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Objective. This study sought to ascertain the prevalence rates and risk factors for a range of mental health difficulties,
including suicidal ideation/self-harm among 16 and 17-year-old rural Irish adolescents, a vulnerable group in transition
from childhood to adulthood.

Method. Adolescents (n = 237) took part in this cross-sectional study. Participants completed a questionnaire compen-
dium consisting of generic questions on demographic information, use of mental health services and four normed
questionnaires: The Youth Self-Report, the Children’s Depression Inventory, the Coping Inventory for Stressful
Situations-Adolescent and The Family Assessment Device.

Results. We found that 16.9% of adolescents reported clinically significant mental health difficulties. Significant gender
differences were found on internalising and externalising difficulties. There were no gender differences in suicidal idea-
tion or self-harm. Only 3.4% of adolescents were receiving professional help for mental health difficulties. Multiple
regression analyses revealed that family dysfunction, emotion-focussed coping and poor academic competence were
significant predictors of poorer mental health difficulties in both genders. Family dysfunction was the strongest predictor
of mental health difficulties in males. Among females, emotion-focussed coping was the strongest predictor of inter-
nalising difficulties and depression. Social diversion (social support) was predictive of less internalising difficulties and
depression for females.

Conclusion. The study shows that a significant number of Irish 16 and 17 year olds have mental health difficulties, yet
very few are receiving treatment. Emotion-focussed coping, family dysfunction, poor academic competence and less
social support were important predictors of mental health difficulties. A new finding is the stronger association that
family dysfunction has with poorer mental health in males than females, when controlling for academic competence and
coping skills. The findings may have implications for psychological interventions.
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Introduction

A significant number of youth have mental health
difficulties (Costello et al. 2005), but are not receiving
treatment (Ravens-Sieberer et al. 2008). A major
research review reported a prevalence rate of 12% for
child and adolescent mental health disorders (Costello
et al. 2005), but it is difficult to ascertain rates specifi-
cally for adolescents as many studies include children
and adolescents (Patel et al. 2007).

In the literature different terminology is used
to describe adolescent mental health difficulties

depending on whether a dimensional or categorical
approach was used in the study (Ford 2008). Some
studies report general emotional and behaviour diffi-
culties, which indicate the young person may be at risk
of a mental health disorder (e.g. Barkman & Schulte-
Markwort 2005), while other studies report rates of
clinically diagnosedmental disorders (e.g. Costello et al.
1996). In keeping with the dimensional approach, two
groups of emotional and behavioural problems, termed
internalising and externalising difficulties have been
recognised by Achenbach and Rescorla (2001). Inter-
nalising difficulties are defined as ‘problems mainly
within the self’ and denote emotional problems such as
anxiety and depression, (Achenbach & Rescorla 2001,
p. 24). Externalising difficulties can be defined as con-
duct problems such as aggression and rule-breaking
behaviour. These groupings of emotional and behavioural
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problems are indicative of potential long-term mental
health problems and clinical disorders (Gyllenberg et al.
2010; Morcillo et al. 2012). They also cause disruption to
social life and academic success (Patel et al. 2007). This
study aims to identify those adolescents who are
experiencing mental health problems, as opposed to
those actually diagnosed with a mental health disorder,
and thus will utilise a dimensional approach to assess
mental health problems.

Adolescent depression, deliberate self-harm and
suicide

Depressive disorders increase in prevalence in adoles-
cence and this is also the period of time when a gender
difference emerges, for example there are greater rates
of depression among girls around the age of 13–14
years (Nolen-Hoeksema 1990; Duggal et al. 2001). A
meta-analysis of epidemiological studies found that
5.6% of adolescents received a diagnosis of depression
(Costello et al. 2006). Suicidal thoughts are among
the key symptoms of depression (DSM-5; American
Psychiatric Association 2013). Adolescent females
generally report more suicidal ideation and deliberate
self-harm (DSH) than males (Morey et al. 2008), yet
males are significantly more likely to die by suicide
[National Office for Suicide Prevention (NOSP) 2009].
As depression is a significant risk factor for adolescent
self-harm and suicide (Pagliaro 1995; Hawton et al.
1999; Fliege et al. 2009), early identification and treat-
ment programmes are vital (Kessler et al. 2005). Com-
munity studies on the prevalence of adolescent DSH are
essential as most episodes of adolescent self-harm do
not come to hospital attention (Hawton & Rodham,
2006; Madge et al. 2008). In terms of accessing services,
adolescents may fear seeking help for mental health
difficulties due to concerns about lack of anonymity,
and the stigma attached to mental illness (Booth et al.
2004; Boyd et al. 2007).

Risk factors for mental health difficulties in
adolescents

While it is important to quantify rates of mental health
difficulties, we also need to identify risk factors in order to
deliver appropriate interventions (Weisz&Hawley 2002).
Some of the factors that are found to be associated with
poorer mental health include certain coping skills, family
dysfunction and academic difficulties (McWilliams et al.
2003; Ford et al. 2004; Myklestad et al. 2012).

Coping strategies

There is a growing body of international research linking
particular coping strategies with poorer mental health
(e.g. Endler & Parker 1990b; McWilliams et al. 2003).

Specifically, emotion-focussed coping (i.e. rumination,
self-blame, anger and crying) has been linked to
depression (McWilliams et al. 2003) and anxiety (Endler
& Parker 1990b).

Academic competence

Another area of influence on mental health is compe-
tence (Cole et al. 2001). A lack of academic competence
has been a suggested risk factor for the development
of externalising problems (Reinke & Herman 2002).
A longitudinal study in Norway found academic
difficulties were a significant risk factor for mental
health difficulties in adolescents (Myklestad et al. 2012).
Specifically, reading difficulties have been shown to
contribute to the development of conduct disorder
(Bennett et al. 2003). A competency based model of
depression (Cole 1991) proposed that negative percep-
tions of competence starting in childhood are linked to
future depression. According to this model, negative
feedback in childhood about ones competence prevents
the development of positive self-schema, causing the
negative thought processes that are central to depres-
sion (Cole 1991). There is now significant research
evidence to endorse this model (e.g. Cole et al. 2001;
Uhrlass & Gibb 2007; Herman et al. 2008).

Family functioning

Additionally, there is a large body of international
research linking family dysfunction to various mental
health difficulties such as conduct difficulties (e.g.
Chang 2003; Ford et al. 2004), depression (e.g. Keitner &
Miller 1990), anorexia (Wallin & Hansson 1999) and
schizophrenia (Leff &Vaughan 1985). Social learning
theory has been prominent in relation to conduct
difficulties (Bandura & Walters 1959) suggesting that
children learn to be aggressive by modelling aggressive
parents (Bandura &Walters 1959). Research has shown
that youth with conduct disorder come from homes
where aggression and coercive cycles of interaction
between parents and children predominate (Dadds
et al. 1992).

There is a dearth of mental health research on the 16
and 17-year age group, a vulnerable cohort in transition
from childhood to adulthood, who are dealing with
many stresses associated with this change, for example,
exam pressure, making career choices and possibly
leaving home for the first time. In Ireland, this is the age
range when many adolescents sit their final secondary
school state exams. In terms ofmental health, this is also
the age at which adolescent suicidal ideation increases
(Fedorowicz & Fombonne 2007) and there is the great-
est risk of youth suicide attempts (Boeninger et al.
2010). An additional rationale for the study arose from
deficits in Irish mental health services for this age group.
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For years, this cohort has fallen between child and adult
mental health services, arguably, without adequate
provision from either. Until recently Child and Ado-
lescent Mental Health Services (CAMHS) would only
see new adolescent cases up to the age of 16 years.
Adult mental health services reluctantly filled the gap,
seeing 16–17 year olds as outpatients and in the com-
munity. However, this was often in inappropriate and
non adolescent friendly settings. As a result of the
Mental Health Act 2001 (which defines childhood as
ending at 18 years) and was fully implemented in 2006,
CAMHS services have now been obliged to take on this
age group. During this transition, these youth could
remain in a vulnerable position. In order to plan for a
comprehensive adolescent mental health service we
need accurate data on the current level of service
demand.

While there have been some prevalence studies on
the rates of mental health difficulties and suicidal
ideation among Irish children and adolescents span-
ning different ranges (e.g. Lynch et al. 2004; 12–15 years;
Martin et al. 2006, ages 0–18 years); to date, no Irish
study has focussed exclusively on the 16 and 17-year
age group at one point in time. The prevalence study
by Lynch et al. (2004) found 19.4% of 12–15 year olds
were at risk of a psychiatric disorder, while a sub-
sequent study byMartin et al. (2006) found that 18.7% of
children under 18 years had psychological difficulties.
The last prevalence study on 16 year olds was con-
ducted over a decade ago (Lawlor & James 2000), with a
1 year follow-up study published in 2004 (James et al.
2004). The study by Lawlor & James (2000) found that
21% of 16 years olds had psychological problems which
persisted from age 16 to 17 years (James et al. 2004).
However, there have been no Irish studies which have
combined measures of mental health, depression,
suicidal ideation/self-harm among this cohort within
one study. Therefore the present study is methodolo-
gically different from all previous studies. In terms of
risk factors for adolescent mental health difficulties,
there are no Irish studies that have examined the
relationship between coping skills, competence, family
functioning and mental health, among this age group.
Studies which have included risk factors have not
explored them in depth and were primarily concerned
with prevalence rates (e.g. Lynch et al. 2004; Martin et al.
2006). Therefore this study is broader in focus than
previous work. Although there is a growing body of
international research on risk factors for adolescent
mental health (especially coping skills and family fac-
tors), Irish studies have not been forthcoming. Studies
on adolescent mental health in rural settings are extre-
mely limited. Therefore the present study sought to
address these gaps in the literature and help point to
areas of potential clinical intervention. Based on

previous literature it was hypothesised that: (1) females
would report more internalising difficulties, suicidal
ideation and self-harm than males and that males
would report more externalising difficulties; (2) family
dysfunction and emotion-focussed coping would pre-
dict mental health difficulties and depression when
controlling for other variables.

Method

The sample

The population of interest consisted of all Secondary
schools and Youth Reach training centres (YRC’s –

which cater for adolescents who have dropped out of
school) in one county in the west of Ireland. In terms of
socio-economic class, the county is generally compar-
able to the national profile but has fewer managers and
higher professionals and more farmers than the
national percentage (Census 2011).

Of a total 663 adolescents invited to participate in
this study, 286 returned consent forms and participated
(response rate 43%). Even though schools were asked to
invite only those adolescents aged 16 and 17 years to
participate, 21 cases were found to be outside the age
range. Excessive missing data on some questionnaires
led to the removal of a further 28 cases. The final sample
consisted of 237 adolescents, corresponding to a final
response rate of 36%, (91 males, 146 females) of pre-
dominately Caucasian ethnicity. One hundred and
forty (59.1%) were aged 16 years, 97 (40.9%) were aged
17 years. The vast majority (85.7%) lived in two parent
families. Most students were in their 5th year (52.2%),
followed by transition year (26.4%), and leaving cert
year (17.2%). The remainder (3.8%) were either on a
‘Fetac’ training course (training offered in YRC’s),
doing the leaving cert applied course, or in junior cert.
Only 3.4% of participants were receiving professional
help (attending a therapist/psychologist) for psycho-
logical problems.

Procedure

The study received ethical approval from the ethics
committee of the Health Service Executive (HSE, West)
in Ireland and the University of Essex, UK. Principals of
the eight schools and two YRC’s in one county were
approached to participate. One school declined to par-
ticipate due to limited resources. This did not affect
the demographic makeup of the sample. Consent to
participate was obtained in writing from parents
and adolescents. Questionnaires were completed
anonymously in classroom settings with one of the
researchers available to answer questions. A debrief
and psycho-education session was provided to all
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schools and YRCs on completion of the data collection.
Psychological support was available on site if needed.

Measures

The questionnaire compendium consisted of generic
questions relating to demographic information, use
of mental health services and four standardised
questionnaires.

The Youth Self-Report (YSR (Achenbach & Rescorla
2001) measures a young person’s competencies and
mental health. It contains 119 questions including two
on suicide ideation/self-harm. Respondents rate each
problem on a three-point scale as follows: 0 = not true,
1 = somewhat/ sometimes true, 2 = very/often true.
The YSR can assess eight problem areas (subscales),
which are grouped into internalising, externalising
difficulties and a total problem score. It also provides a
measure of competence (social and academic). Only
academic competence was used in this study. The YSR
has satisfactory reliability and validity (Achenbach &
Rescorla 2001). Cronbach’s α of the YSR total score in
this study was 0.946. Cronbach’s αs for the internalising
and externalising scales were 0.895 and 0.905, respec-
tively. Scores on the YSR were collapsed into three
categories: normal range (T Score ⩽ 59, percentile 83);
borderline range (T Score 60–63, 84th− 90th percentile);
and clinical range (T Score ⩾ 64, percentile 90), for the
total score, internalising scale, and the externalising
scale, according to Achenbach and Rescorla (2001).

The Children’s Depression Inventory (CDI (Kovacs
1992) was used to measure depression. It can be used
to measure depressive symptoms up to the age of
17 years. It contains 27 items, one of which asks about
suicidal ideation. Respondents pick the sentence that
best describes them in the past 2 weeks, for example,
‘I am sad once in a while’ (scored 0), ‘I am sad many
times’ (scored 1), ‘I am sad all the time’ (scored 2). The
CDI has good internal consistency, validity (Knight
et al. 1988) and reliability (Smucker et al. 1986). The CDI
had a Cronbach α of 0.85 for the total depression score
in this study. The CDI does not categorise borderline
scores, thus there were two categories ‘Normal’ and
‘Clinical’. The cut-off score for the clinical range was
T Scores> 65, percentile 93 (Kovacs 1992). The American
norms quoted in the CDI manual by Kovacs (1992) were
used to establish clinical cut-off scores.

The Coping Inventory for Stressful Situations-
Adolescent Version 2nd Edition (CISS-A; Endler &
Parker 1999) was used to measure coping strategies. It
has 48 items, comprising four scales: task-focussed
coping (focussed efforts to solve the problem) emotion-
focussed coping (ruminating, self-blame, crying) and
avoidance coping – subdivided into social diversion
(social support) and distraction. Respondents indicate

the frequency with which they cope with stressful situa-
tions in the way outlined in each item on a five-point
Likert scale, for example, 1 = not at all to 5 = verymuch.
High internal consistency and moderate-high test-re-test
reliability are reported (Endler & Parker 1999). Cron-
bach’s αs for the CISS-A scales ranged from 0.702–0.901
in this study.

The General Functioning Scale of the Family
Assessment Device (FAD; Epstein et al. 1983) was used
to measure family dysfunction. The 12 items of the
general functioning subscale of the FAD can be used as
a measure of global family functioning. Respondents
rate howwell each statement describes their family on a
four-point Likert scale, ranging from strongly agree
to strongly disagree, which are scored 1–4. The scale
has good reliability and validity (Byles et al. 1988).
Cronbach’s α for the FAD in this study was 0.90.

Data analysis

Data was analysed using SPSS v. 16. A sample size was
estimated using Soper’s (2014) online sample size
calculator for multiple regression. For six predictors,
power of 0.80, α of 0.05 and a medium effect size (based
on previous literature) 97 participantswould be required.
Descriptive statistics were used to report percentages of
clinical levels of total problems, internalising, externalis-
ing, depression and suicidal ideation/DSH. Between
subjects analyses were used to analyse gender differ-
ences. Correlation and multiple regression were con-
ducted to identify potential risk factors for mental health
difficulties. The assumptions of multiple regression were
explored for each model, before the analysis. Multi-
collinearity was not evident. A couple of outliers were
found but this did not significantly affect the models.

Results

Prevalence of mental health difficulties

As expected in this community sample (see Table 1
below) the majority of participants fell in the normal
category on all three scales of the YSR. Total problem

Table 1. Numbers (percentages) within the normal, borderline and
clinical ranges on the YSR

YSR
Clinical
range

Borderline
range

Normal
range

Total problems 40 (16.9%) 31 (13.1%) 166 (70%)
Internalising 39 (16.5%) 23 (9.7%) 175 (73.8%)
Externalising 43 (18.1%) 35 (14.8%) 159 (67.1%)

YSR, Youth Self-Report.
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score, M = 46.73, (S.D. = 24.19), Median = 42, internalis-
ing score M = 12.84 (S.D. = 8.97), Median = 10 and
externalising scoreM = 13.97 (S.D. = 9.32), Median = 12.

The prevalence of depression, suicidal ideation and
self–harm

As shown in Table 2, the percentage of adolescents with
depression scores within the clinical range was 5.5%
(M = 8.72, S.D. = 6.40, Median = 7.00). Also in Table 2
we see that 19.2% of adolescents expressed suicidal
thoughts on the CDI (18.3% had thoughts of suicide,
although only 0.9% had possible suicidal intent). On the
YSR, 9.7% reported suicidal thoughts. Additionally,
7.2% reported self-harming sometimes or often.

Gender differences in mental health difficulties,
suicidal ideation/self-harm

Due to the skewed distribution of scores, Mann–
Whitney between groups analysis was used to test for

gender differences on the YSR and CDI (Tables 3 and 4).
On the YSR there was no statistically significant differ-
ence between males and females on total problem score
(U = 6617, z = − 0.051, p = 0. 960). However, females
had significantly higher scores than males on the
internalising scale (U = 4973, z = − 3.257, p = 0.001)
and males had significantly higher externalising scores
than females (U = 4846, z = − 3.504, p = 0.000). In
addition females scored significantly higher than
males on CDI depression scores (U = 5312, z = − 2.597,
p = 0.009).

Suicidal ideation and self-harm

On the CDI, 18.9% of males reported suicidal ideation,
versus 19.3% of females. Whereas, on the YSR 9.9% of
males reported suicidal ideation, versus 9.6% of females.
Slightly more females (8.9%) reported self-harm than
males (4.4%) but none of the χ2 analyses indicated a
significant gender difference.

Table 2. Depression, suicidal ideation and self-harm

CDI Clinical range Normal range

Total depression score 13 (5.5%) 224 (94.5%)
Responses to suicidal ideation question 9 on the CDI n %
I do not think about killing myself 190 (80.9%)
I think about killing myself but would not do it 43 (18.3%)
I want to kill myself 2 (0.9%)

Total 235a (100%)
Suicidal ideation and self-harm on the YSR Q91 and Q18
Question Not true Sometimes true Very true/often true
91: I think about killing myself 214 (90.3%) 20 (8.4%) 3 (1.3%)
18: I deliberately try to hurt or kill myself 220 (92.8%) 15 (6.3%) 2 (0.8%)

CDI, Children’s Depression Inventory; YSR, Youth Self-Report
a2 cases missing, n = 235.

Table 3. Youth Self-Report gender differences

Scale
Male mean
rank (n = 91)

Female mean
rank (n = 146)

Mann–Whitney
U Score z p

Total problem score 118.71 119.18 6617 − 0.051 0.960
Internalising 100.65 130.44 4973 − 3.257 0.001**
Externalising 138.75 106.69 4846 − 3.504 0.000**

** p< .01.

Table 4. Child Depression Inventory (CDI) gender differences

Scale Male mean rank (n = 91) Female mean rank (n = 146) Mann–Whitney U Score z p

Total CDI 104.37 128.12 5312.00 − 2.597 0.009
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Factors associated with mental health difficulties

Due to the gender differences found on the YSR andCDI,
we ran all further analyses on males and females sepa-
rately to explore whether the predictors of mental health
difficulties were the same for both genders. Correlation
analyses were used to initially explore the relationship
between coping, competence, family functioning and
mental health difficulties. Due to some subscales being
non-normally distributed when split by gender both
Pearson’s and Spearman’s correlations were conducted.
There were only two significant associations found for
the Spearman’s analyses that were not identified in the
Pearson’s analysis; for females, the distraction subscale
significantly correlated with externalising (rs = 0.193)
and total problem scores on the YSR (rs = 0.211). Only
Pearson’s correlations are reported in Table 5 due to the
similarity in findings. The main findings were that
emotion-focussed coping, poor academic competence
and family dysfunction were significantly associated
with poorer mental health in adolescents.

Risk factors for mental health difficulties

Multiple regression analyses were conducted, using
variables that had significant bivariate associations
with the dependent variable (from the Pearson’s or
Spearman’s correlation). Results are shown in Tables 6
and 7.

Males

Predictors of YSR total problem score

Family dysfunction (FAD) made the largest unique con-
tribution to the overall variance, β = 0.444, p< 0.001,
followed by academic competence, β = −0.381, p< 0.001,
and emotion-focussed coping, β = 0.323, p< 0.001. Task-
focussed coping did not make a significant unique con-
tribution to the overall variance. This model explained
58.8% of the variance in total YSR scores for males
F(4,86) = 30.669, p< 0.0005.

Predictors of YSR internalising difficulties

Family dysfunction (FAD) made the largest unique
contribution to the total variance, β = 0.459, p<0.001,
followed by emotion-focussed coping, β = 0.350, p<0.001
and academic competence, β = −0.269, p<0.001. Task-
focussed coping did notmake a unique contribution to the
variance. This model accounted for 51.9% of the total
variance in internalising scores formales, F(4,86) = 23.167,
p<0.001.

Predictors of YSR externalising difficulties

Family dysfunction made the largest unique significant
contribution to the total variance in externalisingT
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Table 6. Summary of multiple regression results for predictors of mental health problems in males

YSR total YSR internalising YSR externalising CDI depression

Predictor β T Significance β t Significance β t Significance β t Significance

Task 0.006 0.075 0.940 0.046 0.498 0.620 0.060 0.586 0.599 − 0.033 − 0.420 0.676
Emotion 0.323 4.335 0.000 0.350 4.345 0.000 0.153 1.694 0.094 0.293 4.240 0.000
Academic competence − 0.381 − 5.068 0.000 − 0.269 − 3.313 0.001 − 0.390 − 4.294 0.000 − 0.345 − 4.957 0.000
FAD 0.443 5.396 0.000 0.459 5.169 0.000 0.399 4.028 0.000 0.516 6.792 0.000
R2 0.588 0.519 0.399 0.647
Adjusted R2 0.568 0.496 0.371 0.630
F ratio F(4,86) = 30.67*** F(4,86) = 23.167*** F(4,86) = 14.279*** F(4,86) = 39.355***

YSR, Youth Self-Report; CDI, Children’s Depression Inventory; FAD, Family Assessment Device.
*** p< .001.

Table 7. Summary of multiple regression results for predictors of mental health problems in females

YSR total YSR internalising YSR externalising CDI depression

Predictor β T Significance β t Significance β t Significance β t Significance

Task − 0.087 − 1.172 0.243 − 0.019 − 0.254 0.800 − 0.132 − 1.703 0.091 − 0.113 − 1.670 0.097
Emotion 0.526 7.609 0.000 0.632 9.144 0.000 0.190 2.412 0.017 0.539 8.902 0.000
Distraction 0.096 1.353 0.178 0.132 1.699 0.092
Social diversion − 0.188 − 2.473 0.015 − 0.282 − 3.762 0.000 − 0.221 − 3.315 0.001
Academic
Competence − 0.133 − 2.057 0.042 − 0.155 − 2.107 0.037 − 0.072 − 1.232 0.220
FAD 0.125 1.792 0.075 − 0.084 − 1.162 0.247 0.327 4.147 0.000 0.213 3.336 0.001
R2 0.482 0.429 0.317 0.566
Adjusted R2 0.459 0.412 0.292 0.550
F ratio F(6,139) = 21.532*** F(4,141) = 26.513*** F(5,140) = 12.978*** F(5,140) = 36.463***

YSR, Youth Self-Report; CDI, Children’s Depression Inventory; FAD, Family Assessment Device.
***p< 0.001.
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scores, β = 0.399, p< 0.001, followed by academic
competence, β = − 0.390, p< 0.001 but neither task nor
emotion-focussed coping contributed significantly to
themodel, which accounted for 39.9% of the variance in
male externalising scores, F(4,86) = 14.279, p< 0.001.

Predictors of depression (CDI) scores

Family dysfunction made the largest unique contribution
to the overall variance in depression, β = 0.516, p = 0.000,
followed by academic competence, β = −0.345, p = 0.000
and emotion-focussed coping, β = 0.293, p = 0.000. Task
focussed coping did not contribute significantly. This
model explained 64.7% of the total variance in CDI scores
for males, F(4,86) = 39.355, p< 0.001.

Females

Predictors of YSR total problem scores

Emotion-focussed coping made the largest unique
contribution to the overall variance in total problem
scores for females, β = 0.526, p< 0.001, followed by
social diversion, β = − 0.188, p = 0.015, and academic
competence, β = − 0.133, p = 0.042. Neither distraction,
family dysfunction, nor task focussed coping made a
unique contribution to the variance. This model
explained 48.2% of the variance in total YSR score for
females, F(6,139) = 21.532, p< 0.001.

Predictors of YSR internalising scores

Emotion-focussed coping made the largest significant
unique contribution to the overall variance in inter-
nalising scores, β = 0.632, p< 0.001, followed by social
diversion to a lesser degree, β = − 0.282, p< 0.001.
Neither task-focussed coping nor family dysfunction
contributed significantly to this model. This model
accounted for 42.9% of the total variance in female
internalising scores, F(4,141) = 26.513, p< 0.001.

Predictors of YSR externalising scores

Family dysfunction made the largest significant unique
contribution to the variance, β = 0.327, p< 0.001. Emo-
tion- focussed coping, β = 0.190, p = 0.017, and academic
competence β = −0.166, p = 0.037 also made significant
contributions to the total variance. Neither task-focussed
coping nor distraction contributed significantly to this
model. This model explained 31.7% of the variance in
female externalising scores, F(5,140) = 12.978, p< 0.001.

Predictors of depression (CDI) scores

Emotion-focussed coping made the largest unique
contribution to the overall variance in CDI scores,
β = 0.539, p< 0.001, followed by social diversion,
β = − 0.221, p< 0.001 and then family functioning,

β = 0.213, p< 0.001. Task-focussed coping did not
contribute significantly to the variance. This model
accounted for 56.6% of the variance in female CDI
scores and was statistically significant, F(5,140) =
36.463, p< 0.001.

Discussion

The prevalence of mental health difficulties

This study found that 16.9% of 16 and 17 year olds
living in a rural county in the West of Ireland reported
mental health difficulties within the clinical range on
the total problem score of the YSR, indicating they are
at risk of a mental health disorder. If those adolescents
scoring within the borderline clinical range are inclu-
ded, the prevalence rate rises to 29.9%. In comparison
with international prevalence rates, the mean scores on
total problems, externalising and internalising scores
are similar to those obtained by Heyerdahl et al. (2004).
When compared to previous Irish studies, the percen-
tage scoring within the clinical range is slightly less
than Lawlor and James (2000) who found ~20% of
adolescents aged 16 years were within the clinical range
on the YSR total problem scale. In the Lawlor and James
(2000) study, the inclusion of town areas in their sample
may have affected their findings, as rural populations
tend to show less psychological distress (Fitzgerald &
Kinsella 1987; Fitzpatrick & Deehan 1999). As sug-
gested by Fitzgerald and Kinsella (1987), this is possibly
due to less economic disadvantage, which has been
associated with increased risk of mental health diffi-
culties in children and adolescents (Stern et al. 1999;
Rijlaarsdam et al. 2013). While we have not controlled
for social economic status within this study this is
something that researchers may wish to take account of
in future studies in order to explore this further.

We found that 5.5% of adolescents had scores within
the clinical range on the CDI, indicating the possibility
of a depressive disorder. This rate is slightly higher than
that of Lynch et al. (2004) but similar to Costello et al.
(2006) who reported prevalence rate of 5.6% for 13–18
year olds.

An interesting finding was the higher percentage of
adolescents scoring within the clinical range for total
problems (16.9%), internalising (16.5%) and externalis-
ing (18.1%) on the YSR than expected from the Amer-
ican norms (10%) from which the cut-off scores were
taken (Achenbach & Rescorla 2001). However, on the
CDI, our finding of 5.5% within the clinical range was
slightly less than the normative study of Kovacs (1992)
who found 7% within the clinical range. One explana-
tion for these differences might be the higher propor-
tion of females in our study compared to the US
normative study of the YSR as higher rates of emotional
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difficulties in females may inflate the scores on inter-
nalising difficulties (a spectrum of emotional difficulties
including anxiety, depressed mood and somatic pro-
blems). Another reason for the disparity might be
the severe economic recession in Ireland from 2008
onwards causing increased stress on families and ado-
lescents. As the YSR internalising scale measures anxi-
ety and somatic complaints, this scale may be more
affected by environmental factors, which may cause
stress but not depression. Additionally, it is possible
that cultural differences may also affect the results in
how adolescents react to stress without necessarily
becoming depressed.

Suicidal ideation and reported self-harm

The percentage of students endorsing suicidal ideation
ranged from 9.7% (YSR) to 19.2% (CDI) with 7.2%
reporting self-harm. This highlights the level of distress
experienced by some of the young people. Similar rates
of self-harm were reported by Morey et al. (2008).

Some researchers (e.g. Safer 1997; Ivarsson et al. 2002;
Evans et al. 2005) have suggested that the differences in
rates of suicidal ideation may be due to the differences
in wording used in the questionnaire and whether the
survey is anonymous., with higher rates reported on
anonymous questionnaires (Evans et al. 2005). It is
possible that the first suicide statement on the CDI
‘I do not think about killing myself’ makes it more
permissive/less threatening to admit suicidal thoughts
because it is phased in the negative so even a single
thought of suicide would not permit you to answer in
the affirmative. On the second CDI statement, students
may have felt more free to answer ‘yes’, because of the
proviso ‘but I would not do it’, as opposed to the very
stringent third statement ‘I want to kill myself’ which
indicates definite intention. In contrast, the more direct
suicide question on the YSR ‘I think about killing
myself’, ‘Not True’, ‘Sometimes True’ or ‘Very True’
may lead to more careful answers.

Gender differences in mental health difficulties

There was no significant gender difference on total
problem score on the YSR. This is consistent with
Fitzpatrick and Deehan (1999), but contrasts with
Lawlor and James (2000) who found girls had higher
overall problem scores. Males had significantly higher
scores than females on the externalising scale, whereas
females had significant higher scores on the internalis-
ing scale. The gender difference is in line with the
general pattern of international research of girls tending
to report more internalising problems and boys more
externalising problems (e.g. Heyerdahl et al. 2004). This
is in accordance with the belief that males are more
likely to externalise their distress, for example, through

rule-breaking and aggression whereas females are
more inclined to internalise their feelings and become
depressed, or anxious (Rutter & Smith 1995). This could
reflect society’s attitude which tends to accept females
expressing feelings and emotions, whereas males are
perceived as weak or ‘not manly’ if they do.

Consistent with other studies (e.g. Galambos et al.
2004) females had significantly higher scores than males
on total depression scores. The lack of a significant gen-
der difference in suicidal ideation/self-harm contrasts
with previous studies, which have found increased rates
among girls (e.g. Lawlor & James 2000; James & Lawlor
2001; Madge et al. 2008). However, a recent Irish report
has shown that the difference between males and
females appears to be narrowing in relation to deliberate
self-harm [National Registry of Deliberate Self-Harm
Ireland-Annual Report (NRDSH) 2010].

Factors predicting mental health difficulties in males

In relation tomales, family dysfunctionwas the strongest
predictor of total problem score, internalising, externa-
lising and depression scores when controlling for other
variables (coping/competence). A dysfunctional family
may be particularly stressful for adolescent boys,
who, unlike girls, may not have supports outside the
home, such as friends with whom they can discuss their
problems. Poorer academic competence and emotion-
focussed coping also made a significant independent
contribution to the variance. Task-focussed coping did
not significantly predict mental health difficulties when
other variables were controlled, similar to findings by
Horwitz et al.’s (2011) for adolescent depression.

Factors predicting mental health difficulties for
females

In relation to females, emotion-focussed coping and
family dysfunction predicted greater levels of mental
health difficulties, while social diversion and academic
competence were predictive of less mental health diffi-
culties. Of these variables, emotion-focussed coping
was the strongest predictor of internalising difficulties
and depression. This supports the results of other
studies which suggest that emotion-focussed coping
(i.e. ruminating, dwelling on symptoms, self-blame) is
counterproductive and related to poorer mental health
(e.g. Billings & Moos 1984). Our findings suggest this is
especially true of adolescent girls.

On the other hand, similar to males, family dys-
function was the strongest predictor of externalising
difficulties. Thus, a dysfunctional home increases the
likelihood of aggression and rule-breaking behaviours
in girls. Interestingly, task-focussed coping was not a
significant predictor of mental health difficulties for
females either. Social diversion emerged as the second
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strongest predictor of less depression and less inter-
nalising scores for females. The benefits of social sup-
port for adolescents with mental health problems was
previously reported by Higgins and Endler (1995) and
Esposito and Clum (2003).

Access to services

Only a small minority of adolescents in this study were
currently attending mental health services, suggesting
that the needs of this group with mental health diffi-
culties is not being met. Interestingly, ‘attendance
at therapist/psychologist’ was the predominant type
of professional health service being used by the few
adolescents who were accessing help. This suggests
that talking therapy with one individual may be more
acceptable to them. Therefore, primary care psychology
services may be a good option to help deliver one-to-
one therapy in a non-threatening environment which is
easily accessible and could help with early detection
and intervention of mental health difficulties.

Implications for clinical practice

In line with recommendations by Horwitz et al. (2011),
it is advocated that therapy (especially with young
women) should focus on eliminating poor coping stra-
tegies such as ruminating and emotional responses.
Accessing social support when under stress should be
encouraged. Male adolescents should be encouraged to
share upsetting thoughts/feelings and seek help if dis-
tressed. Family dysfunction was the most significant
predictor of externalising difficulties in both genders
but had a greater impact on all measures of malemental
health. The findings of the present study suggest
that individual therapy with adolescents is unlikely to
be successful unless the contextual family factors
are addressed. Therefore, clinicians should, as a rule,
enquire about family dynamics during assessments and
parents/families should be included as much as possi-
ble and involved in interventions. Also, it is recom-
mended that family therapy might be increasingly used
in therapy for adolescents, particularly for males. There
is evidence to show that family intervention can
improve the mental health of adolescents from dys-
functional families (e.g. Kumpfer et al. 2010). In this
study a lack of academic competence was a significant
predictor of externalising difficulties and generally
poorer mental health. Thus, providing learning support
for those struggling academically is very important for
their psychological well-being.

Limitations

As this study was a cross sectional design, we cannot
make conclusions about causation. Additionally, the

study consisted of predominately white adolescents
from mainly two-parent households living in rural
settings, and thus may not be generalisable to other
adolescent populations. As there are no definitive Irish
norms for the YSR or the CDI we referred to the
American norms. This may lead to some over or under
estimation of prevalence in an Irish sample; however,
this is the best available literature for comparison pur-
poses at the current time. A study by Houghton et al.
(2004) sought to establish Irish norms for the CDI;
however a definitive cut-off score was not determined,
indicating that more research is needed to establish
reliable norms. Thus it is recommended that future
research carries out norming studies for these measures
within an Irish population.

As the study involved minors it was deemed neces-
sary to obtain written consent to ‘opt in’ from parents
and adolescents. The response rate was somewhat
low but this type of consent can greatly reduce
numbers, and potentially cause selection bias (Tigges
Baldwin 2003) as it is a more rigorous form of consent
(Blom-Hoffman et al. 2009). Thus, the sample may not
be representative of the county as awhole. In particular,
the percentage of males within the sample was 38.4%
which is proportionally fewer 16 and 17-year-old
males than within the county as a whole (49.6%,
Census 2011). So again, we urge caution in generalising
our results and suggest researchers consider strategies
for increased recruitment from adolescent males in
future studies.

Conclusions

To our knowledge, this is the first in-depth Irish
study to profile the mental health of this age group.
This study has corroborated some previous findings
regarding rates of mental health difficulties. A new and
significant finding is the strong association that family
dysfunction has with poorer mental health in males.
Future studies may wish to explore further why this
gender difference exists. Our study also found no
gender difference in suicidal ideation or self-harm
which contrasts with previous studies and may repre-
sent a change in prevalence. Future research should
consider gender as an important factor in adolescent
mental health.
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