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Introduction: Medical students experience high levels of stress, often due to academic demands, which can adversely affect their mental health. However, they frequently hesitate to seek and underutilise available mental health services. This study aimed to assess the perceived need for mental health services and identify the barriers to seeking help among undergraduate medical students.

Materials and methods: This cross-sectional study recruited 480 undergraduate medical students from two main universities in the Eastern Province of Saudi Arabia. Data were collected through an online, self-administered questionnaire that encompassed sections on sociodemographic details, the Patient Health Questionnaire (PHQ-9), perceptions about the necessity for professional mental health care, service utilisation over the past year, and the Barriers to Access to Care Evaluation (BACE-III).

Results: The study found that 33.6% of the participants showed signs of depression. Even though 42.5% expressed a perceived need for mental health services, only 16.2% actually utilised these services in the previous 12 months. In terms of barriers, attitudinal-related barriers received the highest mean score, followed by stigma- and instrumental-related barriers. Notably, students who had previously experienced academic failure and those who had sought mental health services were more inclined to report stigma- and instrumental-related barriers.

Conclusion: Mental health challenges are notably prevalent among undergraduate medical students. Although there is a significant perceived need for professional mental health intervention, the actual utilisation rate remains low. The primary obstacles to seeking assistance are attitudinal and stigma-related barriers.
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Introduction

Mental disorders are among the leading causes of health-related burden worldwide (1). According to the World Health Organisation (WHO), one in every eight people globally suffered from a mental illness in 2019, with anxiety and depressive disorders being the most prevalent. In 2020, the COVID-19 pandemic increased the number of individuals living with anxiety and depressive disorders (2). Despite the availability of preventative and treatment options, a significant number of those with mental illnesses demonstrate low levels of help-seeking (2, 3). Additionally, many individuals who do seek mental health care fail to adhere to their treatment plans (3). According to the Saudi National Mental Health Survey, 20.2% of the Saudi population had at least one DSM-IV/CIDI disorder in the previous 12 months, with only 13.7% of these individuals seeking professional assistance (4, 5).

Students engaged in health profession disciplines face pronounced stress, often attributable to academic pressures, competition for higher grades, limited leisure opportunities, and other factors potentially detrimental to their mental well-being (6). The prevalence of depression, anxiety, burnout, and stress among medical students has steadily increased, leading to unfavourable consequences such as unprofessional behaviours, chronic health issues, diminished quality of life, and poor educational achievement. Therefore, these issues not only pose significant economic and societal challenges but also have potential ramifications for the quality of future patient care (3, 7). Despite being well-informed about mental health, many medical students are reluctant to seek out and utilise mental health services to address their personal challenges during their time in medical school (8, 9).

Over recent years, mental disorders among medical students have received considerable research attention, with numerous studies aimed at estimating the prevalence and risk factors of mental problems (7, 9, 10). Globally, around 12–50% of undergraduate university students have one or more mental health issues (11). Even though it is expected that medical students have better access to mental health services, help-seeking behaviour might be influenced by a variety of variables such as financial concerns, lack of awareness, difficulty in accessing services, and intrapersonal dilemma (12–15). Moreover, cultural factors such as family background, religion, and social norms have an impact on how interact with mental issues (12, 14, 16). Gaining a deeper insight into the disparity between the recognition of treatment needs and the actual provision of care can guide administrative strategies to better address students’ mental health concerns. In light of this, our study endeavoured to assess the perceived need for mental health services and identify the barriers hindering help-seeking among undergraduate medical students in the Eastern Province of Saudi Arabia.



Materials and methods


Setting and participants

A cross-sectional study was conducted among undergraduate medical students from two leading universities in the Eastern Province of Saudi Arabia, namely King Faisal University (KFU) and Imam Abdulrahman Bin Faisal University (IAU).

As no previous studies have explored the perceived need for mental health services in Saudi Arabia among medical students, the sample size was calculated assuming a perceived need of 50%. With a 95% confidence interval, a 0.05 margin of error, and 80% power, the minimum sample size was estimated at 384 using Epi Info software (version 3.4.3). To enhance the response rate, the estimated number was increased by 20%, targeting a total of 460 participants. A comprehensive list of students from the second to sixth years at both universities was acquired from the academic affairs department. Participants were selected using a simple random sampling technique, with the sample size proportionally distributed based on the number of students at each university’s medical college (45% from KFU and 55% from IAU).

The study was approved by the Ethical Committee of King Faisal University, Al Ahsa, Saudi Arabia (Ref. No: KFU-REC-2022-MAY-ETHICS31; date: 24 May 2022). Additionally, participants received a brief description of the study’s purpose and a link to a non-personalised consent form.



Instruments

An anonymous online questionnaire was distributed via email to medical students. The questionnaire was divided into four sections. The first section covered sociodemographic data such as age, gender, living conditions (with family, in a university dormitory, or alone), previous academic failures, personal and family histories of psychiatric illnesses, and the use of psychiatric medications. The second section incorporated the Patient Health Questionnaire (PHQ-9), which consists of nine statements, each with four possible responses ranging from 0 to 3. The sum of these responses provides a total score ranging from 0 to 27; the scores are interpreted as follows: 0–4 (minimal), 5–9 (mild), 10–14 (moderate), 15–19 (moderately severe), and 20 or more (severe) (17, 18). Additionally, scores below 10 have shown 88% sensitivity and specificity in diagnosing major depression (17). Therefore, scores of 10 or lower were perceived as non-indicative of depression, while scores exceeding 10 were considered indicative of depression. Section 3 delved into the students’ perceived necessity for professional mental health care and their engagement with these services over the preceding 12 months. The fourth section assessed barriers to the utilisation of mental health services using the Barriers to Access to Care Evaluation (BACE-III); however, only those students who perceived a need for mental health support were prompted to complete the BACE-III questionnaire (19). The standard BACE-III consists of 30 items, divided into three barrier subscales: 12 items for stigma-related barriers, 10 for attitudinal-related barriers, and 8 for instrumental-related barriers. Responses are scored from 0 (not at all) to 3 (a lot), with higher scores indicating greater perceived barriers. Five of the original 30 items include a fifth response option, ‘Not applicable’. However, these were excluded from this study as they were not deemed relevant for the student cohort. Consequently, the adapted version included 25 items, with the three subscales adjusted to eight items for stigma-related barriers, 10 for attitudinal barriers, and seven for instrumental barriers. The questionnaire was reviewed by three experts in the field of family medicine as well as mental health and piloted among 30 undergraduate students from different health-related fields outside the sample to test its validity and reliability. The BACE-III instrument reliability (internal consistency was 0.852; for stigma sub-scale: 0.841; attitudinal sub-scale: 0.673 and instrumental sub-scale: 0.689).



Data analysis

The collected data were analysed using the Statistical Package for the Social Sciences (SPSS) version 25. For descriptive statistics, frequencies and percentages were used for categorical variables, while means and standard deviations were used for continuous variables. Results for each barrier item were presented in three ways, according to the BACE-III scale: the mean score for the item, ‘barrier to any degree’ (the percentage of respondents answering 1, 2, or 3), and ‘major barrier’ (the percentage of respondents answering 3) (19). The mean of each subscale was also calculated.

Differences in the pattern of mental health service utilisation (categorical) were assessed in relation to students’ characteristics (categorical) using chi-square test. Furthermore, differences in the mean scores of the BACE-III barrier subscales (continuous data) were assessed in relation to students’ characteristics using the independent t-test and one-way ANOVA for normally distributed data (attitudinal subscale), and the Mann–Whitney U and Kruskal-Wallis tests for non-normally distributed continuous data (stigma and instrumental subscales). Additionally, to examine the relationship between demographic variables and the mean score of the BACE-III subscales, both univariate and multiple linear regression models were employed. A p value of <0.05 was considered statistically significant.




Results


Characteristics of the participants

A total of 480 students (87% response rate) participated in the study, with a mean age of 21.40 years (SD = 1.86). The majority of the students were female (69.4%), single (87.5%), and lived with their families (82.3%). Only 12.3% of the students reported a personal history of mental illness: anxiety (7.1%, n = 34), depression (6.3%, n = 30), schizophrenia (0.4%, n = 2), and bipolar disorder (0.6%, n = 3). Additionally, 20.4% of students had a family history of mental illness. Furthermore, 40.6% of the students were unaware of the availability of mental health counselling services in their colleges. The remaining sociodemographic characteristics are presented in Table 1.



TABLE 1 Sociodemographic and medical characteristics of the medical students (n = 480).
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Depression prevalence

Based on the PHQ-9 score, 24.2% of the students exhibited minimal depression, 41.8% had mild depression, 19.4% showed moderate depression, 10.0% experienced moderate to severe depression, and 4.2% had severe depression (Figure 1). The prevalence of depression, assessed using a PHQ-9 score of ≥10, was found to be 33.6%.

[image: Figure 1]

FIGURE 1
 Distribution of students according to the Patient Health Questionnaire Depression Score (PHQ-9).




Mental health services

The majority of students (83.8%, n = 402) reported that they had not utilised any mental health services in the past 12 months. In contrast, 16.2% (n = 78) of the students reported service utilisation during this period: 6.3% (n = 30) utilised psychiatric clinics, 4.2% (n = 20) accessed the university counselling service, and 4.0% (n = 19) visited primary care clinics (Figure 2). When examining factors related to the utilisation of mental health services, there was a significant association between utilisation and students living in university dormitories, those with a personal history of psychiatric illness, and students who had previously used psychiatric medications (p < 0.05, Table 2).

[image: Figure 2]

FIGURE 2
 A flowchart representing the mental health services utilised by medical students in the previous 12 months.




TABLE 2 Factors associated with utilisation and the perceived needs of mental health services (n = 480).
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Out of the total participants, 42.5% (n = 204) reported a perceived need for mental services. There was a statistically significant association between the perception of need and both gender and a personal history of psychiatric illness. Female students and those with a personal history of psychiatric illness were more likely to perceive a need for mental health services (p < 0.05). Moreover, students with severe depression exhibited a higher demand for and utilisation of mental health services compared to those with milder cases (p < 0.05, Table 2).



Barriers to utilising mental health services

Table 3 presents the barriers to mental health service utilisation among students who perceived a need for such services in the last 12 months (n = 204). Based on the average barrier scores, the primary reason for not seeking treatment was ‘Wanted to solve the problem on my own’, reported by 89.7% as a barrier to any degree and 47.1% as a major barrier. The second most common barrier was ‘Thinking the problem would get better by itself’, reported by 80.4% as a barrier to any degree and 32.4% as a major barrier. Ranking third was a ‘Dislike of talking about feelings, emotions, or thoughts’ identified by 80.9% as a barrier to any degree and 29.4% as a major barrier. The fourth barrier was ‘Difficulty taking time off from education’, with 77.9% considering it a barrier to any degree and 29.9% viewing it as a major barrier. The fifth most cited reason was ‘Being unsure where to go to get professional care’, reported by 73.0% as a barrier to any degree and 27.5% as a major barrier.



TABLE 3 Barriers to receiving professional mental health care among students who perceived the need for mental health service in the past 12 months (n = 204).
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In terms of barrier subscales, the attitudinal-related barriers had the highest average score compared to the other subscales (attitudinal barrier: 12.05 [± 5.31], stigma-related barrier: 7.79 [± 5.89], and instrumental-related barrier: 7.22 [± 4.06]).

Table 4 shows the association between barrier subscales and students’ characteristics. Students who had previously experienced academic failure, as well as those who had utilised mental health services in the past, exhibited higher barrier scores. Notably, there were statistically significant differences in the stigma- and instrumental-related subscales (p < 0.05).



TABLE 4 Differences in BACE-III barrier subscales (Mean ± SD) in regards to different students’ characteristics (n = 204).
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Predictors of mental health service utilisation barriers

The univariate analysis shows that students who had previously experienced academic failure were 2.480 times more likely to perceive stigma-related barriers. Similarly, those who had previously utilised mental health services were 2.366 times more likely to exhibit stigma-related barriers. However, after adjustments in the multivariate analysis, the sole predictor was the utilisation of mental health services. Specifically, students who had used these services were 2.042 times more likely to report stigma-related barriers (Table 5).



TABLE 5 Predictors of stigma related barriers to receiving professional mental health care in univariate and multivariable linear regression (n = 204).
[image: Table5]

Univariate and multivariate analyses, as presented in Table 6, confirmed that none of the students’ characteristics predicted attitudinal-related barriers.



TABLE 6 Predictors of attitudinal related barriers to receiving professional mental health care in univariate and multivariable linear regression (n = 204).
[image: Table6]

In terms of instrumental-related barriers, univariate linear regression results indicate that students with prior academic failures were 1.678 times more likely to report these barriers. Additionally, those who had previously utilised mental health services were 2.287 times more likely to perceive instrumental-related barriers. After adjustments in the multivariate analysis, age emerged as a predictor. Specifically, for each 1-year decrease in age, there was an associated 0.373 increase in the likelihood of perceiving instrumental-related barriers. Students with a history of academic failure were 1.956 times more likely to perceive instrumental barriers, and those who had used mental health services were 2.194 times more likely to report them (Table 7).



TABLE 7 Predictors of Instrumental related barriers to receiving professional mental health care in univariate and multivariable linear regression (n = 204).
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Discussion

The prevalence of mental health disorders among undergraduate medical students is believed to be higher than in other individuals of comparable age in the general population (20). This heightened vulnerability is often attributed to the stress associated with studying medicine (21). In this study, the reported prevalence of depression (33%) was consistent with that reported in a meta-analysis study spanning 43 countries (20). However, the study by Ewid et al., which aimed to investigate the impact of the COVID-19 pandemic on the mental health of Saudi medical students, reported a slightly lower prevalence (23%) (22). The discrepancy between their findings and ours might be attributed to the fact that the majority of our participants were female, and studies have indicated that females are generally more susceptible to psychological distress (22).

Unmet mental health needs are believed to place a significant strain on community health and productivity (20). According to the current study, nearly 4 in 10 students reported a perceived need for professional mental health support. This perceived need was particularly pronounced among female students and those with a personal history of psychiatric illness. Such a high level of perceived need has been reported in previous studies (23, 24). Despite the high proportion of students reporting depressive symptoms and expressing a perceived need for help, these services remain underutilised. In this study, only 16.2% of students who felt a need for treatment sought professional help in the previous 12 months. Such utilisation rates, ranging from 18 to 23%, have also been observed among university students in recent studies conducted in Egypt and the United States (23, 25). It is worth noting that, in our study, students with severe depression were more likely to recognise a need for treatment and subsequently seek help compared to those with mild and moderate depression, which is consistent with previous literature (3, 26). This suggests that many students delay seeking care, even though early-stage cases are often easier to address (3).

Various factors could explain this unmet demand for help. However, in our study, the dominant barrier was attitudinal, with most students preferring to tackle their problems independently, hoping issues would naturally resolve, or feeling reluctant to share their emotions and thoughts. This observation is in line with a previous study that identified a preference for self-management as a significant obstacle to seeking formal mental health care among university students experiencing depression and anxiety (27). Additionally, our results underscore the prevailing hypothesis linking mental health literacy with tendencies towards help-seeking behaviours (3, 6). These findings emphasise the relevance of cultural diversity, which continues to have a crucial role in attitudes about mental disease treatment. In Saudi Arabia, a predominantly Muslim population country, a considerable number of people believe that mental illness is a result of insufficient religiosity and are hesitant to seek professional help, despite significant advancements in the mental health care system (15).

The stigma associated with mental health was the second most frequently reported obstacle in our research. In contrast, a study by Noorwali et al. indicated stigma as the principal factor deterring young Saudi adults from pursuing mental health services (14). These findings might be attributed to the persisting stigmatisation of mental illnesses in Arab nations, characterised by prevailing negative sentiments surrounding mental disorders and associated medical services (28). Furthermore, it is widely acknowledged that doctors and medical students are hesitant to engage in therapy, particularly for mental problems. In addition, it has been hypothesised that doctors stigmatise mental illness more than the general population because of the idea that seeking care for a mental condition may negatively affect one’s legal licence to practise medicine (9, 29).

Although our participants rated instrumental barriers the lowest overall, Egyptian medical students identified them as their most significant barrier (23). This discrepancy might be attributed to the relative accessibility of Saudi Arabia’s healthcare system, which offers cost-free psychiatric services (3). Even with the presence of qualified mental health mentors and a dedicated teaching referral clinic aimed at assisting distressed students, nearly 40% were unaware of these resources. These findings are consistent with the Osborn et al. research, which revealed that in countries with high incomes, university mental health services are frequently underused (30). Notably, younger students in our study were more likely to identify instrumental challenges, possibly due to junior students’ lack of awareness about the university’s mental health facilities and their accessibility. These findings are in line with previous studies, which found that a majority of university students were uninformed about their institution’s mental health services (27, 31). Interestingly, students with a history of academic failure and those who had previously sought mental health services were more likely to experience stigma- and instrumental-related barriers. In line with earlier Saudi research which indicates that the primary factors behind the unmet need for mental health care in Saudi Arabia are more attitudinal than related to service availability or delivery (3).

Our study’s findings contribute significantly to the literature addressing the underutilisation of help-seeking services, potentially helping to mitigate the burden of mental disorders among medical students. The pattern of barriers to unmet treatment needs in this study was mainly students’ attitudes and stigma rather than the availability of mental health care, therefore university mental health service providers might benefit from taking specific steps towards this point, including providing students with comprehensive orientation sessions about available services and locations, organise workshops to enhance awareness and reduce stigma, as well as placing a greater emphasis on the roles of mentorship and counselling.

While this research stands as the first analysis of perceived needs and barriers concerning mental health service usage among Saudi medical students, it has certain limitations. First, its cross-sectional design restricts drawing causal conclusions. Second, the use of self-reported questionnaires could lead to recall bias. Third, the sensitivity of the subject matter could have influenced how participants responded to specific questions. Moreover, participants were only selected from the Eastern Province of Saudi Arabia, which may restrict the results’ generalizability. Lastly, the study does not explore in depth the issues related to students who begin but do not complete treatment, an area that should be addressed in future research.



Conclusion

In conclusion, mental illnesses are prevalent among undergraduate medical students. Concurrently, while there is a pronounced perceived need for professional mental health support, actual service utilisation remains low. The primary obstacles to seeking mental care were found to be attitudinal and stigma-related barriers. Enhancing mental health literacy could play a pivotal role in addressing these unmet treatment requirements.
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Barriers Barrier to any Major barrier Mean (SD) Rank

degree

No (%) No (%)
Stigma-related barriers
Concern that I might be scen as weak for having a mental health problem 17(57.4) 240118 1.00(1.05) 15
Concern about what my family might think, say, do or feel 141 (69.1) 51(25.0) 139 (1.17) 6
Feeling embarrassed or ashamed 106 (52.0) 24(11.8) 0.90 (1.04) 18
Concern that I might be seen as ‘crazy’ 78 (38.2) 16 (7.8) 0.63 (0.94) 21
Concern that people I know might find out 111 (54.4) 33(162) 0.99 (1.11) 16
Concern that people might not take me seriously if they found out I was 111 (54.4) 34(16.7) 108 (1.15) 13

having professional care

Not wanting a mental health problem to be on my medical records 124 (60.8) 3211 122(118) 9
Concern about what my friends might think, say or do 78(38.2) 11(5.4) 0.60 (0.89) 22
Stigma-related barriers Mean Score(+SD)/Median/Range 7.79 (£5.89)/7 0-24

Attitudinal-related barriers

Wanting to solve the problem on my own 183 (89.7) 96 (47.1) 209(1.03) 1
Fear of being put in hospital against my will 62(30.4) 17(8.3) 055 (0.95) 23
‘Thinking the problem would get better by itself 164(80.4) 66 (32.4) 172(112) 2
Preferring to get alternative forms of care (e.g. traditional/religious healing 12(54.9) 25(123) 096 (1.05) 17

or alternative/complementary therapics)

‘Thinking that professional care probably would not help 135 (66.2) 33(162) 117 (107) 10
Dislike of talking about my feelings, emotions, or thoughts 165 (30.9) 60(29.4) 1,66 (1.2) 3
Concerns about the treatments available (e.g., medication side effects) 133(65.2) 41201 131 (L15) 7
Having had previous bad experiences with professional care for mental health 57(27.9) 1(5.4) 049 (0.879) 2
Preferting to get help from family or friends 116 (56.9) 30(14.7) 101 (1.09) 1
Thinking I did not have a problem 124(60.8) 33(16.2) 109 (1.2) 12
Atitudinal-related barriers Mean Score(:SD)/Median/Range 12,05 (£531)/120-27

Instrumental-related barriers (accessibility)

Being unsure where 10 go to get professional care 149 (73.0) 56(27.5) 149(1.16) 5
Problems with transport or travelling to appointments 86(42.2) 24(11.8) 0.77 (1.06) 20
Not being able to afford the financial costs involved 133.(65.2) 66 (32.4) 117 (107) 1
Professionals from my own ethnic or cultural group not being available 67(32.8) 1(54) 055 (0.90) 2
Being too umwell o ask for help 97(47.5) 27(132) 090(1.98) 19
Difficulty taking time off education 159 (77.9) 61(29.9) 1.57 (1.14) 4
Having no one who could help me get professional care 133(65.2) 40196) 125(113) s

Instrumental-related barriers Mean Score(SD)/ Median/Range 7.22(£4.06)/120-17
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Variable BACE-Ill barrier subscales

Stigma related barriers  Attitudinal related barriers Instrumental related barriers
Mean (SD) Mean (SD) Mean (SD)
7.79 (+5.89) 12.05 (+5.31) 7.22 (+4.06)
Gender
Male (49) 9064622 13162517 7282403
Female(155) 7404575 11704333 7.20£409
palue 0091 0,094 0879
Living area
With family (161) 7.8245.99 1213532 7024390
On campus (25) 8644593 11322495 8282502
Alone (18) 6444490 12332597 755408
palue 0545 0755 0351
Academic year
2nd 7044542 12875718 6765417
3rd 800532 10732471 8462395
ath 745578 11812489 7442401
Sth 7164629 13.17£4.99 656390
6th 9.042621 11782552 698132
palue 0.496 0383 0338
History of academic falure:
No (163) 7.30£6.07 11814524 688399
Yes (41) 9781468 13.024556 8562412
palue 0.002% 0192 0022

Personal history of psychiatric illness

No (167) 7724588 12244527 7014407
Yes (37) 8162597 11274549 7704405
P value 0.659 0290 0385

Family history of psychiatric illness

No (155) 7.91+5.83 12.5845.34 7324403
Yes (49) 7441613 11.0215.16 6.89+4.21
pralue 0537 0119 0542

History of taking psychiatric medications

Never (183) 7554578 11972533 7.70£4.04
Ever user (21) 9.95+6.48 1276523 876+4.12
pvalue 0,099 0521 0056

Ever utilised mental health services during the past 12months.

Never (149) 7.16£5.71 1188507 660391
Yes (55) 9.5246.06 12504594 8894404
pvalue 0012% 0459 <0.001%

fferences regarding stigma and instrumental barriers have been analysed using Mann-Whitney and Kruskual Wallis test; meanwhile those for attitudinal related barriers were analysed using
ttest and ANOVA. *Significant p value < 0.05.
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\ELELIES No (%

Agein years Range (Mean+SD) 18-27 (21.4£19)
Gender Male 147 (30.6)
Female 333 (69.4)
Marital status Married 55(115)
Single 420 (87.5)
Divorced 5(1.0)
Academic year 2nd 57(11.8)
3ed 66 (13.8)
4th 141(29.4)
Sth 94(196)
6th 122(25.4)
Living circumstances With family 395 (82.3)
On campus (Dorms) 52(108)
Alone 33(69)
History of academic No 381 (79.4)
failure Yes 99(20.6)
Personal history of No 421(87.7)
psychiatric llness Yo 59023
Self-reported psychiatric  Anxiety 34(7.1)
illness Depression 30(63)
Schizophrenia 2(0.4)
Bipolar disorder 3(0.6)
Family history of No 382(79.6)
psychiatric llness Yoo 98.(204)
Self-reported family Depression 46 (9.6)
psychiatric llness Ansiety 248
Bipolar disorder 10(2.1)
17(35)
1(0.2)
History of taking Never 443(923)
psychiatric medications e yeer 707
Awareness about mental  Yes 285 (59.4)
health counselling No 195 (40.6)

services in your university
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Utilisation of mental health services N (%) Perceived needs for counselling N (%)

No Yes p-value No Yes p-value
402 (83.8%) 78 (16.2%) 276 (57.5%) 204 (42.5%)
Gender
Male 119 (81.0) 28(19.0) 0.270 98 (66.7) 49(33.3) 0.007*
Female 283 (85.0) 50(15.0) 178 (53.5) 155 (46.5)
Living arca.
With family 334 (84.6) 61 (16.4) 234(59.2) 161 (40.8)
On campus 37(71.2) 15(28.8) 0.012% 27(51.9) 25(48.1) 0.211
Alone 31(939) 2(6.1) 15(45.5) 18 (54.5)
Academic year
2nd 51(89.5) 6(10.5) 36(63.2) 21(36.8)
3rd 56 (84.8) 10(15.2) 0.608 40 (60.6) 26(39.4) 0.424
ath 115816 26(18.4) 73(518) 68 (18.2)
5th 76 (80.9) 18 (19.1) 52(55.3) 42(44.7)
6th 104 (85.2) 184 (14.8) 75(61.5) 47 (38.5)
History of academic failure
No 323 (84.8) 58(15.2) 0232 218(57.2) 163 (42.8) 0.806
Yes 79(79.8) 20(202) 58(58.6) 41(41.4)
Personal history of psychiatric illness
No 377 (89.5) 44(105) <0.001 254(60.3) 167 (39.7) 0.001*
Yes 25 (424) 34(57.6) 22(37.3) 37(62.7)

Family history of psychiatri illness
No 326 (85.3) 56 (147) 0062 227 (59.4) 155 (406) 0092
Yes 76 (77.6) 22(224) 49 (50.0) 49 (50.0)

History of taking psychiatric medications

Never 391(88.3) 52(11.7) <0001 260 (58.7) 183 (413) 0.068
Ever user 11(297) 26(70.3) 16 (43.2) 21(56.8)

Depression score

Minimal 106 (89.8) 12(102) 93(78.8) 25(21.2)

Mild 176 (87.6) 25(12.4) <0.001 124(61.7) 77(38.3) <0.001
Moderate 74(796) 19204) 37(39.8) 56(60.2)

Moderately severe 37(77.1) 11229 18 (37.5) 30(62.5)

Severe 9(45.0) 11(55.0) 4(20.0) 16.(80.0)

*p<0.05 (significant).
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Variable Instrumental related barriers

Univariate Multivariate

B [C1:95%] p-value B [CI:95%] p-value
Age ~0.19 [~053,0.15] 0275 ~0.37 [~0.74, ~0.00) 0.047%
Gender (Ref: Male) ~0.09 [~140,1.23] 0898 0.10(~1.25,1.45) 0.885
Female
History of academic failure (Ref: No) 1.68 (0.29, 3.063) 0.018* 1.96 (049, 3.42] 0.009*
Yes
Personal history of psychiatric llness (Ref: No) 059 (~0.87, 2.045] 0427 ~117[-3.06,0.72] 0.223
Yes
Family history of psychiatric illness (Ref: No) 042 [~1.74,089) 0526 ~0.22[-154, 1.11] 0.748
Yes
History of taking psychiatric medications (Ref: Never) 172[-0.12,3.56] 0.067 151 [-0.87,3.89] 0212
Ever user
Ever utilised mental health services during the past 12months (Ref: No) 229[106,3.52) <0.001% 219 (083, 3.56] 0.002%
Yes

“Significant p value <0.05.
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Variable Stigma related barriers

Univariate Multivariate

B [C1:95%] p value B [CI:95%] p value
Age 0.46 (~0.03,0.96] 0.065 021(-033,0.75) 0444
Gender (Ref: Male) ~1.66 [~3.56,023] 0.085 ~0.84 [-284,1.15) 0406
Female
History of academic failure (Ref: No) 248 (0.47,4.48) 0.016* ~182[-033,3.98] 0097
Yes
Personal history of psychiatric llness (Ref: No) 0.44 (~167,2.56] 0.680 ~1.99 [-4.77,0.80] 0162
Yes
Family history of psychiatric llness (Ref: No) ~0.46 (~2:37,1.45) 0634 ~033[~229, 1.62) 0736
Yes
History of taking psychiatric medications (Ref: Never) 244(-0.26,5.06] 0077 256 (~0926.12] 0147
Ever user
Ever utilised mental health services during the past 12months 237(0.56,4.17) 0011% 204(0.03,4.00] 0.047%
(Ref: No)
Yes

“Significant p value <0.05.
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Variable Attitudinal related barriers

[SLUEREIS Multivariate

P [CI:95%] p-value B [CI:95%] p-value
Age 0,07 [~038,051] 0770 ~0.12(-062,0.37) 0.621
Gender (Ref: Male) ~146[~3.17,025) 094 ~139(-32,043) 0134
Female
History of academic failure (Ref: No) 0,07 [~052,0.66] 0814 1.08(~0.90,3.05) 0284
Yes
Personal history of psychiatric llness (Ref: No) ~1.02[~293,088] 0.290 248 [~5.04,0.07] 0.057
Yes
Family history of psychiatric llness (Ref: No) ~1.36(~3.07,035) 019 ~091(-2.70,0.88] 0317
Yes
History of taking psychiatric medications (Ref: Never) 0.52(-163,321] 0.789 248(0.74,5.70] 0131
Ever user
Ever utilised mental health services during the past 12months (Ref: No) 0.62(1.03,2.28] 0459 061 [~1.23,-24] 0511
Yes

“Significant p value <0.05.
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