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ABSTRACT 
 

Knowledge about determinants of child and adolescent enrolment in psychosocial care 

concerns only single types of care and usually only socio-demographic factors. The social 

environment is also a likely key determinant but evidence is lacking. The aim of this study 

was to examine the associations between family social support, parenting skills and child 

and adolescent enrolment in psychosocial care. We obtained data on 1,331 children 

(response rate 56.6%), 4-18 years old, enroled in preventive child health care, and child 

and adolescent social care and mental health care because of psychosocial problems, and 

on 463 children (response rate 70.3%) not enroled in psychosocial care. Results showed 

that enrolment in psychosocial care was associated with low family social support (odds 

ratio; 95%-confidence interval: 3.2; 2.4-4.4), and with poor parenting skills, i.e. poor 

supervision (1.5; 1.1-2.1) and inconsistent disciplining (1.5; 1.1-2.1). Children’s psychosocial 

problems partially mediated the associations with family social support and completely 

with parenting skills. Children’s problems did not moderate the associations. Positive 

parenting was not associated with care enrolment. We conclude that low family social 

support and poor parenting are important factors associated with enrolment, in 

particular because they are associated with more frequent occurrence of children’s 

psychosocial problems. This implies that professionals and policymakers need to be 

aware that factors in children’s social environment are related with enrolment in 

psychosocial care, in addition to children’s psychosocial problems. 
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INTRODUCTION 

 

Approximately 10-25% of children and adolescents have emotional or behavioural 

problems [1-5]. Recent studies have shown that only a proportion of the children up to 18 

years of age with emotional or behavioural problems receive psychosocial care [3, 6-12]. 

For example, a recent Dutch study showed that only 29% of the adolescents in need of 

care actually received psychosocial care [13]. These findings might imply that enrolment 

in psychosocial care depends not only on the degree to which a child suffers from 

emotional or behavioural problems, but also on other factors. 

Knowledge of the determinants of children’s enrolment in psychosocial care in 

particular concerns socio-demographic factors and severity of psychosocial problems, but 

is lacking regarding other child, parent and family factors. Recent studies show that 

psychosocial care enrolment is more likely for children of white/Caucasian ethnicity, 

residence in an urban area, with health insurance, older children and children of families 

with a single parent and a higher socio-economic status [1,14-25]. Child gender seems to 

be of importance as well but its effect varies across studies. Knowledge is limited to single 

types of care [1,8,11,15,25,26] and does not cover psychological and social factors. 

However, the social environment is likely to be a key determinant of care enrolment in 

the event of problems [27,28]. 

Certain factors in the child’s social environment act as resources of the family to cope 

with psychosocial problems of the child, for example family social support and parenting 

skills [29]. Both the lack of family social support and of good parenting skills may impede 

the family to manage the child’s problems appropriately. The resulting difficulties may 

urge the family to seek and use psychosocial care [29]. However, evidence on the 

associations between family social support and parenting skills with psychosocial care 

enrolment is scarce and inconclusive. Regarding family social support the limited evidence 

showed a neutral, positive or negative association with care enrolment [26, 29-32]. The 

direct association between parenting skills and care enrolment has not been studied 

before as far as we know. However, it is known that children of parents with poor 

parenting skills are at risk of developing psychosocial problems [3, 33-35]. This might 

mean that parenting skills, and potentially also family social support, are associated with 

enrolment in psychosocial care only if the child has psychosocial problems. Another 

possibility is that parenting skills and family social support are indirectly associated with 

care enrolment through their effects on the child’s psychosocial problems.  

In order to fill the gaps in knowledge, we, therefore, examined the associations 

between family social network support and parenting skills on the one hand and, on the 

other hand, children’s enrolment in psychosocial care. We also examined the role of 
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children’s psychosocial problems in these associations. We assessed whether children’s 

psychosocial problems acted as a moderator, meaning that the associations only apply to 

children with psychosocial problems, or as a mediator, meaning that the associations 

occur indirectly through the child’s psychosocial problems. We compared a group of 

children enroled in psychosocial care with a group not enroled in psychosocial care.  

 

METHODS 

  

Study design 

We obtained data on a sample of children enroled in preventive child health care, and 

child and adolescent social care and mental health care due to psychosocial problems 

(care sample) and on a sample of children from the same catchment area who were not 

enroled in psychosocial care (community sample). We used data from the first 

measurement wave of a large prospective cohort study called TakeCare which is being 

conducted by the Collaborative Centre on Care for Children and Youth (C4Youth) and is 

designed to investigate the trajectories and outcomes of children aged 4-18 receiving 

psychosocial care in one Dutch region. The design was assessed by the Medical Ethics 

Committee of the University Medical Center Groningen and approved without needing 

full assessment. Informed consent was obtained from all participating respondents. 

 

Sample and procedure  

Parents/caregivers and their children when aged 12 and over were invited to participate 

in TakeCare between April 2011 and June 2013. For the care sample 2,664 children and 

their parents were recruited via the main psychosocial care organizations for children in 

the North-East of the Netherlands, that is preventive child health care, child and 

adolescent  social care and child and adolescent mental health care. In the Dutch care 

system, children can access psychosocial care via either their general practitioner, the 

office for youth care or preventive child health care. Children can then be referred to 

more specialized care, that is either child and adolescent social care, i.e. mostly provided 

by child and adolescent workers and social workers, or child and adolescent mental 

health care, i.e. mostly provided by child psychologists and psychiatrists. In addition, 

doctors and nurses in preventive child health care may also provide light parenting 

support, as may general practitioners [36]. Children with insufficient understanding of 

Dutch, living outside the Northern region, or following special education because of 

intellectual disability were excluded (N=223). Of the eligible 2,441 respondents, some 

declined the invitation to participate in the study by filling out the opting-out form 

(N=533); 1,382 participated, i.e. either the child and/or the parent (response 56.6%). 



SOCIAL SUPPORT AND PARENTING SKILLS 

 
 

 

91 

Differences between respondents and non-respondents were trivial to small regarding 

age, gender, degree of urbanisation and psychosocial problems, with Cohen’s effect 

sizes ranging from 0.01 (age) to 0.12 (degree of urbanisation) for the care sample. For 

this study only parent/caregiver-reported information was used, which was available for 

1,331 children. 

The community sample (N=1,025) concerned a stratified random sample of 

schoolchildren, obtained via five primary schools, two secondary schools and one school 

for intermediate vocational education from the same region recruited by taking into 

account the distribution of children across the study region according to their age, 

gender, socio-economic position and degree of urbanisation. Of these, 77 were 

excluded. Of the eligible 948 respondents, 99 filled out the opting-out form and 666 

participated (70.3%). Differences between respondents and non-respondents were 

trivial for age, gender, degree of urbanisation and psychosocial problems, with effect 

sizes ranging from 0.02 (psychosocial problems) to 0.08 (degree of urbanisation). 

Parent-reported information was available for 664 children. Differences between 

respondents and children in the community were trivial for age and gender, effect sizes 

were 0.00 and 0.01, respectively. We limited the analyses to those participants in the 

community sample whose child had not had contact with a professional for psychosocial 

problems in the past 6 months, resulting in 463 participants.  

Data were obtained from parents/caregivers via web-based or paper 

questionnaires.  Research comparing web-based and paper questionnaires 

demonstrates that there are no differences in the contents of responses and neither in 

the type of non-response [37,38]. If required, we provided assistance in filling out the 

questionnaire. Participants filled out the first questionnaire when they enroled in the 

study; for participants in the care sample this meant at the moment of their child’s care 

enrolment. They were frequently reminded about filling out the questionnaire, and 

returned questionnaires were checked for completeness to reduce the chance of 

missing data. Participants were rewarded with a gift token.   

 

Measures  

Psychosocial care enrolment was defined as enrolment of the child in any new type of 

care in one of the psychosocial care organizations because of psychosocial problems. 

These organizations were preventive child health care, child and adolescent social care, 

and child and adolescent mental health care. 

Family social support was measured with a subscale of the Family Questionnaire 

(FQ) [39], based on family circumstances that influence a child’s social-emotional 

development. The subscale measures support from relatives, friends, and neighbours, 
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with nine items on a five-point Likert scale (maximum of three missing items, Cronbach’s 

α=.92). The subscale was categorized as low (score 9-36), medium (37-42) and high (43-

45) level of support based on tertiles of data distribution.  

Parenting skills were measured with the three subscales of the nine-item version of 

the Alabama Parenting Questionnaire (APQ) [40]. The subscales poor supervision, 

inconsistent disciplining and positive parenting were answered with a five-point Likert 

scale (maximum of one missing item, Cronbach’s α respectively: 0.28, 0.70, 0.85). The 

item ‘Your child fails to leave a note or to let you know where he/she is going’ caused the 

subscale poor supervision to have a low reliability (0.28) and, therefore, it was not 

included, leading to a Cronbach’s α of 0.57. Poor supervision and inconsistent disciplining 

were dichotomized as either good/consistent (highest 25%; respectively scores 1-2, 1-

2.67) or poor/inconsistent (respectively scores 2.5-5, 3-5). Positive parenting was 

dichotomized to ‘low’ (lowest 25%, score 1-3.67) and ‘high’ (score 4-5).  

Relevant background characteristics concerned children’s age, gender, ethnicity, 

parental educational level and family composition. Parental educational level was based 

on the highest educational level achieved by either one of the parents/caregivers [41]. 

Family composition was assessed by asking the parent with whom the child lived and was 

categorized as ‘biological two-parent family’ or ‘other’ (e.g. living with one parent, a 

foster family or living in a residential care facility). 

Children’s psychosocial problems were measured using the total difficulties score of 

the ‘Strengths and Difficulties Questionnaire’ (SDQ) based on the past 6 months 

(Cronbach’s α=.73) [42-45]. The score consists of 20 items describing positive and 

negative attributes of children to the following dimensions: emotional symptoms, 

conduct problems, hyperactivity/inattention and peer problems. The scale was 

dichotomized into the ‘normal’ range and the ‘borderline to abnormal’ range of the SDQ.  

 

Statistical analyses 

First, we described the characteristics of the children enroled and not enroled in 

psychosocial care. Second, we used logistic regression analyses to assess the association 

between family social support, parenting skills and children’s psychosocial care 

enrolment. We repeated these analyses with adjustment for background characteristics. 

Third, we assessed whether the associations differed for children with and without 

psychosocial problems or whether the associations were mediated by the child’s 

psychosocial problems. We tested this using moderator and mediator analyses, according 

to the procedure proposed by Baron and Kenny  [46]. Relevant mediation was defined as 

at least 10% change in the regression coefficient after adjustment [47]. Finally, we included 

participants from the community sample whose children contacted a professional 
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regarding psychosocial problems in the past 6 months in the enroled group and repeated 

all analyses to examine whether there were any differences with the original analyses. 

For all logistic regression analyses odds ratios (OR) and 95%-confidence interval (CI) 

were presented. A p value <0.05 was considered statistically significant (two-sided test). 

Analyses were performed using SPSS version 20.  

 

RESULTS 

 

Participant characteristics 

Child, parent, family and care-related characteristics of the total sample and separately 

for children enroled and not enroled in psychosocial care are shown in Table 1. Children 

enroled in psychosocial care received less family social support (t=9.20, p<.001), and 

their parents scored higher on poor supervision (t=-4.69, p<.001) and inconsistent 

discipline (t=-7.46, p<.001) compared to children not enroled in psychosocial care. There 

was no significant difference between the groups of parents’ ratings for positive 

parenting (t=-0.32, p=.751). 
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Table 1 Characteristics of the samples, overall and for the care sample and the 

community sample 
Characteristics Total sample 

N=1794a 

Care sample 

N=1331 

Community sample 

N=463 

Child characteristics N (%) N (%) N (%) 

Age  

4-11 

12-19 

 

1097 

697 

 

(61.1) 

(38.9) 

 

828 

503 

 

(62.2) 

(37.8) 

 

269 

194 

 

(58.1) 

(41.9) 

Gender  

Male 

Female 

 

915 

879 

 

(51.0) 

(49.0) 

 

720 

611 

 

(54.1) 

(45.9) 

 

195 

268 

 

(42.1)* 

(57.9) 

Ethnicity 

Dutch 

Non-Dutch 

 

1521 

220 

 

(84.8) 

(12.3) 

 

1099 

192 

 

(85.1) 

(14.9) 

 

422 

28 

 

(93.8)* 

(6.2) 

Psychosocial problems 

Normal 

Borderline 

Abnormal 

 

968 

219 

607 

 

(54.0) 

(12.2) 

(33.8) 

 

527 

207 

597 

 

(39.6) 

(15.6) 

(44.9) 

 

441 

12 

10 

 

(95.2)* 

(2.6) 

(2.2) 

Parent and family characteristics       

Parental educational level 

Primary education 

Lower levels of secondary education 

Higher levels of secondary education 

Senior vocational education 

University 

 

44 

232 

911 

435 

164 

 

(2.5) 

(12.9) 

(50.8) 

(24.2) 

(9.1) 

 

41 

201  

694  

280  

107 

 

(3.1)  

(15.2)  

(52.5) 

(21.2) 

(8.1) 

 

3 

31 

217 

155 

57 

 

(0.6)* 

(6.7) 

(46.9) 

(33.5) 

(12.3) 

Family composition  

Biological two-parent family 

Other 

 

906 

885 

 

(50.6) 

(49.4) 

 

586 

742 

 

(44.1) 

(55.9) 

 

320 

143 

 

(69.1)* 

(30.9) 

Family social support (mean (SD)) (9-45) 37.67 (7.3) 36.76 (7.6) 40.30 (5.6)* 

Parenting skills (mean (SD)) 

Poor supervision (1-5) 

Inconsistent disciplining (1-5) 

Positive parenting (1-5) 

 

1.70 

2.27 

4.19 

 

(0.8) 

(0.7) 

(0.6) 

 

1.75 

2.34 

4.19 

 

(0.8) 

(0.7) 

(0.6) 

 

1.56 

2.05 

4.17 

 

(0.6)* 

(0.7)* 

(0.5) 

Care-related characteristics       

Type of psychosocial care 

None 

Preventive child health care 

Child and adolescent social care 

Child and adolescent mental health care 

 

463 

364 

209 

758 

 

(25.8) 

(20.3) 

(11.6) 

(42.2) 

 

- 

364 

209 

758 

 

- 

(27.3) 

(15.7) 

(56.9) 

 

463 

- 

- 

- 

 

(100.0)* 

- 

- 

- 
a Numbers do not always add up to N=1794 due to missing data 

* Significant differences between care and community sample, p<0.001 
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Association between family social support, parenting skills and children’s enrolment in 

psychosocial care 

The results of the univariable analyses show that children with medium or low family 

social support were more likely to enrol in psychosocial care, compared to children with 

high family social support (Table 2). Poor supervision and inconsistent disciplining were 

found to be positively associated with children’s psychosocial care enrolment. Positive 

parenting was not associated with care enrolment. 

When adjusting for the background characteristics, low family social support, poor 

supervision and inconsistent disciplining remained significantly positively associated 

with children’s psychosocial care enrolment.  

 

Table 2 Associations between family social support, parenting skills and psychosocial 

care enrolment: results of univariable and multivariable logistic regression analyses (N 

= 1706). 

 Crude Adjustedab 

 OR (95% CI) P OR (95% CI) P 

Family social support (reference: high) 

Medium 

Low 

 

1.50 

3.50 

 

(1.17-1.93) 

(2.65-4.61) 

<.001 

  .001 

<.001 

 

1.51 

3.20 

 

(1.15-1.98) 

(2.35-4.35) 

<.001 

.003 

<.001 

Parenting skills       

Poor supervision (vs. good) 1.90 (1.42-2.55) <.001 1.52 (1.08-2.14) .017 

Inconsistent disciplining (vs. consistent) 1.91 (1.44-2.53) <.001 1.52 (1.11-2.06) .009 

Low positive parenting (vs. high) 1.06 (0.81-1.38)   .690 0.88 (0.65-1.19) .400 
a Adjusted for children’s age, gender, ethnicity, parental educational level and family composition 
b Nagelkerke R square=.20 
c OR= Odds Ratio, CI= Confidence interval 

 

Children’s psychosocial problems as a moderator or mediator 

Non-significant interaction terms show that children’s psychosocial problems did not 

moderate the association between family social support, poor supervision, inconsistent 

disciplining and psychosocial care enrolment (Figure 1).  

Results of the mediation analyses show that children’s psychosocial problems did 

mediate the association between family social support, poor supervision, inconsistent 

disciplining and psychosocial care enrolment (Figure 2). The association between family 

social support and care enrolment was partially mediated. The association between poor 

supervision, inconsistent disciplining and care enrolment was completely mediated by 

children’s psychosocial problems. No moderator and mediator analyses were performed 

for positive parenting because it was not significantly associated with psychosocial care 

enrolment (Table 2). 



CHAPTER 5 

 
 

 

96 

Inclusion of children of the community sample in the enroled group that contacted 

a professional regarding psychosocial problems in the past 6 months led to similar 

findings for all analyses (data not shown).  
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DISCUSSION 

 

We found that children of families with low family social support and parents with poor 

parenting skills were more likely to enrol in psychosocial care. Children’s psychosocial 

problems mediated this association rather than moderating it. The association between 

poor parenting skills and psychosocial care enrolment was completely mediated by 

children’s psychosocial problems and the association of family social support partially. We 

found no association between positive parenting and children’s enrolment in 

psychosocial care. 

 

Interpretation and fit with other studies 

To our knowledge, this study is the first to examine the associations between family social 

support, parenting skills and children’s enrolment in a broad field of psychosocial care, 

i.e. comprising preventive child health care, child and adolescent social care, and child and 

adolescent mental health care.  

Our finding that low family social support is associated with children’s psychosocial 

care enrolment is in accordance with studies in the field of child and adolescent mental 

health care, showing that children and adolescents in families receiving little social 

support are more likely to enrol in this kind of care [26,30]. The finding that low family 

social support is directly related to children’s psychosocial care enrolment suggests that 

a family’s need for professional care originates to a significant extent in problems in the 

family and is not only based on problems of the child [48]. However, a family may also 

receive less social support because their child is involved in psychosocial care, for example 

because of the stigma attached to psychosocial problems [49,50]. 

Poor parenting skills, i.e. poor supervision and inconsistent disciplining, were also 

associated with a higher likelihood of children’s enrolment in psychosocial care. The 

finding that positive parenting was not associated with children’s care enrolment could 

be due to the fact that the vast majority of the included parents scored high on the 

positive parenting subscale. This high mean score may reflect parents’ tendency to 

provide socially desirable answers in a society in which this type of parenting, i.e. 

positively reinforcing good child behaviour, is currently receiving a great deal of attention 

[51]. 

Children’s psychosocial problems mediated rather than moderated the associations 

examined. This means that children of families with low family social support were more 

likely to have psychosocial problems and that these problems in turn made enrolment in 

psychosocial care more likely. This may be interpreted as meaning that social support for 

the family might buffer the impact of children’s psychosocial problems, or in some cases 
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might even prevent problems, rather than that the social network promotes early 

problem recognition and help-seeking, as has been suggested previously [28].  

We found that poorly supervised children were more likely to have psychosocial 

problems, leading to a higher likelihood of enrolment in psychosocial care. An explanation 

may be that the antisocial behaviour of these children is corrected to a lesser degree. 

Moreover, they may hang out on the streets more often and, therefore, be more likely to 

develop antisocial behaviour, particularly if they are in the company of antisocial peers 

[52]. 

Inconsistent parental disciplining was also associated with children’s psychosocial 

problems and via psychosocial problems with care enrolment. This may be explained by 

Dwairy’s theory that inconsistent parental behaviour can lead to children having feelings 

of ambivalence towards themselves and their parents [53]. Unpredictable parent 

behaviour may also cause the child to have feelings of hurt and injustice, which may 

disturb children’s attachment to and identification with their parents [53].  

The associations between family social support, parenting skills and psychosocial 

care enrolment did not differ between children with and without psychosocial problems, 

i.e. there was no moderation. This challenges the assumption that parenting is more 

important in the case of child problems. Poor parenting may lead to more child problems 

and make enrolment in care more likely, which fits with previous findings that children’s 

need for psychosocial care depend on a complex interaction of factors [54]. However, it 

appears not to affect the likelihood of enrolment in psychosocial care further, depending 

on the severity of the child’s problems.  

 

Strengths and limitations 

An important strength of this study is the inclusion of children enroled in psychosocial 

care as well as children who were not. Additional strengths are its large sample size, 

extensive recruitment procedure and successful actions to reduce missing data. This 

study made it possible to examine a broad field of psychosocial care for children and 

adolescents.  

A limitation of our study might be the potential selection bias due to a low response 

rate. However, we found trivial to small differences between respondents and non-

respondents, which decreases the likelihood of bias. Moreover, we lack information on 

those who opted out of the study, but it seems reasonable to assume that these 

resemble the non-responders [55]. Another limitation of our study might be the reliance 

on only parent-reported information. However, we used only well-validated 

questionnaires which, for example regarding psychosocial problems, have been shown 

to be very informative [56,57]. Another limitation is that we cannot be decisive on 
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causality, i.e. on the direction of the associations of low family social support, poor 

parenting skills and children’s enrolment in psychosocial care. Our findings should thus 

be confirmed in future longitudinal studies.  

 

Implications 

This study showed that family social support and parenting skills are associated with 

children’s psychosocial care enrolment and that these associations were mediated by 

children’s psychosocial problems. Professionals and policymakers should, therefore, be 

aware that these factors are associated with enrolment. Further research is needed to 

determine whether influencing these factors indeed leads to less enrolment in care.  

Moreover, further research is needed to examine whether these associations will 

be confirmed when parenting skills and children’s psychosocial problems are rated by 

professionals. Finally, longitudinal research should provide insight into the pathways 

leading to the associations between low family social support and children’s enrolment 

in psychosocial care, as well as leading to the association between poor parenting skills 

and care enrolment. 
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