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Aim: This study examined the association between social support perceived by parents of children aged 1–7 years and the use of additional community youth health care services.

Methods: Data of 749 parents of children aged 1–7 years, gathered in the CIKEO cohort study in the Netherlands, were analyzed. Social support was assessed with the Multidimensional Scale of Perceived Social Support. Data on the use of additional community youth health care services during a period of 1.5 years were obtained from the electronic records of participating youth health care organizations. Multivariable logistic regression models were used to examine the association between perceived social support and the use of additional youth health care services and to explore moderation by the parent's educational level.

Results: The mean age of the responding parents was 33.9 years (SD = 5.1); 93.6% were mothers. Parents who perceived low to moderate levels of social support had 1.72 (95% CI: 1.11, 2.66) times higher odds of using one or more additional youth health care services during the study period compared to parents who perceived high levels of social support at baseline. This association was independent of predisposing factors, but not independent of need factors (p > 0.05). Furthermore, the association was moderated by the educational level of the parent (p = 0.015). Among parents with a high educational level, low to moderate levels of perceived social support at baseline were associated with 2.93 (95% CI: 1.47, 5.83) times higher odds of using one or more additional youth health care services during the study period independent of predisposing and need factors. Among parents with a low or middle educational level the association between perceived social support and use of additional youth health care services was not significant.

Conclusion: Our findings provide evidence that low to moderate levels of perceived social support are associated with a higher use of additional community youth health care services among parents of children aged 1–7 years, especially among high educated parents. Recommendations for policy and practice are provided.
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Introduction

Many countries offer community youth health care services to monitor and promote children's health and development (1–3). A widely used model on health care utilization, developed by Andersen, Davidson (4) provides insight into the determinants of the use of community youth health care services. According to this model, health care utilization is influenced by individual and contextual factors, each consisting of predisposing, need and enabling factors (4, 5). Although the model emphasizes the importance of contextual factors (4), the influence of the social network on the use of community youth health care services gained little attention in empirical research (6–12).

Gourash (9) proposed that social networks may influence the use of youth health care services in three ways (9). First, by influencing norms and attitudes toward care use, which may reduce or enhance the likelihood that youth health care services are used in case they are needed (9). Second, by providing various types of support including material resources, emotional support, advice, and assistance with child care, which may reduce the need for care (9, 13–16). Third, by the positive outcomes of perceived social support for families' health and wellbeing (17–27). Higher levels of perceived social support have been associated with a higher parenting sense of competence, more positive parenting behavior, better coping mechanisms, and a decreased risk of depression in parents (17–27). By preventing, alleviating and solving problems, social support may influence the use of community youth health care services (9).

Nevertheless, the association between social support and the use of community youth health care services has hardly been examined in empirical studies. Even with regard to other types of youth care and pediatric medical care, empirical studies on the association between social support and care use are scarce and the results of the few studies that were conducted are inconsistent (8, 28–31). Horwitz et al. (31) found no association between social support and the use of pediatric medical care, while Riley et al. (28), found that high levels of perceived social support were correlated with a lower use of pediatric medical care, but not after adjusting for potential confounders. In a study among a low educated “at risk” population (8), parents who perceived high levels of social support were more likely to participate in preventive home visits (8). With regard to the use of mental health care for youth, results of systematic review by Planey et al. (32) and Radez et al. (33) suggest that having a supportive social network may increase the use of mental health care. On the other hand, results of a systematic review by Eijgermans et al. (34) suggest that higher levels of perceived social support may be associated with a lower use of mental health care.

Given the contradictory findings with regard to various types of youth care and the lack of related studies on the use of community youth health care services, more research is need to gain insight into the association between social support and the use of community youth health care services.

Therefore, this study will examine the association between perceived social support by parents of children aged 1–7 years and the use of additional community youth health care services. We hypothesize that parents who perceive low levels of social support use more additional community youth health care services during the study period than parents who perceive high levels of social support (9) (hypothesis 1). In addition, this study explores whether this association is moderated by the parent's educational level. Parents with a higher educational level may have more positive attitudes toward additional community youth healthcare services and may be more proactive in care seeking when informal support is insufficient (31, 35, 36). We hypothesize that the association between social support and the use of additional community youth health care services may be stronger among parents with a high educational level compared to parents with a low educational level (hypothesis 2).



Materials and methods


Data collection and study population

This prospective correlational study used data of a cohort study embedded in the Consortium Integration Knowledge promotion Effectiveness Of parenting interventions (CIKEO). The CIKEO project was originally designed to examine the effects of (elements of) parenting support on parent and child outcomes (37).

In the CIKEO project, baseline data were collected between October 2017 and March 2018. Two community youth health care organizations in the areas Rotterdam and Dordrecht used their registries to send invitation letters and questionnaires to parents/caregivers of children aged 1–7 years. In the Netherlands, all children are registered at their local community youth health care organization, regardless of whether they do or do not use youth health care services. All parents who provided written informed consent and returned the questionnaire were enrolled in the study. The parent who generally spends most time with the child was invited to complete the questionnaire. With permission of the parent, additional data were requested from their community youth health care organization's electronic registries. Participation was completely voluntary. A detailed description of the recruitment process has been provided by Windhorst, Fang (37).

In total, 979 parents recruited via community youth health care organizations filled out the baseline questionnaire (Figure 1); for 821 parents additional data could be obtained from the youth health care electronic registries. Data from 26 questionnaires completed by two parents together were excluded from the analyses; 18 parents participated in the study with multiple children, and questionnaires filled out for their second child were excluded. Participants with missing information on social support (n = 28) were excluded from the analyses. Hence, the population for analyses consisted of 749 participants (Figure 1).


[image: Figure 1]
FIGURE 1
 Flowchart of the inclusion process of the CIKEO cohort study and the final sample for analyses (n = 749).




Measures
 
Additional community youth health care services

In the Netherlands, community youth health care services are freely available to all families (1). From birth onwards, parents regularly receive an invitation to visit a youth health care doctor or nurse with their child; the attendance rate is above 90% (38). During these visits, the health, development, and wellbeing of the child are monitored, and parents receive information and advice about health promotion, child wellbeing and parenting (3, 39). If needed, additional community youth health care visits are scheduled to further examine a specific problem or issue. Parents can also request additional visits or use walk-in consult hours to receive additional advice on any issue related to their child's health, wellbeing or parenting (3).

For parents who gave permission, additional data on the use of youth health care services during a study period of 1.5 years (1st of October 2017 until the 1st of April 2019) were obtained from the electronic registries of the two participating community youth health care organizations. Available data were the total number of visits of the child for whom the questionnaire was completed and the type of visit(s) (regular/additional). Standard age-related visits were categorized as “regular” visits. All other visits, i.e., further examinations, additional appointments for advice and prevention, and walk-in consult hours, were categorized as “additional youth health care services.” For the purpose of this study, we were interested in the use of additional services.



Social support

Perceived social support was assessed with the 12-item Multi-dimensional Scale of Perceived Social Support (MSPSS) (40). Previous validation studies showed a high internal reliability among diverse populations, with Cronbach's alpha coefficients ranging between 0.74 and 0.95 (40–44). The MSPSS consists of statements such as: “I get the emotional help and support I need from my family”; “There is a special person in my life who cares about my feelings”; “My friends really try to help me.” Answers were given on a 7-point Likert scale, ranging from 1 = “very strongly disagree” to 7 = “very strongly agree.” The scores were calculated as described in the guidelines (45). Scores ranging from 1 to 2.9 indicated low levels of support, scores ranging from 3 to 5 indicated moderate levels of support, and scores ranging from 5.1 to 7 indicated high levels of support (45). Among our study population, scores below 2.9 were rare (n = 3; 0.4%). Therefore, low and moderate MSPSS scores (< 5.1) were categorized as “low to moderate” social support; MSPSS scores ≥5.1 were categorized as “high” social support.



Covariates

Potential confounders were categorized as predisposing, need and enabling factors (4). Predisposing factors relate to conditions and characteristics that predispose people to use care, need factors relate to the actual need for care, and enabling factors relate to conditions and resources that facilitate care use (4). The following predisposing factors were included as potential confounders: age (in years), gender of the child (girl/boy), age of the responding parent (in years), gender of the responding parent (female/male), educational level of the responding parent, immigration background of the responding parent, family situation (one-parent family/two-parent family), and the number of children in the household (one/two or more) (4, 28, 29, 46–48). The highest completed educational level of the responding parent was categorized based on the International Standard Classification of Education 2011 (49). Level 0–2 (no education, primary education, lower secondary education) was categorized as “low”; level 3–5 (upper secondary to short-cycle tertiary education) was categorized as “middle”; level 6–8 (bachelor to doctoral) was categorized as “high” (49). When the responding parent or at least one of his/her parents were born outside the Netherlands, this was categorized as having an immigration background (50).

The following need factors were included as potential confounders: the child's general health, the child's emotional and behavioral problems according to their parent, the parent's mental health status, and parenting self-efficacy (30, 47, 51). The general health status of the child was assessed with the first item of the Child Health Questionnaire (52). Scores ranged between 0 (poor health) and 100 (excellent health). The child's emotional and behavioral problems according to their parent were assessed with the Child Behavior Check List (CBCL/1.5–5 year) (53). The CBCL consists of 99 items concerning the child's behavior in the previous 2 months. Each item was scored on a three-point scale with 0 (not true), 1 (somewhat or sometimes true), and 2 (very true or often true). A total problem score was computed by summing up the scores of the 99 items. Scores ranged between 0 (lowest score) and 198 (highest score); higher scores indicate more problems (53). The parent's mental health status was assessed with the Brief Symptom Inventory 18 (BSI-18) (54). The BSI-18 consists of 18-items and three subscales: depression, anxiety, and somatization. One item on thoughts of ending your life was removed from the questionnaire, because it was perceived to be too invasive. Each item was scored on a five point scale ranging from 0 (not at all) to 4 (an awful lot). For the missing item, the respondents' mean was substituted. The total score, indicating general psychological distress, ranged from 0 (lowest score) to 72 (highest score); higher scores indicate more psychological distress. Parenting self-efficacy was measured with the self-efficacy subscale of the 17-item Parenting Sense Of Competence scale (PSOC) (55). The PSOC consists of a self-efficacy and a satisfaction subscale. The 7-item self-efficacy subscale was used to assess parenting self-efficacy on a 6-point Likert scale, ranging from 1 (strongly agree) to 6 (strongly disagree). Scores ranged from 7 (lowest parenting self-efficacy) to 42 (highest self-efficacy) (55).

Enabling factors were not included as potential confounders because community youth health care services in the Netherlands are widely used (acceptability), free of charge (affordability), and usually available nearby (accessibility) (4). However, the frequency, intensity and content of the available community youth health care services may differ by region and therefore a dummy variable indicating the region of the community youth health care center (Dordrecht/Rotterdam) was included as a potential confounder in all regression models (3).




Ethical considerations

The Medical Ethics Committee of the Erasmus Medical Center in Rotterdam, decided that the rules laid down in the Dutch Medical Research Involving Human Subjects Act (in Dutch: “Wet Medisch-wetenschappelijk Onderzoek met mensen”) did not apply to the research proposal of the CIKEO cohort study (proposal number MEC-2017-432). There were no objections to the execution of this study and results of the study could be submitted to scientific journals (Letter NL/sl/321518; 24/07/2017). The study was registered in the Netherlands Trial Registry as NL7342 (37).



Data analysis

First, descriptive statistics were used to characterize the sample. Characteristics of parents who used one or more additional youth health care services during a period of 1.5 year were compared to characteristics of parents who did not use any additional youth health care services during this period. For continuous variables, p-values were based on independent T-tests, and for categorical variables, p-values were based on Chi-squared tests.

For the main analysis (hypothesis 1), three logistic regression models were used to examine whether social support at baseline was associated with the use of one or more additional community youth health care services during the study period: a bivariate model (model 1), a model adjusted for predisposing factors (model 2), and a model additionally adjusted for need factors (model 3). Odds Ratios (OR) and 95%-confidence intervals (CIs) were calculated for each factor.

For the additional analysis (hypothesis 2), moderation by the parent's educational level was examined by adding the interaction term (social support*educational level) to the fully adjusted logistic regression model. Stratified logistic regression models were conducted in case the interaction effect was significant.

Multiple imputation was used to deal with missing values of the potential confounders. The percentage of missing values ranged between 0.01% (n = 1) for gender of the parent and 1.2% (n = 9) for emotional and behavioral problems of the child. Five imputed datasets were created for pooled estimates. The regression analyses were repeated in the non-imputed dataset, which gave similar results (data not shown). Data were analyzed in Statistical Package for Social Sciences, version 25 for Windows (IBM SPSS Statistics for Windows, IBM Corp). p-Values below 0.05 were considered to be statistically significant.


Non-response analysis

The socio-demographic characteristics of participants who were excluded from the sample for analysis due to missing data (n = 230) were compared with the socio-demographic characteristics of participants included in the sample for analysis (n = 749) using chi-squared tests for categorical variables and T-Tests for continuous variables. There were no significant differences (p > 0.05).




Characteristics of the sample

Table 1 presents the characteristics of the study population by the use of one or more additional youth health care services during the study period. The mean age of the responding parents was 33.9 years (SD = 5.1); 93.6% were mothers; the mean age of their child was 3.1 years (SD = 1.8); 15.2% of the parents reported low to moderate levels of perceived social support. Additional youth health care services were more often delivered to younger children (p = 0.001), children of parents with an immigration background (p < 0.001), children with a poorer general health status (p = 0.022), children with more behavioral and emotional problems according to their parent (p < 0.001), children of a parent with more mental health problems (p < 0.001), and children of a parent who perceived low to moderate levels of social support (p = 0.006). On average, participants had 1.7 (SD = 1.1) visits at their community youth health care organization during the study period of 1.5 year and used 0.5 (SD = 1.0) additional services (range 0–10).


TABLE 1 Characteristics of 749 parents of children aged 1–7 years participating in the CIKEO study by the use of additional community youth health care services during the study period of 1.5 year.
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Results


Social support and the use of additional community youth health care services (hypothesis 1)

Table 2 presents the results of the logistic regression models on the association between perceived social support and the use of one or more additional youth health care services. Model 1 presents the unadjusted association. Model 2, adjusted for predisposing factors, shows that parents who perceived low to moderate levels of social support at baseline had higher odds of using one or more additional youth health care services during the study period (OR: 1.72, 95% CI: 1.11, 2.66) compared to parents who perceived high levels of social support. Model 3 shows that this association was no longer significant after adjusting for need factors (OR: 1.46, 95% CI: 0.92, 2.31).


TABLE 2 Logistic regression models on the association between social support and the use of additional community youth health care services among parents of children aged 1–7 years participating in the CIKEO study (n = 749).

[image: Table 2]


Moderation by educational level (hypothesis 2)

Results of the interaction analysis (Supplementary Table S1) showed that the association between social support and the use of one or more additional youth health care services was moderated by the educational level of the parent (p = 0.015).

Table 3 presents perceived social support and the use of additional youth health care services by parents with different educational levels. For the stratified regression analysis, the groups of parents with a middle and low educational level were combined due to the relatively low number of participants with a low educational level (n = 55). Table 4 presents the stratified logistic regression models on the association between perceived social support and the use of one or more additional youth health care services. Among parents with a high educational level (n = 412), low to moderate levels of perceived social support at baseline were associated with 2.93 times higher odds of using one or more additional community youth health care services during the study period (95% CI: 1.47, 5.83). Among parents with a low/ middle educational level (n = 337), perceived social support was not associated with the use of one or more additional youth health care services during the study period (OR: 0.84, 95% CI: 0.44, 1.62).


TABLE 3 The use of additional youth health care services during the study period among parents of children aged 1–7 years participating in the CIKEO study (n = 749) by educational level and perceived social support.
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TABLE 4 Stratified logistic regression models on the association between social support and the use of additional community youth health care services during the study period (1.5 year) among parents of children aged 1–7 years participating in the CIKEO study (n = 749); stratified by educational level.
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Discussion

Low to moderate levels of perceived social support among parents of children aged 1–7 years were associated with higher odds of using one or more additional youth health care services during the study period independent of predisposing factors, but not independent of need factors. The association was moderated by the educational level of the parent. Among parents with a high educational level, low to moderate levels of social support were associated with higher odds of using one or more additional youth health care services, independent of predisposing and need factors. Among parents with a low or middle educational level, social support was not associated with the use of additional youth health care services.

As described in the introduction, the association between social support and the use of community youth health care services has hardly been examined in empirical research. With regard to other types of youth care and pediatric medical care, previous studies found little support for an association between social support and care use (28–31). However, the comparability of these studies may be limited as these studies examined different types of care and used different measures to assess social support (28–31).

We found support for our hypothesis that the association between social support and the use of additional community youth health care services was moderated by the parent's educational level. Among parents with a high educational level, low social support was associated with higher odds of the use of additional community youth health care services during the study period, while there was no association among parents with a low or a middle educational level. Parents with higher educational levels may have more positive attitudes toward (additional) community youth health care services and may therefore be more likely to use these services in case these are needed (31, 35, 36). They may also be more proactive in asking for additional community youth health care services when informal social support is insufficient (31, 35, 36). According to a qualitative study by Turnbull, Pope (56), factors related to a parent's socioeconomic position, like owning a car and having flexible work hours may facilitate the use of health care, while relying on public transportation and inflexible work hours may be a barrier to the use of healthcare (56). The threshold to use additional youth health care services in case they are needed may be lower among parents with a high socioeconomic position (of which the parent's educational level is an important indicator). We recommend to take a broad range of factors into account in future studies. More quantitative research is needed to confirm the moderation effect between social support and educational level. Qualitative research is needed to gain more in-depth insight into factors that possibly explain this moderation effect.

In additional interaction analyses (Supplementary Table 1), we explored possible moderation by other factors, namely the age group of the child (1–3 and 4–7 years) and the immigration background of the parent (57). The analyses showed that these factors were not moderating the association between social support and the use of additional youth health care services (p-values of the interaction terms were 0.441 and 0.665, respectively). However, the number of participants with an immigration background was rather low (n = 88), and therefore we recommend to examine this moderation effect in future studies. Cultural beliefs and practices, language barriers and familiarity with the health care system might influence the use of community youth health care services in various ways (57, 58).


Methodological considerations

Strengths of this study include the use of prospective data from the electronic registries of community youth health care organizations and the relatively large sample size. There are also limitations. First, a comparison of the participants' socio-demographic characteristics with national open data (62) showed that parents with a low educational level, parents with a migration background and one-parent families were relatively underrepresented in the sample. We have no rationale to expect that the directions of the associations have been affected by this underrepresentation, however it may have resulted in an over- or underestimation of the strength of the associations. Therefore, we advise to include a more diverse group of parents in future studies. Second, there were no data available on the reasons for the use of additional youth health care services (e.g., physical development or parenting issues) and we did not know whether the additional support was requested by the parent or initiated by the professional. These factors may be included in future studies, together with other potentially relevant factors such as characteristics of the social network, socioeconomic factors and norms and attitudes toward care use (9, 31, 35). Third, this study was not designed to examine causality between social support and the use of additional youth health care services. It may be possible that the use of youth health care services is influencing a parent's level of perceived social support. To reduce this possibility, we used a measure that specifically focused on perceived social support provided by family, a special person and friends, and not on external social support (40). A methodological consideration is that all regression models were adjusted for the region of the community youth health care organization. The region of the community youth health care organization was not significant in any of the regression models and adjustment for this potential confounder did not influence our results. As a final methodological consideration we want to point out that our full multivariable regression models were adjusted for need factors, which may have caused overadjustment. As mentioned in the introduction, need factors are also influenced by social support and may therefore (partly) mediate the association between social support and the use of additional youth health care services (63–67).



Implications for practice and policy

First of all, our results indicate that parents with a high educational level may be more likely to find their way to additional services in case they perceive low to moderate levels of social support. To ensure that all parents receive appropriate care we advise youth health care professionals to pay attention to all parents who perceive low to moderate levels of social support, and in particular to parents with low/ middle educational levels as our results indicate they may less often find their way to additional youth healthcare services.

In addition, our results have implications for social policy. In several countries, recent policy reforms aim to build stronger informal social networks in order to empower parents and to reduce the demand for youth and family care (16, 59–61). This study provides some empirical support for the association between social support and the use of additional youth health care services. Intervention strategies aiming to strengthen social support may be used to improve families' health and wellbeing and to empower parents to solve parenting issues within their social networks (13–27).




Conclusion

Our findings support the hypotheses that low levels of perceived social support by parents of children aged 1–7 years are associated with a higher use of community youth health care services, especially among high educated parents. This underlines the relevance of examining the broader social context in which care use takes place. More empirical research is needed to gain a better understanding of the association between social support and the use of community youth health care services and possible moderation effects. To ensure that all parents receive appropriate care, youth health care professionals are advised to pay attention to all parents who perceive low to moderate levels of social support, and in particular to parents with lower educational levels because they may less often find their way to additional youth health care services. We advise to be aware of the relevance of perceived social support for improving families' health and wellbeing and empowering them to solve parenting issues within their social networks.
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