we should not overlook the
borderline link between “Heart aware” and “Scared” (D19–D20).
Although the strength of “Heart aware” in the network is relatively
weak (Strength = −0.46), the presence of the strongest edge with
the core symptom “Scared” suggests that triggering “Heart aware”
poses a high risk of activating the core symptom in the network,
resulting in a global network response. Hence, older adults who
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FIGURE 3

Accuracy and stability of network structure. (A) Accuracy analysis of edge weights. (B) Stability analysis of centrality indicators.

FIGURE 4

Bootstrapped difference tests for edge and strength. (A) Bootstrapped discrepancy test for edge weighting. (B) Bootstrapped discrepancy test for
strength centrality. D1, no wind down; D2, dry mouth; D3, no positive; D4, breath difficult; D5, no initiative; D6, over-react; D7, trembling; D8,
nervous energy; D9, worried; D10, no look forward; D11, agitated; D12, no relax; D13, down-hearted; D14, intolerant; D15, panic; D16, not
enthusiastic; D17, worthless; D18, touchy; D19, heart aware; D20, scared; D21, meaningless; S1, DIF; B1, DDF; W1, EOTS.

frequently experience unexplained panic or arrhythmia should be
mindful of their level of “Scared.”

Furthermore, the utilization of the bridge centrality index offers
valuable insights into identifying bridge symptoms that play a
crucial role in the development and maintenance of psychological
issues among older adults with MCC (25). In our current network
analysis, we identified five bridge symptoms, namely “Panic” and
“Scared” from the anxiety cluster, “No wind down” from the stress
cluster, “No initiative” and “No positive” from the depression
cluster. These findings suggest that targeting “Panic” and “Scared”
in older adults experiencing anxiety may help mitigate the risk

of transmitting symptoms to other clusters, such as alexithymia,
depression, or stress (25, 54). Similarly, addressing “No wind down”
in the presence of stress symptoms or treating “No initiative” and
“No positive” in individuals with depressive symptoms may yield
similar benefits. Furthermore, we found that the bridge symptom
“Panic” in the anxiety cluster was more closely associated with
the depression cluster than the alexithymia and stress clusters,
including feelings of meaninglessness, worthlessness, etc. This
was determined by examining the edges of the bridge symptom
that demonstrated the closest connections with the other three
clusters. Our findings align with the diagnostic criteria presented
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FIGURE 5

(A) Network structure diagram containing bridge symptoms. (B) Centrality index of bridge symptoms.

FIGURE 6

Structure of the depression, anxiety, and stress network in older
adults with different degrees of alexithymia co-morbidity. (A) All
elderly (n = 662). (B) Non-alexithymia elderly (n = 229).
(C) Suspected alexithymia elderly (n = 179). (D) Alexithymia elderly
(n = 254).

in the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) (55) and the ICD-10 (56) at the disease level. Older
adults with MCC often experience varying degrees of dysfunction
due to physiological degeneration and declining resilience within
their bodies (57). Individuals with lower psychological resilience
may develop feelings of hopelessness and helplessness (12, 47),
which, when combined with the breakdown of their psychological
defenses, can lead to a lack of life expectations and the emergence
of symptoms such as depression and frustration. This pattern was
further supported by a recent study involving older adults (53).
Therefore, when older adults with MCC exhibit symptoms of

anxiety, particularly feelings of “panic,” they are at an increased risk
of developing depression.

As shown in Figure 5, we can visualize that the bridge
symptoms “No initiative” and “No positive” in the depression
cluster are between anxiety and stress symptoms. This means that,
as bridge symptoms, they are more closely associated with anxiety
and stress (25). Of course, relying solely on visuals to make such
judgments is not convincing (25, 58). Therefore, we calculated the
edge weights and found that the edges most strongly connected to
“No initiative” and “No positive” were from the anxiety and stress
cluster, thus reinforcing our previous judgments. The symptoms
most strongly associated with them included some somatization-
oriented symptoms, such as feeling tongue-tied and breathlessness
in the anxiety cluster. Indeed, these symptoms are common in
patients with anxiety disorders (59, 60), and our study confirms
the close link between the bridging symptoms in the depression
cluster and these somatization symptoms, which could be the focus
of interventions in this population. In the alexithymia cluster, “DIF”
had the strongest edge with the bridging symptom “No wind down”
in the stress cluster and the bridging symptom “No positive” in
the depression cluster. We have already mentioned several times
above that “DIF” is the strongest and most predictable node in the
network, thus this also needs our attention.

To test our initial hypothesis, we conducted a comparative
network analysis by categorizing chronically co-morbid older
adults into non-alexithymia, suspected alexithymia, and
alexithymia groups. Subsequently, we constructed depression,
anxiety, and stress networks for each group. Our results
demonstrated that the symptom networks in the alexithymia
group exhibited significantly higher global network and global
strength measures compared to the non-alexithymia group, thus
confirming our initial hypothesis. Consistent with previous studies,
alexithymia patients are more likely to experience symptoms
of depression, anxiety, and stress (9, 10, 61). Consequently, it
is crucial to prioritize the mental health of individuals with
alexithymia. To further investigate specific distinctions between
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the alexithymia and non-alexithymia groups, we examined global
and local borderline differences. In comparison to the non-
alexithymia group, the alexithymia group demonstrated three
stronger limbic connections: “No initiative” and “Over-react” (D5–
D6), “Nervous energy” and “Worried” (D8–D9), and “Scared,”
and “Meaningless” (D20–D21). These symptoms spanned across
depression, anxiety, and stress, indicating a higher prevalence of
co-occurring psychological issues within the alexithymia group.
Studies in psychopathology have previously identified impaired
emotional processing in the occipital region among individuals
with alexithymia (62), rendering them less responsive to emotions
and more prone to employing negative emotion regulation
strategies (49). This may partly explain the elevated incidence of
mental health problems among older adults. Furthermore, we
discovered that the non-alexithymia group exhibited stronger
connections between “Agitated” and “Meaningless” (D11–D21)
compared to the alexithymia group. This finding is intriguing and
may serve as a focal point for interventions targeting psychological
problems in the non-alexithymia group of older adults. Although
the differences between the suspected alexithymia group and
both the non-alexithymia and alexithymia groups did not reach
statistical significance, we observed that the suspected alexithymia
group exhibited network connectivity patterns closely resembling
those of the alexithymia group. Therefore, it is essential not to
overlook the elderly individuals in the suspected alexithymia
group. Furthermore, as the Network Comparison Test is a cutting-
edge method, the results obtained using this method need to
be interpreted with caution, which will also need to be verified
in future studies.

To the best of our knowledge, this study represents the
first investigation into the relationship between alexithymia
and the network structure encompassing depression, anxiety,
and stress in older adults with MCC within the Chinese
communities. Our findings have important implications for the
prevention and intervention of psychological problems in this
population. Firstly, we observed that “DIF” exhibited the highest
strength and predictability within the network, indicating its
central role in psychological problems among older adults.
From a network perspective, effective interventions targeting
DIF tendency are crucial for alleviating psychological distress
in this population. Secondly, our study identified “panic,”
“scared,” “No wind down,” “No initiative,” and “No positive” as
bridge symptoms within the network. These bridge symptoms
suggest an intertwined relationship between alexithymia and
other psychological problems. Interventions focusing on these
bridge symptoms may be effective in preventing or treating the
comorbidity of psychological problems in chronically ill older
adults. Lastly, our findings demonstrated significantly higher
strength on the edges connecting “No initiative” and “Over-
react” (D5–D6), “Nervous energy” and “Worried” (D8–D9),
and “Scared” and “Meaningless” (D20–D21) in the alexithymia
group compared to the non-alexithymia group. Targeting these
specific edges through interventions may be effective in preventing
and halting the progression toward alexithymia. Taken together,
our study highlights the importance of addressing alexithymia
and its associated network structure when designing prevention
and intervention strategies for psychological problems in older
adults with MCC.

5. Limitations

When interpreting the findings of our study, it is important to
acknowledge several limitations. Firstly, we utilized the DASS-21
scale instead of the more commonly used PHQ-9 and GAD-
7 scales, which may limit the comparability of our results with
other studies and the generalizability of our conclusions. However,
previous research has demonstrated the reliability and applicability
of the DASS-21 scale in the elderly population, and the inclusion
of additional symptoms in our study adds richness to the findings.
Secondly, our use of cross-sectional data to construct the network
prevents us from establishing causal relationships. A further
investigation employing longitudinal approaches, such as cross-
lagged network analysis models, is needed to examine the temporal
dynamics of the core symptom “DIF” and its relationships with
other variables. Additionally, the convenience sampling method
used in our study may introduce selection bias, and future research
should employ stratified sampling to ensure a more representative
sample. Thirdly, our reliance on self-report scales for symptom
assessment introduces the potential for self-report bias and may
impact the accuracy of our analysis. While a combination of online
and offline questionnaires allows for comprehensive participant
inclusion, it also introduces additional factors that should be
carefully considered. Future research should take into account
the role of covariates (e.g., gender, age, and education levels)
in network analyses to provide a more nuanced understanding
of the relationships between symptoms. Lastly, our sample was
limited to a single province in China, which may restrict the
generalizability of our findings to other regions. Future studies
should expand the sample, particularly among older adults in
different provinces and regions, to validate the applicability and
generalizability of our results at a national level. In conclusion,
our study offers valuable insights into the network structure of
psychological problems in older adults with MCC. However, it is
important to consider these limitations and address them in future
research to further enhance our understanding of the mental health
of this population.

6. Conclusion

In conclusion, our study has provided new insights
into the structure of the network between alexithymia and
depression, anxiety, and stress in older adults with MCC.
Our findings suggest that “DIF” is the most central node
in the network, followed by “Meaningless,” “Agitated,”
“Scared,” and “No look forward.” “Panic,” “Scared,” “No
wind down,” “No initiative,” and “No positive” were the
bridge symptoms in the network. Furthermore, we also
identified differences in the network structure between the
alexithymia and non-alexithymia groups. The symptoms and
their interrelationships revealed in our study can provide new
insights and references for the prevention and intervention of
alexithymia and psychological problems in community-based
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elderly individuals with chronic diseases. However, the above
findings should be further validated in future studies.
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Introduction: Physicians die by suicide at rates higher than the general population,

with the increased risk beginning inmedical school. To better understand why, this

study examined the prevalence of mental distress (e.g., depressive symptoms and

suicide risk) and behavioral and psychosocial risk factors for distress, as well as the

associations between mental distress and risk factors among a sample of medical

students in a pre–COVID-19-era.

Methods: Students enrolled in a large California medical school in 2018–2019

(N = 134; 52% female) completed questionnaires assessing sociodemographic

characteristics, depression and suicide family history, health behaviors, and

psychosocial wellbeing. Assessment scores indexing mental distress (e.g.,

depressive symptoms, thoughts of suicide in the past 12 months, suicide risk,

and history of suicidality) and risk factors (e.g., stress, subjective sleep quality,

alcohol use, impostor feelings, and bill payment di�culty) were compared across

biological sex using chi-squared tests, and associations between mental distress

and risk factors were determined through logistic regression.

Results: Elevated mental distress indicators were observed relative to the general

public (e.g., 16% positive depression screen, 17% thought about suicide in previous

12 months, 10% positive suicide risk screen, and 34% history of suicidality), as

well as elevated risk factors [e.g., 55% moderate or high stress, 95% at least

moderate impostor feelings, 59% poor sleep quality, 50% screened positive for

hazardous drinking (more likely in females), and 25% di�culty paying bills]. A

positive depression screen was associated with higher stress, higher impostor

feelings, poorer sleep quality, and di�culty paying bills. Suicidal ideation in the

previous 12 months, suicide risk, and a history of suicidality were independently

associated with higher levels of impostor feelings.

Discussion: Higher scores on assessments of depressive symptoms and suicidal

thoughts and behaviors were related to several individual-level and potentially

modifiable risk factors (e.g., stress, impostor feelings, sleep quality, and bill

payment di�culties). Future research is needed to inform customized screening

and resources for the wellbeing of the medical community. However, it is likely

that the modification of individual-level risk factors is limited by the larger medical

culture and systems, suggesting that successful interventions mitigate suicide risk

for medical providers need to address multiple socio-ecological levels.

KEYWORDS

depression, suicidal ideation, suicide, sleep, impostor syndrome, stress, medical students,

financial distress
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1. Introduction

The COVID-19 pandemic brought the suffering of healthcare

workers into sharp focus (1). Although it is still early to speculate,

emerging research suggests that the pandemic likely exacerbated

an issue that has been a topic of conversation in the peer-reviewed

literature for decades (2).

Even prior to the pandemic, physicians suffered an increased

risk of depression and suicide compared to the general population

(3, 4), and research suggests that this increased risk begins in

medical school. Before beginning medical school, matriculating

medical students have higher self-reported quality of life and

similar rates of depression compared to the general population

(5), but this trend does not last. Medical students have a higher

prevalence of depression and thoughts of suicide (i.e., suicidal

ideation) than both the age-matched population and graduate

students in other disciplines (6–9). A large nationwide study found

that 58.2% of medical students screened positive for depression and

9.4% endorsed suicidal ideation (SI) within the previous 12 months

(6). These rates are much higher than rates of major depression

and SI reported by the general population [7.7–13.1 and 4.3–10.5%,

respectively (9, 10)]. This shift in mental health during medical

training highlights the need for additional research into the specific

modifiable risk factors for depression and suicide (e.g., SI, suicide

risk, suicidal thoughts, and behaviors) among medical students.

Despite the extra attention on mental health that the COVID-19

pandemic has provided, a deep dive into modifiable risk factors for

the development of depression and suicidality in this population

has yet to be done. This study addresses that gap by examining risk

factors in a pre–COVID-19 sample of medical students.

In this study, we concisely refer to depression and suicidality

as mental distress, which is a broad and flexible term that

encompasses self-reported mental health problems and the

individual’s experience of these problems. Depression and

suicidality can be individually conceptualized as types of mental

distress, as they are both mental health problems that individuals

respond to uniquely and do not necessarily reflect diagnoses. There

are many evidence-based risk factors for depression and suicidality

in the general population; however, there is a specific gap in

understanding the prevalence of these mental health conditions

and their risk factors, and how they are associated among medical

student populations. Previous studies have highlighted factors that

place medical students at increased risk for depression including

female gender (11, 12), burnout (6), lower emotional and mental

quality of life (5), academic stress (13), perfectionism (11), stressful

life events (11), long work hours (14), and lack of social support

(15, 16). Factors that place medical students at increased risk for

suicidal ideation have a large degree of overlap with risk factors for

depression [i.e., female gender (17), burnout (7), and lower mental

quality of life (7)]. Risk factors that are unique to suicidal ideation

include dissatisfaction with academic performance (18), substance

use (17, 18), being in the clinical years of training (12, 18), and

demanding parents (17, 18). The purpose of the present study was

to focus on risk factors that could be modifiable at the individual

level. This study examined associations between indicators of

mental distress [including depressive symptoms, SI, suicide risk,

and history of suicidality (i.e., suicidal thoughts and behaviors)]

and psychological, financial, and behavioral factors that often

contribute to mental distress in the general population [including

sleep quality (19–21), stress (22, 23), alcohol use (24, 25), feelings of

impostor syndrome (26, 27), and financial distress (28, 29)] among

a pre–COVID-19 sample of medical students in their 1st to 4th year

of training. While these risk factors have demonstrated associations

with mental wellbeing and are prevalent among medical school

students, limited investigation has been dedicated to examining

their relations with both depression and suicidality among medical

students in the US. We also assess whether relations between the

risk factors and mental distress indices remain after controlling

for individual characteristics, such as biological sex, year in

medical school, race, ethnicity, and family history of depression

and suicide. Furthermore, we examine whether relations between

the risk factors and suicidal risk remain after controlling for

depressive symptoms. A priori hypotheses included predicted

higher depressive symptoms and SI in our sample than typically

reported in the general population, as well as predicted high levels

of self-reported poor sleep quality, perceived stress, alcohol use,

and feelings of impostor syndrome. We hypothesized that poor

sleep quality, high perceived stress, high feelings of impostor

syndrome, high alcohol use, and financial distress were associated

with a positive depression screen, SI, and suicide risk. We also

expected to see elevated risk factors among those with a history of

suicidality. Given the estimated 3.25-fold higher rates of physician

suicide among females compared to males (3), mental distress and

risk factors were characterized by biological sex, predicting female

students to report higher depression, suicidality, and feelings of

impostor syndrome relative to male students. Similar rates of

perceived stress, sleep quality, alcohol use, and financial distress

were expected between male and female students.

2. Materials and methods

2.1. Study design and participants

All students actively enrolled full-time in a large, southern

California medical school from December 2018 to August 2019

were eligible to participate in this cross-sectional study. The

only exclusionary criterion was the inability to read English, but

this did not exclude any potential participants. Permission was

granted by the School of Medicine administration to contact

the students through class email distribution lists. Participants

were recruited primarily through email announcements sent by

the primary author through a password-protected email account

that was created for study use and that was only accessible by

the primary author. Participants were also recruited through two

in-person visits during times when the 3rd- and 4th-year (i.e.,

clinical stage) students were all in the same room for a required

lecture. Students were not approached or emailed on an individual

basis during recruitment. Participants who responded to the email

announcements, or who emailed the study email after an in-person

recruitment visit, were given additional study information, and an

in-person appointment was scheduled to obtain informed consent

and to fill out the pen-and-paper survey. The survey contained

questions about sociodemographic characteristics, family history of
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depression and suicide, and validated measures of health behaviors

and psychosocial wellbeing. Study participation was voluntary,

and all survey responses were anonymized. Participants were

immediately compensated $25 in cash for their time upon the

completion of the survey. Study and recruitment procedures and

materials were approved by the University’s Institutional Review

Board prior to recruitment.

2.2. Measures

2.2.1. Depressive symptoms and depression
screen

The Patient Health Questionnaire-9 (PHQ-9) was used to assess

depressive symptom severity in the past 2 weeks (30). The PHQ-9

has good reliability and has been validated for use in student and

general population samples (31). PHQ-9 scores range from 0 to 27

with a score of 10 used as a threshold for identifying individuals

experiencing major depressive disorder with 88% sensitivity and

88% specificity (32, 33). This threshold was used to dichotomize

PHQ-9 scores to indicate participants with a positive depression

screen (DS; PHQ-9 score≥10) vs. negative DS (PHQ-9 score<10).

2.2.2. Suicidality
The Suicidal Behaviors Questionnaire-Revised (SBQ-R) was

used to assess three unique indicators of suicidality: SI in the

previous 12 months, lifetime history of suicidality, and overall

suicide risk based on global scores. The SBQ-R is validated for

use in college students and in the general population with good

reliability (34). Scores range from 3 to 18 with a cutoff score

of 7 having optimal sensitivity (93%) and specificity (95%) to

differentiate between non-suicidal and suicidal individuals (34).

This threshold was used to dichotomize the suicide risk variable.

Due to the distribution of responses, lifetime history of suicidality

and SI in the previous 12 months were also dichotomized based

on participant answers to items 1 and 2 on the SBQ-R. Item 1

asks, “Have you ever thought about or attempted to kill yourself?”

The answer choices include, “Never,” “It was just a brief passing

thought,” “I have had a plan at least once to kill myself but did not

try to do it,” “I have had a plan at least once to kill myself and really

wanted to die,” “I have attempted to kill myself, but did not want to

die,” and “I have attempted to kill myself, and really hoped to die.”

Item 2 asks, “How often have you thought about killing yourself

in the past year?” The answer choices include, “Never,” “Rarely (1

time),” “Sometimes (2 times),” “Often (3–4 times),” and “Very often

(5 or more times).” If the participant answered “Never” to item 1,

they were said to have no history of suicidality. All other responses

to item 1 were coded as a history of suicidality. This same process

was used for item 2, to determine the presence or absence of SI in

the previous 12 months.

2.2.3. Sleep quality
The Pittsburgh Sleep Quality Index (PSQI) was used to assess

participants’ perceived sleep quality over the past 30 days. PSQI

scores range from 0 to 21 with higher scores indicative of worse

sleep. The PSQI has been validated in clinical and non-clinical

populations (35). A score ≥5 differentiates poor sleep quality with

89.6% sensitivity and 86.5% specificity (36). PSQI sum scores were

dichotomized using this threshold.

2.2.4. Alcohol use
The Alcohol Use Disorders Identification Test-C (AUDIT-C)

was used to assess hazardous drinking and/or active alcohol use

disorders (37). AUDIT-C scores range from 0 to 12, with scores≥4

indicative of a positive screen for men and scores ≥3 of a positive

screen for women (37). The recommended cutoff scores have 86%

sensitivity and 72% specificity for identifying hazardous drinking

and/or active alcohol use disorders in men, and 66% sensitivity

and 94% specificity likewise in women (37). AUDIT-C scores were

dichotomized separately for males and females using these cutoff

scores for the presence or absence of hazardous drinking.

2.2.5. Perceived stress
The Perceived Stress Scale-10 (PSS-10) was used to assess stress

in the past 30 days (38). The PSS-10 has been validated in the

general population, adults, college and graduate students, and in

clinical populations (39). Scores range from 0 to 40, with higher

scores indicating higher perceived stress. Scores <13 indicate low

perceived stress, 14–26 indicate moderate perceived stress, and≥27

indicate high perceived stress (39). PSS-10 scores were categorized

using these thresholds.

2.2.6. Financial distress
Three questions measured financial distress and were adapted

from the Center for Disease Control and Prevention’s Behavioral

Risk Factor Surveillance SystemQuestionnaire (40): (1) “In general,

would you say you have more money than you need, just enough

for your needs, or not enough to meet your needs?” (2) “How

difficult is it to pay your monthly bills—very difficult, somewhat,

not very, or not at all difficult?” and (3) “In the past 12 months

did you not have enough money to buy food—often, sometimes,

rarely, or never?” Due to the distribution of responses, these

variables were dichotomized; the financial need was coded as

“yes” if the participant selected the “not enough” category, bill

payment difficulty was coded as “yes” if the participant selected

“very” or “somewhat,” and food insecurity was coded as “yes” if the

participant selected “often” or “sometimes.”

2.2.7. Impostor syndrome
The Clance Imposter Syndrome (CIS) scale was used to assess

the extent to which participants feel their accomplishments are due

to luck or chance instead of ability and the perceived feeling of

impostorism (41). The CIS has been validated for use in clinical

and general population samples including student populations (42).

Scores range between 20 and 100 with scores <40 classified as

few impostor characteristics (IC), 41–60 as moderate IC, 61–80

as frequent IC, and >80 as intense IC (42, 43). Sum scores were

categorized using these thresholds.
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2.2.8. Covariates
Participant biological sex (44, 45), year in medical school (12),

race, ethnicity (46), and family history of depression or suicide

(depending on the model) were included as covariates in models

examining the adjusted relations betweenmental distress indicators

and risk factors. Questions about family history were adapted from

the Center for Disease Control and Prevention’s Behavioral Risk

Factor Surveillance System Questionnaire (40).

2.3. Statistical analysis

Descriptive statistics were used to characterize the sample,

and chi-squared tests compared mental distress indicators and

mental distress risk factors across biological sex. To examine

associations between risk factors and mental distress indices, a

sequence of logistic regression models was conducted (Figure 1).

Separate logistic regression models examined relations between

each risk factor and each dichotomized mental distress indicator

(DS, SI in the previous 12 months, history of suicidality,

and overall suicide risk score). Covariates were added in

blocks to assess adjusted associations (Figure 1), and after full

adjustment, predicted probabilities were computed and plotted

for each model to visualize the marginal effects across mental

distress groups [i.e., positive vs. negative depressive screen

(DS)] (47).

Model robustness was verified for all logistic regression

models through post-estimation analyses examining the linearity

of odds, specification error, multicollinearity of independent

variables, goodness of fit, and area under ROC curve. Post-

estimation analysis included sensitivity analyses based on residuals,

leverage, and influence diagnostics to ensure that individual

observations were not driving the results. A Bonferroni correction

was calculated to adjust for multiple comparisons. There were

seven risk factor variables examined in this study, thus α
1
=

α/7 = 0.05/7 = 0.007. Statistical analyses were performed using

Stata/SE 15.1.

3. Results

3.1. Mental distress indicators and risk
factors among male and female medical
students

Four-hundred and seventeen students were invited to

participate, and 134 students enrolled in and completed the study

(i.e., 32% of invited students enrolled in the study). Table 1 provides

sample sociodemographic characteristics. Table 2 presents mental

distress and risk factor data. There were no statistically significant

biological sex differences for any mental distress indicator. Half

of the sample screened positive for hazardous drinking, and the

majority of participants reported poor quality sleep and at least

moderate perceived stress. Nearly half the students reported

frequent/intense impostor feelings. The only statistically significant

difference in risk factors by biological sex was for hazardous

drinking with females more likely than males to have a positive

screen [χ2
(1,N=134) = 9.6, p= 0.002].

3.2. Risk factors associated with a positive
DS

After adjusting for all covariates, poor sleep quality, higher

perceived stress, higher levels of imposter feelings, and difficulty

paying bills were associated with increased odds of having a positive

DS (Table 3A). Among scores indicative of poor sleep quality

(≥5), the predicted probability of having a positive DS increased

from 8.5% at a score of 5 [p = 0.004, 95% CI (0.027–0.142)],

to 85.3% [p = 0.000, 95% CI (0.655–1.05)] at a sleep quality

score of 13 (the highest reported in the sample; Figure 2A; panel

a). As perceived stress scores increased from moderate to high,

the predicted probability of having a positive DS increased from

24.1% [p = 0.000, 95% CI (0.146–0.335)] to 94.6% [p = 0.000,

95% CI (0.816–1.076); Figure 2A; panel b]. As impostor feelings

FIGURE 1

Logistic regression flow chart. Purpose of step 1 was to determine if the outcome variable (i.e., depression screen, suicidal ideation in the previous 12

months, suicide risk, and history of suicidality) was statistically significantly associated with each risk factor (i.e., sleep quality, alcohol use, stress,

impostor-feelings, di�culty paying bills, financial need, and food insecurity). The purpose of step 2 was to control for *sociodemographic

characteristics including sex, race, ethnicity, age, and year in medical school. The purpose of step 3 was to determine if the association between the

mental distress outcome and risk factor remained statistically significant even after controlling for a family history of the disease. The purpose of step

4 was to determine if the risk factor was statistically significantly associated with the suicidality outcome, independently of the depression screen.
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TABLE 1 Sample sociodemographic characteristics (N = 134).

n (%)

Year in school First 42 (31.34)

Second 24 (17.91)

Third 31 (23.13)

Fourth 37 (27.61)

n (%)

Sex Female 70 (52.24)

Male 64 (46.76)

Mean (standard

deviation)

Range

Age (years) 25.75 (2.3) 22–36

n (%)

Race∗ Asian 62 (46.27)

White 59 (44.03)

Black 3 (2.24)

American Indian/Alaskan
Native

1 (0.75)

Native Hawaiian/Pacific
Islander

1 (0.75)

n (%)

Hispanic/Latino Yes 23 (17.16)

There was no missing data for any of the variables listed in this table. ∗n = 8 (5.97%) of

participants answered “Prefer not to answer.” These participants were added to an “other”

group in analyses, with the n = 1 participant who answered “American Indian/Alaskan

Native” and the n = 1 participant who answered “Native Hawaiian/Pacific Islander.” These

participants’ data were considered conceptually important to the results, even if they chose

not to disclose their race. Thus, there was no missing data for any variables in this table. Age

was used as a continuous variable in analyses.

increased from moderate to intense, the predicted probability of

having a positive DS increased from 9.24% [p = 0.003, 95%

CI (0.032–0.152)] to 70.56% [p = 0.000, 95% CI (0.446–0.964);

Figure 2A; panel c]. The predicted probability of having a positive

DS increased from 11.8% [p = 0.000, 95% CI (0.052–0.183)] for

those who reported no difficulty paying bills, to 28.8% [p = 0.000,

95% CI (0.135–0.441)] for those who reported difficulty paying

bills. Financial need [OR = 3, p = 0.040, 95% CI (1.049–8.576)]

and food insecurity [OR = 3.88, p = 0014, 95% CI (1.322–11.435)]

were also associated with increased odds of having a positive DS

in bivariate analyses, but not after adjustment for covariates. A

hazardous drinking screen was not associated with the odds of

having a positive DS. The effects of sleep quality, perceived stress,

and impostor feelings on the odds of a positive DS remained

statistically significant at Bonferroni-adjusted alpha levels, while

bill payment difficulty did not.

3.3. Risk factors associated with SI

Sleep quality was associated with higher odds of having

SI after adjusting for all covariates, including DS (Table 3B).

However, sensitivity analyses revealed that one participant was

likely driving the association between SI and sleep quality. When

this participant was dropped from the sleep quality model, the

statistical significance of the sleep quality variable changed from p

= 0.047 to p= 0.166. This participant had a high-risk profile with a

positive DS, SI in the previous 12 months, and the highest (poorest)

sleep quality score in this sample.

Adjusting for all covariates, higher levels of impostor feelings

were also associated with increased odds of having SI (Table 3B).

This association remained significant even after controlling for DS

(Table 3B). As impostor feelings scores increased from moderate

to intense, the predicted probability of having SI increased from

10.4% [p = 0.002, 95% CI (0.037–0.170)] to 42.7% [p = 0.002, 95%

CI (0.162–0.692); Figure 2B; panel b]. Stress, bill payment difficulty,

financial need, food insecurity, and hazardous drinking screen were

not associated with increased odds of having SI. Neither the effects

of sleep quality nor impostor feelings on the odds of having SI

remained statistically significant after Bonferroni adjustments of

alpha levels.

3.4. Risk factors associated with suicide risk

Higher levels of impostor feelings were associated with an

increased odds of having a positive suicide risk screen after

adjustment for sociodemographic characteristics (i.e., step 2 in

Figure 1; Table 3C). When proceeding to step 3 in the logistic

regression flow chart, where we control for family history of suicide,

this variable was automatically dropped from the model because

none of the n = 14 (10.45%) individuals who screened positive for

suicide risk had a family history of suicide. When the individuals

with a family history of suicide were excluded from the step 3

model, the results remained the same. When controlling for DS

(i.e., step 4 in Figure 1), the association between higher imposter

feelings and a positive suicide risk screen remained statistically

significant (Table 3C). As the impostor feelings scores increased

from moderate to intense, the predicted probability of having a

positive suicide risk screen increased from 5.1% [p = 0.030, 95%

CI (0.004–0.096)] to 38.2% [p = 0.022, 95% CI (0.055–0.708);

Figure 2C]. Poorer sleep quality [OR = 1.24, p = 0.039, 95% CI

(1.010–1.526)] and higher perceived stress [OR = 1.10, p = 0.031,

95% CI (1.01–1.201)] were also associated with increased odds of

having a positive suicide risk screen in bivariate analysis, but not

after adjustment for covariates. Hazardous drinking screen, bill

payment difficulty, financial need, and food insecurity were not

associated with the odds of having a positive suicide risk screen.

In the step 4 model with the family history of suicide covariate

removed, the effects of impostor feelings on the odds of having a

positive suicide risk screen did not remain statistically significant

after a Bonferroni adjustment of alpha levels.

3.5. Risk factors associated with history of
suicidality

Poorer sleep quality was associated with increased odds of

having a history of suicidality, even after adjusting for all covariates

and controlling for DS (Table 3D). Higher levels of impostor

feelings were also associated with increased odds of having a history
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TABLE 2 Sample characteristics—mental distress indicators and risk factors (N = 134).

Total Males Females

n (%)

Depression screen Positive 22 (16.42) 8 (12.50) 14 (20.0)

Negative 112 (83.58) 56 (87.5) 56 (80.0)

Depressive symptom severitya Minimal or none 79 (58.96) 40 (62.50) 39 (55.71)

Mild 33 (24.63) 16 (25) 17 (24.29)

Moderate to moderately severe 22 (16.42) 8 (12.50) 14 (20)

Family history of depression diagnosisb Yes 49 (36.57) 22 (34.38) 27 (38.57)

No 66 (49.25) 34 (53.13) 32 (45.71)

Suicidal ideation in the previous 12
months

Yes 23 (17.16) 14 (21.88) 9 (12.86)

No 111 (82.84) 50 (78.12) 61 (87.14)

History of suicidality Yes 46 (34.33) 23 (35.94) 23 (32.86)

No 88 (65.67) 41 (58.57) 47 (67.14)

Suicide risk screen Positive 14 (10.45) 8 (12.50) 6 (8.57)

Negative 120 (89.55) 56 (87.50) 64 (91.43)

Family history of suicidec Yes 17 (12.69) 7 (10.94) 10 (14.29)

No 116 (86.57) 57 (89.06) 59 (84.29)

Hazardous drinking screen Positive 67 (50) 23 (35.94) 44 (62.86)

Negative 67 (50) 41 (64.06) 26 (37.14)

Sleep quality Good 55 (41.04) 28 (43.75) 27 (38.57)

Poor 79 (58.96) 36 (56.25) 43 (61.43)

Perceived stress Low 60 (44.78) 39 (60.94) 21 (30.0)

Moderate 68 (50.75) 21 (32.81) 47 (67.14)

High 6 (4.48) 4 (6.25) 2 (2.86)

Impostor feelings Few 7 (5.22) 4 (6.25) 3 (4.29)

Moderate 63 (47.01) 35 (54.69) 28 (40.0)

Frequent 45 (33.58) 16 (25.0) 29 (41.43)

Intense 19 (14.18) 9 (14.06) 10 (14.29)

Bill payment difficulty Yes 33 (25) 14 (22.22) 19 (27.54)

No 99 (75) 49 (77.78) 50 (72.46)

Financial need Yes 23 (17.29) 10 (15.62) 13 (18.84)

No 110 (82.71) 54 (84.37) 56 (81.15)

Food insecurity Yes 19 (14.18) 11 (17.19) 8 (11.43)

No 115 (85.82) 53 (82.81) 62 (88.57)

Depression screen and depressive symptom severity measured by Patient Health Questionnaire-9. Suicidal ideation in the previous 12 months, history of suicidality, and suicide risk measured

by the Suicidal Behaviors Questionnaire-Revised. Hazardous drinking screen measured by Alcohol Use Disorders Identification Test-C. Sleep quality is measured by Pittsburgh Sleep Quality

Index. Perceived Stress measured by Perceived Stress Scale-10. Impostor feelings are measured by the Clance Impostor Syndrome scale.
aScores of 5, 10, 15, and 20 on the PHQ-9 correspond to mild, moderate, moderately severe, and severe depressive symptoms, respectively.
bn= 19 (14.18%) participants answered “I don’t know” and were considered as missing in analyses.
cn= 1 (0.75%) participants answered “I don’t know” and were considered as missing in analyses. There was no missing data for any other variables in this table.

of suicidality, even after adjustment for all covariates and after

controlling for DS (Table 3D). Among scores indicative of poor

sleep quality (≥ 5), the predicted probability of having a suicidal

history increased as sleep quality worsened (higher score) from

31.8% [p= 0.000, 95% CI (0.240–0.397)] at a score of 5 to 62.4% [p

= 0.000, 95% CI (0.360–0.888)] at a score of 13 (the highest score

in this sample; Figure 2D; panel a). As impostor feelings increased

from moderate to intense, the predicted probability of having a

suicidal history increased from 21.4% [p = 0.000, 95% CI (0.121–

0.307)] to 72.3% [p= 0.000, 95%CI (0.500–0.947); Figure 2D; panel
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TABLE 3A Adjusted associations between behavioral and psychosocial

risk factors and odds of a positive depression screen among medical

students (N = 134).

Odds
ratio

p 95% CI

Sleep quality model (n = 115)

Sleep quality 2.02 0.000∗ 1.430–2.867

Female 3.03 0.168 0.626–14.702

Race: White 0.68 0.661 0.129–3.651

Race: Other 0.19 0.242 0.012–3.002

Hispanic/Latino 3.58 0.190 0.531–24.249

Year in school: Second 0.72 0.751 0.098–5.325

Year in school: Third 0.15 0.119 0.015–1.604

Year in school: Fourth 0.03 0.016 0.001–0.519

Age 1.30 0.128 0.914–2.030

Family historya,b 0.77 0.727 0.184–3.254

Perceived stress model (n = 115)

Stress 1.268 0.000∗ 1.11–1.44

Female 1.51 0.570 0.362–6.327

Race: White 0.60 0.545 0.118–3.088

Race: Other 0.24 0.274 0.019–3.037

Hispanic/Latino 6.49 0.039 1.101–38.256

Year in school: Second 0.79 0.784 0.147–4.241

Year in school: Third 0.15 0.074 0.020–1.201

Year in school: Fourth 0.05 0.051 0.007–1.010

Age 1.40 0.061 0.985–1.993

Family historya,b 1.42 0.602 0.377–5.363

Impostor feelings model (n = 115)

Impostor feelings 1.10 0.000∗ 1.047–1.174

Female 1.21 0.784 0.300–4.911

Race: White 1.83 0.484 0.335–9.995

Race: Other 0.62 0.714 0.049–7.799

Hispanic/Latino 6.52 0.031 1.184–35.955

Year in school: Second 1.16 0.870 0.194–6.935

Year in school: Third 0.22 0.170 0.027–1.886

Year in school: Fourth 0.11 0.061 0.011–1.103

Age 1.08 0.641 0.776–1.508

Family historya,b 1.22 0.759 0.337–4.443

Bill payment di�culty model (n = 115)

Bill difficulty 3.43 0.046 1.02–11.5

Female 1.39 0.563 0.454–4.25

Race: White 0.549 0.359 0.152–1.97

Race: Other 0.177 0.158 0.016–1.95

Hispanic/Latino 3.61 0.099 0.786–16.6

Year in school: Second 0.628 0.561 0.131–3.00

(Continued)

TABLE 3A (Continued)

Odds
ratio

p 95% CI

Year in school: Third 0.407 0.269 0.082–2.00

Year in school: Fourth 0.097 0.025 0.012–0.745

Age 1.209 0.215 0.895–1.634

Family historya,b 1.387 0.568 0.451–4.26

The results presented in this table are from four separate logistic regression models: sleep

quality, stress, impostor feelings, and bill payment difficulty. The table presents results from

step 3 in the logistic regression flow chart (see Figure 1), where family history of depression

was added to each model.
∗After Bonferroni correction for multiple comparisons (0.05/7), the new p-value = 0.007. Of

the main predictors in the above models, sleep quality, stress, and impostor feelings are robust

to this correction. Bill payment difficulty is not.
aFamily history refers to the family history of depression.
bn = 19 (14.18%) participants answered “I don’t know” and were considered as missing

in analyses.

Bold values correspond to statistically significant covariates.

b]. Perceived stress was associated with increased odds of having a

history of suicidality [OR = 1.07, p = 0.025, 95% CI (1.08–1.12)],

but not after adjustment for covariates. Hazardous drinking, bill

payment difficulty, financial need, and food insecurity were not

associated with the odds of having a history of suicidality. The

effects of impostor feelings on the odds of having a history of

suicidality remained statistically significant at Bonferroni-adjusted

alpha levels, while sleep quality did not.

4. Discussion

This study provides novel and valuable insight into the

prevalence and correlates of mental distress in the pre–COVID-

19 era medical school population. The most salient risk factors

identified in this study include sleep quality, impostor feelings,

stress, and, to a lesser extent, financial distress. The prevalence

of positive depression screens in this sample suggests a higher

prevalence of depression than is typically reported in the general

population but lower than medical students in previous studies

(i.e., 27–58%) (6, 48). In contrast, the prevalence of SI in this

sample is higher than is reported in both the general population

and among medical students in previous studies (i.e., 9–11%)

(6, 48). Additionally, approximately one-third of medical students

in this sample had a history of suicidality (SI or suicide attempt),

whichmay suggest that at-risk individuals are self-selecting into the

medical field. This may partially explain the disparity in physician

suicide relative to the general population. Alternatively, this could

be an indication of how arduous the path to a career in medicine

can be.

Impostor feelings emerged as a prominent risk factor for

medical students, as high levels of imposter feelings were associated

with increased odds of mental distress for every indicator in this

study. These findings were robust to Bonferroni correction in the

depression screen and history of suicidality models, suggesting very

strong associations in this sample. With every 1-point increase

in the impostor symptoms score (with higher scores indicative of

higher levels of impostor feelings), the odds of having a positive

depression screen increase by a factor of 1.10. In terms of suicidal
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TABLE 3B Adjusted associations between behavioral and psychosocial risk factors and odds of suicidal ideation among medical students (N = 134).

Adjustment for family history of suicide Adjustment for depression screen

Odds ratio p 95% CI Odds ratio p 95% CI

Sleep quality model (n = 133)

Sleep quality 1.30 0.019 1.04–1.62 1.27 0.047 1.00–1.64

Female 0.25 0.023 0.08–0.82 0.25 0.022 0.07–0.81

Race: White 0.58 0.419 0.16–2.13 0.58 0.412 0.13–1.81

Race: Other 2.68 0.261 0.47–14.99 2.73 0.252 0.48–15.35

Hispanic/Latino 1.76 0.471 0.37–8.32 1.76 0.476 0.37–8.36

Year in school: Second 0.09 0.056 0.01–1.05 0.09 0.055 0.01–1.05

Year in school: Third 0.90 0.896 0.21–3.80 0.92 0.916 0.22–3.89

Year in school: Fourth 0.46 0.390 0.08–2.66 0.49 0.429 0.08–2.86

Age 0.98 0.929 0.71–1.35 0.98 0.904 0.71–1.34

Family historya,b 1.01 0.981 0.22–4.52 1.03 0.968 0.23–4.55

Depression screen 1.30 0.732 0.28–5.95

Impostor feelings model (n = 133)

Impostor feelings 1.05 0.011 1.01–1.09 1.05 0.024 1.01–1.09

Female 0.23 0.016 0.07–0.75 0.23 0.015 0.07–0.75

Race: White 0.65 0.537 0.16–2.56 0.64 0.523 0.16–2.54

Race: Other 1.52 0.640 0.23–10.81 1.52 0.668 0.22–10.54

Hispanic/Latino 4.06 0.077 0.85–19.19 3.95 0.087 0.82–19.16

Year in school: Second 0.10 0.053 0.01−1.03 0.09 0.052 0.01–1.01

Year in school: Third 0.66 0.565 0.16–2.70 0.66 0.565 0.16–2.74

Year in school: Fourth 0.29 0.174 0.05–1.71 0.29 0.189 0.05–1.82

Age 0.93 0.677 0.69–1.27 0.93 0.686 0.69–1.27

Family historya,b 1.35 0.693 0.30–6.03 1.36 0.685 0.30–6.04

Depression screen 1.18 0.816 0.29–4.78

The results presented in this table are from two separate logistic regression models: sleep quality and impostor feelings. The table presents results from step 3 (i.e., adjustment for family history

of suicide), and step 4 (i.e., adjustment for depression screen) of the logistic regression flow chart, as seen in Figure 1. After Bonferroni correction for multiple comparisons (0.05/7), the new

p-value= 0.007. Of the main predictors in the above models, sleep quality and impostor feelings are not robust to this correction.
aFamily history refers to the family history of suicide.
bn= 1 (0.075%) participant answered “I don’t know” and was considered as missing in analyses.

Bold values correspond to statistically significant covariates.

history, with every 1-point increase in the impostor symptoms

score, the odds of having a history of suicidality increase by a

factor of 1.05. Although these odds ratios may appear relatively

small, the overall effect is quite large given that the range of

scores on the impostor syndrome scale is between 20 and 100.

Individuals with impostor syndrome constantly doubt their skills

and abilities, and are often fearful of being discovered as an

impostor, or as someone who does not belong (49). This sample

also had a very high prevalence of impostor feelings relative to

other studies. A recent review of impostor syndrome in medical

students reports prevalence among studies between 20 and 60%

(26). Coping with feelings of impostor syndrome in medical

students has not been explored in the literature. However, a study

of the impostor phenomenon among academic faculty suggests

potential intervention strategies for alleviating imposter feelings,

such as formal institutional support and increasing the use of peer

support networks (27). This is an area of future research with the

potential to inform medical school-specific interventions.

As expected, a high proportion of students reported poor sleep

quality and this was associated with increased odds of having a

positive depression screen, SI in the previous 12 months, and

a positive suicide risk screen (19, 20, 50). When adjusting for

multiple comparisons, the effect of poor sleep on the odds of a

positive depression screen remained statistically significant with

a 1-point increase in sleep quality score (with higher scores

indicative of worse sleep) corresponding to a 2.02-fold increase

in odds of having a positive depression screen. These findings

highlight the importance of improving sleep behaviors among

medical students. This burden not only lies with the student

but also extends to institutional levels and should be seriously

considered during curriculum development and implementation.

Stress was found to be another modifiable risk factor for
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TABLE 3C Adjusted associations between behavioral and psychosocial risk factors and odds of suicide risk among medical students (N = 134).

Adjustment for sociodemographic characteristics Adjustment for depression screen

Odds ratio p 95% CI Odds ratio p 95% CI

Impostor feelings model (n = 134)a

Impostor feelings 1.05 0.021 1.01–1.10 1.06 0.020 1.01–1.11

Female 0.36 0.163 0.08–1.51 0.35 0.163 0.08–1.51

Race: White 0.80 0.800 0.14–4.44 0.80 0.805 0.14–4.48

Race: Other 9.05 0.031 1.21–67.40 8.80 0.034 1.18–66.07

Hispanic/Latino 1.75 0.522 0.31–9.72 1.95 0.454 0.33–11.36

Year in school: Second 1.47 0.716 0.18–11.94 1.55 0.681 0.08–1.51

Year in school: Third 2.78 0.263 0.46–16.70 2.63 0.291 0.43–15.98

Year in school: Fourth 0.99 0.997 0.09–10.31 0.87 0.911 0.07–9.59

Age 0.94 0.746 0.64–1.36 0.94 0.789 0.65–1.38

Depression screen 0.60 0.585 0.10–3.63

The table presents results from step 2 (i.e., adjustment for sociodemographic characteristics) and step 4 (i.e., adjustment for depression screen) of the logistic regression flow chart, as seen in

Figure 1.
aFamily history of suicide was ultimately dropped from these models because none of the n= 14 (10.45%) individuals who screened positive for suicide risk had a family history of suicide. After

Bonferroni correction for multiple comparisons (0.05/7), the new p value= 0.007. Of the main predictors in the above models, impostor feelings is not robust to this correction.

Bold values correspond to statistically significant covariates.

depressive symptoms in our sample. Although much attention

has been devoted toward the development of stress reduction

programs for medical students [e.g., through mindfulness (51–

53) and coping (54) interventions], these programs are not

adopted by every institution. There are also mixed findings on

the effectiveness of these interventions (51, 54–56). The results

of this study support further examination of the mechanisms

linking sleep and stress with depressive symptoms among medical

students and how best to target intervention programs aimed at

reducing depression.

A greater difficulty paying bills was associated with increased

odds of having a positive depression screen in this sample, with

individuals experiencing bill payment difficulty having a 3.43-fold

increase in odds of having a positive depression screen relative to

individuals who do not have difficulty paying bills. Although this

statistically significant finding did not hold up to the conservative

Bonferroni adjustment, the effect size of the odds ratio is so

large that it warrants further discussion. Financial distress related

to educational debt is associated with burnout in both medical

students and resident physicians, and this is significant because

burnout is associated with depression and SI in this population

(7, 57, 58). This potential risk factor formental distress may become

more salient in the coming years for medical students as the

AmericanAssociation ofMedical Colleges works toward expanding

the physician workforce to include people from economically

disadvantaged backgrounds (59). This means that the percentage

of matriculants coming from the lower three quintiles of household

income is likely to increase, which may lead to a greater percentage

ofmedical students requiring loans to fund theirmedical education.

This topic warrants further investigation, as themedian educational

debt for 73% ofmedical school graduates in 2019 was $200,000 (60).

This figure increases yearly, even above what would be expected

with inflation (60). Additional research is needed to investigate

avenues to alleviate financial distress in medical students, as this is

certainly a modifiable risk factor in this population (e.g., through

grants, loan forgiveness, and reduction in the cost of medical

school tuition).

Although hazardous alcohol use was not associated with a

positive depression screen nor indicators of suicidality in this study,

the fact that half of the sample screened positive for hazardous

drinking is concerning. A nationwide study of physicians found

that 12.9% of male physicians and 21.4% of female physicians

screened positive for alcohol misuse (61). Although the prevalence

was much higher in this study sample, the biological sex differences

reported at the national level are also evident in this sample.

The observed biological sex differences may be due to the

lower threshold for hazardous drinking among females. Other

studies report that high alcohol use is associated with depression,

SI, low quality of life, recent medical errors, and suicide in

physicians (61, 62). Our findings suggest that heavier alcohol

consumption may be a symptom of underlying mental distress

and co-occurring risk factors that begin early on in medical

training, presenting an opportunity to mitigate this risk factor with

supportive interventions.

4.1. Limitations

Although this study found high levels of suicidal ideation

in this sample relative to other studies of medical students (6,

48), our sample was likely not large enough for statistically

significant associations to remain so after adjustment for multiple

comparisons. Additionally, we expected that a higher number of

individuals would have high-risk profiles similar to the individual

who was driving the sleep quality model (see Section 3.3).

Our sense, based on the literature, is that a larger sample

size including multiple institutions would address the issues of

statistical significance. The sample size issue likely also comes
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FIGURE 2

(A) Predicted probabilities of a positive depression screen by sleep quality, stress, and impostor feelings among medical students (n = 115). Predicted

probabilities are from fully adjusted (up to step 3 in Figure 1) models. Dashed lines refer to cuto�s indicating (a) poor sleep quality, (b) moderate stress

(14–26) and high stress (≥27), and (c) moderate impostor feelings (41–60), frequent impostor feelings (61–80), and intense impostor feelings (≥81).

Depression screen and depressive symptom severity measured by Patient Health Questionnaire-9. Sleep quality is measured by Pittsburgh Sleep

Quality Index. Perceived Stress is measured by Perceived Stress Scale-10. Impostor feelings are measured by the Clance Impostor Syndrome scale.

(B) Predicted probabilities of suicidal ideation by sleep quality and impostor feelings among medical students (n = 133). Dashed lines refer to cuto�s

(Continued)
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FIGURE 2 (Continued)

indicating (a) poor sleep quality, and (b) moderate impostor feelings (41–60), frequent impostor feelings (61–80), and intense impostor feelings (≥81).

Suicidal ideation in the previous 12 months measured by Suicidal Behaviors Questionnaire-Revised. Sleep quality is measured by Pittsburgh Sleep

Quality Index. Impostor feelings are measured by the Clance Impostor Syndrome scale. (C) Predicted probabilities of suicide risk by impostor feelings

among medical students (n = 134). Dashed lines refer to cuto�s indicating moderate impostor feelings (41–60), frequent impostor feelings (61–80),

and intense impostor feelings (≥81). Suicide risk measured by the Suicidal Behaviors Questionnaire-Revised. Impostor feelings are measured by the

Clance Impostor Syndrome scale. (D) Predicted probabilities of suicidal history by sleep quality and impostor feelings among medical students (n =

133). Dashed lines refer to cuto�s indicating (a) poor sleep quality and (b) moderate impostor feelings (41–60), frequent impostor feelings (61–80),

and intense impostor feelings (≥81). History of suicidality measured by the Suicidal Behaviors Questionnaire-Revised. Sleep quality is measured by

Pittsburgh Sleep Quality Index. Impostor feelings are measured by the Clance Impostor Syndrome scale.

TABLE 3D Adjusted associations between behavioral and psychosocial risk factors and odds of suicidal history among medical students (N = 134).

Adjustment for family history of suicide Adjustment for depression screen

Odds ratio p 95% CI Odds ratio p 95% CI

Sleep quality model (n = 133)

Sleep quality 1.19 0.032 1.01–1.40 1.26 0.019 1.03–1.53

Female 0.54 0.155 0.23–1.25 0.57 0.187 0.24–1.31

Race: White 0.28 0.009 0.10–0.72 0.26 0.007 0.09–0.67

Race: Other 1.36 0.662 0.33–5.61 1.21 0.789 0.20–5.21

Hispanic/Latino 1.02 0.965 0.28–3.64 1.08 0.903 0.31–4.16

Year in school: Second 0.87 0.833 0.25–2.82 0.84 0.788 0.24–2.91

Year in school: Third 1.05 0.927 0.33–3.34 0.89 0.845 0.28–2.85

Year in school: Fourth 0.28 0.070 0.07–1.10 0.23 0.047 0.05–0.98

Age 1.09 0.443 0.87–1.36 1.12 0.321 0.89–1.41

Family historya 0.84 0.779 0.25–2.84 0.84 0.796 0.25–2.88

Depression screen 0.51 0.303 0.14–1.83

Impostor feelings model (n = 133)

Impostor feelings 1.05 0.003∗ 1.02–1.08 1.05 0.001∗ 1.02–1.09

Female 0.51 0.131 0.22–1.22 0.46 0.080 0.19–1.09

Race: White 0.35 0.038 0.23–0.94 0.35 0.037 0.13–0.94

Race: Other 1.55 0.595 0.31–7.78 1.42 0.675 0.27–7.42

Hispanic/Latino 1.35 0.643 0.38–4.77 1.58 0.483 0.44–5.74

Year in school: Second 0.95 0.944 0.27–3.37 0.94 0.929 0.27–3.32

Year in school: Third 1.01 0.985 0.32–3.24 0.92 0.890 0.28–3.01

Year in school: Fourth 0.26 0.061 0.06–1.06 0.25 0.064 0.05–1.08

Age 1.01 0.923 0.80–1.27 1.03 0.796 0.81–1.31

Family historya 0.98 0.982 0.28–3.37 0.98 0.985 0.28–3.44

Depression screen 0.47 0.223 0.14–1.57

The results presented in the table are from two separate logistic regression models: sleep quality and impostor feelings. The table presents results from step 3 (i.e., adjustment for family history

of suicide), and step 4 (i.e., adjustment for depression screen) of the logistic regression flow chart, as seen in Figure 1.
aFamily history refers to family history of suicide.
∗After Bonferroni correction for multiple comparisons (0.05/7), the new p value= 0.007. Of the main predictors in the above models, impostor feelings is robust to this correction. Sleep quality

is not.

Bold values correspond to statistically significant covariates.

into play when considering the impostor feelings and suicide

risk model, where we could not control for family history of

suicide because none of the individuals with a positive suicide

risk screen had a family history of suicide. Although it created

issues in our model building, this finding may suggest that one

of the strongest predictors of suicide in the general population,

family history of suicide (63), may not be as salient among medical

students. That is to say, other factors are increasing the risk of

suicide in this population, and thus we should focus on literature

addressing these factors among medical students when building

future studies. More research is needed to understand the construct

of suicide risk among medical students. Despite the small sample
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size, we maintain that the associations observed in this study are

conceptually important and warrant further investigation.

Due to the cross-sectional nature of this study, the findings

cannot speak to the temporality of the development of depression

and suicidality. Risk factors and mental health are often bi-

directional and cyclical, and risk/resilience factors tend to occur

in clusters. Thus, understanding relationships among risk factors,

rather than studying independently, requires further analyses.

These findings may also not be generalizable to all medical students

as all participants came from one large medical school. However, it

is important to note that our sample had greater racial and ethnic

diversity than what is seen in medical students at the national level

(64), thus findings may be more appropriately generalized to other

highly diverse large medical schools.

Another limitation is that the study involved an in-person

appointment with a member of the research team and participants

completed the written survey in the study room. Given that mental

health is more heavily stigmatized in this population, the data may

be subject to a social desirability effect. It is important to note that

all written responses in this study were anonymous to attempt to

minimize this effect. However, any social desirability bias would

only underestimate the findings of this study. Nevertheless, future

studies should aim to further reduce the possibility of bias in the

survey response to ensure participant comfort.

It is also important to mention that by the design of the

questions on the Suicidal Behaviors Questionnaire-Revised and

because of our coding method, there is an overlap among the SI

and history of suicidality groups. Every individual who endorsed SI

in the previous 12 months (n= 23), also has a history of suicidality

(n = 46), so they are present in both groups. This overlapping of

constructs makes it more difficult to tease apart factors related to

the individual mental distress indicators. There was less overlap

among individuals in the DS and SI (n = 6) groups and among

individuals in the DS and history of suicidality (n = 9) groups.

The overlap between mental distress indicators is not unexpected,

given the hypothesized causal relationship between depression and

suicidal thoughts and behaviors (65–67). We statistically controlled

for this relationship in the suicidality models by adding the

depression screen covariate to the logistic regression model as the

fourth and final step in model building, as is detailed in Section 2.3.

4.2. Conclusion and implications

This study provides a comprehensive investigation into a broad

range of risk factors for depression and suicidality in a pre–COVID-

19 sample of medical students early in their training. It is also the

first investigation to assess the prevalence of suicidal history in

medical students and to consider financial distress during medical

school as a potential risk factor for depression and suicidality. With

new charges to recruit more diverse medical students in terms of

race, ethnicity, and family socioeconomics, this finding is predicted

to become more relevant with future cohorts. The findings support

the importance of early screening and effective support during

medical training. Longitudinal and qualitative studies are needed

to determine at what point suicidality develops in (pre)medical

students, and the contributing factors need to be further explored.

Our findings point to possible targets for individual and

institutional-level interventions to support mental wellbeing

among medical students, including mental distress screenings and

programs aimed at improving sleep, reducing stress, addressing

impostor syndrome, and reducing financial insecurity. Impostor

syndrome stood out among all other risk factors in the present

sample, thus more research is needed to understand potential

mechanisms to inform intervention strategies. Longitudinal

research is needed to examine the temporality of these relations to

inform customized resources that support individuals at every stage

of their medical training and career.

4.3. A way forward

It is important to acknowledge that the modification of

individual-level risk factors is limited by the larger medical culture,

stigma, and systemic factors. Successful interventions to mitigate

suicide risk for medical providers need to address multiple socio-

ecological levels. For example, future intervention studies exploring

the effect of structural changes (i.e., reducing weekly mandatory

class or clinic hours to promote healthy sleep behaviors and stress

reduction) on mental distress in medical students are warranted.

The enhanced stigma of mental health issues is another

larger cultural and systemic factor that may limit the impact of

individual-level interventions. There is concern among physicians

and medical students that seeking help for mental illness will

jeopardize an individual’s reputation, career prospects, and medical

board licensure (12, 56, 68, 69). These concerns are well-founded

because up until 2019, approximately two-thirds of states had

medical licensure applications that asked questions about mental

health in a way that violate the American Disabilities Act and the

American Psychiatric Association’s position that information about

past mental health treatment is not a salient predictor of current

impairment (70–73). For example, prior to April 2021, Florida’s

medical licensure application included yes/no questions that asked

about mental health or substance use diagnoses, symptoms, and

treatments within the past 5 years. If an applicant answered

“yes” to these questions, the applicant was required to submit

personal medical records, including information about diagnosis

and treatment, to the medical board (73). These types of questions

have resulted in physicians hiding their treatable mental health

conditions, which has implications for not only the health and

safety of the physician but also for their patients (56, 74). Within

recent years, physicians have been lobbying for change at the

state level, which has resulted in less discriminatory language

on medical board applications in states such as New Mexico

and Florida (73, 75). Currently, 21 states have invasive and

inappropriate questions regarding mental health on their medical

board licensure applications (72, 73). Although we are moving in

a positive direction, more work is needed to protect the rights of

physicians and medical students to receive care for treatable mental

health conditions.

Personal stories of struggle and rebound are an incredibly

powerful tool to fight mental health stigma within the medical

community, and we are heartened to see stories being shared in the

literature (74, 76–79). A recent commentary on physician suicide
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details the life and loss of Dr. Lorna Breen and shares stories from

physicians who have attempted suicide and/or battled depression

and suicidal thoughts (74). This willingness to share personal

stories is called the lived experience movement, a movement that

is “providing a hopeful arc to mental health experiences, shattering

stigma, modeling help-seeking, and contributing to a new culture

where mental health can be viewed and addressed openly and

without shame” (74).

Finally, the larger community’s and global health status is an

active contextual factor that can act on these existing mechanisms

and increase suicidality risk among the medical community. The

present study’s data collection was concluded months before the

COVID-19 pandemic onset and does not reflect the predicted

exacerbation by the global health context placing heightened

demands on the medical field. Protecting the mental health of our

nation’s medical providers should be of utmost importance, given

the implications it has for the health and safety of the general public.

The disparities in depression, suicidal ideation, and suicide among

physicians are clear, and we believe that the present study’s findings

contribute to the collective call for change.
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Introduction: Previous studies that focused on socioeconomic differences did 
not comprehensively explain existing inequalities in psychosomatic rehabilitation 
in Germany. We  applied a social milieu approach, which additionally includes 
sociocultural factors such as lifestyles, attitudes and values, to investigate 
differences among patients in symptom severity, psychosocial impairment and 
improvement over the course of the intervention.

Methods: As a model for social milieus, the empirical Sinus milieus were used. 2,000 
patients of two psychosomatic rehabilitation clinics in Germany were included 
and their milieu was assessed with the Sinus milieu indicator for Germany 10/2018 
questionnaire. BDI-II (N  =  1,832) and HEALTH-49 (N  =  1,829) questionnaires were 
used to measure depressiveness and psychosocial impairment at admission (T0) 
and discharge after 5  weeks of treatment (T1). Milieu differences in severity and 
improvement were analyzed by mixed-model ANOVAs.

Results: Milieu distribution was not representative of the overall population 
of Germany. We  found significant differences between patients from different 
milieus in both BDI-II and HEALTH-49 (p  <  0.001). Patients from the Precarious 
Milieu had the highest burden of depressive symptoms in BDI-II and the 
highest impairment on all HEALTH-49 scales at T0 and T1. Over the course of 
rehabilitation, patients from all milieus improved significantly in all domains 
(p  <  0.001). Significant interaction effects showed milieu-dependent differences 
in improvement for depressiveness on the BDI-II [F(9, 1822)  =  2.50, p  =  0.008] and 
for three HEALTH-49 scales, namely Psychological well-being [F(9, 1819)  =  3.30, 
padj  =  0.005], Interactional difficulties [F(9, 1819)  =  2.74, padj  =  0.036] and Activity 
and Participation [F(9, 1819)  =  4.94, padj  <  0.001], while post-hoc tests only revealed 
two significant group differences for the last scale. In all domains, patients from 
the Precarious Milieu retained higher symptoms and impairment at T1 than 
patients from better-off milieus had at T0.

Discussion: Social milieu was associated with symptom severity, treatment 
access and outcome of psychosomatic rehabilitation patients. Milieu-
specific sociocultural habits, psychosocial needs and therapeutic demands 
may help describe differences and should be  considered in therapy planning 
and implementation, to improve equal access, quality and effectiveness of 
rehabilitation. Therefore, further research on milieu-specific differences and 
needs is necessary.
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1. Introduction

Health inequalities are systematic, avoidable differences in health 
outcomes between social groups (1) and may deprive people of life 
chances based on their position in society (2). Mental health 
inequalities, particularly those related to the negative impacts of 
socioeconomic disadvantage, have been widely documented: for 
instance, disadvantaged socioeconomic status was found to be related 
to higher prevalences of negative life events, chronic stress (3), mental 
health problems (4), and mental disorders (4, 5), such as depression 
(6). Living in deprived areas (e.g., with low neighborhood income) 
and low formal education were associated with higher rates of mood 
disorders (7, 8), psychotic disorders, self-harm, substance abuse, and 
dementia (8). Neighborhood deprivation was additionally related to 
higher prevalences of anxiety disorders and poor mental health in 
general (7). Low education was furthermore associated with higher 
rates of neurotic disorders (8) and suicide (9). Moreover, disadvantaged 
people assessed their own health (3, 4) and health-related quality of 
life more negatively (4).

Socioeconomic disadvantage may also affect the treatment of 
mental illness, for instance in psychosomatic rehabilitation. In 
Germany, psychosomatic rehabilitation is an important sector of 
mental health care, aiming at preventing, treating and compensating 
for (chronic) mental disorders. Rehabilitation is carried out in 
specialized clinics throughout the country. It is indicated when 
patients are impaired by mental illness to such an extent or for such a 
length of time so that their social or occupational participation is 
restricted or endangered (10). The overall effectiveness and treatment 
success of psychosomatic rehabilitation, in terms of symptom 
improvement, benefit assessment and work and earning capacity, have 
been demonstrated in many studies (11–13). Previous research has 
also shown that in psychosomatic rehabilitation, both symptom 
severity and treatment outcome differ in relation to socioeconomic 
factors. For instance, higher income, formal education and vocational 
status were associated with better subjective health at the beginning 
of the rehabilitation (14). Higher income was also correlated with 
stronger improvement in depressiveness (15) and higher vocational 
status was related to stronger improvement in subjective health after 
rehabilitation (14). While there was no relevant association between 
education and the improvement of well-being as well as work ability 
in one study (16), others found that lower formal education was 
negatively associated with the improvement of psychological stress, 
depressiveness (17) and subjective health (14). When a stratification 
index (income, formal education, and vocational status) was applied, 
the so-called lower class was the most impaired group with regard to 
almost all of the examined aspects of subjective health at the beginning 
of rehabilitation; these patients were not able to compensate for the 
initial differences compared with the so-called upper class (18).

While these studies showed an association between socioeconomic 
factors and the health status and treatment outcome of patients, they 
do not give sufficient evidence to comprehensively describe the 

dimensions and driving factors of inequalities in psychosomatic 
rehabilitation in Germany. Although there is no generally valid, 
theoretically sound and empirically proven explanatory model for the 
phenomenon of health inequality (19), there is agreement on the 
complexity of its causes (20). Explanatory approaches such as the 
consideration of socioeconomic factors can thus only partially 
contribute to the description of health inequalities (20). Comparable 
to the use of socioeconomic status, class and stratification approaches, 
milieu approaches have long been used in applied social science to 
structure large social groups (21). These approaches have the 
advantage of including other socially structuring factors in addition 
to socioeconomic ones, as people with similar economic backgrounds 
may still differ in sociocultural aspects, such as lifestyles, basic values 
and attitudes (22–24), which could affect both access to and needs 
regarding health care. In this way, milieu models attempt to represent 
social groups that better reflect everyday life than the sole 
categorization, e.g., into different social strata, would be able to do. 
The social milieus, analogous to different strata in a stratification 
model, each have different social privileges or disadvantages and thus 
also different health opportunities (25). Initial studies have shown 
different health outcomes for people from different social milieus and 
that these theoretical approaches can help to further describe the 
phenomenon of health inequality (25, 26).

To complement the existing body of research on socioeconomic 
differences in symptom severity and treatment outcome in 
psychosomatic rehabilitation in Germany, we  conducted a study 
applying a milieu approach as it is introduced above. In order to use 
our available resources most efficiently and to obtain a high level of 
standardization for the survey, an existing milieu model was used: the 
Sinus milieus (in German: Sinus-Milieus) represent the first and so far 
only applied empirical milieu model in German-speaking countries 
(24). The model is theory-based, quantitatively post-modeled and 
validated and incorporates socioeconomic as well as sociocultural 
factors (24, 27). It can be used for surveys that aim to quantify different 
social milieus and determine differences between them. The available 
extensive characterization of the Sinus milieus offers approaches for 
theoretical considerations on the causes of observed statistical 
differences between people from different milieus. The application of 
the model could thus help to generate hypotheses about further 
relationships between social structuring and health outcomes, as well 
as mediating mechanisms (cf. chapter 2.2.).

This is of particular interest and relevance for the care setting of 
psychosomatic rehabilitation. The statutory pension insurance in 
Germany, as one of the main providers, has the task and responsibility 
to offer suitable and effective services to insured persons of different 
social backgrounds. Following a biopsychosocial model of disease, the 
therapies in psychosomatic rehabilitation already take into account 
social aspects of the development and maintenance of mental illness 
as well as social stresses that affect the patients. For example, stress in 
the workplace is generally addressed, since most patients are currently 
unable to work or are at risk of reduced earning capacity. However, it 
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depends on the particular therapists to what extent and in what way 
they address the individual socioeconomic and sociocultural stresses 
and resources of the patients. So far, these aspects are neither recorded 
nor considered in a systematic and standardized way. Thus, current 
treatment plans, assignment to therapy groups and specific therapy 
content of patients are not yet systematically oriented to socially 
unequally distributed factors (cf. chapter 2.1.).

Against this background, we first examined which social milieus 
are represented in psychosomatic rehabilitation and how the milieu 
distribution of the study sample relates to that of a representative 
sample of the total population in Germany. Our aims were to 
investigate the association between social milieu and the severity of 
psychological symptoms, psychosocial impairments and symptom 
improvement over the course of rehabilitation. With our results 
we want to provide empirical evidence to the discussion whether 
psychosomatic rehabilitation is sufficiently adapted to milieu-specific 
differences and demands.

2. Materials and methods

2.1. Sample and intervention

Our survey was conducted between March 2019 and March 
2020 in the psychosomatic departments of two rehabilitation clinics 
in Germany: the Seehof clinic near Berlin, run by the Federal German 
Pension Agency, and the Oberharz clinic in Lower Saxony, run by the 
regional Pension Agency Braunschweig-Hannover. Both clinics are 
specialized in the treatment of mood (affective), neurotic, stress-
related and somatoform disorders. All adult patients who matched the 
criteria were consecutively included until the predefined sample size 
of N = 2,000 (N = 1,000 for each of the clinics) had been reached. The 
targeted sample size was chosen for, inter alia, economic and practical 
reasons. Notably, we estimated that a sample size of N = 1,000 could 
be achieved within the intended study duration of 1 year, given the 
usual admission rate in both clinics. Moreover, as the milieu shares in 
the study sample were unknown prior to the study, we assumed that 
this sample size would ensure sufficient group sizes for all milieus in 
order to enable a meaningful statistical analysis. The following 
inclusion criteria were applied: present indication for psychosomatic 
rehabilitation (taken as given on admission to the clinic), full 
participation in the five-week intervention (cf. next paragraph), 
adequate German language comprehension (assessed by medical 
staff), absence of severe cognitive impairment and medical 
emergencies including acute psychological crises (assessed by medical 
staff) as well as a completed milieu assignment (cf. chapter 2.3.).

Rehabilitation treatment in the two clinics has a regular duration 
of 5 weeks and addresses biological, psychological and social factors 
(although the latter are not considered in a systematic and 
standardized way; cf. chapter 1). The treatment aims at reducing 
symptoms, training capacities, helping to cope with chronic 
impairments and restoring well-being, everyday life and working 
abilities. Therefore, a multimodal and interdisciplinary treatment 
approach is applied (10): components of the 20 to 25 h per week 
program are psychotherapy, sports therapy, physiotherapy, 
occupational therapy, relaxation methods, creative therapy, socio-
medical counseling as well as health, nutrition and psychoeducation. 
In addition, pharmacological treatment is provided when necessary. 

Psychotherapy takes place in individual and group sessions. Patients 
are assigned to two different psychotherapy groups, one on the basis 
of the time of admission (patients admitted on the same day are 
assigned to one group) and the second on the basis of individual 
diagnoses and personal impairments, i.e., there are groups for patients 
with anxiety, physical problems, and depression as well as life and 
workplace problems, among others. Most other therapies are also 
conducted in groups. The selection of specific further therapies, e.g., 
the type of sports therapy and relaxation methods, is made jointly by 
the treatment team and the patients, after which the patients are 
assigned to the respective groups.

2.2. Sinus milieus as an empirical milieu 
model

The Sinus milieus applied in this study represent an empirical 
model developed by the privately run Sinus institute in Germany (24). 
It is based on a large number of qualitative interviews and home visits 
to the country’s population. With a validated questionnaire called the 
Sinus milieu indicator (in German: Sinus-Milieuindikator), milieus 
can be assigned to the respondents. The milieus and questionnaire are 
continuously re-evaluated and adapted to changing social realities (24, 
27). In our study the model of 2020 was applied; the latest version of 
2021 was released after the study had been completed.

The Sinus model aims to describe people’s “lifeworld” in terms of 
socioeconomic and sociocultural factors and has the ambition to 
portray social realities as realistically as possible. To this end, social 
situations, basic value orientations, lifestyles, everyday attitudes, life 
strategies, aspirations, fears and future expectations were investigated 
in a large sample of the population in Germany. The empirical findings 
of the interviews were condensed into a basic typology, the Sinus 
milieus. The model groups people on the basis of similarities 
concerning their social situation, lifestyle and outlook on life, which 
is how different social milieus can be distinguished from one another 
and described, with each of them having characteristic features (27). 
In this way, the model depicts various aspects of social realities in a 
standardized way. The application thus allows for a complex combined 
socioeconomic and sociocultural clustering without the necessity and 
needed resources to collect a large number of individual factors.

In the model of 2020, ten Sinus milieus were defined for the 
general population in Germany. They can be visualized in a milieu 
diagram (cf. Figure 1), applying the dimensions “Social Status” (on the 
vertical axis) and “Basic Values” (on the horizontal axis). In the 
diagram, each of the two axes is divided into three sections. The 
dimension Social Status represents factors of the social situation, such 
as income, formal education level and occupational status 
(socioeconomic factors). From the bottom to the top, the axis is 
divided into the categories lower social class/lower middle social class, 
middle middle social class and upper middle social class/upper social 
class. The dimension Basic Values represents factors such as lifestyle, 
orientations, and lifegoals (sociocultural factors). From left to right, 
there is a classification into the categories tradition, modernization/
individualization and new values. This reading direction also refers to 
the dynamic development of the predominant basic values in society 
over time (27), as people of higher age tend to be situated in milieus 
on the left and people of younger age tend to be situated in milieus on 
the right side of the diagram (28). The position of the Sinus milieus in 
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the diagram is generally not restricted by the imaginary boundaries of 
the Social Status and Basic Values categories; indeed, most of the 
milieus reach across different social classes and value orientations. 
Theoretically, the milieus overlap with others at their edges. 
Nevertheless, the practical application of the model allows a clear 
assignment of the best-fitting Sinus milieu to each participant. The 
milieu designations have emerged from the sociological research 
tradition and do not comprehensively characterize the respective 
milieu. They are rather of illustrative character (27).

In the following, we provide a brief description of the 2020 model’s 
milieus as they are characterized by the Sinus institute (27): the 
“Established Milieu” is considered the classical establishment with 
status awareness, an ethic of responsibility and success, a claim to 
exclusivity and leadership and an increasing desire for order and 
balance. The “Liberal Intellectual Milieu” represents an informed and 
educated elite with a critical world view, a liberal attitude, post-
material roots and desire for self-determination and self-expression. 
The “Performer Milieu”, a multi-optional, efficiency-oriented 
performance elite, is characterized by global economic thinking, a self-
image as consumer and style avant-garde and a high affinity for 
technology and IT. The “Cosmopolitan Avant-garde Milieu” is 
regarded as the ambitious creative avant-garde, geographically, 
culturally and mentally mobile and networking, in search of new 
horizons and solutions and with an appearance as trendsetters. The 
“Modern Mainstreamer Milieu”, the middle class mainstream that is 
willing and ready to perform and adapt, affirms the social order, is 
described as having a desire for secure circumstances as well as for 
professional and social establishment and at the same time showing 
growing excessive demands and fears of social decline. The “Social 

Ecological Milieu” is an engaged and socially critical milieu with 
normative ideas of the right life, a strong ecological and social 
awareness, scepticism about globalisation and commitment to 
political correctness and diversity. The “Adaptive Navigator Milieu” is 
considered as modern, young and situated in the middle class with 
strong pragmatism and orientation towards usefulness; it is ambitious, 
flexible and cosmopolitan and shows a need for roots, belonging and 
entertainment. The “Traditional Milieu” is depicted as the security- 
and order-loving older generation, maintaining the petit-bourgeois 
world or traditional working-class culture, characterized by thriftiness, 
adaptation to necessities, increasing resignation and feelings of being 
left behind. The “Precarious Milieu” is regarded as people from the 
lower class striving for orientation and participation, with a desire to 
catch up with consumption standards of the broad middle class, with 
resentments and the experience of exclusion. Finally, the “Hedonist 
Milieu” represents fun- and adventure-oriented modern lower class 
or lower middle class people, who are described as spontaneous, often 
adapted at work and breaking out of everyday pressures in their free 
time (27).

2.3. Instruments and statistics

Medical staff of the rehabilitation clinics routinely documented 
the sociodemographic characteristics of the patients and their 
diagnoses of mental and behavioral disorders (F-diagnoses), according 
to the International Statistical Classification of Diseases and Related 
Health Problems, 10th Revision, German Modification (ICD-10-GM; 
29). The Sinus milieu indicator for Germany 10/2018 questionnaire was 

FIGURE 1

Sinus milieus in Germany in the 2020 model and their percentage share of the total population, N  =  30,178 (© SINUS 2020).
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answered by the patients at T0 (clinic admission). The assignment of 
specific Sinus milieus was then performed by the Sinus institute using 
cluster analysis. For both clinic samples, the number of patients 
belonging to the respective milieus was counted. Based on the sample 
size of N = 1,000 per clinic, the percentage of the ten milieus in each 
sample was then determined. A rule of three was used to compare the 
milieu distribution of the two clinic samples with a representative 
sample of the total population of Germany. By doing so, the percentage 
share of a milieu in the clinic sample (e.g., percentage share of the 
Established Milieu in the Seehof clinic was 7%) was put in relation to 
the percentage share of the corresponding milieu in the representative 
reference sample (e.g., Established Milieu in reference sample was 
10%). The reference milieu was set equal to 100 (e.g., 7% ÷ 
10% × 100 = 70; cf. Figure 2). Classification of representativeness was 
derived from defined threshold values by the Sinus institute. A milieu 
in the clinic sample was considered as overrepresented compared to 
the corresponding milieu in the total population of Germany if a value  
≥ 120 was calculated in the rule of three, as representative if a value  
< 120 and > 80 was calculated and as underrepresented if a value ≤ 80 
was the case (e.g., with a value of 70, the Established Milieu in the 
Seehof clinic was underrepresented). To assess symptom severity and 
outcome, patients completed two questionnaires at T0 and T1 (clinic 

discharge): the German version of the revised Beck Depression Inventory 
(BDI-II; 30) and the Hamburg Modules for the Assessment of 
Psychosocial Health in Clinical Practice (HEALTH-49; 31).

The BDI-II assesses the presence and severity of depressive 
symptoms according to the diagnostic criteria of the Diagnostic and 
Statistical Manual of Mental Disorders, 4th Edition (DSM-IV; 30, 32). 
Patients are asked to evaluate the severity of their symptoms (e.g., 
sadness, loss of interest, changes in sleeping habits) over the last 
2 weeks by rating 21 items on four-point Likert scales (0–3 points per 
item). The points are then added up to a total sum score, with higher 
scores indicating higher symptom severity, ranging from not present 
(0–8 points) over minimal (9–13 points), mild (14–19 points), and 
moderate (20–28 points) to severe (29–63 points). The German 
version of the BDI-II has been psychometrically tested and meets all 
relevant test quality criteria. The correlations with the construct-
related, self-assessed German short form of the Inventory to Diagnose 
Depression (in German: Fragebogen zur Depressionsdiagnostik nach 
DSM-IV, FDD-DSM-IV) ranged from r = 0.72 for a sample of 
depressive patients to r = 0.81 for a healthy sample. The reliability 
(internal consistency; Cronbach’s alpha) was α = 0.93 in a sample of 
depressive patients in treatment, α = 0.92 in patients with primarily 
other mental disorders and α = 0.90  in a healthy population. 

FIGURE 2

Milieu distribution in the rehabilitation clinics Seehof and Oberharz (N  =  1,000 each) compared to a representative sample of the total population of 
Germany (cf. Figure 1). Number in percent: milieu share in the study sample; number in brackets: milieu share in the study sample ÷ milieu share in 
total population × 100; classification of representativeness: 1milieu overrepresented (≥ 120), 2representative (< 120, > 80), and 3underrepresented (≤ 80).
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Objectivity of execution, evaluation and interpretation are given with 
the computer-based application of the normed test (33).

The HEALTH-49 questionnaire consists of 49 items to be rated on 
five-point Likert scales by the patients (0–4 points per item). Ten scale 
scores are calculated from the means of multiple corresponding items, 
with higher scores expressing higher impairments in the specific areas: 
(1) Somatoform complaints (e.g., pain in muscles or joints), (2) 
Depressiveness (e.g., feeling of hopelessness), (3) Phobic anxiety (e.g., 
fear of leaving the house alone), (4) Psychological and somatoform 
complaints (sum of the previous three scales), (5) Psychological well-
being (e.g., feeling of relaxation), (6) Interactional difficulties (e.g., 
difficulty in raising important concerns with others), (7) Self-efficacy 
(e.g., ability to achieve personal goals), (8) Activity and Participation 
(e.g., impairments in occupation, household and free time), (9) Social 
support (e.g., support from someone when it is needed), and (10) 
Social stress (e.g., problems are talked down by close persons). The 
reliability (internal consistency; Cronbach’s alpha) of the HEALTH-49 
scales can be rated as predominantly high with α between 0.76 and 
0.91 in a sample of patients in primary care and between 0.73 and 
0.90  in rehabilitation patients with mental illness, respectively. 
Construct validity was demonstrated by correlations of r > 0.80 
between the scales Somatoform complaints, Depressiveness, Phobic 
anxiety as well as Psychological and somatoform complaints and the 
respective corresponding scales of a short version of the Symptom 
Checklist 90-Revised (SCL-14) in a rehabilitation sample. For the 
Somatoform complaints scale, there was also a high correlation with 
the physical sum scale of the Short-Form Health Survey (SF-8; 
r = 0.71). The Interactional difficulties scale correlated particularly 
highly with the content-related total score on the German short 
version of an inventory for the assessment of interpersonal problems 
(in German: Inventar zur Erfassung interpersonaler Probleme, IIP-25; 
r = 0.75). All HEALTH-49 scales proved to be  suitable for 
differentiating between healthy and mentally ill persons, with healthy 
persons having significantly lower impairment scores in each case and 
differences reaching the magnitude of large effect sizes (Cohen’s 
d > 0.80) except for the Social support scale (d = 0.34). With regard to 
sensitivity to change during inpatient psychosomatic or 
psychotherapeutic rehabilitation, seven of the scales showed changes 
to the extent of at least a medium effect size; changes on the Phobic 
anxiety scale reached the extent of a small effect size and on the Social 
support and Social stress scales only less than small change effects 
were found (34).

The statistical analyses were conducted with IBM SPSS Statistics 
28. For this purpose, 168 (BDI-II) resp. 171 (HEALTH-49) patients 
had to be excluded from the total sample of N = 2,000 because of 
missing values or nonresponse to the questionnaires. The test 
requirements were examined in advance and a significance level of  
α ≤ 0.05 was assumed. Mixed-model ANOVAs (split-plot ANOVAs) 
were performed for the BDI-II (N = 1,832) and separately for each of 
the ten scales of the HEALTH-49 (N = 1,829), applying the Bonferroni 
correction for the latter and determining adjusted values of p (padj). 
Interaction effects (time × milieu) and main effects (time, milieu) were 
analyzed. No covariates were included in the statistical procedure 
because there were no assumptions about factors affecting the 
dependent variables that were not already part of the milieu model. 
To assess effect sizes, partial eta-squared (η2

part) was used (35), with 
η2

part ≥ 0.01 describing a weak, η2
part ≥ 0.06 a medium, and η2

part ≥ 0.14 
a strong effect (36). To examine group differences (main effect of 

milieu), Tukey post-hoc tests (in case of variance homogeneity) or 
Games-Howell post-hoc tests (in case of variance inhomogeneity) 
were performed for the BDI-II and the ten scales of the HEALTH-49. 
For significant interaction effects, differences in improvement between 
patients from different milieus were examined by single-factor 
ANOVAs with subsequent post-hoc tests on pre-post differential 
values (variance homogeneity: Tukey test, variance inhomogeneity: 
Games-Howell test). In all post-hoc tests, the significance level was 
adjusted for 45 group comparisons in each case (each milieu was 
compared with each other) with αadj ≤ 0.001 after the 
Bonferroni correction.

3. Results

3.1. Sample characteristics and milieu 
distribution

Sociodemographic characteristics of the patient collectives of the 
two clinics as well as the prevalence of F-diagnoses among the patients 
are depicted in Table 1. All Sinus milieus were represented in the 
samples, but the overall milieu distribution was not representative of 
the general population of Germany. Milieu proportions also differed 
between the clinics (cf. Figure 2). In both clinics, the Social Ecological 
Milieu and the Precarious Milieu were overrepresented and the 
Performer Milieu, the Cosmopolitan Avant-garde Milieu and the 
Traditional Milieu were underrepresented compared to the 
representative sample of the total population of Germany. The Social 
Ecological Milieu was by far the largest milieu in both samples.

3.2. Symptom severity and treatment 
outcome

All statements below about patients from a particular milieu refer 
to the mean of all patients from that milieu.

3.2.1. Depressiveness (BDI-II)
At T0, patients from the Precarious Milieu (Mean 32.76) and the 

Traditional Milieu (Mean 28.69) had the highest scores, indicating 
severe depressive symptoms. Patients from the Liberal Intellectual 
Milieu (Mean 18.40) and the Established Milieu (Mean 18.92) had the 
lowest scores, corresponding to mild depressive symptoms. Patients 
from all other milieus had moderate symptoms at admission. At T1, 
patients from the Liberal Intellectual Milieu (Mean 7.36) and the 
Established Milieu (Mean 8.07) were in the symptoms “not present” 
range according to the BDI-II. Patients from the Precarious Milieu still 
had the highest score (Mean 23.37), indicating moderate symptom 
severity, with a higher burden remaining at discharge than patients 
from more socioeconomically privileged milieus, according to the 
Sinus model, had at the beginning of the treatment. Patients from the 
other milieus had minimal or mild symptoms after the intervention 
(cf. Table 2).

Examination of the main effects showed that they were significant 
for both time and milieu, each with p < 0.001, implicating that 
depressiveness decreased significantly and that patients from different 
milieus differed significantly from each other. The effects were strong 
with η2

part = 0.47 for time and η2
part = 0.14 for milieu. The 
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Games-Howell post-hoc test revealed twenty significant group 
differences, each with p < 0.001. Patients from the Established Milieu 
and the Liberal Intellectual Milieu showed significantly lower values 
than patients from six other milieus, most of whom are, according to 
the Sinus model, in a less socioeconomically privileged position. 
Patients from the Precarious Milieu showed significantly higher values 
than patients from eight other milieus, with the exception of patients 
from the Traditional Milieu. Detailed results of the post-hoc test are 
reported in Supplementary Table S1.

We further found a statistically significant interaction between test 
time and milieu, i.e., score decrease from T0 to T1 differed significantly 
due to milieu: time × milieu F(9, 1822) = 2.50, p = 0.008 (cf. Figure 3). 
The effect was weak with η2

part = 0.01. In the Games-Howell post-hoc 
test, there were no significant group differences between patients from 
different milieus in terms of pre-post differences (cf. 
Supplementary Table S2).

3.2.2. Psychosocial health (HEALTH-49)
Comparing among different scales, patients from most of the 

milieus had the highest impairment in Psychological well-being at 
both T0 and T1. Lowest symptom load was generally shown on the 
Phobic anxiety scale by patients from all milieus at both times. Patients 
from the Precarious Milieu had the highest scores on all ten scales at 
both time points, followed by patients from the Traditional Milieu or 
the Hedonist Milieu on most scales. Lowest scores were generally 
shown by patients from the Liberal Intellectual Milieu and the 
Established Milieu. Similar to BDI-II results, patients from the 
Precarious Milieu still had a higher burden on all HEALTH-49 scales 
after rehabilitation than patients from, according to the Sinus model, 
more socioeconomically privileged milieus had at baseline before the 
intervention (cf. Table 2).

On all scales, main effects for time and milieu were significant with 
padj < 0.001 (exception: Social support scale with padj for time = 0.004). 
The respective η2

part ranged between 0.01 and 0.45, indicating weak to 
strong effects on the different scales. For the main effect of time, the 
effects were strong for seven of the scales, whereas weak effect sizes 
were found for the Social support and Social stress scales. Effect sizes 
for the main effect of milieu were also weak only for these two scales, 

TABLE 1 (Continued)

F60–F69: Disorders of 

adult personality and 

behavior 84 27 111

F70–F79: Mental 

retardation 1 0 1

F80–F89: Disorders of 

psychological development 24 0 24

F90–F98: Behavioral and 

emotional disorders with 

onset usually occurring in 

childhood and adolescence 12 6 18

Average number of 

diagnoses per patient 2.03 1.45 1.74

M, mean; SD, standard deviation.
aAll categories including equivalent and comparable graduation.
bThe number of diagnoses assigned to a category is given here; it does not necessarily reflect 
the number of patients, since a patient can also have several diagnoses from one category.

TABLE 1 Sociodemographic characteristics and F-diagnoses among the 
patients of the two clinic samples.

Seehof 
N  =  1,000

Oberharz 
N  =  1,000

Total 
N  =  2,000

Age

M in years (SD) 52.02 (8.99) 50.22 (9.18) 51.12 (9.13)

N (%)

Sex

Female 660 (66.0) 473 (47.3) 1,133 (56.7)

Male 340 (34.0) 527 (52.7) 867 (43.4)

Graduationa

Special school graduation, 

in education, without 

graduation 13 (1.3) 24 (2.4) 37 (1.9)

Basic secondary school 

graduation 90 (9.0) 293 (29.3) 383 (19.2)

Junior high school 

graduation 437 (43.7) 394 (39.4) 831 (41.6)

High school graduation 287 (28.7) 215 (21.5) 502 (25.1)

Other graduation 1 (0.1) 0 (0) 1 (0.05)

Missing 172 (17.2) 74 (7.4) 246 (12.3)

Professional Qualification

Without professional 

qualification 32 (3.2) 115 (11.5) 147 (7.4)

In training 3 (0.3) 9 (0.9) 12 (0.6)

Apprenticeship, technical 

school, master school 543 (54.3) 636 (63.6) 1,179 (59.0)

University of applied 

sciences, university 215 (21.5) 86 (8.6) 301 (15.1)

Other degree 35 (3.5) 80 (8.0) 115 (5.8)

Missing 172 (17.2) 74 (7.4) 246 (12.3)

Mental and behavioral disorders according to ICD-10-GMb

F00–F09: Organic, 

including symptomatic, 

mental disorders 9 2 11

F10–F19: Mental and 

behavioral disorders due to 

psychoactive substance use 111 158 269

F20–F29: Schizophrenia, 

schizotypal and delusional 

disorders 3 5 8

F30–F39: Mood (affective) 

disorders 752 447 1,199

F40–F48: Neurotic, stress-

related and somatoform 

disorders 873 782 1,655

F50–F59: Behavioral 

syndromes associated with 

physiological disturbances 

and physical factors 158 21 179

(Continued)
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reflecting less relevant differences between patients from different 
milieus in these areas. Otherwise, effect sizes ranged from medium (on 
five scales) to strong (on three scales). In the Tukey and Games-Howell 
post-hoc tests, significant group differences with p ≤ 0.001 were found 
on all ten HEALTH-49 scales. As in the BDI-II, patients from the 
Established Milieu and the Liberal Intellectual Milieu had significantly 
lower values than patients from, according to the Sinus model, less 
socioeconomically privileged milieus. Apart from the Social support 
and Social stress scales, patients from the Precarious Milieu showed 
significantly higher values than patients from at least seven, up to all 
nine other milieus. Only five and nine significant group differences 
were found for the Social support and Social stress scales, respectively; 
these showed a similar pattern to those found for the other scales (cf. 
Supplementary Table S1).

On seven out of the ten scales, there were no significant 
interactions, indicating that impairment decreased similarly across all 
milieus. On three scales, there were significant interaction effects 
between test time and milieu, i.e., impairment decreased to different 
degrees depending on the milieu (cf. Figure  3). These were 
Psychological well-being [time × milieu F(9, 1819) = 3.30, padj = 0.005, 
η2

part = 0.02], Interactional difficulties [time × milieu F(9, 1819) = 2.74, 
padj = 0.036, η2

part = 0.01] and Activity and Participation [time × milieu 
F(9, 1819) = 4.94, padj < 0.001, η2

part = 0.02]. The sizes of η2
part 

corresponded to weak effects in all cases. For the first two of these 
scales, Tukey post-hoc tests yielded no significant group differences 
between patients from different milieus with respect to pre-post 
differences. In the Tukey post-hoc test for the Activity and 
Participation scale, patients from the Social Ecological Milieu 

FIGURE 3

Differences in symptom and impairment improvement between patients from different milieus over the course of the five-week rehabilitation 
treatment in BDI-II Depressiveness (A) and HEALTH-49 Psychological well-being (B), Interactional difficulties (C), and Activity and Participation (D). The 
(adjusted) values of p of the interaction effects can be found in Table 2 and the results of the post-hoc tests on pre-post differences in 
Supplementary Table S2.
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TABLE 2 Results of BDI-II and HEALTH-49: Scores at admission (T0) and discharge after five-week rehabilitation treatment (T1), pre-post differences 
and test statistics for mixed-model ANOVAs.

EST LIB PER COS MOD SOC ADA TRA PRE HED df F p padj η2
part

BDI-IIa, N = 1,832 (91.6)b

N (%)c
144 

(86.7)

157 

(93.5)

76 

(91.6)

97 

(89.8)

196 

(90.3)

412 

(94.1)

182 

(91.5)

98 

(93.3)

229 

(90.5)

241 

(91.6)

Depressiveness

T0 M (SD)
18.92 

(11.48)

18.40 

(10.12)

22.17 

(11.60)

20.08 

(10.02)

23.07 

(11.36)

23.69 

(10.62)

25.79 

(12.01)

28.69 

(13.13)

32.76 

(11.12)

27.57 

(11.97)

T1 M (SD)
8.07 

(9.01)

7.36 

(9.36)

11.83 

(11.77)

11.75 

(11.74)

14.35 

(12.95)

12.36 

(11.06)

16.37 

(13.07)

16.62 

(13.90)

23.37 

(14.03)

16.61 

(13.21)

MD (SD)
−10.85 

(8.22)

−11.04 

(9.63)

−10.34 

(7.69)

−8.33 

(9.79)

−8.72 

(10.09)

−11.33 

(9.62)

−9.42 

(10.44)

−12.07 

(10.82)

−9.39 

(10.17)

−10.97 

(10.28)

Time × Milieu 9, 1822 2.50 0.008 0.01

Time 1, 1822 1589.17 <0.001 0.47

Milieu 9, 1822 34.06 <0.001 0.14

HEALTH-49a, N = 1,829 (91.5)b

N (%)c
144 

(86.7)

157 

(93.5)

76 

(91.6)

97 

(89.8)

195 

(89.9)

410 

(93.6)

182 

(91.5)

98 

(93.3)

229 

(90.5)

241 

(91.6)

(1) Somatoform complaints

T0 M (SD)
1.28 

(0.89)

1.33 

(0.93)

1.55 

(0.85)

1.55 

(0.81)

1.70 

(0.95)

1.71 

(0.88)

1.80 

(0.92)

1.79 

(1.02)

2.25 

(0.96)

1.81 

(0.93)

T1 M (SD)
0.81 

(0.78)

0.84 

(0.79)

0.99 

(0.87)

1.16 

(0.90)

1.29 

(0.99)

1.24 

(0.89)

1.41 

(0.93)

1.36 

(0.98)

1.86 

(0.98)

1.32 

(0.92)

MD (SD)
−0.47 

(0.69)

−0.48 

(0.80)

−0.56 

(0.69)

−0.39 

(0.75)

−0.40 

(0.77)

−0.48 

(0.72)

−0.39 

(0.72)

−0.43 

(0.70)

−0.38 

(0.70)

−0.49 

(0.87)

Time × Milieu 9, 1819 0.86 0.562 1

Time 1, 1819 518.54 <0.001 <0.001 0.22

Milieu 9, 1819 22.15 <0.001 <0.001 0.10

(2) Depressiveness

T0 M (SD)
1.30 

(0.93)

1.22 

(0.91)

1.56 

(1.01)

1.46 

(0.92)

1.73 

(0.98)

1.63 

(0.96)

1.86 

(0.99)

2.00 

(0.99)

2.46 

(0.90)

1.97 

(0.95)

T1 M (SD) 0.66 

(0.78)

0.52 

(0.71)

0.90 

(0.97)

0.91 

(0.94)

1.12 

(1.04)

0.92 

(0.87)

1.20 

(0.99)

1.31 

(1.01)

1.87 

(1.08)

1.32 

(1.04)

MD (SD) −0.64 

(0.69)

−0.70 

(0.80)

−0.66 

(0.67)

−0.54 

(0.78)

−0.60 

(0.80)

−0.71 

(0.82)

−0.67 

(0.86)

−0.69 

(0.85)

−0.58 

(0.85)

−0.66 

(0.84)

Time × Milieu 9, 1819 0.79 0.625 1

Time 1, 1819 927.28 <0.001 <0.001 0.34

Milieu 9, 1819 35.76 <0.001 <0.001 0.15

(3) Phobic anxiety

T0 M (SD) 0.60 

(0.84)

0.58 

(0.86)

0.79 

(0.96)

0.53 

(0.78)

1.03 

(1.03)

0.87 

(1.00)

1.04 

(1.06)

1.31 

(1.08)

1.69 

(1.14)

1.08 

(1.03)

T1 M (SD) 0.34 

(0.65)

0.33 

(0.68)

0.44 

(0.80)

0.37 

(0.69)

0.70 

(0.94)

0.54 

(0.85)

0.73 

(0.94)

0.96 

(1.04)

1.30 

(1.16)

0.75 

(0.92)

MD (SD) −0.27 

(0.66)

−0.25 

(0.65)

−0.34 

(0.69)

−0.16 

(0.63)

−0.33 

(0.79)

−0.33 

(0.72)

−0.31 

(0.80)

−0.35 

(0.69)

−0.39 

(0.77)

−0.33 

(0.83)

Time × Milieu 9, 1819 1.03 0.410 1

Time 1, 1819 249.26 <0.001 <0.001 0.12

Milieu 9, 1819 25.84 <0.001 <0.001 0.11

(4) Psychological and somatoform complaints

T0 M (SD) 1.02 

(0.75)

1.07 

(0.78)

1.25 

(0.80)

1.19 

(0.69)

1.50 

(0.86)

1.43 

(0.78)

1.59 

(0.82)

1.71 

(0.85)

2.11 

(0.80)

1.67 

(0.77)

(Continued)
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TABLE 2 (Continued)

EST LIB PER COS MOD SOC ADA TRA PRE HED df F p padj η2
part

T1 M (SD) 0.57 

(0.68)

0.57 

(0.69)

0.76 

(0.75)

0.78 

(0.70)

1.08 

(0.92)

0.92 

(0.76)

1.12 

(0.85)

1.19 

(0.83)

1.69 

(0.93)

1.14 

(0.80)

MD (SD) −0.46 

(0.60)

−0.50 

(0.65)

−0.48 

(0.56)

−0.41 

(0.60)

−0.42 

(0.70)

−0.51 

(0.63)

−0.47 

(0.67)

−0.51 

(0.63)

−0.42 

(0.66)

−0.53 

(0.72)

Time × Milieu 9, 1819 0.79 0.628 1

Time 1, 1819 756.94 <0.001 <0.001 0.29

Milieu 9, 1819 37.91 <0.001 <0.001 0.16

(5) Psychological well-being

T0 M (SD) 2.28 

(0.80)

2.33 

(0.83)

2.50 

(0.82)

2.44 

(0.70)

2.61 

(0.81)

2.62 

(0.71)

2.68 

(0.75)

2.85 

(0.74)

3.03 

(0.61)

2.69 

(0.65)

T1 M (SD) 1.39 

(0.80)

1.37 

(0.83)

1.56 

(0.82)

1.62 

(0.77)

1.87 

(0.95)

1.73 

(0.85)

1.96 

(0.89)

2.10 

(0.92)

2.41 

(0.85)

1.91 

(0.87)

MD (SD) −0.89 

(0.77)

−0.95 

(0.83)

−0.94 

(0.87)

−0.82 

(0.78)

−0.73 

(0.86)

−0.89 

(0.79)

−0.72 

(0.80)

−0.75 

(0.79)

−0.62 

(0.74)

−0.78 

(0.80)

Time × Milieu 9, 1819 3.30 <0.001 0.005 0.02

Time 1, 1819 1489.33 <0.001 <0.001 0.45

Milieu 9, 1819 27.46 <0.001 <0.001 0.12

(6) Interactional difficulties

T0 M (SD) 1.60 

(1.00)

1.57 

(1.06)

1.77 

(0.92)

1.68 

(0.83)

1.97 

(0.95)

1.85 

(0.94)

2.04 

(0.95)

2.16 

(0.96)

2.36 

(0.94)

2.09 

(0.94)

T1 M (SD) 1.00 

(0.87)

0.86 

(0.93)

1.18 

(0.91)

1.08 

(0.88)

1.48 

(1.01)

1.12 

(0.92)

1.56 

(1.00)

1.60 

(1.00)

1.90 

(1.02)

1.44 

(0.95)

MD (SD) −0.60 

(0.91)

−0.71 

(0.94)

−0.58 

(0.87)

−0.60 

(0.88)

−0.49 

(1.02)

−0.74 

(0.86)

−0.47 

(0.86)

−0.56 

(0.96)

−0.45 

(0.87)

−0.65 

(1.01)

Time × Milieu 9, 1819 2.74 0.004 0.036 0.01

Time 1, 1819 594.16 <0.001 <0.001 0.25

Milieu 9, 1819 21.26 <0.001 <0.001 0.10

(7) Self-efficacy

T0 M (SD) 1.86 

(0.86)

1.77 

(0.90)

2.12 

(0.87)

1.87 

(0.87)

2.16 

(0.94)

2.25 

(0.83)

2.24 

(0.85)

2.62 

(0.98)

2.80 

(0.75)

2.44 

(0.79)

T1 M (SD) 1.30 

(0.86)

1.11 

(0.82)

1.46 

(0.93)

1.46 

(0.83)

1.69 

(0.92)

1.67 

(0.93)

1.83 

(0.94)

2.07 

(1.02)

2.34 

(0.78)

1.86 

(0.89)

MD (SD) −0.56 

(0.80)

−0.65 

(0.81)

−0.66 

(0.77)

−0.41 

(0.87)

−0.47 

(0.86)

−0.59 

(0.87)

−0.41 

(0.94)

−0.55 

(0.77)

−0.46 

(0.77)

−0.58 

(0.85)

Time × Milieu 9, 1819 1.79 0.066 0.657

Time 1, 1819 589.55 <0.001 <0.001 0.25

Milieu 9, 1819 34.45 <0.001 <0.001 0.15

(8) Activity and Participation

T0 M (SD) 1.90 

(0.83)

1.82 

(0.87)

2.01 

(0.83)

2.09 

(0.79)

2.14 

(0.78)

2.24 

(0.79)

2.17 

(0.79)

2.41 

(0.87)

2.46 

(0.76)

2.31 

(0.76)

T1 M (SD) 1.41 

(0.82)

1.24 

(0.97)

1.44 

(0.96)

1.59 

(0.94)

1.89 

(0.92)

1.66 

(0.97)

1.85 

(0.94)

1.84 

(0.98)

2.24 

(0.86)

1.87 

(0.93)

MD (SD) −0.49 

(0.87)

−0.58 

(0.81)

−0.57 

(0.83)

−0.50 

(0.90)

−0.25 

(0.84)

−0.57 

(0.92)

−0.32 

(0.89)

−0.58 

(0.82)

−0.23 

(0.86)

−0.44 

(0.92)

Time × Milieu 9, 1819 4.94 <0.001 <0.001 0.02

Time 1, 1819 387.92 <0.001 <0.001 0.18

Milieu 9, 1819 17.93 <0.001 <0.001 0.08

(9) Social support

T0 M (SD) 1.51 

(0.80)

1.33 

(0.84)

1.64 

(0.81)

1.60 

(0.81)

1.65 

(0.81)

1.48 

(0.77)

1.68 

(0.86)

1.59 

(0.83)

1.85 

(0.93)

1.81 

(0.90)

(Continued)
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improved significantly more than those from the Modern 
Mainstreamer Milieu (−0.32, p = 0.001) and the Precarious Milieu 
(−0.35, p < 0.001; cf. Supplementary Table S2).

4. Discussion

4.1. Summary of the results

Our study investigated the associations between social milieu and 
the severity of psychological symptoms and psychosocial impairments 
as well as treatment outcome of patients in two psychosomatic 
rehabilitation clinics in Germany. Empirical Sinus milieus were 
applied as a model for social milieus and symptoms and impairments 
were assessed by BDI-II (N = 1,832) and HEALTH-49 (N = 1,829). 
Milieu distribution was not representative for the overall population 
of Germany and the Social Ecological Milieu and the Precarious 
Milieu were overrepresented in both clinics. We found significant 
differences between patients from different milieus in symptom 
severity and impairment with mainly medium to strong effects. 
Patients from the Precarious Milieu had the highest severity of 
depressive symptoms in the BDI-II and the highest impairment on all 
HEALTH-49 scales at T0 and T1. Patients from the Precarious Milieu, 
the Established Milieu and the Liberal Intellectual Milieu were 
involved in most of the significant group differences, with the former 
showing higher burdens and patients from the latter two milieus 
showing lower burdens than patients from other milieus. Over the 
course of rehabilitation, patients from all milieus improved 
significantly in all domains with mainly strong effects. Significant 
differences in symptom improvement were found between patients 

from different milieus in BDI-II (Depressiveness) and on three 
HEALTH-49 scales (Psychological well-being, Interactional 
difficulties, Activity and Participation). Pre-post differences differed 
significantly only for the latter scale, where patients from the Social 
Ecological Milieu showed greater improvement than those from the 
Modern Mainstreamer Milieu and the Precarious Milieu. However, 
the weak effect sizes of the interactions generally imply that the 
differences were rather minor and that the improvement was thus 
overall comparable, just similar to how it was the case in all other 
domains for patients from all milieus. In all domains, patients from 
the Precarious Milieu retained higher symptoms and impairment at 
T1 than patients from, according to the Sinus model, more 
socioeconomically privileged milieus had at T0.

4.2. Comparison to other studies on 
inequalities in mental health care

In the following, we  compare our results to other studies on 
inequalities in psychosomatic rehabilitation and psychiatric care. In 
some studies, low socioeconomic status was associated with higher 
claim of psychiatric services utilisation (37) and higher likelihood of 
being (compulsorily) admitted to psychiatric in-patient care (38). In 
others, low socioeconomic status was related to lower rates of seeing 
a psychiatrist (39), higher reports of personal barriers to access mental 
health services (e.g., having language barriers, being afraid to ask for 
help; 40) and limited access to outpatient psychotherapy in Germany 
(41) – which has the potential to prevent the need for rehabilitation. 
In a population-representative survey in Germany, socioeconomic 
status did not show any significant associations with the use of 

TABLE 2 (Continued)

EST LIB PER COS MOD SOC ADA TRA PRE HED df F p padj η2
part

T1 M (SD) 1.43 

(0.82)

1.30 

(0.76)

1.46 

(0.80)

1.54 

(0.81)

1.62 

(0.87)

1.41 

(0.81)

1.59 

(0.91)

1.57 

(0.84)

1.82 

(0.88)

1.77 

(0.88)

MD (SD) −0.07 

(0.73)

−0.04 

(0.72)

−0.18 

(0.73)

−0.05 

(0.72)

−0.03 

(0.67)

−0.07 

(0.63)

−0.09 

(0.75)

−0.02 

(0.70)

−0.03 

(0.67)

−0.05 

(0.66)

Time × Milieu 9, 1819 0.47 0.898 1

Time 1, 1819 12.38 <0.001 0.004 0.01

Milieu 9, 1819 8.79 <0.001 <0.001 0.04

(10) Social stress

T0 M (SD) 1.56 

(0.84)

1.42 

(0.84)

1.69 

(0.86)

1.67 

(0.77)

1.77 

(0.77)

1.63 

(0.74)

1.77 

(0.81)

1.81 

(0.83)

1.97 

(0.85)

1.91 

(0.80)

T1 M (SD) 1.46 

(0.78)

1.29 

(0.77)

1.63 

(0.81)

1.52 

(0.68)

1.74 

(0.77)

1.55 

(0.77)

1.77 

(0.83)

1.71 

(0.85)

1.94 

(0.84)

1.79 

(0.73)

MD (SD) −0.10 

(0.75)

−0.13 

(0.70)

−0.06 

(0.62)

−0.15 

(0.78)

−0.03 

(0.71)

−0.09 

(0.70)

−0.01 

(0.71)

−0.09 

(0.72)

−0.03 

(0.78)

−0.11 

(0.69)

Time × Milieu 9, 1819 0.79 0.627 1

Time 1, 1819 17.82 <0.001 <0.001 0.01

Milieu 9, 1819 11.59 <0.001 <0.001 0.05

EST, Established Milieu; LIB, Liberal Intellectual Milieu; PER, Performer Milieu; COS, Cosmopolitan Avant-garde Milieu; MOD, Modern Mainstreamer Milieu; SOC, Social Ecological Milieu; 
ADA, Adaptive Navigator Milieu; TRA, Traditional Milieu; PRE, Precarious Milieu; HED, Hedonist Milieu; BDI-II, Beck Depression Inventory; HEALTH-49, Hamburg Modules for the 
Assessment of Psychosocial Health in Clinical Practice; M, mean; SD, standard deviation; MD, mean difference; df, number of degrees of freedom; F, F-statistic; p, value of p; padj, Bonferroni 
adjusted value of p; η2

part, partial eta-squared with η2
part ≥ 0.01: weak effect, η2

part ≥ 0.06: medium effect, η2
part ≥ 0.14: strong effect.

aA higher score indicates a higher burden.
bNumber of patients responding to BDI-II resp. HEALTH-49 and their percentage out of the total sample of N = 2,000.
cNumber of respondents from the corresponding milieu and percentage out of the total number of patients from this milieu.
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psychotherapeutic or psychiatric services when controlling for 
medical need (42). This ambiguity of results with respect to 
socioeconomic status can probably be attributed partly to the specific 
differences in study subjects and methodologies. Against the described 
background, however, it is not surprising that milieus with comparable 
socioeconomic conditions according to the Sinus model were 
represented differently in our study. For example, of the milieus with 
the most disadvantaged socioeconomic position, only the Precarious 
Milieu was overrepresented, while the Hedonist Milieu and the 
Traditional Milieu were on average or underrepresented, depending 
on the clinic sample.

In the study of Hofreuter-Gätgens et  al., socioeconomically 
privileged patients had the least impairment in most areas of subjective 
health at the beginning of rehabilitation (14). In line with these results, 
patients from the Established Milieu, the Liberal Intellectual Milieu, 
the Performer Milieu and the Cosmopolitan Avant-garde Milieu, all 
of which are in a socioeconomically privileged position according to 
the Sinus model, showed the lowest symptom severity and impairment 
in our study. In the study of Deck, the so-called lower class was the 
most impaired group at the beginning of rehabilitation concerning 
different aspects of subjective health (18). In our study, the highest 
symptom severity and impairment were shown by patients from the 
Precarious Milieu, who were not able to compensate for the initial 
differences and remained with greater impairments, as did the lower 
class in Deck’s study. At the same time, our results were more 
differentiated and suggested more than just a status, class or 
stratification gradient. Thus, patients from different milieus, which are 
characterized by similar socioeconomic conditions according to the 
Sinus model, showed different levels of severity both at the beginning 
and at the end of rehabilitation. This was also evident in the 
improvement on the Activity and Participation scale, where patients 
from the Social Ecological Milieu benefited more than patients from 
the Modern Mainstreamer Milieu, who are socioeconomically 
similarly situated according to the Sinus model. To summarize, 
accessibility, symptom severity and to some extent improvement 
appear to be associated with other milieu-specific characteristics in 
addition to socioeconomic factors, which should be considered when 
describing existing inequalities.

4.3. Milieu-specific reflections on the basis 
of the study results

In the following, we  present some exemplary milieu-specific 
reflections on our findings. To the best of our research and knowledge, 
there are almost no studies in the medical field and none at all in 
psychosomatic rehabilitation that previously used a milieu approach. 
Accordingly, derivations from or references to already existing 
literature can be made only to a limited extent. Our considerations are 
mainly based on the content characterizations of the Sinus milieus by 
the Sinus institute (cf. chapter 2.2.), which also means that further 
studies and empirical evidence are required to proof these 
theoretical hypotheses.

The lack of representativity of the milieu distribution compared to 
the overall population may indicate that psychosomatic rehabilitation 
does not reach and appeal to patients from all milieus equally. The 
overrepresentation of the Social Ecological Milieu and the Precarious 
Milieu in both clinics might, however, have different reasons. According 
to the Sinus model, patients from the Social Ecological Milieu are usually 

engaged in reflecting their feelings and behavior and in acquiring new 
methods to be in balance with themselves and their environment. The 
therapy setting in dedicated clinics in calm environments and the applied 
therapies including relaxation methods, creative therapy and socio-
medical counseling might sound particularly attractive to them. On the 
other hand, according to the Sinus model, patients from the Precarious 
Milieu tend to be subjects to social exclusion, hidden discrimination and 
economic deprivation. These factors are likely to cause and increase 
psychosocial stress, which has been described as an essential mediator 
between deprived social conditions and adverse health outcomes (43). 
Increased mental morbidity and long-term impairment might then lead 
to higher admission rates to psychosomatic rehabilitation in the 
Precarious Milieu. By contrast, various reasons for the 
underrepresentation of some milieus in the patient collective are 
conceivable. Patients from the Traditional Milieu, which is 
underrepresented in both clinics, belong to one of the milieus that are, 
according to the Sinus model, primarily prevalent in older generations. 
Accordingly, people from this milieu likely tend to be of higher age and 
retired status, which may render them less suitable for admission to 
rehabilitation, as one major reason for the German pension insurance to 
grant payment for the treatment is to maintain earning capacity. Another 
possible reason may be that people from the underrepresented milieus 
are partly sceptical about psychotherapy, which is the core element of 
psychosomatic rehabilitation. This consideration is based on the results 
of population-representative surveys in Germany that showed different 
attitudes towards psychotherapy in different population groups. For 
instance, more negative attitudes were found among men (44, 45) and 
people with lower levels of formal education (45). In addition, more than 
a quarter of respondents categorically ruled out psychotherapy for 
themselves (44). Speerforck and Schomerus suggested that stigmatizing 
attitudes towards and different acceptances of mental health services 
might differ across social milieus, leading to different risks of 
underuse (46).

Regarding the single milieu-specific differences in treatment 
outcome of Activity and Participation, we would like to present the 
following assumptions. The applied therapies in psychosomatic 
rehabilitation might suit especially well to patients from the Social 
Ecological Milieu due to their specific values and needs, as described 
above. Practising mindfulness, learning to deal with oneself in an even 
more sustainable way and the slow pace in the quiet rehabilitation setting 
may especially help these patients increase their self-activation and 
participation opportunities. On the other hand, regarding the Precarious 
Milieu, patients could be affected by social exclusion and disadvantage 
in rehabilitation, as it tends to happen in their everyday life, according to 
the Sinus model. Perceived social status discrimination, known to 
be associated with psychological symptoms (47), might also be negatively 
associated with improvement. Moreover, since a great distance to 
intellectuality, know-it-all attitude and creativity is described for the 
Precarious Milieu, several therapy formats such as cognitive 
psychotherapy, health counseling and creative therapies might 
be perceived by these patients as inappropriate, patronizing and too 
abstract. This could then further reinforce resignation prevalent in the 
milieu, additionally preventing higher levels of activity and participation. 
The social position in the model also reveals the limited sociocultural 
and material resources of the Precarious Milieu, which, for example, 
could continuously restrict the coping capacities of the patients in our 
sample, despite positive effects of the treatment itself.

Concerning all milieus, the generally low improvements on the 
HEALTH-49 scales Social support and Social stress might be due to the 
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fact that the corresponding items are predominantly influenced by 
contextual factors that are hardly affected by rehabilitation. Given the 
distinct characteristics of the milieus, further differences in 
improvement beyond those we found would have been conceivable, for 
example, a comparably stronger benefit of patients from the Liberal 
Intellectual Milieu. For these patients, according to the Sinus model, it 
is usually very important to do something for their health, shape life in 
a holistic way, act autonomously and realize themselves. Rehabilitation 
with its holistic, sophisticated therapy offer and its approach of 
strengthening self-efficacy may fit these prerequisites particularly well. 
In addition, patients from this milieu also have good preconditions for 
treatment success due to their socioeconomic privileges according to 
the Sinus model.

In general, patients from all milieus improved over the course of the 
treatment and essentially to a similar degree, which indicates overall 
success of the rehabilitation. Although the improvements themselves 
were comparable, differences in the severity of symptoms and 
impairments that existed at the beginning of rehabilitation remained. 
Our study results highlight that the observed differences between 
patients from different social milieus could be related to a variety of 
factors and not solely to socioeconomic determinants. In our discussion, 
we  have provided examples of hypotheses that demonstrate the 
complexity of potential relationships and mediating mechanisms. Such 
considerations would hardly be possible on the basis of socioeconomic 
factors alone. The question remains open as to which of the various 
individual factors included in the model are independently associated 
with symptom severity and treatment outcome and, more generally, 
whether and, if so, in what direct or indirect ways they exert causal 
influence, which could also be of interest for further studies.

4.4. Future perspectives in psychosomatic 
rehabilitation

The demand for psychosomatic rehabilitation is projected to 
increase in the future (48, 49) and we do not expect social inequalities 
to decline substantially in the short term. In addition to improvements 
at the level of care structure, perhaps the particular care services 
should be  adapted and communicated in a way that is more 
appropriate and appealing to persons from different milieus (46). In 
any case, our findings argue for even greater and especially systematic 
inclusion of socioeconomic and sociocultural aspects in 
psychosomatic rehabilitation to address and reduce structural 
inequalities. To improve and maintain equal access, quality and 
effectiveness of the treatment, the social milieu approach could 
be incorporated into therapy planning and implementation. With an 
appropriate approach, socioeconomic and sociocultural factors could 
be  systematically recorded and binding rules established for their 
quality-assured consideration. In this way, structural disadvantages of 
specific patient groups due to institutions or therapists could 
be alleviated. In practical implementation, the assignment of patients 
to therapy groups and specific therapy content could be more closely 
aligned with the different socioeconomic and sociocultural stresses 
and resources of patients. Not only may it be unjust to offer the same 
treatment to different patients with unequal preconditions (14), but it 
could also reinforce existing inequalities. Therefore, disadvantaged 
social groups should be considered with particular care, which is not 
yet the case in psychosomatic rehabilitation. Accordingly, the social 

milieu could also be used to identify disadvantaged patients and to 
develop treatment formats that address their specific demands. In 
addition, the duration of rehabilitation, the intensity of therapy plans 
and the design of rehabilitation aftercare could be adjusted. However, 
inequality affects not only rehabilitation and health care, but life 
chances in general and it cannot be  changed without broader, 
integrated policy efforts (50).

4.5. Strengths and limitations

Strengths of the study design were the standardized testing, the 
high response rates (91.60% out of the total sample for BDI-II and 
91.45% for HEALTH-49) and the application of instruments of good 
psychometric quality. In both, BDI-II and HEALTH-49, patients from 
all milieus clearly showed lower scores at the end of rehabilitation 
compared to the beginning, which speaks for the instruments’ high 
sensitivity to change. All ten milieus were represented, in part due to 
the large sample size (N = 2,000). It can be assumed that the collective 
of patients in psychosomatic rehabilitation in Germany was well 
represented in the sample. In addition, the respective group sizes of 
the different milieus were large enough for good statistical power. 
Importantly, the large total sample size was not chosen to foster 
overestimation of the statistical effects, which is supported by the fact 
that the single milieu group sizes were comparably small, such as 
N = 76 in the smallest milieu (the Performer Milieu) and N = 412 in the 
largest milieu (the Social Ecological Milieu; N here reflects the number 
of patients from the milieu for whom an evaluable BDI-II and/or 
HEALTH-49 was available). The examination of samples of two clinics 
in different federal states and with different providers further 
improved representation of the overall sociodemographic structure 
and milieu distribution among patients in psychosomatic 
rehabilitation in Germany. Altogether, with the included instruments, 
patient characteristics and milieu model, we considered several widely 
used and recommended public mental health indicators (e.g., 
prevalence of mental disorders, mental health risks such as income 
inequality in society, treatment success, mental health resources such 
as self-efficacy, positive mental health indicators such as well-
being; 51).

The newly introduced milieu approach extends former research 
on health inequalities by sociocultural differentiation in terms of 
specific knowledge, perceptions, values, attitudes and behaviors of 
patients (52). As described above, the inclusion of such factors has the 
potential to deliver a more comprehensive understanding compared 
to approaches that merely focus on socioeconomic aspects. 
Nevertheless, as common when applying models to describe reality, 
only a specific selection of factors with potential associations could 
be  analyzed by using the Sinus model. For instance, although 
sociodemographic characteristics are implicitly included (e.g., in some 
cases, people of certain age groups are more frequently represented in 
a milieu than those of other age groups), the model itself does not 
allow for the analysis of individual factors such as age and gender – 
even though they may have the potential to independently cause and 
increase inequalities. Looking at individual factors, on the other hand, 
would not necessarily be in line with the approach and goal of the 
milieu model, which integrates several factors in order to be able to 
describe large social groups on the basis of various dimensions and 
social realities. The characterization of the different Sinus milieus 
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enabled us to hypothesize possible explanations for assumed 
relationships between social factors and health outcomes. Thus, the 
application of the milieu model in the context of this study added 
value to the description of observable differences, particularly at the 
conceptual and theoretical levels. At the same time, the study made it 
possible to derive concrete practical implications for the care setting 
of psychosomatic rehabilitation. However, our considerations require 
empirical verification, especially in light of the fact that hardly any 
studies in the medical field have used a milieu approach so far. 
Another limitation is that methodical details of the milieu assignment 
are not published by the Sinus institute for intellectual property 
reasons (22). This limits reproducibility of the study, but as the Sinus 
milieus are a validated model that is commonly used in milieu 
research across Europe (24), this seems tolerable in favor of the high 
reliability and actuality of the model. Furthermore, our study did not 
include long-term treatment outcomes which might differ from the 
immediate rehabilitation effects due to the re-emergence of contextual 
stressors in everyday life and differences in the consolidation of new 
skills across patients from different milieus.

In summary, this study has shown differences between patients 
from different social milieus in terms of representation in 
psychosomatic rehabilitation, severity of psychological symptoms and 
psychosocial impairments, and to some extent treatment outcomes 
regarding improvement. Besides socioeconomic factors, milieu-
specific sociocultural habits, psychosocial needs and therapeutic 
demands should be  considered in therapy planning and 
implementation, for which further research is necessary.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed and 
approved by the Landesärztekammer Brandenburg (Brandenburg 
State Medical Association), Geschäftsstelle Cottbus. The patients/

participants provided their written informed consent to participate in 
this study.

Author contributions

MB and VK conceptualized the study. HK-M ran statistical 
analyses, interpreted results, wrote the manuscript, and generated 
tables and figures. LP reviewed statistical analyses. LP, MB, and VK 
provided feedback on the manuscript. All authors contributed to the 
article and approved the submitted version.

Funding

The study was funded by the Deutsche Rentenversicherung Bund 
(Federal German Pension Agency), grant number 0421/40-64-50-01.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors and 
do not necessarily represent those of their affiliated organizations, or those 
of the publisher, the editors and the reviewers. Any product that may be 
evaluated in this article, or claim that may be made by its manufacturer, 
is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1198146/
full#supplementary-material

References
 1. McCartney G, Popham F, McMaster R, Cumbers A. Defining health and  

health inequalities. Public Health. (2019) 172:22–30. doi: 10.1016/j.puhe.2019.03. 
023

 2. Eikemo TA, Øversveen E. Social inequalities in health: challenges, knowledge gaps, 
key debates and the need for new data. Scand J Public Health. (2019) 47:593–7. doi: 
10.1177/1403494819866416

 3. Lantz PM, House JS, Mero RP, Williams DR. Stress, life events, and socioeconomic 
disparities in health: results from the Americans’ Changing Lives study. J Health Soc 
Behav. (2005) 46:274–88. doi: 10.1177/002214650504600305

 4. Mackenbach JP. Health inequalities: Europe in profile. Rotterdam: University 
Medical Center Rotterdam (2006). 53 p. Supported by the European Commission.

 5. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, 
severity, and comorbidity of 12-month DSM-IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. (2005) 62:617–27. doi: 10.1001/
archpsyc.62.6.617

 6. Lorant V, Deliège D, Eaton W, Robert A, Philippot P, Ansseau M. Socioeconomic 
inequalities in depression: a meta-analysis. Am J Epidemiol. (2003) 157:98–112. doi: 
10.1093/aje/kwf182

 7. Missiuna S, Plante C, Pahwa P, Muhajarine N, Neudorf C. Trends in mental health 
inequalities in urban Canada. Can J Public Health. (2021) 112:629–37. doi: 10.17269/
s41997-021-00498-4

 8. Kivimäki M, Batty GD, Pentti J, Shipley MJ, Sipilä PN, Nyberg ST, et al. Association 
between socioeconomic status and the development of mental and physical health 
conditions in adulthood: a multi-cohort study. Lancet Public Health. (2020) 5:e140–9. 
doi: 10.1016/S2468-2667(19)30248-8

 9. Lorant V, de Gelder R, Kapadia D, Borrell C, Kalediene R, Kovács K, et al. 
Socioeconomic inequalities in suicide in Europe: the widening gap. Br J Psychiatry. 
(2018) 212:356–61. doi: 10.1192/bjp.2017.32

 10. Linden M. Psychosomatic inpatient rehabilitation: the German model. Psychother 
Psychosom. (2014) 83:205–12. doi: 10.1159/000358852

 11. Steffanowski A, Löschmann C, Schmidt J, Wittmann WW, Nübling R. Meta-
Analyse der Effekte stationärer psychosomatischer Rehabilitation: Mesta-Studie. Bern: 
Huber (2007). 177 p.

 12. Nübling R, Schmidt J, Reichelt W, Kriz D. Behandlungsergebnisse 1 Jahr nach 
stationärer psychosomatischer Rehabilitation. Prävention und Rehabilitation. (2013) 
25:150–65. doi: 10.5414/PRX00449

143

https://doi.org/10.3389/fpsyt.2023.1198146
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1198146/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1198146/full#supplementary-material
https://doi.org/10.1016/j.puhe.2019.03.023
https://doi.org/10.1016/j.puhe.2019.03.023
https://doi.org/10.1177/1403494819866416
https://doi.org/10.1177/002214650504600305
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.1093/aje/kwf182
https://doi.org/10.17269/s41997-021-00498-4
https://doi.org/10.17269/s41997-021-00498-4
https://doi.org/10.1016/S2468-2667(19)30248-8
https://doi.org/10.1192/bjp.2017.32
https://doi.org/10.1159/000358852
https://doi.org/10.5414/PRX00449


Kleineberg-Massuthe et al. 10.3389/fpsyt.2023.1198146

Frontiers in Psychiatry 15 frontiersin.org

 13. Oelmann S, Licht M, Bassler M, Petermann F, Kobelt A. Ganztägig ambulante- vs. 
stationäre psychosomatische Rehabilitation: Ein Vergleich von Patientenmerkmalen  
und Behandlungseffekten. Day-care vs. inpatient psychosomatic rehabilitation: 
distinguishing attributes of patients and effectiveness of treatment in comparison. 
Psychother Psychosom Med Psychol. (2015) 65:223–33. doi: 10.1055/s-0034-1398548

 14. Hofreuter-Gätgens K, Deck R, von dem Knesebeck O. Soziale Ungleichheit und 
Rehabilitation bei psychischen Erkrankungen. Social inequalities and rehabilitation 
among patients with mental illness. Rehabilitation. (2016) 55:374–80. doi: 
10.1055/s-0042-120086

 15. Forstmeier S, Rüddel H. Volitionale Kompetenzen als Prädiktoren des 
Therapieerfolgs von Psychotherapien und psychosomatischer Rehabilitation. Praxis 
Klinische Verhaltensmedizin und Rehabilitation. (2004) 67:206–15. doi: 10.5167/
uzh-97740

 16. Oster J, Müller G, von Wietersheim J. “Wer profitiert?” – Patientenmerkmale als 
Erfolgsprädiktoren in der psychosomatischen Rehabilitation. “Who profits?” – patient 
characteristics as outcome predictors in psychosomatic rehabilitation. Rehabilitation. 
(2009) 48:95–102. doi: 10.1055/s-0029-1214411

 17. Lange M, Franke W, Petermann F. Wer profitiert nicht von der psychosomatischen 
Rehabilitation? Who doesn‘t benefit from psychosomatic rehabilitation? Rehabilitation. 
(2012) 51:392–7. doi: 10.1055/s-0032-1304612

 18. Deck R. Soziale Ungleichheit in der medizinischen Rehabilitation. Social 
inequality in medical rehabilitation. Gesundheitswesen. (2008) 70:582–9. doi: 10.1055/
s-0028-1086014

 19. Helmert U, Schorb F. Die Bedeutung verhaltensbezogener Faktoren im Kontext 
der sozialen Ungleichheit der Gesundheit, M Richter and K Hurrelmann, (Eds.) 
Gesundheitliche Ungleichheit: Grundlagen, Probleme, Perspektiven. 2nd Wiesbaden: VS 
Verlag für Sozialwissenschaften (2009). 133–148

 20. Richter M, Hurrelmann K. Gesundheitliche Ungleichheit: Ausgangsfragen und 
Herausforderungen, M Richter and K Hurrelmann, (Eds.) Gesundheitliche Ungleichheit: 
Grundlagen, Probleme, Perspektiven. 2nd Wiesbaden: VS Verlag für Sozialwissenschaften 
(2009). 13–33

 21. Hradil S. Soziale Milieus – eine praxisorientierte Forschungsperspektive. Aus 
Politik und Zeitgeschichte. (2006) 44–45:3–10.

 22. Geißler R. Soziale Klassen und Schichten – soziale Lagen – soziale Milieus – 
Exklusion versus Inklusion: Modelle und Kontroversen, R Geißler, (Ed.) Die 
Sozialstruktur Deutschlands. 7th Wiesbaden: Springer VS (2014). 93–130

 23. Burzan N. Lebensstile und Milieus, N Burzan, (Ed.) Soziale Ungleichheit: Eine 
Einführung in die zentralen Theorien. 4th Wiesbaden: VS Verlag für Sozialwissenschaften 
(2011). 89–124

 24. Flaig BB, Barth B. Hoher Nutzwert und vielfältige Anwendung: Entstehung und 
Entfaltung des Informationssystems Sinus-Milieus®, B Barth, BB Flaig, N Schäuble and 
M Tautscher, (Eds.) Praxis der Sinus-Milieus®: Gegenwart und Zukunft eines modernen 
Gesellschafts- und Zielgruppenmodells. Wiesbaden: Springer VS (2018). 3–21

 25. Wippermann C, Möller-Slawinski H. Zentrale Befunde, C Wippermann, N 
Arnold, H Möller-Slawinski, M Borchard and P Marx, (Eds.) Chancengerechtigkeit im 
Gesundheitssystem. Wiesbaden: VS Verlag für Sozialwissenschaften (2011). 31–115

 26. Hillert A. Burn-out und Belastungserleben: Konzepte, Befunde und Perspektiven 
unter Berücksichtigung der Generationenfrage. Burnout and stress experience: concepts, 
findings and perspectives considering the question of generations. Psychotherapeut. 
(2022) 67:374–80. doi: 10.1007/s00278-022-00583-0

 27. Informationen zu den Sinus-Milieus® 2021. Heidelberg: SINUS Markt- und 
Sozialforschung GmbH (2021). 25 p.

 28. von Oertzen P. Klasse und Milieu als Bedingungen gesellschaftlich-politischen 
Handelns, H Bremer and A Lange-Vester, (Eds.) Soziale Milieus und Wandel der 
Sozialstruktur: Die gesellschaftlichen Herausforderungen und die Strategien der sozialen 
Gruppen. 2nd Wiesbaden: Springer VS (2014). 42–74

 29. Internationale statistische Klassifikation der Krankheiten und verwandter 
Gesundheitsprobleme, 10. Revision, German Modification (ICD-10-GM). Bonn: 
Bundesinstitut für Arzneimittel und Medizinprodukte (BfArM) (2020).

 30. Hautzinger M, Keller F, Kühner C. BDI-II: Beck-Depressions-Inventar Revision. 
Frankfurt am Main: Pearson Assessment (2009). German edit of Beck AT, Steer R-A, 
Brown GK. Beck Depression Inventory-II (BDI-II). San Antonio (TX): Harcourt 
Assessment (1996).

 31. Rabung S, Harfst T, Koch U, Schulz H. Hamburger Module zur Erfassung 
allgemeiner Aspekte psychosozialer Gesundheit für die therapeutische Praxis 
(HEALTH-49). (2023). Available at: http://www.hamburger-module.de

 32. American Psychiatric Association. Diagnostic and Statistical Manual of Mental 
Disorders. 4th Washington, D.C.: American Psychiatric Association Publishing (1994). 
886 p.

 33. Hautzinger M, Keller F, Kühner C. Manual: Beck Depressions-Inventar Revision. 
Version 21 – Revision 2. Mödling: Schuhfried GmbH (2011). 42 p.

 34. Rabung S, Harfst T, Kawski S, Koch U, Wittchen H-U, Schulz H. Psychometrische 
Überprüfung einer verkürzten Version der “Hamburger Module zur Erfassung 
allgemeiner Aspekte psychosozialer Gesundheit für die therapeutische Praxis” 
(HEALTH-49). Psychometric analysis of a short form of the “Hamburg Modules for the 
Assessment of Psychosocial Health” (HEALTH-49). Z Psychosom Med Psychother. (2009) 
55:162–79. doi: 10.13109/zptm.2009.55.2.162

 35. IBM SPSS Advanced Statistics 28. International Business Machines Corporation 
(2021). 124 p.

 36. Cohen J. The analysis of variance, J Cohen, (Ed.) Statistical power analysis for the 
behavioral sciences. 2nd New York: Lawrence Erlbaum Associates (1988). 273–406

 37. Tello JE, Mazzi M, Tansella M, Bonizzato P, Jones J, Amaddeo F. Does 
socioeconomic status affect the use of community-based psychiatric services? A south 
Verona case register study. Acta Psychiatr Scand. (2005) 112:215–23. doi: 
10.1111/j.1600-0447.2005.00558.x

 38. Lorant V, Kampfl D, Seghers A, Deliège D, Closon M-C, Ansseau M. Socio-
economic differences in psychiatric in-patient care. Acta Psychiatr Scand. (2003) 
107:170–7. doi: 10.1034/j.1600-0447.2003.00071.x

 39. Steele LS, Glazier RH, Lin E. Inequity in mental health care under Canadian 
universal health coverage. Psychiatr Serv. (2006) 57:317–24. doi: 10.1176/appi.
ps.57.3.317

 40. Steele L, Dewa C, Lee K. Socioeconomic status and self-reported barriers to  
mental health service use. Can J Psychiatry. (2007) 52:201–6. doi: 10.1177/ 
070674370705200312

 41. Strauß B. Chancenungleichheit auf der Suche nach einem Therapieplatz. 
Inequivalent opportunities to find psychotherapeutic treatment. Psychotherapeut. (2015) 
60:389–96. doi: 10.1007/s00278-015-0044-5

 42. Rommel A, Bretschneider J, Kroll LE, Prütz F, Thom J. Inanspruchnahme 
psychiatrischer und psychotherapeutischer Leistungen – Individuelle Determinanten 
und regionale Unterschiede. J Health Monit. (2017) 2:3–22. doi: 10.17886/RKI-
GBE-2017-111.2

 43. Handerer F, Kinderman P, Shafti M, Tai S. A scoping review and narrative synthesis 
comparing the constructs of social determinants of health and social determinants of 
mental health: matryoshka or two independent constructs? Front Psych. (2022) 
13:848556. doi: 10.3389/fpsyt.2022.848556

 44. Albani C, Blaser G, Rusch B-D, Brähler E. Einstellungen zu Psychotherapie: 
Repräsentative Befragung in Deutschland. Attitudes concerning psychotherapy: 
representative survey in Germany. Psychotherapeut. (2013) 58:466–73. doi: 10.1007/
s00278-012-0944-6

 45. Petrowski K, Hessel A, Körner A, Weidner K, Brähler E, Hinz A. Die Einstellung 
zur Psychotherapie in der Allgemeinbevölkerung. Attitudes toward psychotherapy in 
the general population. Psychother Psychosom Med Psychol. (2014) 64:82–5. doi: 10.1055/
s-0033-1361155

 46. Speerforck S, Schomerus G. Soziale Milieus: Ein relevantes Konzept für ein 
besseres Verständnis von Stigma und psychiatrischer Unterversorgung? Social milieu: 
a relevant concept for a better understanding of stigma and help-seeking? Nervenarzt. 
(2020) 91:785–91. doi: 10.1007/s00115-020-00927-8

 47. Wu J, Li Q, Wu Q, Li Q. Social class-based discrimination and psychological 
symptoms among socioeconomically disadvantaged college students: the moderated 
mediation role of stress mindset and rumination. Front Psych. (2022) 13:858951. doi: 
10.3389/fpsyt.2022.858951

 48. Positionspapier der Deutschen Rentenversicherung zur Bedeutung psychischer 
Erkrankungen in der Rehabilitation und bei Erwerbsminderung. Berlin: Deutsche 
Rentenversicherung Bund, Geschäftsbereich Sozialmedizin und Rehabilitation (2014). 
40 p.

 49. Augurzky B, Reichert AR, Scheuer M. Faktenbuch Medizinische Rehabilitation 
2011. Heft 66. Essen: Rheinisch-Westfälisches Institut für Wirtschaftsforschung (2011). 
84 p.

 50. Mezzina R, Gopikumar V, Jenkins J, Saraceno B, Sashidharan SP. Social 
vulnerability and mental health inequalities in the “syndemic”: call for action. Front 
Psych. (2022) 13:894370. doi: 10.3389/fpsyt.2022.894370

 51. Peitz D, Kersjes C, Thom J, Hoelling H, Mauz E. Indicators for public mental 
health: a scoping review. Front Public Health. (2021) 9:714497. doi: 10.3389/
fpubh.2021.714497

 52. Abel T, Abraham A, Sommerhalder K. Kulturelles Kapital, kollektive Lebensstile 
und die soziale Reproduktion gesundheitlicher Ungleichheit, M Richter and K 
Hurrelmann, (Eds.) Gesundheitliche Ungleichheit: Grundlagen, Probleme, Perspektiven. 
2nd Wiesbaden: VS Verlag für Sozialwissenschaften (2009). 195–208

144

https://doi.org/10.3389/fpsyt.2023.1198146
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1055/s-0034-1398548
https://doi.org/10.1055/s-0042-120086
https://doi.org/10.5167/uzh-97740
https://doi.org/10.5167/uzh-97740
https://doi.org/10.1055/s-0029-1214411
https://doi.org/10.1055/s-0032-1304612
https://doi.org/10.1055/s-0028-1086014
https://doi.org/10.1055/s-0028-1086014
https://doi.org/10.1007/s00278-022-00583-0
http://www.hamburger-module.de
https://doi.org/10.13109/zptm.2009.55.2.162
https://doi.org/10.1111/j.1600-0447.2005.00558.x
https://doi.org/10.1034/j.1600-0447.2003.00071.x
https://doi.org/10.1176/appi.ps.57.3.317
https://doi.org/10.1176/appi.ps.57.3.317
https://doi.org/10.1177/070674370705200312
https://doi.org/10.1177/070674370705200312
https://doi.org/10.1007/s00278-015-0044-5
https://doi.org/10.17886/RKI-GBE-2017-111.2
https://doi.org/10.17886/RKI-GBE-2017-111.2
https://doi.org/10.3389/fpsyt.2022.848556
https://doi.org/10.1007/s00278-012-0944-6
https://doi.org/10.1007/s00278-012-0944-6
https://doi.org/10.1055/s-0033-1361155
https://doi.org/10.1055/s-0033-1361155
https://doi.org/10.1007/s00115-020-00927-8
https://doi.org/10.3389/fpsyt.2022.858951
https://doi.org/10.3389/fpsyt.2022.894370
https://doi.org/10.3389/fpubh.2021.714497
https://doi.org/10.3389/fpubh.2021.714497


Frontiers in Psychiatry 01 frontiersin.org

The association between 
socioeconomic status and 
health-related quality of life 
among young and middle-aged 
maintenance hemodialysis 
patients: multiple mediation 
modeling
Qingxin Mai 1, Siyi Xu 1, Jingyi Hu 1, Xiaoming Sun 1, Gangyi Chen 2, 
Zhen Ma 3, Yang Song 1*  and Chao Wang 2*
1 School of Nursing, Guangzhou University of Chinese Medicine, Guangzhou, China, 2 Department of 
Nephrology, The First Affiliated Hospital of Guangzhou University of Chinese Medicine, Guangzhou, 
China, 3 Department of Nephrology, Guangzhou Hospital of Integrated Traditional Chinese and Western 
Medicine, Guangzhou, China

Objective: To explore the relationship between socioeconomic status (SES), 
illness perception, social functioning, and health-related quality of life (HRQoL) 
of young and middle-aged maintenance hemodialysis (MHD) patients and the 
internal mechanism of action.

Design: A multicenter cross-sectional study.

Methods: An aggregate of 332 young and middle-aged MHD patients were enrolled 
from hemodialysis centers in four general hospitals in Guangzhou, Guangdong, 
China, from June to December 2022. The questionnaires used included one for 
general demographic data, the Brief Illness Perception Questionnaire (BIPQ), 
Social Dysfunction Screening Scale (SDSS), and the 12-item Short Form Health 
Survey (SF-12).

Results: Both SES and HRQoL were negatively correlated with illness perception 
and social functioning, respectively. SES was positively correlated with HRQoL. 
Illness perception was positively correlated with social functioning. The indirect 
effects of illness perception and social functioning on the relationship between 
SES and HRQoL were 0.33 and 0.31, making up 41.06% and 38.91% of the sum. 
The chain indirect effect of illness perception and social functioning was 0.10, 
making up 12.59% of the total effect, while gender did not play a moderating role.

Conclusion: Illness perception and social functioning may independently and 
accumulatively mediate the association between SES and HRQoL. Nurses should 
consider developing individual intervention program for young and middle-
aged MHD patients with low SES, focusing on establishing targeted counseling 
and health education strategies corresponding to illness perception and social 
functioning to help patients improve their HRQoL.

KEYWORDS

maintenance hemodialysis, socioeconomic status, health-related quality of life, illness 
perception, social functioning
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1. Introduction

The end-stage of various chronic kidney diseases (CKD) is also 
known as End-stage renal disease (ESRD). Approximately 4 million 
ESRD patients’ survival are dependent on renal replacement therapy, 
and it is expected to reach 5.4 million by 2030 (1). Maintenance 
hemodialysis (MHD) is the most prevalent renal replacement therapy, 
taking up about 69% of all renal replacement therapies and 89% of 
dialysis treatment since number and access to kidney donors are 
limited and peritoneal dialysis technology has its own limitations (2). 
In China, the rapid development of the socio-economic level is 
accompanied by increasing work pressure. These pressures and 
people’s poor health literacy might lead to a younger prevalence of 
ESRD (3). Data show that there are 120,000 new ESRD patients each 
year, 80% of whom are young and middle-aged in China (4). 
Moreover, the average age of MHD patients in China is more than 
10 years younger than that in US and Japan (5). Uneven economic 
development, insufficient medical resources and uneven distribution, 
as well as low health literacy might be the reasons for the large number 
of young and middle-aged patients with ESRD in China. At the same 
time, due to the shortage of kidney resources and the high cost of 
treatment, most young and middle-aged patients still tend to 
be treated with MHD (6). MHD patients of young and middle-age 
have to change from playing the mainstay role of the family to the role 
of patients. They are more prone to maladjustment to the disease, 
which will affect the patients’ response with treatment and their 
health-related quality of life (HRQoL). Available studies have shown 
that socio-environmental, psycho-spiritual, and clinically relevant 
factors has resulted in a general reduction in HRQoL in young and 
middle-aged people with MHD (7, 8).

HRQoL refers to the self-assessment of health status in terms 
of physical, mental, social functioning based on personal 
experience and perceptions, reflecting the influence of disease 
and health on quality of life (QoL) (9). The level of HRQoL is 
important in guiding clinical decisions and has become a 
prognostic indicator and a survival indicator (10). A systematic 
review showed that suicidal behavior is closely related to HRQoL, 
that the lower the HRQoL, the higher the risk of suicidal behavior 
(11), and that this process is moderated by abnormalities in the 
hypothalamic–pituitary–adrenal (HPA) axis (12). MHD patients 
typically report poor HRQoL (13) and earlier studies have found 
that the total HRQoL scores of MHD patients are lower than 
abdominal dialysis patients (14), renal transplant patients (15), 
and patients with other chronic diseases (16). It has been well 
evidenced that hemodialysis impairs HRQoL in patients with 
CKD (17). How to help young and middle-aged patients reduce 
psychological distress, improve HRQoL and return to society to 
the greatest extent during MHD treatment has become a hot 
research issue in recent years. Thus, it is called for to have a 
deeper understanding of HRQoL in MHD patients of young and 
middle-age.

Many studies have shown that the socioeconomic status (SES) is 
significantly positively correlated with HRQoL, and SES is an 
important factor influencing individual QoL (18, 19). Nevertheless, 
few researches have specifically focused on the relationship between 
SES and HRQoL of MHD patients in young and middle age, and most 
of the existing studies only analyzed the direct link between the two, 

without focusing on the process and specific mechanisms of the 
impact of SES on HRQoL (20). Currently, most clinical studies on 
HRQoL in MHD patients have small sample sizes and are mostly 
single-center studies, with poor reproducibility of results. To sum up, 
this study aimed at exploring the relationship and mechanism between 
SES and HRQoL in young and middle-aged MHD patients through a 
multicenter cross-sectional study, and to provide a basis for the 
development of healthcare intervention programs to maintain or 
improve their HRQoL.

2. Background

SES is a social contextual culture that affects everyone who 
lives in it. SES is the position of an individual, family, or 
organization in the social structure, reflecting people’s ability to 
access or dispose of resources such as information, power, 
prestige, etc. (21). SES is usually measured using a combination 
of three objective indicators: level of education, economic 
income, and type of occupation (22). In medical sociology, SES 
is seen as a fundamental factor influencing health levels, and the 
health inequalities it causes are supported by a large body of 
research (23, 24). Studies have shown that SES differences lead to 
changes in the stress-sensitive HPA axis, which reduces the 
patient’s ability to control stress, and thereby increases negative 
emotions (e.g., anxiety, depression, and negative illness 
perceptions) (25) as well as suicidal behaviors (26). In addition, 
studies have found that patients with suicidal intent have higher 
levels of inflammatory factors compared to patients without 
suicidal intent (27), and higher levels of inflammation will also 
lead to a significant increase in drug resistance (28), which will 
impede the therapeutic efficacy of medications, thus seriously 
affecting the HRQoL of patients. The correlation between SES 
and health is also presented in the MHD population, with higher 
SES predicting good HRQoL scores (29). MHD patients in young 
and middle age shoulder the burden of family and social 
responsibilities, and regular dialysis treatment as well as reduced 
work capacity would lead to unemployment, causing their 
families’ SES to plummet and resulting in a lower QoL (30). Many 
researches have shown the association between SES and HRQoL 
in MHD patients, but relatively few studies have comprehensively 
explained the theoretical mechanisms by which SES affects 
HRQoL. Although certain factors of SES are difficult to change, 
the negative impact of a disadvantaged family background on 
HRQoL can be reduced through nursing interventions to regulate 
its psychosocial mechanisms and give full play to the 
patient’s initiative.

SES is not only an independent predictor of HRQoL in MHD 
patients (31) but also the primary factor affecting patients’ illness 
perceptions (32) and social functioning (33). The effect of SES on 
patients’ HRQoL is not always straightforward and is often mediated 
by psychological factors (34). The Self-Regulatory Model (SRM), 
states that illness perception, as a psychological representation, is 
central to an individual’s understanding, processing and ultimately 
coping with illness, reflecting the individual’s emotional responses 
and beliefs when facing health threats, thus guiding the patient’s 
coping style and influencing health outcomes (35). It was found that 
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illness perception is a significant predictor of QoL for hemodialysis 
patients (36). Previous research has shown an intimate relationship 
between illness perception and coping styles, emotion regulation, 
social functioning, therefore had a significant effect on patients’ 
illness prognosis and QoL (37). It was previously found that the more 
intense the patient’s negative illness perceptions, the higher the 
incidence of social dysfunctions (38). Social functioning include both 
social roles and social interactions, and each person exhibits social 
behaviors according to his or her role in social life, and these 
behaviors and activities are the key elements of people’s social life 
(39). Researches have demonstrated that social functioning, as an 
important factor, can influence QoL in MHD patients (40). A normal 
return to work and normal interpersonal interaction can help patients 
regain confidence in their lives, reclaim a sense of social belonging, 
enhance their sense of self-worth, reduce psychological stress, enable 
them to focus more positively on themselves, take better care of 
themselves and improve their HRQoL (41). Nevertheless, under the 
combined pressure of economic stress and associated comorbidities 
(42), the positive psychological defenses of MHD patients can easily 
be breached, resulting in negative psychology such as panic, anxiety 
and depression, leading to deterioration in social role adaptation and 
social functioning, which seriously affects their HRQoL. In summary, 
based on previous studies, there are correlations between SES, illness 
perception, social functioning and HRQoL.

In Chinese cultural context, there are significant differences in the 
SES and social psychology of male and female. Studies at home and 
abroad have demonstrated that (43, 44) women’s health status is 
weaker than men’s due to their weaker SES, resulting in a 
disadvantageous access and utilization of health services for the female 
population. Significant gender differences was found in illness 
perception of people with chronic diseases (45). Also, previous studies 
have shown that male has a higher incidence of social functioning 
deficits than female. This suggests that the effect of SES on HRQoL in 
MHD patients may vary by gender.

The latest Andersen’s behavioral model provides a clearer 
explanation of the relationship between individual SES and health. 
From a cross-sectional perspective, environmental factors and 
population characteristics, as antecedents of health outcomes and 
health behaviors, could affect health outcomes both indirectly by 
influencing health behaviors and directly (46). Guided by this theory, 
this study considers health behaviors (illness perception and social 
functioning) as mediating variables to explore the relationship between 
population characteristic (SES) and health outcome (HRQoL) and the 
moderating effect of gender on the mediating model, with the aim of 
providing a theoretical basis for proposing medical care interventions 
to improve HRQoL in young and middle-aged patients. Therefore, our 
research hypotheses are as follows (see Figure 1):

H1: SES will significantly predict HRQoL.

H2: SES will influence HRQoL through the mediating effect of 
illness perception.

H3: SES will influence HRQoL through the mediating effect of 
social functioning.

H4: Illness perception and social functioning will jointly play an 
intermediary role in the association between SES and HRQoL.

H5: There may be a moderating effect of gender in the association 
between SES, illness perception, social functioning and HRQoL.

3. Methods

3.1. Study design

This study was a multicenter cross-sectional observational 
survey which adhere to the guidelines of the Strengthening the 
Reporting of Observational Studies in Epidemiology (STROBE; see 
Supplementary File S1).

3.2. Patients and setting

Young and middle-aged patients were selected through a 
convenience sampling method from hemodialysis centers of The 
First Affiliated Hospital of Guangzhou University of Chinese 
Medicine, Guangdong Second Hospital of Traditional Chinese 
Medicine, Guangzhou Hospital of Traditional Chinese Medicine, 
and Guangzhou Hospital of Integrated Traditional Chinese and 
Western Medicine, from June to December 2022. The following 
were inclusion criteria: (a) patient met the diagnostic criteria of 
stage 5 chronic kidney disease in the clinical guidelines of the US 
Kidney Disease Prognosis Quality Initiative (47); (b) Regularly 
receiving MHD treatment≥3 months; (c) Patients aged between 18 
to 59 years old; (d) Ability to read and communicate in writing and 
orally; (e) Informed consent and voluntary participation in this 
survey. The following were exclusion criteria: (a) Patients with other 
serious diseases or malignant tumors; (b) Patients with cognitive 
dysfunction or mental illness; (c) Patients with visual, hearing, and 
speech impairments. Initially, 350 patients were selected for the 
study. 8 patients quit due to emotional distress or fatigue, and 10 
participants responded with regularity. At the end, the sample 
included 332 MHD patients (participation rate = 94.9%; Figure 2).

3.3. Sample size

The sample size calculation was conducted by G*Power 3.1.9.7 
software (48). With effect size (0.15), α error probability (0.05), power 
(0.95), and 21 predictors (three for SES, eight for illness perceptions, 
and ten for social functioning), we calculated the sample size to be at 
least 226 participants. The most appropriate sample size for using 
structural equation modeling (SEM) is 100–400 (49). The final 
number of participants in this study was 332 cases, which also met the 
criteria for using SEM.

3.4. Data collection and ethical 
considerations

Uniformly trained researchers collected the data through 
interviews, and used identical instructional language to guide patients 
to fill out the questionnaires during the survey. The purpose, 
significance, and confidentiality of the study were explained, so as to 
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ensure authenticity of the study. Informed consent was obtained from 
all individual participants included in the study. All procedures of the 
study were ethically approved by the Ethics Committee of the authors’ 
hospital (K-2022-089).

3.5. Measurements

3.5.1. Demographic and clinical variables
The variables included: age, gender, residence, marital status, 

medical insurance, dialysis status, comorbidities (cardiovascular 
disease, diabetes complications, mineral-Bone abnormalities, renal 
anemia), medication, and primary cause of illness.

3.5.2. Socioeconomic status
In this study, the SES indicator was set according to the study by Pan 

et al. (50). The three variables, namely types of occupation, education 
level, and economic income of MHD patients at young and middle age 
were collected and assigned separately (See Supplementary File S2 for 
details of the assignments). Finally, the standard scores of these three 
variables were subjected to principal component analysis, which yielded 
one principal factor with an eigenroot greater than 1, explaining 56.5% 
of the variance, and the formula for calculating the indicator of 
comprehensive SES was obtained as follows: (0.793 × Z occupation type + 
0.717 × Zmonthly household income per capita + 0.744 × Zeducation level)/0.565，where 
0.793, 0.717, and 0.744 represent the factor loadings of the three 
variables, respectively, and 0.565 represents the eigenroot of the first 
factor，with higher scores indicating higher SES. The SES of the 
patients in this study ranged from −5.27 to 9.82.

3.5.3. The brief illness perception questionnaire
This study used the Chinese version of BIPQ to evaluate the 

cognitive and emotional representations of an illness in young and 
middle-aged MHD patients (51). The questionnaire consisted of 9 
items, with a total score of 0 to 80. Higher scores represented the 
higher perceived threat of illness and more negative perceptions by 
patients. The scale is now commonly used in hemodialysis patients, 
with a measured Cronbach’s alpha coefficient of 0.67 (36). The 
Cronbach’s α coefficient for the scale in this study was 0.757.

3.5.4. Social dysfunction screening scale
The scale was developed by the WHO (52) to assess the degree 

of social functioning of patients and is applicable to patients with 
all types of chronic diseases. It consists of 10 items, with a total 
score of ≥2 indicating deficits in social functioning. The scale 
demonstrated good validity and reliability in Chinese patients, with 
a retest reliability coefficient of 0.786 for young and middle-aged 
Chinese liver transplant recipients (53). The scale’s Cronbach’s α 
coefficient in this study was 0.781.

3.5.5. The 12-item short form health survey
The scale is a simplified version of the MOS item short-form 

health survey (SF-36) and is primarily used to assess the HRQoL of 
patients (54). By assessing 8 domains, the 12-item scale measures the 
physical component summary score (PCS) and mental component 
summary score (MCS). The total HRQoL score is the average of the 
PCS and MCS scores, with a range from 0 to 100. Higher score 
indicates a better HRQoL for the patient. It has been proved that the 
Chinese version of SF-12 has good reliability (55, 56), and Cronbach’s 
α coefficient for the scale in this study was 0.624.

3.6. Data analysis

The outcomes were processed with SPSS version 25.0® and 
AMOS 28.0.

3.6.1. Primary analysis
The reliability of the measuring tools was evaluated using 

Cronbach’s alpha. Participant demographic and clinical characteristics 
were tested with descriptive statistics. Furthermore, the samples were 
inspected for normality with skewness and kurtosis. To make 
comparison between the groups, a T-test or one-way ANOVA was 
applied. The presence of multicollinearity was determined using 
Variance inflation factor (VIF), tolerance, and Pearson’s correlation 
coefficient. The multivariate linear regression model was used to 
assess the impacts of social demographic characteristics and clinical 
variables, illness perception, as well as social functioning on HRQoL 
among MHD patients.

FIGURE 1

Theoretical hypothesis model.
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3.6.2. Structural equation modeling analysis
The relationship between the latent factors in the hypothetical 

theoretical model was assessed through the SEM structural 
model. In the SEM, the maximum likelihood method was applied 
to determine the interrelationships and parameters among the 
variables. The bootstrap mediation effect test method was applied 
to inspect the mediating effects, set the sampling frequency to 
5,000 times, and set the confidence intervals (CI) to 95%. A 
mediating effect exists if the 95% CI contains no 0. Then, the fit 
relationship between the hypothetical model and the data was 
tested by calculation of the fit indices. Finally, the moderating 
effect of gender was tested using a multi-group structural 
equation model. When modeling structural equations, because of 
the large amount of items in the existing scale, if the original 
items are directly used for modeling, the model structure may 
be more complex, the fitting degree is poor, and the parameter 
estimation deviation is high (57). From the modeling perspective, 
it has been proved that the item wrapping method could stabilize 
parameter estimates and improve model fit; from the 
measurement perspective, the advantage is to enhance the 
commonality of indicators and reduce random errors (58). 
Therefore, this study used item wrapping to enhance the fit and 
accuracy of the model. BIPQ was converted into three item packs 
(I1, I2, and I3), and ten items of SDSS were also converted into 
three item packs (S1, S2, and S3). The Harman single-factor test 
was applied to assess the common deviation before data analysis, 
thereby enhance the rigor of the study. The findings indicated 
that there were 9 factors with characteristic roots were more than 
1, and the variation explained by the first factor was 24.13% (less 
than 40%), showing that there was no significant common.

4. Results

4.1. Participants’ demographic and 
disease-related characteristics

Three hundred thirty-two MHD patients (223 men and 99 women), 
with a mean age of 46.21 ± 9.49 years old, submitted complete questionnaires. 
Most of the patients were married (n = 251, 75.6%), living in cities and towns 
(n = 246, 74.1%), with medical insurance (n = 326, 98.2%), suffering from 3 
to 4 kinds of chronic comorbidities (n = 168, 50.6%), and regularly taking 3 
to 4 kinds of drugs (n = 179, 53.9%). 26.2% of participants had kidney 
disease due to hypertension. Regarding the duration of hemodialysis, 158 
participants (47.6%) had hemodialysis duration ranging from 12 to 
60 months. The frequency of dialysis was mainly 3 times a week, and the 
time of dialysis was mainly during daytime (Table 1).

Regarding the SES, the education level of the participants in the 
sample is mainly middle school (n = 134, 40.4%). For financial status, 
137 (41.3%) declared a household per capita monthly income of 
4,001–6,000 Renminbi (RMB) per month, which belongs to the 
middle income group in China. According to the criteria for 
occupational classification, the study divided occupations into five 
grades, of which 225 (67.8%) participants were casual workers, 
unemployed, or unskilled and agricultural working class (Table 2).

4.2. Descriptive statistics and normality of 
research variables

Significant differences existed between male and female patients 
on the means of SES and social functioning, and non-significant 

FIGURE 2

Flow chart of the study sample.
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differences on other variables. Considering that the absolute value of 
skewness for all studied variables ranged from 0.06–0.88, and the 
kurtosis ranged from 0.19–0.83, which indicated that the data conform 
to a multivariate normal distribution (Table 3).

4.3. Correlations of research variables

There were significant correlations between SES, illness perception, 
social functioning and HRQoL in young and middle-aged patients on 
MHD, which provided the prerequisites for the subsequent multiple 
mediated effects analysis (Table 4). The tolerance was between 0.57 to 
0.71, the VIF ranged from 1.40 to 1.76, and the correlation coefficient 
between variables was between −0.64 and 0.51, showing no significant 
multicollinearity between the measured variables.

4.4. Multivariate linear regression analysis 
of factors affecting the HRQoL of young 
and middle-aged MHD patients

The variables associated with HRQoL in the univariate 
analysis were included in the model. Multivariate stepwise linear 
regression analysis was performed with residence, dialysis time 
period, chronic comorbidities and number of long-term 
medications as control variables, while SES, illness perception, 
and social dysfunction as independent variables, and total SF-12 
score as a dependent variable, aiming to determine the predictive 
effect of HRQoL in young and middle-aged MHD patients 
(Table 5). The outcomes of the Model I indicated that residence 
(β = −3.78，p < 0.05) and comorbidities (β = −3.73，p < 0.01) 
demonstrated a notable negative predictive effect on HRQoL. In 
Model II, SES (β = 1.62, p < 0.01) significantly and positively 
predicted HRQoL, so H1 holds. Based on Model II, a significant 
negative effect on patients’ HRQoL was found in Model III with 
illness perception (β = −1.02, p < 0.01) as the independent 
variable. In Model IV, when participation in SES, illness 
perception and social dysfunction were entered into the 
regression equation simultaneously, the predictive effect of illness 
perception on HRQoL remained significant, and social 
dysfunction (β = −1.77, p < 0.01) also significantly and negatively 
predicted HRQoL. However, the positive predictive effect of SES 
on HRQoL was decreased and non-significant (β = 0.36, p>0.05), 
suggesting that illness perception and social functioning play a 
fully mediating role between SES and HRQoL. Furthermore, as 
shown in Table 5, Model IV had the largest adjusted R2 compared 
to the first three models, suggesting that SES, illness perception 
and social functioning together have greater explanatory power 
for HRQoL.

4.5. Mediation model construction

Based on Andersen’s behavioral model and the multilevel regression 
analysis outcomes previously demonstrated, the mediation model was 
constructed using AMOS 28.0 analysis software with SES as the 
antecedent variable, illness perception and social functioning as 

mediating variables, and HRQoL as the outcome variable. The 
correlations and effect paths of variables are presented in the final output 
model (Figure 3), justifying research hypotheses H2, H3, and H4. The 
fitted indicators of the model were χ2/df = 1.897<3, SRMR = 0.036 < 0.04, 
RMSEA = 0.052<0.08，CFI = 0.974>0.9, NFI = 0.948>0.9, TLI = 0.963>0.9, 
which met the criteria of excellent model fit.

4.6. Mediation model validation and effect 
analysis

As shown in Figure  3, the direct predictive effect of SES on 
HRQoL was not significant (p > 0.05) after bringing in the two 
intermediary variables: illness perception and social functioning; 
illness perception (β = −0.61, p < 0.001) and social dysfunction 
(β = −0.55, p < 0.001) each had a notable negative predictive effect on 
HRQoL, both consistent with the outcomes of multiple linear 
regression analysis. Besides, SES was an important negative predictor 
of illness perception (β = −0.54, p < 0.001) and social dysfunction 
(β = −0.57, p < 0.001). Social dysfunction was positively predicted by 
illness perception (β = 0.34, p = 0.003).

Table 6 shows the specifics of the direct and indirect associations 
between SES and HRQoL. SES had total and indirect effects as 0.79 
[95% CI (0.028, 0.985)] and 0.74 [95% CI (0.628, 1.391)], 
respectively, on HRQoL. The two specific mediating effects of illness 
perception and social dysfunction were both statistically significant, 
with the indirect effects of SES on HRQoL via illness perception and 
social dysfunction being 0.33 [95% CI (0.204, 0.494)] and 0.31 [95% 
CI (0.148, 0.570)], making up 41.06% and 38.91% of the total effect, 
respectively. The chain indirect effect of illness perception and 
social dysfunction was 0.10 [95% CI (0.040, 0.178)], making 
up 12.59% of the sum. The direct effect between SES and HRQoL 
was not statistically significant (p > 0.05).

4.7. Analysis of gender differences in 
mediation model

Gender was used as a moderating variable for the multi-group 
comparisons to test whether the multiple mediation model would 
be affected. First, the model was tested separately for the male and 
female patients samples and the results showed (see Table 7) that the 
model fit well for both male and female patients and could 
be compared across groups. Next, the unconstrained model (M0) and 
the model with equal structural weights (M1) were set and the results 
showed (see Table 7) that the two models M0 and M1 fit well with no 
significant difference between them (△χ2 = 11.506，△df = 6, 
p = 0.747>0.05), suggesting that gender cannot play a moderating role 
in the multiple mediation model.

5. Discussion

Based on Andersen’s behavioral model, we  examined a serial 
multiple mediation model with illness perception and social 
functioning in the association between SES and HRQoL. Specific 
findings and analyzes of the study are as follows.
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5.1. Current status of SES, illness 
perceptions, social functioning and HRQoL 
in young and middle-aged people with 
MHD

Compared with the domestic norm, the HRQoL scores of young 
and middle-aged MHD patients were lower in this study, which was 
consistent with previous study (59), suggesting that the HRQoL of 

young and middle-aged MHD patients was at a low level. The goal of 
MHD treatment is not only to improve the clinical symptoms of 
patients and prolong their survival time, but also to improve their 
QoL, which suggests that improving the HRQoL of patients is a long-
term exploration for medical professionals. In this study, young and 
middle-aged MHD patients’ SES was generally low-characterized by 
low educational attainment, lack of employment and heavy financial 
burden, which is consistent with the findings of Modi et al. (60). Due 

TABLE 1 Demographic and clinical characteristics of participants (N  =  332).

Variables Categories N (%) HRQoL Mean  ±  SD t/F

Gender Male 233 (70.2) 57.09 ± 12.49 0.15

Female 99 (29.8) 56.87 ± 12.00

Age (years) 18–44 121 (36.4) 58.68 ± 11.98 1.86

45–59 211 (63.6) 56.07 ± 12.45

Marital status Single 64 (19.3) 57.57 ± 12.65 0.70

Married 251 (75.6) 57.15 ± 12.08

Divorced 11 (3.3) 51.99 ± 15.42

Widowed 6 (1.8) 55.21 ± 14.71

Residence Towns 246 (74.1) 58.19 ± 12.44 2.96*

Rural 86 (25.9) 53.67 ± 11.41

Medical coverage Self-financed 3 (0.6) 45.31 ± 6.25 1.29

Resident health insurance 134 (40.4) 56.31 ± 12.59

Employee medical insurance 192 (57.8) 57.73 ± 12.06

Commercial insurance 3 (0.9) 55.21 ± 20.09

Duration of HD (months) 3 ~ 6 39 (11.7) 57.09 ± 13.19 0.49

6 ~ 12 39 (11.7) 56.25 ± 11.44

12 ~ 60 158 (47.6) 56.44 ± 12.67

≥60 96 (28.9) 58.27 ± 11.83

Dialysis frequency(times/week) <3 42 (12.7) 60.34 ± 11.62 1.87

≥3 290 (87.3) 56.54 ± 12.37

dialysis time period Daytime 283 (85.2) 56.45 ± 12.23 −2.05*

Evening 49 (14.8) 60.33 ± 12.54

Number of comorbidities 1 ~ 2 48 (14.5) 62.79 ± 11.27 10.89**

3 ~ 4 168 (50.6) 57.79 ± 11.97

≥5 116 (34.9) 53.52 ± 12.27

Number of medications 1 ~ 2 46 (13.9) 58.76 ± 11.33 2.54

3 ~ 4 179 (53.9) 57.86 ± 12.46

≥5 107 (32.2) 54.86 ± 12.34

Primary cause Glomerulonephritis 38 (11.4) 60.32 ± 11.75 2.80*

Diabetic nephropathy 56 (16.9) 51.53 ± 9.85

Hypertensive nephropathy 87 (26.2) 57.29 ± 13.65

Polycystic kidney 11 (3.3) 60.94 ± 10.80

Obstructive nephropathy 7 (2.1) 58.71 ± 11.30

Undetermined etiology 60 (18.1) 56.85 ± 12.36

Other 73 (22.0) 58.58 ± 12.03

HD, hemodialysis; HRQoL, health-related quality of life; SD, standard deviation. *p < 0.05, **p < 0.01.
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to frequent hemodialysis treatment and its associated symptoms (8), 
most hemodialysis patients quit their work or cut down their working 
hours after starting dialysis treatment, resulting in unfulfilled career 
goals, which greatly affects their QoL and personal development, and 
also places a heavy financial burden on their families and society, 
greatly reducing their SES. Therefore, medical professionals should 
focus on the low SES group of young and middle-aged MHD. The level 
of illness perceptions in young and middle-aged MHD patients was in 
the upper middle range, which is comparable to some results reported 
in the literature (61), but much higher than scores for other chronic 
diseases (62). Appropriate illness perceptions can promote a positive 
outlook on illness and its treatment, but excessive illness perceptions 
can lead to incorrect or negative perceptions of illness and treatment, 
and affect long-term QoL (63). This suggests that in the treatment of 
MHD, medical professionals should promptly assess patients’ illness 
perceptions, grasp their concerns and understanding of the illness, and 
enhance health education to reduce their negative perceptions. In 
addition, the current state of social functioning of young and middle-
aged MHD patients was not promising, and 68.6% of patients had 
varying degrees of social dysfunctions. The specific manifestations are 
decreased work and professional ability, social withdrawal, less social 
activities inside and outside the family, lack of interest and concern for 
the outside world, and lack of responsibility and planning. This may 
be due to the fact that dietary restrictions, various complications, and 
dependence on hemodialysis for survival have caused patients to 
position themselves in a patient role, both psychologically and 
physically, thus reducing their social participation and level of social 
engagement. A study has shown that good social functioning is vital 
to the physical and mental health of patients and the treatment of their 

illnesses (64). Therefore, improving social functioning of young and 
middle-aged MHD patients and enabling them to adapt to the life 
changes brought about by hemodialysis as soon as possible is 
important for improving long-term treatment and HRQoL.

5.2. The influence mechanism of SES on 
HRQoL

This study focused on the effect of SES on HRQoL and analyzed 
the internal mediating mechanism of illness perception and social 
functioning with residence, dialysis duration, and number of chronic 
comorbidities as well as long-term-medications as control variables. 
The findings suggested that SES has a significant positive influence 
on HRQoL of young and middle-aged MHD patients, which is 
consistent with previous findings that employment status, per capita 
household income, and literacy will affect HRQoL (19, 65). The 
Andersen’s behavioral model states that SES is an important factor 
affecting health outcomes for vulnerable groups (46). Multiple 
studies have shown that low SES in patients with MHD is consistently 
associated with impaired HRQoL (20, 66). SES is closely related to 
the degree of HRQoL in young and middle-aged MHD patients, but 
there are few studies on the internal mediating mechanism of SES on 
HRQoL. In this study, it was noteworthy that the direct predictive 
effect of SES on HRQoL was insignificant after introducing the two 
intermediary variables of illness perception and social functioning. 
These two intermediary variables could take effect separately or 
jointly, thus established the chain effect of SES → illness perception 
→ social functioning → HRQoL, which suggests that illness 

TABLE 2 SES characteristics of participants (N  =  332).

Variables Categories N(%) HRQoL Mean  ±  SD t/F

Occupation
Casual worker / Unemployed /Unskilled 

and agricultural working class
225 (67.8) 53.47 ± 11.50 20.96**

Workers / Self-employed / Skilled worker 47 (14.2) 60.67 ± 10.64

Grassroots managers /Service industry 

workers / General professional and 

technical staff

49 (14.8) 66.80 ± 8.81

Middle management / Middle-level 

professional and technical staff
8 (2.4) 72.27 ± 7.17

Senior management staff 3 (0.9) 66.15 ± 23.66

Monthly household income per 

capita(RMB)
<2,000 10 (3.0) 56.09 ± 12.14 8.71**

2,000–4,000 126 (38.0) 53.79 ± 12.44

4,001–6,000 137 (41.3) 57.32 ± 11.56

>6,000 59 (17.8) 63.37 ± 11.57

Education level Primary school and below 79 (23.8) 53.78 ± 12.05

Middle school 134 (40.4) 56.72 ± 13.02 4.22**

High school or secondary school 67 (20.2) 57.42 ± 10.78

Junior college 36 (10.8) 60.89 ± 11.50

≥College 16 (4.8) 65.23 ± 10.64

SES, socioeconomic status; HRQoL, health-related quality of life; SD, standard deviation; RMB, Renminbi. *p < 0.05, **p < 0.01. For monthly household income per capita, <2,000 represents 
the low income families, 2,000–4,000 represents the lower-middle income families, 4,001–6,000 represents the middle income families, >6,000 represents the high income families in China.
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perception and social functioning play a fully mediating role 
between SES and HRQoL, and this result also corroborates the 
existence of mediating modes in the effect of SES on an individual’s 
health (46).This result may suggest that improving the objective 
material basis alone does not improve HRQoL in young and middle-
aged MHD patients and that other individual factors influenced by 
SES (illness perception, social functioning) are more closely related 
to HRQoL.

5.3. Mediating effect of illness perception

The research results showed SES can affect the HRQoL of young 
and middle-aged MHD patients through a separate mediating effect 
of illness perception. This result supports the view of the Andersen’s 
behavioral model that the propensity trait of SES needs to interact 
with positive resources within the individual to have an impact on 
HRQoL in young and middle-aged MHD patients. Illness perception 
reflects the psychological representation of MHD patients toward the 
disease, and affects the patients’ cognition and coping behavior toward 
the disease. The findings that illness perception has a direct effect on 
HRQoL and that other factors are indirectly related to HRQoL 
through the mediation of illness perception is consistent with the 
results of another study (67) and confirms H2 of this study. Reserve 
capacity Model also states that groups with low SES experience more 
stress from internal and external sources, which depletes their own 
psychosocial resources, therefore leads to more negative emotions and 
impairs QoL (68). The more negative illness perceptions among 
hemodialysis patients of lower SES, the lower the overall HRQoL 

score, a finding consistent with data from the study reported by Chen 
et al. (36). Patients of low SES tend to perceive more severe disease 
outcomes, believe their disease will last longer, have more symptoms 
and more emotional reactions because of their disease, and conversely, 
those of higher SES have stronger beliefs about disease status control 
and better disease understanding (34). This may be due to differences 
in SES affect patients’ ways of thinking, interpersonal skills and 
resilience to stress, as well as their perception and acceptance of the 
facts of the illness, such that individuals may have positive illness 
perceptions (seeking relevant information, coping positively, 
increasing confidence, etc.) or negative illness perceptions (avoidance, 
denial, negative emotions, etc.) for the same health problem, which 
could bring positive or negative influence to their health outcomes, 
respectively.

5.4. Mediating effect of social functioning

Social functioning is also a mediating variable between SES and 
HRQoL, which confirms H3. Social Cognitive Theory states that social 
class shapes the environment in which individuals live, causing them 
to develop a social cognitive style appropriate to their class, and that 
this stable social cognitive style in turn influences their psychological 
and behavioral responses (69). As a result, there are significant 
differences in the social cognitive styles and behaviors of individuals 
of different SES (70). However, the relationship between 
sociodemographic factors and social functioning remains inconsistent 
and still needs further verification. In this study, the higher the SES of 
the patients, the lower the likelihood of social dysfunctions and the 
higher their level of HRQoL, which supports the Andersen’s behavioral 
model that population characteristics (SES) can influence health 
outcomes (HRQoL) through the mediation of health behaviors 
(social functioning).

Sound social functioning is an objective reflection of an 
individual’s QoL; and defective social functioning can lead to disorder 
in the individual’s social function and social behavior dysfunction 
(71). Enabling people with MHD to function and behave socially in 
accordance with their role in society can help build confidence in 
overcoming their illness and is essential to improving their QoL (33).
Thus, social functioning becomes one of the intermediate mechanisms 
linking SES and HRQoL, i.e., differences in SES can lead to inequalities 
in HRQoL through social functioning.

TABLE 3 Descriptive statistics of study variables (N  =  332).

Variables Mean  ±  SD Male 
(Mean  ±  SD)

Female 
(Mean  ±  SD)

t Skewness Kurtosis

Population characteristic

SES 0.05 ± 3.03 0.29 ± 3.07 −0.50 ± 2.85 2.19* 0.88 0.62

Health behaviours

Illness perception 51.71 ± 5.85 51.58 ± 5.72 52.00 ± 6.17 −0.59 −0.06 −0.19

Social functioning 3.64 ± 2.93 3.44 ± 2.96 4.13 ± 2.80 −1.98* 0.46 −0.83

Health outcome

HRQoL 57.02 ± 2.93 57.09 ± 12.49 56.87 ± 11.99 0.15 0.12 −0.78

SES, socioeconomic status; HRQoL, health-related quality of life; SD, standard deviation. *p < 0.05.

TABLE 4 Correlation analysis between SES, illness perception, social 
functioning and HRQoL (N  =  332).

Variables 1 2 3 4 Tolerance VIF

1.SES 1 0.62 1.64

2.Illness 

perception
−0.36** 1 0.71 1.40

3.Social 

functioning
−0.55** 0.51** 1 0.57 1.76

4. HRQoL 0.44** −0.59** −0.64** 1 - -

SES, socioeconomic status; HRQoL, health-related quality of life; VIF, variance inflation 
factor. **p < 0.01.
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5.5. The chain intermediary of illness 
perception and social functioning

This study showed that SES has an impact on HRQoL of young and 
middle-aged MHD patients through the chain intermediary effect of 
illness perception and social functioning, so H4 of this study was 
confirmed. The result suggested that SES directly affects patients’ 
cognitive and emotional responses to illness, and that individuals with 
lower levels of SES have lower reasoning and cognitive control and are 
more likely to develop negative illness perceptions, leading to socially 
deficient behaviors and consequently impaired HRQoL, which mirrors 
the theoretical view of the Andersen’s behavioral model. Heavy family 
and social roles taken on by middle-aged youth. Once young and 
middle-aged people suffer from chronic diseases, in the face of multiple 
blows of disease torture and psychological trauma as well as economic 
pressure, the low SES patient group is more likely to cause emotional 
and cognitive behavioral abnormalities toward the disease, thus 
inducing negative emotions in patients and affecting their social 
participation (72). Meanwhile, altered physiological functions and 
partial physical deficits can lead to abnormal social roles and negative 
attitudes that inhibit behavior and expression in social interactions, 
thus preventing a successful return to the family and society and 
resulting in social dysfunction (64). Social dysfunction will lead to the 
formation of patients’ negative values and the aggravation of social 
behavior withdrawal, which will also affect the patient’s disease 
outcome, cause huge wealth loss to the family and society, increase the 

economic burden on the family and society, and make health-related 
diseases worse. Quality of life is severely impaired (73). Current 
research has identified that people with higher SES tend to cope with 
stress and regulate their emotions better, and that these strengths 
further contribute to their behavior and mindset in everyday life and 
to their physical health (34). Therefore, simultaneous interventions on 
illness perception and social functioning in young and middle-aged 
MHD patients are more conducive to HRQoL improvement.

5.6. The moderating role of gender

Although this study found significant gender differences in SES 
and social functioning in patients, there were no significant gender 
differences in the mediating role of illness perception and social 
functioning between patients’ SES and HRQoL, suggesting that gender 
does not have a significant moderating role in this multiple mediation 
model and that the mediating mechanism between SES and HRQoL 
is intrinsically similar between patients of different genders.

In conclusion, although there are characteristics of SES that cannot 
be easily changed, medical staff can pay close attention to the psychological 
resources of young and middle-aged MHD patients. According to positive 
psychology, to guide patients to correctly understand the disease, 
eliminate negative emotions, enhance the sense of belief in disease 
treatment, and promote patients to actively adapt to social roles and 
re-engage in social life, thus improving their HRQoL.

TABLE 5 Multivariate linear regression analysis of factors affecting the HRQoL (N  =  332).

Model Variables β SD Standardized β F value Adjust R2

Model I Residence −3.78* 1.50 −0.13 8.16** 0.08

Dialysis time period 2.77 1.85 0.08

Number of comorbidities −3.73** 1.01 −0.20

Number of medications −1.55 1.02 −0.08

Model II Residence −0.37 1.47 −0.01 17.88** 0.20

Dialysis time period 1.10 1.74 0.03

Number of comorbidities −1.80 0.98 −0.10

Number of medications −1.78 0.95 −0.10

SES 1.62** 0.23 0.40

Model III Residence 0.28 1.28 0.01 38.35** 0.40

Dialysis time period 1.78 1.51 0.05

Number of comorbidities −0.50 0.85 −0.03

Number of medications −1.23 0.82 −0.07

SES 1.02** 0.20 0.25

Illness perception −1.02** 0.10 −0.49

Model IV Residence 0.16 1.16 0.01 49.07** 0.50

Dialysis time period 0.29 1.39 0.01

Number of comorbidities 0.11 0.78 0.01

Number of medications −1.49* 0.75 −0.08

SES 0.36 0.20 0.09

Illness perception −0.71** 0.10 −0.34

Social functioning −1.77** 0.21 −0.42

HRQoL, health-related quality of life; SD, standard deviation; SES, socioeconomic status. *p < 0.05, **p < 0.01.
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5.7. Implications for practice

The results of the present study suggest that that SES positively 
predicts HRQoL through the multiple mediating effects of illness 
perception and social functioning, i.e., higher SES predicts positive illness 
perception and good social functioning, thus contributing to the 
maintenance of good HRQoL, which provides a scientific and theoretical 
basis for developing medical care interventions to maintain or improve 
patients’ HRQoL from multiple perspectives. Specifically, nurses should 
encourage young and middle-aged MHD patients to return to work, and 
can promote the recovery of patients’ working ability by carrying out 
health education on MHD and work, formulating targeted vocational 

rehabilitation programs and conducting relevant vocational skills training, 
so as to improve their SES. The findings suggest that illness perception 
and social functioning play multiple mediating roles in SES affecting 
HRQoL, nurses should appropriately assess and monitor patients’ illness 
perception and social functioning and give timely and targeted 
interventions. Nursing interventions are of vital importance in shaping a 
patient’s illness perception (74). Pre-dialysis care should be enhanced by 
combining motivational interviewing with psycho-behavioral 
interventions, health education care and collaborative care models to 
reduce patients’ negative illness perceptions. During long term dialysis 
treatments, positive illness perceptions of patient can be built up through 
group management health education, patient exchange meetings, hope 

FIGURE 3

The final SEM model.

TABLE 6 Direct and indirect effects of SES and HRQoL.

Path Effect SD LLCI ULCI Relative mediation 
effect (%)

Direct effects SES-HRQoL 0.06 0.17 −0.320 0.363 7.43

Indirect effects

SES-IP-HRQoL 0.33** 0.08 0.204 0.494 41.06

SES-SD-HRQoL 0.31** 0.11 0.148 0.570 38.91

SES-IP-SD-HRQoL 0.10* 0.04 0.040 0.178 12.59

Total indirect effects 0.74** 0.15 0.628 1.391 92.57

Total effects 0.79** 0.09 0.028 0.985 —

HRQoL, health-related quality of life; SES, socioeconomic status; IP, illness perception; SD, social dysfunction; SD, standard deviation; LLCI, lower limit confidence intervals; ULCI, upper 
limit confidence intervals. *p < 0.01, **p < 0.001.
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therapy, etc. and reinforced by practice in daily life. Therefore, nurses 
should enhance pre-dialysis care for patients by combining motivational 
interviewing with psycho-behavioral interventions, knowledge, belief and 
practice health education care and collaborative care models to reduce 
patients’ negative illness perceptions. During long term dialysis 
treatments, positive illness perceptions of patient can be built up through 
group management health education, patient exchange meetings, hope 
therapy, etc. and reinforced by practice in daily life. At the same time, 
nurses should develop and implement a comprehensive and dynamic care 
strategy for young and middle-aged MHD patients with social 
dysfunction to help them adapt well to the role change and promote the 
recovery of social function. Young and middle-aged MHD patients 
should not only actively participate in social activities, establish normal 
interpersonal and harmonious family relationships, and engage in work 
that is within their capacity, but also actively communicate with healthcare 
professionals to improve their overall understanding of the disease and 
take the initiative to reshape a positive and healthy way of thinking so as 
to improve their HRQoL.

5.8. Limitations

There are certain theoretical and practical implications of this 
study, but there are also some limitations. First, we cannot directly 
derive causal relationships from the cross-sectional design. Therefore, 
a longitudinal study design would be ideal to examine the complex 
dynamic effects of SES, illness perception, and social functioning on 
HRQoL. Second, this study used convenience sampling and self-
reporting methods to collect data, which may lead to selection bias and 
reporting bias, therefore, the results of this study need to be applied 
with caution. In the future, data collection should combine with self-
evaluation and others’ evaluation, and sampling methods can also 
be changed to validate the findings of this study. Thirdly, as there are 
many factors affecting the explanatory variables, and the SES analyzed 
in this study is only one aspect affecting patients’ HRQoL, the multiple 
mediator model developed is not the only mediator model, therefore 
there are many other explanatory and mediator variables that deserve 
to be tested in the future. Fourthly, SES was measured only based on 
the types of occupation, education level, and economic income in this 
study. More indices of SES should be used in future studies.

6. Conclusion

In summary, based on Andersen’s behavioral model, 
we constructed a model of the intrinsic mechanism of action between 
SES and HRQoL in young and middle-aged MHD patients, which 

provided a reference for explaining and intervening the effect of SES 
on HRQoL. Considering the important role of illness perception and 
social functioning in the SES-HRQoL linkage, clinical nurses should 
intervene in health differences due to SES in terms of illness perception 
and social functioning to assist in enhancing HRQoL levels in young 
and middle-aged MHD patients.
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Objective: This research dealt with investigating and measuring the contribution 
of the factors that impact depression in older adults living alone vs. those living 
with others (hereafter referred to as “not alone”) in China.

Design: This investigation adopts a cross-sectional research design. The dataset 
employed for this study comprises data from 2018 the Chinese Longitudinal 
Health Longevity Survey (CLHLS).

Setting: The research involved data sourced from China, specifically from 23 of 
its provinces. From the 8th CLHLS, 12,197 older adults were selected who met the 
study requirements.

Measures: Binary logistic regression models were established to delve into 
the primary factors impacting the depressive symptoms of the individuals. 
Furthermore, Fairlie models were employed to assess these factors between 
older adults living alone and those not living alone. This approach facilitated an 
in-depth analysis of their respective contributions.

Results: It was observed that the demographic of Chinese older adults exhibited 
depressive symptoms at a rate of 11.92%. Older adults who resided alone (15.76%) 
exhibited a higher prevalence of depressive symptoms in comparison to their 
counterparts living in not-alone settings (11.15%). Employing Fairlie decomposition 
analysis, it was determined that this observed disparity in depressive symptoms, 
amounting to 55.33% of the overall difference, could be primarily attributed to 
distinct factors. This encompassed variance in marital status (20.55%), years of 
school (4.63%), self-reported local income status (7.25%), self-reported sleep 
status (17.56%), and self-reported health status (4.24%).

Conclusion: The resulting data indicated that depressive symptoms exhibited an 
elevated prevalence in older adults living alone than in those living not alone. This 
discrepancy was predominantly attributed to variance in socioeconomic marital 
status, years of school, self-reported local income status, self-reported sleep 
status, and self-reported health status by living alone vs. not alone. Mitigating 
these influential factors could help develop targeted and meticulous intervention 
strategies, precisely tailored to improve the mental well-being of older adults at 
high risk.
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1. Introduction

Depression is a mood disorder that causes a persistent feeling of 
sadness and loss of interest. The common features of all the depressive 
disorders are sadness, emptiness, or irritable mood, accompanied by 
somatic and cognitive changes that significantly affect the individual’s 
capacity to function (1, 2). Because of false perceptions, nearly 60% of 
people with depression do not seek medical help and depression exerts 
a negative influence on the quality of life experienced by older adults 
(2). It primarily impacts older adults who are afflicted with chronic 
medical conditions and cognitive impairment. This condition 
precipitates personal distress, familial discord, and functional 
impairment, exacerbating the prognosis of various illnesses like 
diabetes, autoimmune disorders like rheumatoid arthritis, lupus, and 
cardiovascular diseases like coronary heart disease, hypertension 
(HTN), obesity, physiological aging, cancer, poor hearing, and poor 
health and heightening mortality rates (3, 4). Furthermore, it catalyzes 
suicidal tendencies, culminating in adverse health ramifications that 
result in a considerable burden on both families and society at 
large (5, 6).

Due to the accelerated process of global aging, the global 
population of older adults surpassed the 1 billion mark in 2021, 
constituting approximately 13.5% of the global populace. As projected 
by the World Health Organization, by the year 2030, an estimated one 
in six individuals will be  age 60 years or older, underscoring the 
escalating significance of this demographic shift (7). As the country 
that long had the largest population worldwide, but is now the second 
largest and shrinking, China is facing an especially serious problem 
of an aging population. As per the findings of the seventh National 
Census conducted in 2021, the cohort of individuals aged 60 years 
and above within China has reached a substantial count of 260 
million, comprising 18.7% of the entire population. Within this 
segment, individuals aged 65 years and above constitute 190 million 
individuals, equivalent to 13.5% of the total population (8). 
Projections indicate that the proportion of older adults aged 65 and 
above in the overall population will reach about 26.9% by the year 
2050 (9).

Additionally, the implementation of the family planning policy in 
China has led to drastic declines in fertility, distinct from the 
demographic changes even in other countries with fertility declines 
over the past three decades. The 4 (older adults)–2 (a young or 
middle-aged couple)–1 (a child) family structure has become 
mainstream (10). Simultaneously, within contemporary society, adult 
children increasingly seek autonomy and their own personal “free 
space.” This trend has contributed to the erosion of the traditional 
family model characterized by multi-generational cohabitation 
involving three or even four generations. The functioning of family 
older-adult care is weakening and shifting to social eldercare services. 
In China, where cultural norms emphasize family structure and 
collective values, the family has traditionally served as a vital support 
system for older adults. As their spouses, cohabitants, or important 
friends die, the issue of older adults living alone has become a social 
concern and has garnered significant attention (11).

Are there differences in depressive symptoms between older 
adults living alone and not alone? Numerous investigations have 
established a robust correlation between loneliness in old age and 
the occurrence of depression (11, 12). A comprehensive review 
systematically elaborates on living alone may predispose individuals 
to an elevated susceptibility to psychiatric conditions such as 

depression, alcohol abuse, sleep disorders, personality disorders, 
and Alzheimer’s disease (4). One approach to preventing depression 
in older adults living alone is to identify factors distinguished from 
older adults living not alone. The factors may include sex, self-
perceived financial status, marital status, educational level, living 
status, self-reported health status (SRH), quality of social 
relationships, smoking, and alcohol consumption (13–18). 
Therefore, we must explore the importance and contribution level 
of each factor between living alone and not alone, which will help 
us develop targeted measures to reduce depression in older adults 
living alone.

So further assessment of the elements that result in heightened 
depression in older adults living alone in comparison with those 
living with others (hereafter referred to as “not alone”) must 
be executed. Furthermore, this research attempted to establish a 
foundation for the formulation of effective policies aimed at 
managing the levels of depressive symptoms experienced by older 
adults. Therefore, the variance between older adults (aged 65+) 
living alone and those cohabitating was examined in China. To 
achieve this, the Chinese Longitudinal Health Longevity Survey 
(CLHLS) dataset was utilized. Initially, the study delved into the 
degree to which sociodemographic characteristics, personal lifestyle 
choices, and health statuses accounted for the variations in 
depressive symptoms among Chinese older adults living alone and 
not alone.

2. Methods

2.1. Data sources

The data were retrieved from the 8th CLHLS (PKU Center  
for Healthy Aging and Development, 2020). Detailed  
information regarding the sources and design of the datasets can 
be  accessed at https://opendata.pku.edu.cn/dataset.
xhtml?persistentId=doi:10.18170/DVN/ WBO7LK (Accessed July 22, 
2023). The CLHLS was executed by the Center for Healthy Ageing and 
Development Studies/National Development Research Institute of 
Peking University and was subjected to approval by the Ethics 
Committee of Peking University (No. IRB00001052-13074). The 
survey comprehensively spanned 23 of the provinces, encompassing 
approximately two-thirds of the geographical expanse of China. The 
focal demographic comprised individuals aged 65 years and above. 
The methodology involved two distinct questionnaires: one aimed at 
respondents who were alive and another tailored for family members 
of deceased older adults. The 8th iteration of the CLHLS took place 
from 2017 to 2018, involving interviews with a total of 15,874 older 
adults. We  selected the participants who completed the full 
10-question version of the Center for Epidemiology Studies 
Depression (CES-D) questionnaire were selected. The exclusion 
criteria encompassed individuals below the age of 65, as well as those 
who had not responded to measurements relating to depressive 
symptoms, demographic and sociological characteristics, personal 
lifestyle choices, or health status indicators. Finally, 12,197 respondents 
were selected for this study (Figure 1). Ultimately, including 2029 and 
10,148 older adults living alone and not alone, respectively. The 
process utilized for the exclusion of non-relevant individuals is 
depicted in Figure 1.
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2.2. Depressive symptoms

The CES-D has been widely used as a practical depression 
screening tool by previous studies targeting older adults in China 
(19–21). In the 8th CLHLS, the CES-D-10 scale comprises 10 specific 
items such as “I was bothered by things that usually do not bother me,” 
“I did not feel like eating; my appetite was poor,” to comprehensive 
evaluation of the responders’ depression status. The response options 
for each item range from 0 (none of the time or rarely) to 3 (most or all 
the time) on the questionnaire. Higher scores represent more severe 
depressive symptom. The questionnaire was centered on assessing 
depressive symptoms within the context of the past week. In the same 
way that multiple previous studies defined a score of 10 as a threshold 
score, participants with a score greater than or equal to 10 were 
defined as experiencing depressive symptoms (20, 22). Although 
scoring above a 10 does not directly correlate with a formal diagnosis, 
it does indicate a need for direct clinical assessment (22).

2.3. Group variables

Respondents were classified as alone or not alone based on whether 
they cohabited with family or spouse during the survey duration.

2.4. Covariates

The reliability of the acquired data was enhanced further by 
accounting for multiple potential confounding factors. To acquire 

comprehensive factors spanning sociological attributes, 
demographic characteristics, sociological characteristics, personal 
lifestyle and health status were drawn from existing studies on 
depressive symptoms.

2.4.1. Demographic characteristics
Age was classified as <70 years, 70–79 years, 80–89 years, 

90–99 years, or > =100 years. The residence mainly included city, 
town, or rural. BMI was calculated by dividing weight (kg) by 
the square of height (m) and was divided into four categories: 
<18.5, 18.5–23.9, 24.0–27.9, and > =28.0. Education level was 
classified according to time in school as 0 years, 1–6 years, 
and ≥ 7 years.

2.4.2. Sociological characteristics
Marital status included married and living with spouse, widowed, 

and others (including married but not living with a spouse, divorced, 
and never married). Self-reported local income status was divided into 
three categories: poor, average, and rich.

2.4.3. Personal lifestyle
Personal lifestyle included smoking, drinking, exercise, and self-

reported sleep status. Smoking, drinking, and exercise were 
categorized as “Yes” or “No” based on the responses to specific 
questions. Specifically, questions like “Do you currently drink alcohol,” 
“Do you presently smoke?” and “Do you do regular exercises?” Self-
reported sleep status was based on the question “What do you think 
of your recent sleep situation?” and classified as Poor, Average, 
and Rich.

FIGURE 1

Flowchart of participants.
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2.4.4. Health status
Health status included SRH, hypertension, heart disease, diabetes, 

and stroke. The assessment of SRH was contingent on the answer to 
the question “How do you rate your current health?” This was followed 
by the categorization of the resulting data as average (so-so), good 
(good or very good), and poor (bad or very bad). We carefully asked 
each person about the four types of chronic diseases—hypertension, 
heart disease, diabetes, and stroke—and each item was categorized as 
“Yes” or “No.”

2.5. Statistical analyses

Demographic and sociological characteristics, personal lifestyle 
choices, and health statuses were investigated using descriptive 
statistics. The distribution patterns of depressive symptoms among 
older adults living alone and those living in not-alone arrangements 
were analyzed using the chi-squared test. Subsequently, the binary 
logistic regression model was applied to assess the primary influencers 
of depressive symptoms within the contexts of both living conditions. 
These statistical analyses were executed utilizing SPSS 21.0 software. 
To further investigate the dynamics influencing and contributing to 
the divergence in depressive symptoms between older adults living 
alone and those cohabitating, the Fairlie model was employed. 
However, for the missing data of covariates, we used the multiple-
imputation mothed to simulate, with each variable supplemented 
10 times.

The software Stata MP16.0 was utilized for the assessment of data. 
The level of statistical significance was defined as 0.05.

2.5.1. Fairlie decomposition analysis
Given that the dependent variable takes on two distinct values (a 

dichotomous variable), the Fairlie nonlinear decomposition approach 
was applied. This methodology allowed the decomposition of the 
variations in depressive symptoms by attributing them to different 
contributing factors. More details are provided in our previous studies 
(23, 24).

3. Results

3.1. Respondents’ general data

In total, this research involved 12,197 individuals. The outcomes 
of the descriptive statistical analyses for the older adults living alone 
and not alone in China are illustrated in Table 1. The resulting data 
indicated that 11.92% of these aged people had experienced 
depressive symptoms, while 88.08% had none. An elevated 
proportion of older adults living alone (15.76%) had experienced 
depressive symptoms in contrast to those living not alone (11.15%) 
(p < 0.001). The resulting data of a chi-squared test depicted variance 
in the distribution of the 10 covariates across the two living 
conditions. These encompassed: age, residence, sex, BMI, marital 
status, education level, self-reported local income status, self-reported 
sleep status, diabetes, and stroke.

3.2. Comparison of variable distribution 
across depressive symptoms

The distribution of covariates was assessed across older adults 
living alone and those living with someone else with different 
depressive symptoms. The data are depicted in Table 2. The resulting 
data demonstrated that certain covariates exhibited dissimilar 
distribution patterns among older adults with and without depressive 
symptoms. These divergent characteristics were evident in the 
variables of sex, self-reported sleep status, self-reported health status, 
diabetes, and stroke.

3.3. Logistic model results

Table 3 reveals the resulting data of the logistic model calculations 
for depressive symptoms by older adults living alone or not alone in 
China. Among older adults living alone, age (70–79, OR = 0.352, 
95%CI = 0.171–0.722, 80–89:OR = 0.482, 95%CI = 0.240–0.966; 
90–99:OR = 0.420, 95%CI = 0.198–0.893), self-reported local income 
status (average: OR = 0.016; 95%CI = 0.374–0.904), self-reported sleep 
status (good: OR = 0.262; 95%CI = 0.161–0.425), and SRH (good: 
OR = 0.297; 95%CI = 0.186–0.472) were noted to act as protective 
factors. In contrast, self-reported sleep status (bad: OR = 2.613; 
95%CI = 1.762–3.874) and SRH (bad: OR = 2.723, 95%CI = 1.781–
4.161) were noted to function as risk factors for depressive symptoms. 
Among older adults living not alone, education level (≥7: OR = 0.639, 
95%CI = 0.477–0.856), self-reported local income status (average: 
OR = 0.406, 95%CI = 0.323–0.511; rich: OR = 0.319, 95%CI = 0.234–
0.436), exercise (yes: OR = 0.687-95%CI = 0.563, 0.838), self-reported 
sleep status (good: OR = 0.396, 95%CI = 0.321–0.489), and SRH 
(good: OR = 0.524, 95%CI = 0.423–0.650) were protective factors, and 
marital status (widowed: OR = 1.382, 95%CI = 1.109–1.720), self-
reported sleep status (bad: OR = 2.462, 95%CI = 2.015–3.010), SRH 
(bad, OR = 2.557, 95%CI = 2.080–3.143), and diabetes (yes: 
OR = 1.304, 95%CI = 1.011–1.682) were risk factors for 
depressive symptoms.

Hence, the differences in depressive symptoms observed 
between individuals living alone and those in not-alone 
arrangements in China can be attributed to 3 primary areas. First, 
age (70–79: OR = 0.352, 95%CI = 0.171–0.722; 80–89:OR = 0.482, 
95%CI = 0.240–0.966; 90–99:OR = 0.420, 95%CI = 0.198–0.893) was 
a protective factor only in older adults living alone. Second, 
education level (≥7: OR = 0.639, 95%CI = 0.477–0.856), self-
reported local income status (rich: OR = 0.319, 95%CI = 0.234–
0.436), and (yes: OR = 0.687-95%CI = 0.563, 0.838) were observed 
to be protective factors only in older adults living not alone. Third, 
marital status (widowed, OR = 1.382) and diabetes (yes, OR = 1.304) 
were risk factors only in older adults living not alone.

3.4. Fairlie decomposition analysis results

Table 4 depicts the resulting data of the decomposition model 
of the variation in depressive symptoms across older adults living 
alone and not alone in China. The results showed that 55.33% of 
the difference in depressive symptoms was owing to observed 
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TABLE 1 Basic information of participants.

Variables Alone [n (%)] Not alone [n (%)] c2 P

CES-D 10 34.636 <0.001

<10 1,726 (84.24) 9,017 (88.85)

310 323 (15.76) 1,131 (11.15)

Age (years) 208.752 <0.001

<70 126 (6.15) 1,302 (12.83)

70–79 512 (24.99) 2,945 (29.02)

80–89 781 (38.12) 2,618 (25.80)

90–99 469 (22.89) 2,002 (19.73)

3100 161 (7.86) 1,281 (12.62)

Residence 37.464 <0.001

City 376 (18.35) 2,493 (24.57)

Town 704 (34.36) 3,313 (32.65)

Rural 969 (47.29) 4,342 (42.79)

Sex 58.160 <0.001

Female 1,267 (61.84) 5,263 (51.86)

Male 782 (38.16) 4,885 (48.14)

BMI (kg/m2) 8.383 0.039

18.5–23.9 1,048 (51.15) 4,990 (49.17)

<18.5 306 (14.93) 1,414 (13.93)

24.0–27.9 451 (22.01) 2,490 (24.54)

328.0 186 (9.08) 828 (8.16)

Missing 58 (2.83) 426 (4.20)

Marital status

Married and living with a spouse 114 (5.56) 5,288 (52.11) <0.001

Widowed 1,771 (86.43) 4,530 (44.64)

Other 145 (7.08) 227 (2.24)

Missing 19 (0.93) 103 (1.01)

education level 78.619 <0.001

0 913 (44.56) 3,741 (36.86)

1–6 559 (27.28) 3,048 (30.04)

37 256 (12.49) 1,995 (19.66)

Missing 321 (15.67) 1,364 (13.44)

Self-reported local income status 70.116 <0.001

Poor 277 (13.52) 906 (8.93)

General 1,426 (69.59) 6,971 (68.69)

Rich 315 (15.37) 2,197 (21.65)

Missing 31 (1.51) 74 (0.73)

Smoking 0.175 0.676

No 1,705 (83.21) 8,425 (83.02)

Yes 321 (15.67) 1,631 (16.07)

Missing 23 (1.12) 92 (0.91)

Drinking 0.015 0.901

No 1,710 (83.46) 8,451 (83.28)

Yes 309 (15.08) 1,540 (15.18)

(Continued)
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factors, whereas 44.67% was owing to factors involving living alone 
and not alone and other unobserved factors. To ensure the 
robustness Fairlie model, a multiple-impute model was established 
for supplementary analysis (supplement Table S1). Among the 
observed factors, specific elements played a remarkable role in 
explaining the differences in depressive symptoms (p < 0.05). These 
factors included marital status (20.55%), education level (4.63%), 
self-reported local income status (7.25%), self-reported sleep status 
(17.56%), and SRH (4.24%).

4. Discussion

This research delved into the relationship between specific factors 
(e.g., demographic characteristics, sociological characteristics, and 

health status) and depressive symptoms among older adults living 
alone and not alone in China. Additionally, the study quantified the 
degree to which these factors contributed to the discernible variations 
in depressive symptoms among older adults. This investigation 
substantiated the presence of remarkable differences in depressive 
symptoms between older adults living alone and those cohabitating in 
not-alone arrangements within China.

This study showed that the prevalence of depressive symptoms 
among Chinese older adults (age ≥ 65) was 11.92%. Notably, this 
prevalence was considerably lower than that reported in a meta-
analysis which indicated a prevalence of approximately 23.6% for 
depressive symptoms among Chinese older adults aged over 60 
(25). The prevalence was recorded to be higher among older adults 
living alone (15.76%) than among older adults living not alone 
(11.15%), which was aligned with the data acquired through prior 

TABLE 1 (Continued)

Variables Alone [n (%)] Not alone [n (%)] c2 P

Missing 30 (1.46) 157 (1.55)

Exercise 1.850 0.174

No 1,343 (65.54) 6,528 (64.33)

Yes 669 (32.65) 3,489 (34.38)

Missing 37 (1.81) 131 (1.29)

Self-reported sleep status 24.893 <0.001

General 685 (33.43) 3,216 (31.69)

Bad 367 (17.91) 1,458 (14.37)

Good 997 (48.66) 5,474 (53.94)

SRH 3.787 0.151

General 821 (40.07) 3,871 (38.15)

Bad 277 (13.52) 1,328 (13.09)

Good 951 (46.41) 4,946 (48.74)

Missing 0 3 (0.03)

Hypertension 0.802 0.371

No 1,029 (50.22) 5,210 (51.34)

Yes 882 (43.05) 4,269 (42.07)

Missing 138 (6.73) 669 (6.59)

Heart disease 0.004 0.948

No 1,485 (72.47) 7,428 (73.20)

Yes 343 (16.74) 1,723 (16.98)

Missing 221 (10.79) 997 (9.82)

Diabetes 4.909 0.027

No 1,644 (80.23) 8,069 (79.51)

Yes 177 (8.64) 1,050 (10.35)

Missing 228 (11.13) 1,029 (10.14)

Stroke 8.195 0.004

No 1,642 (80.14) 7,998 (78.81)

Yes 175 (8.54) 1,094 (10.78)

Missing 232 (11.32) 1,056 (10.41)
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TABLE 2 Alone vs. not alone older adults differential in depression symptoms and non-depressive symptoms by selected background characteristics.

Variables Non–depression symptoms Depression symptoms

Alone [n (%)] Not alone [n 
(%)]

P Alone [n (%)] Not alone [n 
(%)]

P

Age (years) <0.001 <0.001

<70 103 (5.97) 1,181 (13.10) 23 (7.12) 121 (10.70)

70–79 443 (25.67) 2,637 (29.24) 69 (21.36) 308 (27.23)

80–89 646 (37.43) 2,320 (25.73) 135 (41.80) 298 (26.35)

90–99 401 (23.23) 1,762 (19.54) 68 (21.05) 240 (21.22)

3100 133 (7.71) 1,117 (12.39) 28 (8.67) 164 (14.50)

Residence <0.001 <0.001

City 341 (19.76) 2,247 (24.92) 35 (10.84) 246 (21.75)

Town 580 (33.60) 2,915 (32.33) 124 (38.39) 398 (35.19)

Rural 805 (46.64) 3,855 (42.75) 164 (50.77) 487 (43.06)

Sex <0.001 0.055

Female 1,046 (60.60) 4,555 (50.52) 221 (68.42) 708 (62.60)

Male 680 (39.40) 4,462 (49.48) 102 (31.58) 423 (37.40)

BMI (kg/m2) 0.274 0.137

18.5–23.9 883 (51.16) 4,463 (49.50) 165 (51.08) 527 (46.60)

<18.5 239 (13.85) 1,205 (13.36) 67 (20.74) 209 (18.48)

24.0–27.9 400 (23.17) 2,257 (25.03) 51 (15.79) 233 (20.60)

328.0 156 (9.04) 746 (8.27) 30 (9.29) 82 (7.25)

Missing 48 (2.78) 346 (3.84) 10 (3.10) 80 (7.07)

Marital status <0.001 <0.001

Married and living with a 

spouse 96 (5.56) 4,800 (53.23) 18 (5.57) 488 (43.15)

Widowed 1,491 (86.38) 3,922 (43.50) 280 (86.69) 608 (53.76)

Other 124 (7.18) 201 (2.23) 21 (6.50) 26 (2.30)

Missing 15 (0.87) 94 (1.04) 4 (1.24) 9 (0.80)

Education level <0.001 0.005

0 747 (43.28) 3,198 (35.47) 166 (51.39) 543 (48.01)

1–6 471 (27.29) 2,752 (30.52) 88 (27.24) 296 (26.17)

37 233 (13.50) 1,834 (20.34) 23 (7.12) 161 (14.24)

Missing 275 (15.93) 1,233 (13.67) 46 (14.24) 131 (11.58)

Self-reported local income 

status
<0.001 0.017

Poor 180 (10.43) 646 (7.16) 97 (30.03) 260 (22.99)

General 1,232 (71.38) 6,238 (69.18) 194 (60.06) 733 (64.81)

Rich 288 (16.69) 2,068 (22.93) 27 (8.36) 129 (11.41)

Missing 26 (1.51) 65 (0.72) 5 (1.55) 9 (0.80)

Smoking 0.819 0.224

No 1,419 (82.21) 7,457 (82.70) 286 (88.54) 968 (85.59)

Yes 287 (16.63) 1,484 (16.46) 34 (10.53) 147 (13.00)

Missing 20 (1.16) 76 (0.84) 3 (0.93) 16 (1.41)

Drinking 0.729 0.139

No 1,433 (83.02) 7,451 (82.63) 277 (85.76) 1,000 (88.42)

Yes 268 (15.53) 1,429 (15.85) 41 (12.69) 111 (9.81)

(Continued)
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investigation of depressive symptoms among older adults in China 
(26, 27). This is mainly because living alone makes it easier to 
experience social isolation, and cognitive decline, which are risk 
factors for depression according to previous research (28–30). 
Additionally, the 4.61%-point difference in the prevalence of 
depressive symptoms between alone and not alone suggested that 
medical personnel must pay attention to older adults living alone 
and provide them with more professional support to alleviate any 
anxiety or depression.

Our logistic regression analysis revealed further differences 
between the covariates of depressive symptoms in Chinese older 
adults living alone and not alone. Age, marital status, education 
level, self-reported local income status, exercise, self-reported 

sleep status, SRH, and diabetes were associated with the presence 
of depressive symptoms, similar to the findings of other 
researchers (6, 31). Specifically, older adults living not alone but 
widowed had more depressive symptoms because this group lives 
with their children’s family and had negative interactions with 
family members because of the generation gap. In China, older 
adults are often required to care for their grandchildren, which 
leads to restrictions on social interactions (32). The group living 
not alone with shorter learning time had more depressive 
symptoms. This was likely because older adults with higher 
education time can find more ways to release their emotions and 
seek more ways like the Internet to treat depression symptoms, 
which was inconsistent with previous studies (33). Poor 

TABLE 2 (Continued)

Variables Non–depression symptoms Depression symptoms

Alone [n (%)] Not alone [n 
(%)]

P Alone [n (%)] Not alone [n 
(%)]

P

Missing 25 (1.45) 137 (1.52) 5 (1.55) 20 (1.77)

Exercise 0.267 0.609

No 1,105 (64.02) 5,674 (62.93) 238 (73.68) 854 (75.51)

Yes 592 (34.30) 3,233 (35.85) 77 (23.84) 256 (22.63)

Missing 29 (1.68) 110 (1.22) 8 (2.48) 21 (1.86)

Self-reported sleep status 0.029 0.064

General 558 (32.33) 2,779 (30.82) 127 (39.32) 437 (38.64)

Bad 219 (12.69) 995 (11.03) 148 (45.82) 463 (40.94)

Good 949 (54.98) 5,243 (58.15) 48 (14.86) 231 (20.42)

SRH 0.585 0.026

General 664 (38.47) 3,403 (37.74) 157 (48.61) 468 (41.38)

Bad 157 (9.10) 889 (9.86) 120 (37.15) 439 (38.82)

Good 905 (52.43) 4,723 (52.38) 46 (14.24) 223 (19.72)

Missing 0 2 (0.02) 0 1 (0.09)

Hypertension 0.571 0.603

No 884 (51.22) 4,682 (51.92) 145 (44.89) 528 (46.68)

Yes 732 (42.41) 3,759 (41.69) 150 (46.44) 510 (45.09)

Missing 110 (6.37) 576 (6.39) 28 (8.67) 93 (8.22)

Heart disease 0.740 0.869

No 1,274 (73.81) 6,677 (74.05) 211 (65.33) 751 (66.40)

Yes 274 (15.87) 1,471 (16.31) 69 (21.36) 252 (22.28)

Missing 178 (10.31) 869 (9.64) 43 (13.31) 128 (11.32)

Diabetes 0.075 0.061

No 1,397 (80.94) 7,233 (80.22) 247 (76.47) 836 (73.92)

Yes 147 (8.52) 899 (9.97) 30 (9.29) 151 (13.35)

Missing 182 (10.54) 885 (9.81) 46 (14.24) 144 (12.73)

Stroke 0.080 <0.001

No 1,392 (80.65) 7,183 (79.66) 250 (77.40) 815 (72.06)

Yes 151 (8.75) 916 (10.16) 24 (7.43) 178 (15.74)

Missing 183 (10.60) 918 (10.18) 49 (15.17) 138 (12.20)
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TABLE 3 Results of the logistic model in older adults living alone and not alone in China.

Variables Alone Not alone

OR 95%CI P OR 95%CI P

Age (years)

<70 Reference Reference

70–79 0.352 0.171, 0.722 0.004 1.134 0.856, 1.504 0.380

80–89 0.482 0.240, 0.966 0.040 0.919 0.675, 1.253 0.594

90–99 0.420 0.198, 0.893 0.024 0.884 0.622, 1.257 0.492

3100 0.441 0.177, 1.098 0.079 0.889 0.600, 1.319 0.559

Residence

City Reference Reference

Town 1.443 0.803, 2.593 0.220 0.908 0.706, 1.168 0.451

Rural 1.488 0.835, 2.653 0.177 0.802 0.626, 1.029 0.083

Sex

Female Reference Reference

Male 1.095 0.706, 1.699 0.686 0.968 0.788, 1.190 0.758

BMI (kg/m2)

18.5–23.9 Reference Reference

<18.5 1.335 0.829, 2.150 0.234 1.085 0.853, 1.381 0.505

24.0–27.9 0.729 0.453, 1.173 0.192 1.002 0.809, 1.241 0.985

328.0 0.976 0.523, 1.824 0.940 1.048 0.763, 1.439 0.774

Marital status

Married and living with a 

spouse Reference Reference

Widowed 0.777 0.374, 1.615 0.500 1.382 1.109, 1.720 0.004

Other 0.601 0.218, 1.651 0.323 1.084 0.596, 1.973 0.791

Education level

0 Reference Reference

1–6 0.919 0.606, 1.393 0.690 0.814 0.658, 1.006 0.056

37 0.771 0.394, 1.508 0.447 0.639 0.477, 0.856 0.003

Self-reported local income status

Poor Reference Reference

General 0.582 0.374, 0.904 0.016 0.406 0.323, 0.511 <0.001

Rich 0.632 0.323, 1.237 0.181 0.319 0.234, 0.436 <0.001

Smoking

No Reference Reference

Yes 0.761 0.430, 1.349 0.350 0.943 0.718, 1.239 0.674

Drinking

No Reference Reference

Yes 0.900 0.517, 1.568 0.710 0.916 0.694, 1.210 0.536

Exercise

No Reference Reference

Yes 0.864 0.577, 1.294 0.478 0.687 0.563, 0.838 <0.001

Self-reported sleep status

General Reference Reference

Bad 2.613 1.762, 3.874 <0.001 2.462 2.015, 3.010 <0.001

(Continued)
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self-reported local income status would increase the risk of 
depressive symptoms, which can be  attributed to the fact that 
older adults with lower income have lower life quality and limited 
access to treatment for depressive symptoms and other mental 
health issues (32, 34). The results indicated that lack of sleep was 
associated with more depressive symptoms in older adults, this 
was associated with cognitive decline which was confirmed to 
be  prone to depression (35). SRH was based on subjective 
perceptions of their health, so Poor SRH means they were more 
dissatisfied with their health and found it difficult to actively 
participate in their lives (36). Additionally, incongruent with 
other findings (11, 37), the older adults living alone in this study 
were less likely to have depressive symptoms; however, the specific 
reasons for this require further investigation.

The results of the Fairlie model showed that this part of the 
difference was related to marital status (20.55%), education level 
(4.63%), self-reported local income status (7.25%), self-reported 
sleep status (17.56%), and SRH (4.24%). All factors were 
intervenable. If these intervening factors could be improved, the 
difference in depressive symptoms between Chinese older adults 
living alone and not alone could be  reduced by about 55.33%. 
Thus, our study can provide targeted measures to reduce 
depression in older adults living alone according to the results of 
the Fairlie model. First, we  should help older adults develop 
healthy lifestyles (i.e., regular exercise, and dietary patterns) while 
ensuring adequate sleep time and participation in social activities. 
Second, we should enhance protection for older adults living in 
poverty, especially in terms of health and other relevant aspects. 
Third, the government should pay attention to targeted older 
adults in need and encourage more young people to pay attention 

to the health of the targeted older adults through publicity, 
especially younger older adults who live alone, older adults who 
do not live alone but who have been widowed, and less educated 
older adults who do not live alone and in poverty. They should 
be offered an appropriate tilt in health insurance policies, and 
targeted assistance and aid programs should be  formulated 
for them.

4.1. Limitations

This research was limited in certain respects. First, the 
definition of depressive symptoms was based on the CES-D-10 
scale, which, although widely validated and boasting good 
reliability, remains reliant on self-reporting, thus introducing 
potential inaccuracies in contrast to medical diagnoses. Second, 
the domain of factors influencing depressive symptoms is 
multifaceted, and while this research encompassed a subset of 
indicators, other significant variables (such as polypharmacy, 
dementia, osteoporosis, osteoarthritis, etc.) might not have been 
accounted for. Last, the expansive older adult population of China 
poses a challenge, as the CLHLS dataset utilized in this study 
covers only a fraction of this demographic and therefore cannot 
fully cover the entirety of older adults within the country.

5. Conclusion

The study findings contribute novel insights into the 
distinctions between older adults living alone and those living not 

TABLE 3 (Continued)

Variables Alone Not alone

OR 95%CI P OR 95%CI P

Good 0.262 0.161, 0.425 <0.001 0.396 0.321, 0.489 <0.001

SRH

General Reference Reference

Bad 2.723 1.781, 4.161 <0.001 2.557 2.080, 3.143 <0.001

Good 0.297 0.186, 0.472 <0.001 0.524 0.423, 0.650 <0.001

Hypertension

No Reference Reference

Yes 1.311 0.909, 1.890 0.147 1.023 0.853, 1.227 0.806

Heart disease

No Reference Reference

Yes 1.046 0.664, 1.650 0.846 0.836 0.668, 1.045 0.115

Diabetes

No Reference Reference

Yes 0.960 0.523, 1.762 0.895 1.304 1.011, 1.682 0.041

Stroke

No Reference Reference

Yes 0.597 0.314, 1.135 0.116 1.190 0.927, 1.526 0.172
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alone within China. These results are poised to play a pivotal role 
in the refinement and establishment of mental health prevention 
and treatment policies targeted toward older adults in China. By 
accurately identifying the factors that influence living alone versus 
not alone conditions and their varying impacts on depressive 
symptoms, the groundwork is laid for the development of targeted 
and precise intervention strategies, aimed at enhancing the mental 
well-being of high-risk segments of the older adults. Ultimately, 
the problem of living alone and not alone differences in depressive 
symptoms will be effectively addressed.
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TABLE 4 Fairlie decomposition of depressive symptoms disparity between older adults living alone and not alone in China.

Terms of decomposition DS

Difference 0.04563494

Explained (%) 0.02524908 (55.33)

Non-explained (%) 0.02038586 (44.67)

Explained

Contribution to difference β Contribution (%) (95%CI)

Age −0.0006219 −1.36 −0.0017896, 0.0005458

Residence −0.0005276 −1.16 −0.0019317, 0.0008765

Sex 0.0010026 2.20 −0.0001522, 0.0021575

BMI 0.0000908 0.20 −0.0003855, 0.0005671

Marital status 0.0093795 20.55 0.0022295, 0.0165295

Education level 0.0021131 4.63 0.0005509, 0.0036753

Self-reported local income status 0.0033106 7.25 0.0020159, 0.0046053

Smoking 0.0001247 0.27 −0.0003726, 0.000622

Drinking 0.0000453 0.10 −0.0002045, 0.0002951

Self-reported sleep status 0.0080152 17.56 0.0065413, 0.0094892

Exercise −0.0001395 −0.31 −0.0005734, 0.0002945

SRH 0.0019342 4.24 0.0011865, 0.002682
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Heart disease 0.0003736 0.82 −0.0000976, 0.0008448
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Background: Experiences of stressful life events during transition may have 
a negative impact on quality of life (QoL) in trans persons. Little attention has 
been paid to this population in Switzerland, resulting in sparse data on their 
QoL and associated social factors.

Methods: 30 participants were recruited during their medical transition 
treatment and surveyed on their experiences within this time period 
(13  months after the first medical intervention on average). After performing 
a diagnostic interview to evaluate their mental health, health-related QoL, 
psychological distress, self-esteem and the impact of life events that 
occurred in the last six months on participants were further assessed.

Results: Approximately 17% of participants had suffered from major 
depression, 43% reported having had suicidal thoughts or having attempted 
suicide, and 43% suffered from an anxiety disorder. Psychological distress 
was twice as high compared to the norm values of the cis population. With 
regard to QoL, trans individuals showed impairments in the mental domain. 
Stressful life events were particularly evident on a psychological and social 
level. Analysis showed a negative correlation between impact of life events 
and mental QoL and between psychological distress and mental QoL. At the 
same time, there was a positive correlation between self-esteem and mental 
QoL. Psychological distress and self-esteem emerged as independent 
significant predictors of mental QoL.

Conclusion: This study shows lowered mental QoL and associations of 
low mental QoL with psychological distress, low self-esteem and stressful 
life events in trans individuals in Switzerland. The findings concur with the 
Gender Minority Stress Model and point out that medical transition must 
not be  viewed in isolation but must be  embedded in the framework of 
integrative psychosocial support.
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gender dysphoria, gender incongruence, LGBT, mental health, discrimination, 
minority stress, quality of life
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Background

Trans persons are subject to stigmatization (discrimination, 
stereotyped expectations, rejection experiences) (1), which are based on 
socially embodied cis heteronormative assumptions (2, 3). According to 
a comparative European analysis, more than half of interviewed trans 
persons (55%) had been discriminated in the previous year because of 
their gender identity and 17% had experienced physical and/or sexual 
attack (4). Switzerland is no exception to this. The latest Swiss LGBTIQ+ 
Panel reported that surveyed trans people experienced discrimination in 
the past 12 months via structural discrimination (81%), jokes (80%) and 
physical violence (14.5%) (5). Furthermore, one fourth (25%) of 
interviewed trans people have not come out to friends at all and less than 
half (44%) have come out to most/all family member (5). In the same line, 
a national report showed a 20% rate of unemployment among trans 
people. This is highly increased compared to the cis1 population (2–3%) 
and can be attributed to the risk of losing one’s job at the start of social 
transition (6).

Members of a stigmatized minority are at higher risk for poor 
health outcomes, including depression, anxiety, substance use, and 
suicidality (7, 8). In the trans population, this can be seen in terms of 
poor mental health (3, 8) and low quality of life (QoL) (9). Specifically, 
meta-analysis data suggest that mental health-related QoL of trans 
people is significantly poorer compared to the general population, with 
a medium to large effect size (standard mean difference = 0.78) (10). 
Studies identified several factors which influence the QoL of trans 
populations in a positive way: the non-existence of psychopathological 
symptoms (11), the performance of a medical transition (12–14), and 
social support (15). However, not all studies could replicate these 
findings. For example, in a survey conducted with 143 Swiss trans 
people after medical transition, only preliminary associations between 
mental health-related QoL and completion of medical transition 
measures were established (16). The categories “gender” (male/ female/ 
non-binary) and “work situation” (as a proxy for status loss) emerged as 
significant factors. These results are consistent with findings from other 
studies highlighting effects of social factors (e.g., low income, 
unemployment, family support) on the QoL in trans persons (15, 17–
19). With one exception, these studies did not explicitly investigate how 
social factors are linked to the stigmatized situation of the trans 
population in general, which is a significant research gap (19).

Estimates of prevalence of gender dysphoria ranges between 0.1–1.1% 
and similar values are expected for Switzerland (20). In 2022, the Swiss 
Federal Statistical Office counted 525 hospitalizations related to 

1 A person whose sense of personal identity and gender corresponds with 

their assigned sex at birth.

gender-affirming interventions concerning 486 trans individuals. Based 
on these numbers, clinicians in Switzerland expect that about 600 people 
start medical transition each year in Switzerland (21). However, these 
numbers should be  taken with caution as not all trans individuals 
transition medically and an unknown portion underwent surgery abroad 
(22). In Switzerland, health care insurance is mandatory and most medical 
gender-affirming interventions carried out in Switzerland are covered by 
the insurances. The ICD-10 diagnosis of “transsexualism” (ICD-10: F64.0) 
is needed for access to medical measures.

To understand the QoL of this population in a more 
comprehensive way, the Gender Minority Stress model (GMSM) 
aims to explain mechanisms on how stigmatizing experiences 
affect the mental and physical health of the trans population (2, 
23). Further, the GMSM does not only postulate direct and indirect 
ways in which stigmatizing processes can negatively affect the 
individual trans person. It also explains how certain protective 
factors such as self-esteem can develop a buffering effect on various 
negative bio-psycho-social outcomes (24). Systematic reviews and 
meta-analyses have provided first indications for the plausibility of 
the GMSM (25, 26).

In line with demands to understand the situation of trans people 
not only from an isolated medical or even psychiatric perspective, there 
is a need for studies that examine both QoL and the psycho-social 
situation concurrently in order to determine relevant relationships 
between these domains (16). Previous studies did not measure the 
correlation between stressful life events, intrapsychic resources and QoL 
using the framework of the GMSM. From a clinical standpoint, this 
omission is problematic as it fails to consider crucial sources of 
psychological suffering within the transgender population. Such 
information could ultimately improve understanding of trans people’s 
needs and provide physicians and psychotherapists with guidance on 
intervention options to support trans people.

Objectives

The first purpose of this study was to assess the QoL of Swiss trans 
people during their transition with the hypothesis that participants will 
have a lower QoL compared to the general population (aim 1). 
Simultaneously, the study records participants’ mental health status, 
psychological stress level and stressful situations they have experienced as 
members of a gender minority. We assume that, on average, they will 
report multiple mental health problems, numerous experiences of 
discrimination and few intrapersonal protection mechanisms (aim 2). 
Finally, the study analyzes the associations between QoL, mental health 
problems, psychological stress level, external stressors and intrapsychic 
ressources. Based on the GMSM, it can be assumed that both external 
experiences of discrimination and a lack of intrapsychic protection 
mechanisms will have a negative impact on the QoL of the respondents 
(aim 3).

Methods

Participants

Participants (N = 30) were recruited through the Department 
of Psychiatry and Psychotherapy of the University Hospital in 

Abbreviations: DSM-IV, Diagnostic Manual of Mental Disorders IV; GMSM, Gender 

Minority Stress Model; GD, Gender dysphoria; ICD-10, International Classification 

of Diseases, 10th Revision; LGBTIQ+, Lesbian, Gay, Bisexual, Transgender, Intersex 

and Queer; M, Mean Value; MCS, Mental Component Summary; MINI-PLUS, Mini 

International Neuropsychiatric Interview plus; OSCE, Organization for Security 

and Cooperation in Europe; PCS, Physical Component Summary; QoL, Quality 

of Life; RSES, Rosenberg Self Esteem Scale; SCL-K-9, Symptom Checklist 9-K; SD, 

Standard Deviation; SF-36, 36-Item Short Form Health Survey; SRRS, Social 

Readjustment Rating Scale; SRS, Sex Reassignment Surgery.
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Zurich, trans support groups, and informal peer networks. 
Participants were included if they had a diagnosis of Gender 
Dysphoria (GD) and were at least 18 years old. People with no 
knowledge of German were excluded from the study. Trans 
persons who were recruited by the psychiatric team (N = 18) 
needed no further diagnostic confirmation of the GD status. For 
the other 12 participants, a preliminary clinical interview 
confirmed the GD diagnosis. All participants showing symptoms 
of an acute psychotic episode or who had acute suicidal ideation 
were excluded from the study.

Data collection

Participants were screened as part of a larger project to study the 
psychological consequences of gender minority stress experienced by 
trans persons. After signing for informed consent, the participants 
were examined by means of a structured diagnostic interview. 
Subsequently, they completed a pencil and paper questionnaire. The 
interviews and survey were carried out between July and 
December 2013.

Instruments

Aim 1: QoL [short form (36) health survey (SF-36)]
To measure QoL the German version of the SF-36 was used (27). 

This self-assessment tool evaluates the health-related QoL in eight 
domains (vitality, physical functioning, bodily pain, general health 
perceptions, physical role limitations, emotional role limitations, 
social functioning, and mental health). The Physical Component 
Summary (PCS) and Mental Component Summary (MCS) are 
combinations of the eight scale scores listed above (28). For each 
subscale the scores range from 0 (worst possible health state) to 100 
(best possible health state). Reliability alpha coefficients ranged from 
a low of α = 0.65 to a high of α = 0.94 across the different scales 
(Mdn = 0.85) in our sample.

Aim 2: Mental health diagnoses [Mini 
international neuropsychiatric interview plus 
(MINI-PLUS)]

The MINI-PLUS is a structured diagnostic interview (29), 
developed to facilitate the diagnosis of psychiatric patients according 
to DSM-IV (30) and ICD-10 (31) criteria in both clinical practice and 
research. It is organized into independent sections to optimize its 
sensitivity as a diagnostic tool. The MINI 6.0 comprises modules for 
17 psychiatric diagnoses according to ICD-10. Questions are phrased 
to allow only “yes” or “no” answers and examples are provided to 
facilitate responses.

Aim 2: Psychological stress level [symptom 
checklist 9-K (SCL-K-9)]

Subjectively perceived overall psychological distress was measured 
with the German adaptation of the short version of the Symptom 
Checklist 90-R (SCL-K-9) (32). It consists of 9 items and measures 
only a general severity factor, where high values correspond to higher 
psychological distress. This instrument had a satisfactory Cronbach’s 
alpha (α = 0.87).

Aim 2: Externally induced stressors [social 
readjustment rating scale (SRRS)]

The Social Readjustment Rating Scale is a well-established 
instrument for quantifying the impact of stressful life events and 
measures the occurrence of 43 different socially burdening 
situations during the last six months (33). It assesses trans specific 
life events in addition to general ones. The German version of this 
questionnaire was used in this study to measure externally induced 
stressors (stressful life events). The higher the sum, the more 
stressful events a participant has experienced. In the absence of an 
instrument validated in German to record minority stress levels, 
this instrument was selected due to its excellent reliability in both 
healthy adults (r = 0.96–0.89) and patients (r = 0.91 to 0.70). The 
level of stress is classified as low (0–149), mild (150–199), moderate 
(200–299), or major (>300) according to the total scores of 
added items.

Aim 2: Intrapersonal protective factor [Rosenberg 
self esteem scale (RSES)]

Self-esteem was determined with the German version of the RSES, a 
widely used instrument to measure a person’s global self-esteem with 10 
questions to be answered on a four-point scale with responses ranging 
from strongly disagree (1) to strongly agree (4) (34). The scale assesses the 
degree to which respondents are satisfied with their lives as well as how 
good or bad participants feel about themselves. A lower score reflects 
good self-esteem. High reliabilities (Cronbach’s alphas) have been 
reported for various samples that range from α = 0.77 to α = 0.88 (35).

Sociodemographic questionnaire
During the assessment, important sociodemographic and 

transition-related variables were collected. These included first 
experience of gender incongruence, first acceptance of their gender 
incongruence, changing of name and/or pronouns, start of hormonal 
therapy, and time since surgical interventions.

Data analysis and statistics

After performing a statistical analysis of the descriptive data (aim 
1 and 2), bivariate correlations and regression analysis were used to 
analyze the association between each of the independent variables 
(impact of live events, self-esteem, and psychological distress) and the 
dependent variable (QoL) (aim 3). To identify statistically significant 
differences, a value of p <0.05 was employed. All statistical analyses 
were performed using R Version 4.1.

Results

Descriptive statistics

Sociodemographic data
Regarding gender identities, 14 participants referred to their 

gender as “female,” 11 as “male” and five as “other” (four participants 
were assigned female at birth, one participant was assigned male at 
birth) (see additional data). We will refer to participants as “trans 
feminine” and “trans masculine,” instead of “trans women” and “trans 
men,” respectively. This partition groups them better in terms of their 
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undertaken medical interventions. In the final sample, the mean age 
of the 15 trans feminine and 15 trans masculine individuals was 
34.6 ± 12.6 years. There was no significant difference between the two 
groups except for the circumstance that trans feminine subjects tend 
to live alone more often (p = 0.020). For all the sociodemographic 
categories, no significant difference was found between participants 
recruited by the psychiatric team and those recruited outside 
the clinic.

State of transition
Eight trans persons (four feminine/ four masculine) had exclusively 

undertaken social transition measures at the time of the study (Table 1). 
Nine trans feminine and six trans masculine persons were taking 
hormone therapy but had not performed surgical interventions yet. 
Finally, seven participants (two feminine/ five masculine) also had 
undergone surgeries. There were no statistically significant differences 
between the transition groups, as well as between participants recruited 
by the psychiatric team and those recruited outside the clinic. However, 
trans feminine persons (four individuals) were taking significantly more 
antidepressants than trans masculine persons (one individual).

Aim 1: Quality of life
Health-related quality of life (QoL) is a broad concept that focuses 

on physical, psychological and social aspects of the life conditions of 

a specific patient group. In this study, four somatic (physical 
functioning, physical role limitations, bodily pain, general health 
perceptions) and four mental (vitality, social functioning, emotional 
role functioning, and mental well-being) components of QoL are 
surveyed (Table 2). No statistically significant difference was found 
between the two gender groups concerning the QoL physical as well 
as mental health-related component summary scores of the SF-36. 
Similar results were found when comparing participants recruited 
outside the clinic to those recruited by the psychiatric team. Bullinger 
and Kirchberger (36) have assessed SF-36 values for a German 
speaking norm population. In comparison with the reported scores by 
trans individuals in this study, both standard values for physical 
component summary scores (PCS) in the feminine and masculine 
norm population were lower (feminine: M ± SD = 49.09 ± 10.6; 
masculine: M ± SD = 51.42 ± 9.62) compared to those of trans persons. 
This ratio was reversed for the mental component summary scores 
(MCS). Both the feminine (M ± SD = 50.71 ± 8.39) and the masculine 
(M ± SD = 52.44 ± 7.7) norm population showed higher values than the 
participants of the respective gender.

Aim 2: Mental health
No significant gender-specific differences were found concerning 

psychiatric diagnosis, even considering the two different recruitment 
patterns (Table 3). Out of five (16.67%) participants who had a major 

TABLE 1 State of transition.

Trans population M  ±  SD Trans feminine M  ±  SD Trans masculine M  ±  SD p

Social transition (age in years)

First Experience 6.81 ± 3.48 7.47 ± 3.70 6.00 ± 3.13 0.301

First Acceptance 19.79 ± 12.75 22.27 ± 14.86 16.92 ± 9.58 0.447

Outing 29.04 ± 12.13 32.20 ± 13.81 25.38 ± 9.04 0.240

Medical Transition (months)

Hormone Therapy 22.45 ± 16.13 19.49 ± 13.06 25.72 ± 19.14 0.557

SRS 36.37 ± 45.94 67.70 ± 90.58 23.85 ± 20.67 0.063

Additional Measures (N) 14 10 4 0.067

SRS: Sex Reassignment Surgery. The analysis of all variables was conducted with chi-square for qualitative data and Wilcoxon test for quantitative data (trans feminine vs. trans masculine).

TABLE 2 Quality of life.

Trans population 
M±SD

Trans feminine M±SD Trans masculine M±SD p

Physical Component Summary (PCS) 54.40±6.39 54.07±6.08 54.74±6.88 0.903

Physical Functioning 93.83±9.80 93.67±9.54 94.00±10.39 0.894

Physical Role Limitations 85.83±25.16 83.33±27.82 88.33±22.89 0.663

Bodily Pain 82.77±19.33 83.73±20.42 81.80±18.83 0.741

General Health Perceptions 77.43±19.37 75.00±19.89 79.87±19.21 0.368

Mental Component Summary (MCS) 46.89±10.72 46.77±11.00 47.01±10.81 0.903

Vitality 55.83±19.21 55.67±21.20 56.00±17.75 0.967

Social Functioning 86.67±18.55 87.50±21.13 85.83±16.28 0.490

Emotional Role Limitations 78.89±32.14 80.00±30.34 77.78±34.88 0.962

Mental Health 70.67±18.77 69.07.56±20.92 72.27±16.93 0.692

The analysis of all variables was conducted with Wilcoxon test (trans feminine vs trans masculine).
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depression, four of them were trans feminine. In total, six trans 
feminine and seven trans masculine persons (43.33%) reported 
suicidal thoughts or had attempted suicide during their lifetime. 
Further, the highest prevalence was found for anxiety disorders 
(agoraphobia: 16%, social phobia 10%, generalized anxiety disorder 
16%). The gender ratio for anxiety disorders was unbalanced with a 
higher percentage of trans feminine individuals (60%) affected 
compared to trans masculine individuals (40%). In total, 20 (66.67%) 
trans individuals had at least one psychiatric diagnosis, 17 (56.67%) at 
least two and 12 (40%) at least three. Regarding comorbidities, no 
significant gender difference was observed.

Aim 3: Psychological distress
Participants’ values for the SCL-K-9 ranged from 0 to 22 (trans 

feminine: M ± SD = 8.20 ± 6.97; trans masculine M ± SD = 8.93 ± 6.95), 
without any statistically significant difference between genders (Wilcoxon 
test, p = 0.724). The values of the trans population were twice as high 
compared to the norm values of the cis population (cis feminine: 
M ± SD = 3.91 ± 4.95; cis masculine: M ± SD = 3.28 ± 4.53) (37).

Aim 2: Stressful life events
Life events burdened subjects in a different manner, with values 

ranging from 0 to 643, with participants already in therapy at the 
University Hospital Zurich having a slightly higher but not 

significantly different mean of burdening events (moderate vs. mild 
life stress: 203 vs. 150; p = 0.267) (see additional data). The Wilcoxon 
test showed also no statistically significant difference between trans 
feminine and trans masculine subjects for the sum of the SRRS 
(p = 0.901). In the last six months (i.e., during the timespan 
participants have been in social or/and medical transition), about 33% 
of participants had been subjected to “major business readjustment” 
and 30% had experienced a “major financial change.” Simultaneously, 
11 people had had a “major change in usual type and/or amount of 
recreation,” while nine had had a change in personal habits such as 
quitting smoking. Concerning stress-related behaviors, 30% had gone 
through a modification of eating habits and 40% of sleeping habits. 
Approximately 43% reported a change in living conditions (i.e., a lot 
more or less food intake) and 30% changed residence.

Aim 2: Self-esteem
The maximum score in the RSES is 40, with a range from 11 to 

30 in our participants and a mean value of 25.1 for trans feminine and 
22.4 for trans masculine subjects and no significant difference between 
individuals; this was independent of whether participants were already 
followed by the psychiatric team or not. However, these numbers are 
much higher compared to those of the general population 
(M ± SD = 4.92 ± 0.82) found in literature (38). This suggests a much 
lower self-esteem in the trans population.

Aim 3: Bivariate analyses
Correlations between QoL (SF-36 and its subscales) and the 

dependent variables are listed in Table  4. Correlation analysis 
indicated that the impact of stressful life events (SRRS) has a 
significantly weak negative correlation with mental health subscales 
(p < 0.05). Further, besides physical functioning, all subscales of SF-36 
were significant negatively associated with psychological distress 
(SCL-K-9). Significant positive correlations were reported between the 
mental subscales of SF-36 and self-esteem (RSES). Analyses showed a 
negative correlation between stress impact (SRRS) and mental health-
related QoL (MCS) respectively between psychological distress (SCL-
K-9) scores and MCS (Table 4). Conversely, a positive correlation 
between self-esteem (RSES) and MCS was found (note the reverted 
scale). No significant correlations were found for physical health-
related QoL (PCS).

Aim 3: Regression analyses
Based on the outcomes of the bivariate analyses, the influence 

of the independent variables on mental health-related QoL (MCS) 
was assessed. Table 5 presents the results of the linear regression 
models to predict MCS. The three independent variables were 
entered using forward stepwise regression (see model 1–3). The 
analysis in model 2 showed an inverse association with 
psychological distress (SCL-K-9) and a positive association with 
self-esteem (RSES). Furthermore, the analysis in model 3 revealed 
that stressful life events (SRRS) did not provide significant 
additional information to predict MCS. The explained variance of 
the model was 78% (R-squared = 0.78).

Discussion

To our knowledge, this is the first study to examine the quality 
of life (QoL) (aim 1) and simultaneously the mental health status, 

TABLE 3 Psychiatric diagnoses.

n (%) Trans 
feminine

Trans 
masculine

Affective Disorders

Previous Depression 1 (3.33%) 1 0

Melancholic Features 1 (3.33%) 1 0

Dysthymia 3 (10%) 1 2

Obsessive-Compulsive 

Disorder
0 (0%) 0 0

Anxiety Disorders

Agoraphobia 5 (16.67%) 3 2

Social Phobia 3 (10%) 2 1

Generalized Anxiety Disorder 5 (16.67%) 3 2

Post-Traumatic Stress 

Disorder
0 (0%) 0 0

Psychoactive Substance Use 

Disorders

Alcohol Abuse Disorder 0 (0%) 0 0

Alcohol Misuse Disorder 3 (10%) 1 2

Substance Abuse Disorder 1 (3.33%) 1 0

Earlier Psychotic Episode 1 (3.33%) 1 0

Somatoform Disorders

Somatization Disorder 2 (6.67%) 0 2

Pain Disorder 2 (6.67%) 1 1

Attention Deficit Disorder 2 (6.67%) 0 2

Eating Disorders

Anorexia nervosa 0 (0%) 0 0

Bulimia nervosa 0 (0%) 0 0
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psychological stress level and stressful situations (aim 2) in Swiss 
trans people during their transition. A special focus was given on 
the impact of self-esteem and life events’ impact on QoL (aim 3). As 
assumed, trans individuals showed below average mental health 
QoL levels. The results indicate that trans individuals are exposed 
to a high degree of psychological burden and that a large amount of 
trans persons have poor mental health with a large spectrum of 
variability and a high prevalence of psychiatric diagnoses. 
Furthermore, participants reported more stress, especially in social 
(job loss and moving in a new home) and psycho-somatic domains 
(change of eating and sleeping habits). Finally, the results suggest 
significant relationships between life events, self-esteem, 
psychological distress and QoL in transitioning individuals which 
is in concordance with the gender minority stress model (GMSM).

Low QoL during transition

Corresponding to an earlier study on Swiss trans persons, 
participants had a lower QoL compared to the cis population (16). 
However, while mental health-related QoL (MCS) of the trans 
feminine groups in both studies hardly differed from each other, our 
trans masculine group showed lower MCS values. This difference 
could be related to the differing participants’ transition stages in both 
surveys. While this study included trans individuals who were in 
social and/or medical transition, Jellestad et al. examined a cohort of 
post-transitioned trans persons (16).

A comparison of our results with the QoL of people with 
serious medical condition shows that patients with very severe 
chronic obstructive pulmonary disease have a similarly poor 
mental health-related QoL (MCS: 47.7 ± 4.4) (39). Similarly, 
individuals suffering from multiple sclerosis without fatigue show 
a QoL (MCS: 46.6) on the same level as our cohort (40). In contrast, 
chronic pain patients, individuals suffering from schizophrenia 
and persons with obsessive-compulsive disorders have a lower 
MCS (M ± SD) (41–43). The interpretation of these data is not 
straightforward, because although many of the people studied had 
one or more psychiatric disorders, they were already undergoing 
transitional medical treatment, which can have a positive impact 
on both mental health and QoL. Nevertheless, the persistence of 
deficits in QoL suggests that the entire transition process may still 
pose a significant burden.

Multiple and diverse mental health issues 
and life stressors

The study population shows a high prevalence of depressive 
and especially anxiety disorders as well as self-damaging behaviors 
such as attempted suicide. These results correspond to the 
observations from foreign studies (44) and reflect the data from 
other research in Switzerland (45–48) where up to 45.2% of the 
participants suffered from mood disorders and up to 16.7% had 
previously had suicidal thoughts. Especially the amount of people 
(mostly trans feminine: 60%) affected by anxiety disorders (in 
particular, social phobia and generalized anxiety disorders) 
is alarming.

In our view, this high rate and type of anxiety disorders could 
be rather a result of the exposure to transition-related stigma than 
of a higher predisposition to anxiety disorders of the trans 
population. Due to the changes regarding appearance and 
perception during transition, trans individuals may be exposed to 
(more) stigmatization and may experience distress when staying 
in public space (19). As a result, they can internalize these 
messages in the sense of a “felt stigma” (48) and develop 
expectations about their own situation and consequently social 
avoidance behaviors. If one considers these symptoms in a 
decontextualized manner, as the MINI-PLUS does, then there is a 
risk that these understandable psychological defense reactions will 
be  viewed as autonomous psychopathology. Consequently, a 
stigma aware psycho-diagnostic instrument would be needed to 
get more evidence regarding social phobia and generalized anxiety 
disorders for trans individuals.

TABLE 4 Bivariate Correlations of the SF-36 and its Subscales (QoL) and related factors.

SF-36 PF RP BP GH VT SF RE MH PCS MCS

SRRS −0.15 −0.06 −0.56 ** −0.23 −0.33 −0.36 −0.28 −0.37 * 0.15 −0.48 **

SCL-K-9 −0.35 −0.49 ** −0.57 ** −0.52 ** −0.80 *** −0.78 *** −0.72 *** −0.83 *** −0.21 −0.82 ***

RSES 0.20 0.42 * 0.16 0.38 * 0.58 *** 0.50 ** 0.67 *** 0.60 *** −0.06 0.67 ***

The analysis of all variables was conducted using Spearman’s correlation. SF-36: Short Form 36; PF = physical functioning, RP = role physical, BP = bodily pain, GH = general health, 
VT = vitality, SF = social functioning, RE = role emotional, MH = mental health, PCS: Physical Component Score, MCS: Mental Component Score; SCL-K-9: Symptom Checklist short 
version-9, SRRS: Social Readjustment Rating Scale2, RSES: Rosenberg Self Esteem Scale.
* indicates p < 0.1. ** indicates p < 0.01. *** indicates p < 0.001.

TABLE 5 Regression models for MCS.

Beta SD t-value

Model 1: MCS ~ SCL

SCL −1.370 0.143 −9.617 ***

Model 2: MCS ~ SCL + RSES

SCL −1.152 0.182 −6.344 ***

RSES 0.421 0.231 1.824 *

Model 3: MCS ~ SCL + RSES + SRRS

SCL −1.184 0.216 −5.490 ***

RSES 0.403 0.243 1.658

SRRS 0.002 0.001 0.281

The analysis of all variables was conducted with linear regression models. MSC: Mental 
Health Score of SF-36: Short Form 36; SCL-K-9: Symptom Checklist short version-9; SRRS: 
Social Readjustment Rating Scale; RSES: Rosenberg Self Esteem Scale.
* indicates p < 0.1, *** indicates p < 0.001.

176

https://doi.org/10.3389/fpsyt.2023.1233625
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Garcia Nuñez et al. 10.3389/fpsyt.2023.1233625

Frontiers in Psychiatry 07 frontiersin.org

Most of the stressors were recorded in the social sphere: trans 
persons are especially confronted with financial and housing problems 
and couple conflicts, which again shows that in some cases the 
transition sets off a complex dynamic of trans-negative exclusion that 
can lead to social withdrawal. Trans individuals with lower 
socioeconomic status may also more affected by housing problems 
and job loss than those with high socioeconomic status due to their 
lower financial reserves (15, 17–19). In addition, this effect may 
be amplified by the below average trans-protective laws in Switzerland 
compared to other OECD countries (49). A qualitative study carried 
out in parallel supports this supposition (50). Trans individuals 
reported that many of the events mentioned above were related to 
their social transition and that the consequences of certain life events 
are also reflected in the high rates of stress related behavioral changes 
(e. g. sleep and eating disturbances). Even if the life events’ impact on 
participants was at most moderate (for trans people recruited in the 
hospital), it is comparable to that of patients who suffer from serious 
health problems such as ankylosing spondylitis (51) or 
schizophrenia (52).

Is there a connection between stressors 
and QoL?

A positive association was found between self-esteem and QoL 
(corresponding with the negative correlation between RSES and MCS 
due to the reversed scale of the RSES). As expected, the picture was 
reversed regarding the reported stress experiences and psychological 
distress: they were both negatively associated with QoL. These 
dynamics are also seen in other medical conditions, where elevated 
stress levels correlate with a poor QoL (53). There are also studies that 
show a negative correlation between distal stressors (e.g., 
stigmatization), proximal stressors (e.g., self-stigmatization) and 
mental health in trans persons (46). In this study, stressful life events 
and self-esteem are surrogates of distal and proximal stressors, 
respectively. Although these surrogates are not trans-specific, the 
circumstance that they were applied during the transition phase turns 
them to our opinion into feasible instruments to measure these 
stressors. Accordingly, our findings provide another indication of the 
validity of the GMSM.

In concordance with the correlation analyses, the regression 
analysis revealed that psychological distress and self-esteem are 
significant predictors of QoL, however, the stressful life events (SRRS) 
seem not due to a too weak statistical power. Furthermore, the 
regression analysis could confirm the interaction between the 
proximal stressors and QoL in view of the GMSM, but statistical 
power was also here too weak for the distal ones.

Limitations

Some limitations must be addressed. First, the small number 
of participants – even if greater than in past studies in Switzerland 
(45, 47) – limits the generalization of our results. Second, 
recruitment bias could have skewed the results as participants in 
hospitals tend to have more mental health problems and a lower 
QoL compared to the general trans population. This risk had been 
reduced by including participants outside the university clinic. 

However, the results showed no statistically significant difference 
between these groups. Third, in the absence of an instrument 
validated in German that could have measured the gender 
minority stress burden, a well-known instrument in stress 
research was chosen to directly measure the impact of distal live 
events. Although the participants associated many of the life 
events with their social transition, the utilization of the SRRS 
caused our data to also include a broad spectrum of negative 
situations and not only those generally faced by gender minorities. 
Therefore, a specialized tool with more selective parameters 
should be used in future studies. Finally, the cross-sectional nature 
of the study does not allow us to draw conclusions on the etiology 
of the phenomenon. Accordingly, a larger, prospective study 
would be needed to deepen our knowledge on the Swiss trans 
population. Thus, further research addressing this important 
question of the actual extent of the psychiatric burden on trans 
individuals is required.

Conclusion

Our results have shown a low QoL for trans individuals 
associated with low self-esteem and stressful life events. These 
demand that the transition process should not be considered a 
solely “medical” matter, but a multifactorial one including 
psychological, physical and social processes. Therefore, more 
systemic interventions (e.g., involvement of family members, 
school, employers) provided by the care system but also by peers 
are needed.

Moreover, our findings indicate a disproportionately high rate of 
anxiety disorders and depression in the cohort studied and point to 
the important role of self-esteem, stigmatization by self and others, 
and the impact that nonconformity with cis heteronormative norms 
can have. For these reasons, therapists should not focus on isolated 
gender incongruence symptoms. In contact with trans people, it is 
important to integrate the impact of the underlying stigma to which 
they are permanently exposed (54).
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