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ABSTRACT: This cross-sectional correlational study examined college students’ attitudes toward mental health problems,
intentions to seek help, their association, and differences by sex. A proportionally allocated sample of 281 students from five
colleges at a private non-sectarian University in Cagayan de Oro City completed the 35-item Attitudes Toward Mental Health
Problems Questionnaire and the General Help-Seeking Questionnaire. Descriptive statistics, Pearson correlation, and
independent-samples t tests were used. Students perceived community attitudes as predominantly negative or very negative
(74.02%), while family attitudes were more favorable (53.74% positive or very positive). Intentions were highest for mental
health professionals for personal/emotional problems (M=4.79) and suicidal thoughts (M=4.48), followed by intimate partners
and friends. More negative attitude scores were weakly associated with lower help-seeking intentions (r=-0.168, p=.005).
Attitude scores differed by sex (t=-1.73, p=.043), whereas help-seeking intentions did not (t=-0.26, p=.798). The findings
indicate that willingness to use professional care can coexist with perceived community stigma. Universities should therefore
combine confidential, low-threshold counseling and clear crisis pathways with sustained stigma-reduction, peer gatekeeper,
family-engagement, and sex-responsive programs. Results are limited by the single-institution, cross-sectional design, unequal
sex distribution, and use of intentions rather than verified service utilization.
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INTRODUCTION

Mental health is integral to learning, functioning, and social
participation, yet mental disorders remain common and
undertreated among young people. The World Health
Organization estimates that one in seven adolescents
experiences a mental disorder and identifies stigma,
exclusion, and limited service access as major impediments
to care [1]. A 2025 meta-analysis similarly found that only
about half of college students with a mental health condition
intended to seek help, with actual help-seeking lower than
intention [2]. This intention—behavior gap matters in higher
education because untreated distress severely comprises
attendance, persistence, relationships, and academic
performance.

Help-seeking depends on recognizing a concern, accepting
assistance, knowing where to go, and trusting that disclosure
will be safe. Stigma, self-reliance, limited literacy, cost,
confidentiality, and service uncertainty are recurrent barriers,
whereas social support, accessibility, and prior helpful care
facilitate access [3,4]. Public stigma, internal shame, and
reflected or family shame may also diverge: a student can
accept counseling personally while anticipating community
or family disapproval [5,6].

Republic Act No. 11036 requires educational institutions to
promote awareness, support at-risk individuals, and facilitate
treatment [7]. Local evidence is needed because international
findings cannot simply be assumed to represent Filipino
students. The practical gap is whether unfavorable attitudes
are associated with weaker help-seeking intentions and
whether sex identifies groups requiring differentiated
engagement.

Accordingly, this study asked: (1) What are students’
attitudes toward mental health problems across community,
family, external shame, internal shame, and reflected-shame
domains? (2) From whom do students intend to seek help for
personal/emotional problems and suicidal thoughts? (3) Are
attitude scores associated with help-seeking intentions? and
(4) Do attitude and help-seeking scores differ by sex? It was
hypothesized that more negative attitudes would be

associated with lower help-seeking intentions and that scores
would differ by sex.

REVIEW OF RELATED LITERATURE

Mental health needs and the help-seeking gap

The university period coincides with developmental
transitions involving autonomy, identity, relationships,
financial demands, and career uncertainty. These demands
may interact with pre-existing vulnerability, yet service use
remains lower than need. Hunt and Eisenberg [12] described
a persistent treatment gap among college students even where
campus counseling is available. More recent pooled evidence
confirms that the gap has not disappeared: Zhao et al. [2]
estimated active help-seeking among students with mental-
health problems at 28%, compared with an intention rate of
41%. Intention is therefore a meaningful proximal indicator,
but it should not be equated with actual access. A student
may endorse professional care in a questionnaire and still fail
to recognize symptoms, disclose distress, arrange an
appointment, afford treatment, or remain engaged.

The scale of need is supported by large international datasets.
In the first stage of the WHO World Mental Health
International College Student initiative, Auerbach et al. [13]
found that approximately one third of first-year students
screened positive for at least one common lifetime mental
disorder, with substantial role impairment. In the United
States, Lipson et al. [14] documented worsening mental-
health indicators from 2013 to 2021, while service use
increased but did not fully close the treatment gap. These
studies are not directly generalizable to one Philippine
university, but they establish that student mental health is a
widespread higher-education concern rather than an isolated
campus issue.

This distinction is important when interpreting the General
Help-Seeking Questionnaire. The GHSQ estimates the
likelihood of approaching particular sources under specified
problem scenarios [9]. It does not establish whether the
respondent presently has a mental disorder, has used a
service, or would complete a referral during a crisis. The
source-specific ~ structure is nevertheless useful for
institutional planning because it identifies possible entry
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points into care. If peers and partners are preferred, they can
be trained as gatekeepers; if formal providers are preferred
but underused, the implementation problem may lie in
visibility, accessibility, trust, or confidentiality rather than
attitude alone.

Public stigma, self-stigma, and reflected shame

Stigma is a social process involving labeling, stereotyping,
separation, status loss, and discrimination. In help-seeking
research, perceived public stigma concerns anticipated
reactions from others, while self-stigma occurs when negative
social beliefs are applied to oneself. The ATMHP extends
this distinction by measuring external shame, internal shame,
and reflected shame—the concern that an individual’s
mental-health problem may damage family standing or that a
relative’s problem may reflect negatively on the self [8]. The
multidimensional structure is important because a low
internal-shame score does not imply an accepting social
environment. Students may reject stigmatizing beliefs
personally while still anticipating gossip, distancing,
reputational harm, or family disappointment.

Gilbert et al. [8] developed the ATMHP in a cross-cultural
investigation and found that cultural background was
particularly relevant to external and reflected shame.
Subsequent research has used the scale to examine how
gender and culture shape shame-focused attitudes. Such
evidence cautions against reducing stigma to a single global
score. Community attitudes are potential environmental
barriers; internal shame is an intrapersonal barrier; and
reflected shame connects individual decisions with family
and social identity. Each pathway suggests a different
intervention—public communication for community norms,
psychologically safe counseling for internal shame, and
family-sensitive education for reflected shame.

Meta-analytic  evidence supports this differentiated
interpretation. Clement et al. [15] concluded that mental-
health-related stigma exerts a small-to-moderate negative
influence on help-seeking, with disclosure concerns
particularly salient. Schnyder et al. [16] likewise found that
stigma-related attitudes and intentions are associated with
actual help-seeking, although effects vary across stigma
dimensions and populations. The implication is not that
stigma alone causes non-use, but that it operates with
perceived need, service knowledge, accessibility, and trust.
This is consistent with the present study’s decision to
interpret correlation magnitude as well as statistical
significance.

Barriers, facilitators, and preferred sources of help

The systematic review by Lui et al. [3] identified self-
reliance, stigma, and poor mental-health literacy as the most
frequent barriers to seeking help for depression and anxiety
among university students. Practical barriers—including cost,
time, service availability, uncertainty about eligibility, and
concern about confidentiality—can further prevent an
intention from becoming behavior. Facilitators include
recognizing a need, knowing where services are located,
trusting providers, receiving encouragement from others, and
having a previous helpful experience. This body of evidence
supports a pathway model: attitudes influence openness, but
service design determines whether openness can be converted
into access.

Cross-national evidence further shows that reluctance can
remain high even when students acknowledge a possible

Sci.Int.(Lahore),38(4) 161-166,2026

emotional problem. Ebert et al. [17] found that many first-
year students anticipated handling difficulties alone or were
uncertain about treatment effectiveness, while structural
barriers remained relevant. Such findings reinforce the need
to distinguish unwillingness from inability to obtain care. A
university may record low utilization because students avoid
disclosure, because services are difficult to navigate, or
because both conditions occur simultaneously.

Preferred sources also vary according to perceived problem
severity and social context. McCabe et al. [4] found that
students commonly favor personal contacts, whereas formal
providers may become more acceptable as risk or impairment
is recognized. Informal support is valuable because it is
immediate and relationally safe, but peers and family
members may lack the competence to assess suicide risk or
severe symptoms. Effective systems therefore do not position
informal and professional help as competing options. They
build referral bridges through mental-health literacy,
gatekeeper training, clear boundaries, and rapid access to
qualified care.

Filipino cultural and policy context

Filipino help-seeking is shaped by relational and structural
conditions. Martinez et al. [5] found that Filipinos frequently
approach family and friends first and may delay formal care
until distress becomes severe. Tuliao [11] similarly noted the
influence of stigma, service availability, cost, and culturally
embedded preferences. Kapwa emphasizes a shared identity
and can strengthen social support, but concerns related to
hiya, family reputation, and being treated as ibang tao may
constrain disclosure [6]. Culturally responsive intervention
should therefore use trusted relationships without making
family involvement compulsory or compromising student
confidentiality.

Republic Act No. 11036 places educational institutions
within the national mental-health response by requiring
awareness, support, referral, and protection of rights [7]. The
law implies that a university’s responsibility extends beyond
maintaining a counseling office. Institutions need preventive
education, trained personnel, confidential and accessible
services, crisis procedures, referral networks, and data for
continuous improvement. The present study contributes local
evidence by examining several stigma domains together with
source-specific  help-seeking intentions and sex-based
differences. This alignment permits findings to inform both
campus service delivery and institutional policy.

Student voice, educational disruption, and institutional
support

Mental-health attitudes develop within students’ broader
educational experience. Philippine qualitative studies show
how instructional conditions, family resources, teacher
responsiveness, and institutional flexibility shape strain and
adaptation.  Abrazado, Namoco, and Dalonos [18]
documented demanding distance-learning conditions for
special-education teachers, while Cap-atan and Namoco [19]
identified  resource  constraints, independent-learning
difficulties, family participation, and adaptive strategies in
modular TLE. Namoco and Lesaca [20] further showed that
persistence among at-risk technical-vocational learners was
supported by families and schools rather than individual
resilience alone. In Malaysia, Namoco, Thien, and Kho [21]
linked school-life satisfaction with emotional contentment,
achievement, environmental safety, and development
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opportunities. These studies did not measure mental-health
help-seeking, but they justify participatory planning that
examines whether the educational environment is safe,
supportive, accessible, and responsive.

MATERIALS AND METHODS

Research design and setting

A quantitative, cross-sectional correlational design was used
because the questions required estimation of current attitudes
and help-seeking intentions, examination of their linear
association, and comparison of scores between sex groups
without manipulating an exposure. The design supports
description and association but not causal inference. Data
were collected during academic year 20222023 at a private
non-sectarian university in Cagayan de Oro City. The setting
included students from science, technology, engineering,
computing, and teacher-education programs, allowing
perspectives from academically diverse disciplines.

Population, sample, and participant selection

The accessible population consisted of 1,647 students
enrolled across five colleges. Proportionate stratified random
sampling was used, with each college treated as a stratum.
The required sample of 312 students was allocated
proportionately to the enrollment of each college to ensure
adequate representation and prevent the over- or
underrepresentation of particular colleges. Within each
stratum, eligible students were randomly selected and invited
to participate.

A total of 281 students submitted usable responses,
representing a 90.1% response rate relative to the target
sample. The respondents were distributed as follows: College
of Science and Technology Education, 67; College of Science
and Mathematics, 16; College of Technology, 6; College of
Engineering and Architecture, 102; and College of
Information Technology and Computing, 90. The sample
included 67 males (23.84%) and 214 females (76.16%).

Eligible respondents were required to be currently enrolled
participating colleges, have access to an institutional email
account, provide informed consent, and submit a sufficiently
complete questionnaire. The research instruments were
administered through Google Forms, and survey invitations
were sent to the department heads. The department head,
upon their formal approval, subsequently sent the
questionnaire to the qualified student-respondents through
their institutional email addresses and/or Facebook accounts

Research instruments

The Attitudes Toward Mental Health Problems (ATMHP)
Questionnaire is a 35-item self-report instrument developed
by Gilbert et al. [8]. Items are rated from 0 (do not agree at
all) to 3 (completely agree). Its content covers perceived
community attitudes (items 1-4), perceived family attitudes
(items 5-8), external shame or anticipated negative
evaluation (items 9-18), internal shame or negative self-
evaluation (items 19-23), reflected shame concerning the
impact of one’s problem on the family (items 24-30), and
reflected shame concerning the impact of a relative’s problem
on the self (items 31-35). Higher values represent more
negative or shame-focused attitudes. Domain-level analysis
was retained because the instrument was designed to
distinguish socially and psychologically different forms of
stigma.
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The General Help-Seeking Questionnaire (GHSQ) measures
intention to seek assistance from a range of sources under
specified scenarios [9]. The present study used
personal/emotional problems and suicidal thoughts. For each
scenario, respondents rated sources such as partner, friend,
parent, relative, mental-health professional, physician,
helpline, and religious leader from 1 (extremely unlikely) to 7
(extremely likely). The option ‘I would not seek help from
anyone’ represents avoidance rather than help-seeking; it
should be reverse-scored if a total help-seeking score is
computed. Source-specific means were emphasized because
they retain actionable information and avoid obscuring
divergent preferences.

Instrument validity and reliability

Validity was addressed at two levels. First, use of established
instruments supported content relevance to the constructs.
The ATMHP was explicitly developed to capture community,
family, external, internal, and reflected-shame dimensions
[8], while the GHSQ was designed to measure source- and
problem-specific help-seeking intentions [9]. Second, five
experts reviewed the adapted survey for clarity, relevance,
cultural appropriateness, and correspondence between items
and study variables. The supplied study record did not
include item-level content-validity indices; expert validation
should therefore be understood as qualitative content review
rather than quantified evidence of content validity.

The research instruments were pilot-tested with 30
respondents to assess their reliability. The analysis yielded
Cronbach’s alpha coefficients of 0.93 for the 35-item
ATMHP and 0.88 for the 20-item GHSQ, indicating high
internal consistency for both instruments.

Data-collection procedure

The researcher first sought permission from the relevant
university and college authorities. Eligible students received
an institutional-email invitation containing the study purpose,
voluntary-participation  statement, electronic informed-
consent form, and Google Forms link. The survey required
approximately 5-10 minutes. No face-to-face collection was
required. Participants could omit participation or discontinue
before submission without academic or administrative
consequence. The researcher remained available to clarify
procedural questions but avoided influencing item responses.
Submitted questionnaires were screened for eligibility and
completeness, coded without direct identifiers, and prepared
for statistical analysis.

Data analysis and statistical assumptions

Frequencies and percentages described respondent sex and
the distribution of ATMHP domain categories. Arithmetic
means ranked help-seeking sources separately for
personal/emotional problems and suicidal thoughts. Pearson’s
product-moment correlation tested the direction and strength
of the association between attitude and help-seeking scores.
Independent-samples t tests examined whether the mean
attitude and help-seeking scores differed by sex. Tests were
evaluated at alpha=.05, and two-tailed interpretation was used
unless the original analysis explicitly specified otherwise.

Pearson correlation assumes paired continuous or
approximately continuous scores, independent observations, a
linear relationship, absence of influential bivariate outliers,
and approximate bivariate normality for significance testing.
The independent-samples t test assumes independent groups,
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an approximately continuous outcome, no extreme within-
group outliers, approximate normality within groups, and
homogeneity of variance when the pooled-variance form is
used. In a complete analysis, linearity and outliers should be
inspected with scatterplots; normality with histograms, Q-Q
plots, skewness/kurtosis, or Shapiro-Wilk tests; and variance
equality with Levene’s test. If homogeneity fails, Welch’s t
test should be reported; if distributions are severely non-
normal or ordinal-score behavior dominates, Spearman
correlation and Mann—Whitney U may be used as sensitivity
analyses. The supplied manuscript did not contain raw data,
diagnostics, degrees of freedom, or group means and standard
deviations, so these assumptions could not be independently
verified and effect sizes could not be reconstructed.

Ethical considerations

The study applied the principles of respect for persons,
beneficence, nonmaleficence, and confidentiality. Consent
information described the purpose, procedures, voluntary
nature of participation, right to stop, anticipated minimal risk,
and intended academic use of data. No penalty was attached
to refusal or withdrawal. Because the questionnaire included
suicidal thoughts, the survey information identified available
university counseling support and allowed respondents to
discontinue if distressed. Data were coded, access was
restricted to the research team, and results were reported in
aggregate to reduce re-identification risk.

RESULTS

Table 1. :Distribution of attitudes toward mental health
problems (N=281)

Very - ; Very
Domain positive n POS(:}/'\;e n Neg(%/n;/ en negative n
(%) ) i (%)
Community 20(7.12) 53(18.86) | 91(32.38) | 117 (41.64)
Family 59 (21.00) | 92 (32.74) | 64 (22.78) | 66 (23.49)
External
shame/stigma 109 (38.79) | 172 (61.21) 0 (0.00) 0 (0.00)
awareness
Internal shame 145 (51.60) | 136 (48.40) 0 (0.00) 0 (0.00)
Reflected
shame—family 61 (21.71) | 86(30.60) | 98 (34.88) 36 (12.81)
Reflected
chame__self 49 (17.44) | 96 (34.16) | 87(30.96) | 49 (17.44)

Table 1 shows a marked domain-specific pattern. Nearly
three fourths of respondents perceived community attitudes
as negative or very negative (74.02%); only 25.98% placed
community attitudes in the two positive categories. Family
perceptions were more favorable: 53.74% were positive or
very positive, although 46.27% remained negative or very
negative. The difference suggests that immediate family may
be perceived as more accepting than the broader community,
but support cannot be assumed for all students.

All respondents fell within positive categories for the
external-shame/stigma-awareness and internal-shame scoring
bands. This should be interpreted as low endorsement of the
relevant shame statements under the study’s categorization,
not as proof that stigma has been eliminated. Reflected shame
was substantially more divided: 47.69% reported negative or
very negative family-related reflected shame, and 48.40%
reported negative or very negative self-related reflected
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shame. Students could therefore maintain a relatively
accepting personal view while worrying about reputational
consequences for themselves or their families. This result
directly answers the first research question and demonstrates
why separate domain scores are more informative than one
undifferentiated attitude label.

Table 2: Mean help-seeking intention by source and problem

type
Potential source Enewzi?gr?ellll tsh%'ﬁéﬁ!s
Mental health professional 4.79 4.48
Intimate partner 4.65 4.19
Friend 4.29 3.91
Doctor/general practitioner 3.95 3.59
Phone helpline 3.12 3.21
Parent 321 2.85
Other relative/family member 241 2.20
Minister/religious leader 2.28 2.16
Other source 2.69 2.55
;/\@glr](jeﬂot seek help from 401 389

*This item is a non-help-seeking option and should be
reverse-scored if included in a total. Scale: 1=extremely
unlikely to 7=extremely likely.

Mental-health professionals were the highest-ranked source
for personal/emotional problems (M=4.79) and suicidal
thoughts (M=4.48), followed by intimate partners (M=4.65
and 4.19) and friends (M=4.29 and 3.91), respectively. These
values lie near the ‘likely’ portion of the seven-point response
continuum and indicate comparatively favorable intentions,
not confirmed help-seeking. Physicians occupied an
intermediate position, while relatives and religious leaders
received lower means. The ordering suggests that students
distinguish between trusted relational support and specialized
care, with both functioning as plausible entry points.

Most source means declined when the scenario changed from
personal/emotional difficulty to suicidal thoughts. For
example, intention to approach a parent decreased from 3.21
to 2.85, and intention to approach a mental-health
professional decreased from 4.79 to 4.48. A higher helpline
mean for suicidal thoughts (3.21 versus 3.12) was the
principal exception. The relatively high ‘would not seek help
from anyone’ means (4.01 and 3.89) indicate meaningful
avoidance and are clinically important. They also make an
uncorrected overall mean psychometrically ambiguous;
conclusions therefore emphasize source-specific values. The
second research question is answered by the ranking and
scenario-specific pattern rather than by a single composite
mean.
Table 3. : Association and sex-based comparisons

Research question Statistic p Decision
Attitude—help-seeking _ Lo
association r=-0.168 | .005 | Significant
Attitude score by sex =-1.73 | .043 | Significant

. _ Not
Help-seeking score by sex t=-0.26 | .798 significant
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Attitude and help-seeking scores were weakly but statistically
significantly related (r=-.168, p=.005). Because higher
ATMHP values represent more negative attitudes, the
negative sign has a clear substantive meaning: students with
more negative or shame-focused attitudes tended to report
lower intentions to seek help. Squaring the coefficient gives
r2=,028, indicating only about 2.8% shared variance. The null
hypothesis of no linear association was rejected, but the small
magnitude prevents the relationship from being described as
strong or determinative.

Attitude scores differed by sex (t=-1.73, p=.043), whereas
help-seeking scores did not (t=-0.26, p=.798). The attitude
test therefore rejected the null hypothesis at alpha=.05, while
the help-seeking test did not. Statistical significance alone
does not show which sex reported more negative attitudes or
whether the difference was practically important. Group
means, standard deviations, degrees of freedom, confidence
intervals, and an effect size such as Cohen’s d were absent
from the supplied record. The result should consequently be
reported as evidence of a difference requiring clarification,
not as proof that one sex is more stigmatizing or less
receptive to care.

DISCUSSION

The principal finding is not simply that stigma was present,
but that its location differed. Students reported little internal
shame while perceiving substantial community negativity and
mixed reflected shame. This pattern supports a multilevel
view of stigma: personal acceptance can improve before
perceived social norms and reputational concerns change.
Similar divergence has been observed when students possess
mental health knowledge but remain uncertain about
disclosure because of anticipated judgment [3]. In the
Filipino context, relational obligations may intensify concern
about how a problem reflects on one’s family even when the
individual accepts mental health care [5,6]. Campus programs
should therefore measure and address public, self, and
family-related stigma separately rather than treating ‘attitude’
as a single undifferentiated construct.

The contrast between community and family ratings has
practical meaning. Family can act as a protective source of
emotional and logistical support, yet almost half of
respondents still perceived negative family attitudes. A
universal message that simply instructs students to ‘talk to the
family’ may therefore be helpful for some but unsafe or
discouraging for others. Services should assess the student’s
preferred support person and seek family participation only
with informed consent, except where lawful emergency
procedures apply. Community-level communication should
use contact-based and recovery-oriented messages rather than
one-time information drives, because factual awareness alone
may not change social distance or anticipated judgment.
Professional providers ranked first for both scenarios, which
is encouraging and differs from literature in which students
primarily prefer informal contacts [2-4]. However, intimate
partners and friends were also strongly preferred, confirming
that trusted peers are central entry points. The finding should
not be read as evidence of actual service use: intentions
frequently exceed behavior [2], and a sizeable mean for
seeking help from no one indicates residual avoidance. The
lower intentions reported for suicidal thoughts are especially
consequential because acute risk requires rapid escalation.
Universities need a visible, rehearsed pathway from peers and
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faculty to qualified professionals, emergency services, and
crisis support rather than relying on awareness campaigns
alone.

Although helplines did not rank highly, their mean increased
slightly for suicidal thoughts, possibly reflecting immediacy
and anonymity. Universities should publish verified crisis
contacts and define when emergency escalation, qualified risk
assessment, and follow-up are required.

The weak negative correlation is theoretically coherent: as
stigma becomes more negative, willingness to seek help
decreases. Yet attitude scores explained only 2.8% of the
variation in intention, indicating that policy focused solely on
changing beliefs will be insufficient. Accessibility, cost,
confidentiality, service knowledge, perceived need, waiting
time, and prior experiences also shape help-seeking [3,5].
The sex difference in attitudes, alongside no difference in
intentions, may mean that sex influences beliefs more than
stated behavioral readiness in this sample. Because females
constituted 76% of respondents and group descriptive
statistics were unavailable, the result requires replication;
sex-responsive outreach is warranted, but a universal program
with targeted components is more defensible than assuming
one sex will not seek help.

The small correlation also guards against a common policy
error: attributing low utilization entirely to student stigma. If
a student holds favorable attitudes but encounters an unclear
booking system, limited clinic hours, long waiting times,
cost, or fear that records will not remain confidential,
willingness may still fail to become action. Conversely,
accessible services alone may not be used when students
normalize serious symptoms or prefer self-management.
Institutional strategy must address both demand-side
factors—Iliteracy, stigma, perceived need, and trust—and
supply-side  factors—workforce, accessibility, privacy,
referral capacity, and continuity of care.

Large studies likewise show that high need and increasing
service use can coexist with a treatment gap [13,14,17], while
meta-analyses confirm that stigma is meaningful but not
exclusive [15,16]. The weak correlation therefore supports a
multicomponent response addressing community stigma,
institutional access, and students’ educational experiences.
RECOMMENDATIONS

University administrators and governing boards. Adopt and
fund a university-wide mental-health and suicide-response
policy aligned with Republic Act No. 11036, with clear
accountability, confidential access, stepped care, crisis
referral, and adequate personnel and resources [7].
Counseling, health, and student-affairs personnel. Provide
accessible, confidential, and culturally responsive counseling
through simple booking, flexible delivery, proactive outreach,
and regular monitoring of access, referrals, satisfaction, and
crisis outcomes [18-21].

Faculty members, advisers, and peer leaders. Train faculty,
advisers, peer leaders, and frontline staff to recognize
warning signs, protect privacy, and make timely referrals
without acting beyond their competence [20].

Students and families. Strengthen mental-health literacy,
encourage peer and family support with student consent,
address reflected shame, and involve students in program
design and evaluation [21].

Institutional and national policymakers. CHED, DOH,
university boards, and health partners should set and fund
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measurable standards for service capacity, waiting times,
confidentiality, crisis response, referral networks, training,
student consultation, and annual outcome reporting.
Researchers. Use multi-institutional samples, validate the
instruments in Filipino populations, report effect sizes and
confidence intervals, and examine how intentions translate
into actual service use.

Findings are limited by the single-university, cross-sectional
design, unequal sex distribution, self-report and online-
response biases, and measurement of intention rather than
actual behavior.

CONCLUSION

College students reported low personal shame but substantial
perceived community stigma and mixed reflected shame.
They most often identified mental health professionals,
partners, and friends as potential sources of help, although
willingness declined for suicidal thoughts and some
avoidance remained. More negative attitudes were associated
with lower help-seeking intentions, but the small relationship
shows that stigma is only one component of access. A
comprehensive university response should combine stigma
reduction with confidential services, peer-to-professional
referral pathways, family-sensitive communication, crisis
protocols, and routine evaluation. These measures translate
the study’s findings into actionable institutional policy while
meeting the preventive and supportive intent of the Philippine
Mental Health Act.
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