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Abstract
Background: Despite the increased attention given to improvement of mental health-related knowledge
and attitudes, rates of help-seeking for mental illness remain low even in countries with well-developed
mental health services. This study examines the relationships between attitudes to mental illness,
symptoms of common mental disorder and seeking-help and receiving medication for a mental health
problem. Methods: We used data from the nationally representative Health Survey for England 2014 to
design three logistic regression models to test for the effects of attitudes to mental illness (measured by a
shortened version of the Community Attitudes toward the Mentally Ill, CAMI scale) on: recent contact with
a doctor for a mental health problem; use of any type of mental health service in the last 12 months; and
having antidepressants currently prescribed, while controlling for symptoms of common mental disorder
(measured by the General Health Questionnaire, GHQ). We also tested for an interaction between attitudes
to mental illness and symptoms of common mental disorder on the outcomes. Results: A significant but
very small effect of CAMI score was found on ‘antidepressants currently prescribed’ model (OR=1.01(1.00,
1.02) but not on the two indicators of help-seeking. We also found a significant but very small interaction
between CAMI and GHQ scores on recent contact with a doctor (OR= 0.99, 95% CI (0.990, 0.998); adjusted
Wald test P=0.01)). Knowing someone with a mental illness had a significant positive effect on helpseeking indicated by: (a) recent contact with a doctor (2.65 (1.01, 6.98)) and (b) currently prescribed
antidepressant (2.67 (1.9, 3.75)) after controlling for attitudes to mental illness.
Conclusions: Our results suggest that knowing someone with a mental health problem seems to have a
further positive effect on help-seeking, beyond improving attitudes to mental illness. Furthermore, multiple
different types and aspects of stigma may contribute to help-seeking behaviours, consequently multifaceted approaches are likely to be most efficient.

Background
Although mental illness contributes significantly to the global burden of disease, over two thirds of people
affected do not receive any treatment [1, 2]. Only half of people with common mental disorders, i.e.
depression (including subthreshold disorders such as dysthymia) or anxiety disorders, will consult their
General Practitioner (GP) [3]. Untreated mental disorders are associated with social isolation, higher rates
of chronicity, poor quality of life [4] and significant costs [5].
Studies have shown that people who are more inclined to use health services for mental health problems
are more likely to be: middle-aged; women; relatively highly educated; not married; with high income;
disabled; with more positive attitudes to their mental health care provider; and a greater trust in
professional help [6-8].
On the other hand, several factors have been identified to hinder appropriate mental care seeking
including two major categories: structural factors, such as inconvenience or inability to obtain an
appointment [9]; poor access due to financial barriers [10]; and attitudinal factors defined by many facets
of stigma associated with mental illness. A significant proportion of people who experience mental health
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problems do not seek help, or do so after considerable delay; even in countries with well-developed
primary care and mental health services, where structural barriers are low [11,12].This suggests that much
of this unmet need for treatment can be partially explained by people’s reluctance to seek mental health
care [13]. Stigma related to mental illness has frequently been viewed as a key factor in this service use
problem [14, 15]. A systematic review conducted in young people indicated stigma as one of the key
barriers to help-seeking, together with confidentiality issues, self-reliance and low knowledge about
mental health services [16]. People with mental illness have stated that being stigmatized can be worse
than the illness itself as its negative effect can continue even after the improvement of their mental state
[17, 18]. The concept of stigma is not clearly operationalized. It can be reflected as a dynamic between
lack of knowledge, negative attitudes and avoiding or excluding behaviours (discrimination) [19-21]. This
multifaceted concept and its relationship to help-seeking, have been evaluated with a variety of
instruments [22] but most of the help-seeking outcomes were attitudinal or intentional [15, 23, 24]. Even
though attitudes to help-seeking has been reported to correlate with actual service use [25, 26], in practice,
however, a considerably lower proportion of those expressing the intention to seek help when dealing with
mental health problems actually sought it [27, 28].
A recent review conducted by S. Clement et al. [15], evaluated studies with both attitudinal/intentional and
behavioural outcomes on the association between stigma and help-seeking. The majority of
attitudinal/intentional studies report a small negative association between stigma and help-seeking. On
the other hand, studies that use behavioural measures of help-seeking exhibit much more mixed results,
that could partially be explained by ‘reverse causation’ (the probability of the presumed outcome being
causally related to the presumed exposure) [15]. The review included also five prospective studies with
four of them reporting a negative association but only two with statistical significance.
Studies on clinical populations, regarding the same subgroup of mild to moderate psychiatric conditions,
which evaluated perceived public stigma, found it to be correlated with low treatment adherence and early
discontinuation [29, 30]. The findings however, were not consistent between age groups; the young
reported more perceived stigma but stigma only predicted premature termination of treatment among
older patients [30]. Another study evaluated subthemes of stigma i.e. personal and perceived public
stigma and reported only personal stigma to be negatively associated with mental health service use [31].
It is not clear yet, how this multifaceted concept of stigma impact on help-seeking.
The limitation of much existing research on actual help seeking and uptake of treatment to clinical
populations, who have overcome other barriers to help seeking [32], and the mixed results of studies
overall, suggest research at the population level is needed in order to understand how, and to what extent,
different facets of stigma related to mental illness may have behavioural impact. This is particularly
important as increasing access to care and uptake of treatment when offered are often given as reasons
for population based anti-stigma programmes [33] including those focussing on common mental
disorder [34].
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The aim of this study was to evaluate the relationships between attitudes towards mental illness, as a
facet of stigma, and each of help-seeking behaviours and receipt of antidepressant medication, when
experiencing common mental disorder symptoms. Our hypotheses were 1) more positive attitudes would
be associated with help-seeking and receipt, controlling for symptoms and demographic factors
associated with attitudes and/or help seeking, and 2) attitudes will moderate the relationship between
symptoms and help seeking, such that among those with more positive attitudes to mental illness, the
relationship between symptoms of common mental disorder and indicators of help-seeking and receipt
for a mental health problem would be stronger.

Methods
Data Source
Data were obtained from Health Survey for England (HSE) 2014, the 24th cross-sectional survey
representative of the general population of all ages living in private households in England. The series of
annual surveys have been designed and carried out since 1994 by the Joint Health Surveys Unit of Nicen
Social Research and the Research Department of Epidemiology and Public Health at University College
London and commissioned by the Health and Social Care Information Centre. The HSE has a core set of
questions used every year, plus additional questions to focus on specific topics, which change each year.
In 2014 mental illness was one such specific topic, therefore only one wave of the survey could be used.
The HSE 2014 dataset was accessed via the UK Data Service.
For survey data collection an interview was conducted, followed by a visit from a specially trained nurse
for all those who agreed. The interview was conducted by fully trained personnel using computer-assisted
interviewing. Data collected included socio-demographic characteristics, attitudes to mental illness, and
use of mental health services. The 12-item General Health Questionnaire (GHQ-12) was also administered
as a self-complete measure. A total of 8077 adults aged 16 and over participated in the interview stage of
the survey and 5491 of them expressed their consent for a nurse visit. During the nurse visit, participants
were asked questions about mental illness experience; familiarity with someone else with a mental
illness; and prescribed medicines.
Missing values’ occur for several reasons, including refusal or inability to answer a particular question;
refusal to co-operate in an entire section of the survey (such as the nurse visit or a self-completion
questionnaire); and cases where the question is not applicable to the participant. Missing values were
coded originally in the survey protocol as ‘-9’ and have been omitted from all tables and analyses. Cases
of incomplete answers or refusals were excluded from the analysis (Figure 1).
Fig. 1 here

Outcome Measures
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Help-seeking from a professional for a mental health problem was measured using three binary variables
derived from a variety of survey questions. Firstly, contact in the last two weeks with a doctor for a mental
health problem was generated from two questions: participants were asked if they have talked to a doctor
during the last two weeks, and those who answered yes were then asked a second question about the
reason. Possible answers were ‘physical health problem’, ‘mental health problem’ and ‘both of these’. A
binary variable was derived by combining ‘mental health problem’ and ‘both of these’. Responses of ‘no’ to
the first question or ‘physical health problem’ to the second were combined and used as the reference
category. Contact with a doctor included contact with a general practitioner, as well as a specialist or any
kind of doctor. Any type of contact i.e. telephone, health centre, home visit, was recorded. The second
outcome was use of any type of healthcare service in the past twelve months. Participants were asked
about attending a hospital as: an inpatient; outpatient or day patient; through the Emergency department;
or any other way, along with the reason for attendance. In addition, a list of mental health community
care services was presented and participants were asked if they had used any. Responses to ‘Why were
you in hospital?’ of ‘mental health problem’ or ‘both of these’ (i.e. mental and physical) were combined
with any use of mental health community care services. Those who did not attend a hospital or did not
use any community care service were combined, together with physical health reasons, and used as the
reference. The third outcome variable was having antidepressants currently prescribed, which we interpret
as being for common mental disorder, as rates of use for other conditions are much lower [35]. This was
derived from a single question and was defined as any versus none.

Covariates
Attitudes to mental illness were assessed using the 12-item scale derived from the original Community
Attitudes toward the Mentally Ill (CAMI) scale developed by Taylor and Dear [36]. The CAMI-12 scale is a
subset of the original statements, selected to show levels of mental health-related stigma and tolerance,
and first used in the survey evaluating the Time to Change social marketing campaign [37]. This scale
was administered in the self-completion questionnaire during the interview visit.
For the HSE 2014, factor analysis was performed on the 12 attitudes statements and generated two
internally reliable factors of ‘Tolerance and Support for community care’ and ‘Prejudice and Exclusion’
[38]. The identification of the two factors was consistent with previous research, which ran a factor
analysis on the 27 item version of the CAMI questionnaire used in the National Attitudes to Mental Illness
survey [39]. A more detailed description can be found elsewhere [40, 41]. The 12 CAMI statements were
phrased in both positive and negative directions. Positive views were expressed by agreement with
‘Tolerance and Support’ items, for example ‘The best therapy for many people with mental illness is to be
part of a normal community’; and disagreement with ‘Prejudice and Exclusion’ items, such as ‘I would not
want to live next door to someone who has been mentally ill’. The degree of a respondent’s agreement or
disagreement was rated on a 5-point Likert Scale which was scored as follows: 0 for ‘disagree strongly’,
25 for ‘disagree slightly’, 50 for ‘neither agree nor disagree’, 75 for ‘agree slightly’ to 100 for ‘agree
strongly’. Negative statements were scored in reverse so that in each case, a higher score represented a
more positive attitude. There was also a sixth option of ‘Don’t know. Those choosing this option were
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excluded from the calculation of the mean score. For most statements, a relatively low proportion of
participants gave the response option ‘don’t know’, (between 2-10%), but for one statement, ‘Most women
who were once patients in a mental hospital can be trusted as babysitters’, one in five adults chose the
‘don’t know’ response (20%).
A single measure was derived for each of the two factors and takes the average of the mean scores from
the individual statements relating to that factor. These variables were derived from valid answers to 6
CAMI items and constitute the two subscales: prejudice/exclusion and tolerance/support [41].
Symptoms of common mental disorder were measured using the General Health Questionnaire 12 item
version (GHQ-12) score. The GHQ has been widely used and validated in different settings and different
cultures as an effective instrument to screen for common mental disorders [42, 43]. The questionnaire
consists of twelve items measuring general levels of happiness, depression and anxiety, sleep
disturbance and ability to cope over the last few weeks. Answers of ‘not at all’ or ‘no more than usual’
were scored 0 and responses indicating the symptom is present ‘rather more than usual’ or ‘much more
than usual’ were scored 1. Consistent with previous HSE surveys, a GHQ-12 score of 4 or more is referred
to as a ‘high GHQ-12 score’, indicating probable psychological disturbance or mental ill health [40]. Scores
below 4 suggest the absence of mental health problems. Incomplete answers were excluded from the
calculation of the GHQ-12 score (Fig. 1).
GHQ-12 score as well as CAMI score were entered as continuous variables to maximise power.
Consistent with previous research [40, 44, 45] the analysis included other factors reported to be
associated with attitudes towards mental illness or to help-seeking or receipt. Demographic factors and
familiarity with mental illness were included in the regression models as follows: gender, age, educational
qualification, income, employment status, ethnicity and familiarity with a mental illness. Age was
included as a categorical variable because it has previously been found to show a nonlinear relationship
with attitudes to mental illness [46]: ’16-24’; ’25-44’; ‘45-64’ and ‘65+’. Highest educational qualification
was recorded in four categories using the public examinations held in England taken at age 16 and 18,
National Vocational and university qualifications: ‘NVQ4/NVQ5/Degree or equivalent’; ‘Higher education

below degree (inclusive A level)’; ‘NVQ2/GCE O Level /NVQ1/CSE other grade equivalent’ and ‘None’. The
measure of equivalised household income was used, which takes into account the number of adults
apart from the reference person; and the ages of dependent children in the household as well as overall
household income. Based on this measure, households are divided into quintiles (fifths) and used as
categories. For ethnic group the HSE uses the eighteen 2011 UK Census categories, which are then
grouped into the categories of White, Black, Asian, Mixed and Other. Employment status was recorded as
a binary variable with ‘in work’/’not in work’ categories.
Information about familiarity with a mental illness was drawn from the question ‘Who is the person

closest to you who has or has had some kind of mental illness’. The response categories included the
participant himself/herself, others (immediate family, partners, friends and acquaintances), and no one if
the participant did not know anyone with mental illness. Endorsing the view that one has a mental illness
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is strongly associated with more positive attitudes [47] and with help seeking and receipt [48], while
knowing someone else is associated with more positive attitudes but not as strongly as is personal
experience [47].

Statistical analysis
The analysis followed the HSE design of multistage stratified probability sampling using postcode
sectors as the primary sampling units (PSUs) and Postcode Address File as the sampling frame for
households. Data were weighted for dwelling unit and household selection and for population profile
including age, sex, ethnicity and regional structure of England’s population. A non-response adjustment
was added for interview visit as well as for the sample that received the nurse visit. The regression
models used to calculate the nurse visit weight include as covariates: age group by sex, household type,
region, social class of HRP, smoking status (for adults) and general health. The full sampling design is
described in the HSE report for 2014 [38].
Fifteen percent of participants did not provide details of their income and less than 1% had missing
information on ethnicity, educational qualification and employment status.
We calculated basic descriptive statistics for participant characteristics in addition to help-seeking
variables, CAMI-12 and GHQ-12 scores.
For each of the three outcomes, we ran a logistic regression model with and without the interaction
between total GHQ-12 and CAMI-12 scores. Socio-demographic characteristics and familiarity with
mental illness were controlled for. Statistical significance of the interaction was tested using the Wald
test. Statistical analysis was conducted using Stata V.14.2.

Results
Table 1 provides details of participants’ sociodemographic characteristics, familiarity with mental illness
in addition to General Health Questionnaire (GHQ-12), Community attitudes towards mental illness (CAMI12) scores and help-seeking variables. Nearly 15% (14.7%) of participants reported symptoms of
common mental disorder over the cut point (GHQ ≥ 4) as measured by GHQ-12 and the most frequently
reported symptom was ‘feeling constantly under strain’.
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Table 1. Participants’ characteristics, Community Attitudes to Mental Illness (CAMI-12)
and General Health Questionnaire (GHQ-12) scores and responses to help-seeking
indicators (unweighted frequency and weighted percentage).
Analysis sample
(N=4087)

2265
(51)

Gender n (%)
Female
Male

1822
(49)

Age, years: mean (SD)

50.3(0.2)

Age group n (%)

311
(13.6)

16-24
25-44

1287
(35.2)

45-64

1448
(32.7)

65+

1041
(18.9)

Ethnicity n (%)

3770
(90.3)

White

77 (2.1)

Black

175 (5.4)

Asian

40 (1.3)

Mixed

25 (0.8)

Other
Educational qualification n (%)

1161
(29.8)

NVQ4/NVQ5/Degree or equivalent
Higher education below degree (inclusive A level)
NVQ2/GCE O Level /NVQ1/CSE other grade

1153
(29.3)
996
(24.3)

None

777
(16.5)

Equivalised income n (%)

1874
(21.66)

Highest Quintile

1797
(22.76)

Second Highest Quintile
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Middle Quintile

1660
(21.01)

Second lowest Quintile

1337
(15.71)

Lowest Quintile

1546
(18.86)
Employment status n (%)

2280
(59)

In work
Not in work

1807
(41)

Familiarity with mental illness n (%)

183 (3.9)

Self

2675
(66.1)

Other
None

1229
(29.9)

CAMI-12 Score, mean (SD)

74.8
(0.2)

GHQ-12 Score

0

median

1.42
(2.6)

mean (SD)
Recent contact with a doctor for a mental health problem n (%)

66 (1.5)

Yes

4020
(98.5)

No
Use of health services for mental health problems n (%)

333 (8.1)

Yes

3754
(91.9)

No
Antidepressants currently prescribed n (%)

438 (9.3)

Yes

3649
(90.6)

No

Factors associated with seeking and receiving help
Table 2 shows results of logistic regression analysis, investigating the relationship between GHQ-12
score, CAMI-12 score and each of: recent contact with a doctor, use of mental health services in the last
year and antidepressants currently prescribed. As expected, symptoms of common mental disorder
measured by GHQ-12 score were significantly positively associated with help-seeking and receipt in all
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three models, respectively (OR=2.25 (1.61, 3.16); 1.08(0.91, 1.28); 1.17 (0.98, 1.39)). Reporting mental
illness as a personal experience was positively associated with help-seeking and receipt in all three
models as follows: ‘recent contact with a doctor’ (OR=7.48 (2.28, 24.54)), ‘use of mental health services’
(OR=2.78 (1.64, 4.71)), and ‘antidepressants currently prescribed’ (OR=10.94 (6.78, 17.65)). Knowing
someone with a mental illness was also associated with help-seeking in two of the three models: ‘recent
contact with a doctor’ (OR=2.65 (1.01, 6.98)) and ‘antidepressants currently prescribed’ (OR=2.67 (1.9,
3.75)).
Logistic regression analysis included testing separately for both internally reliable factors (dimensions) of
the CAMI score: prejudice/exclusion and tolerance/support for community care. However, there was no
difference between the results, thus Table 2 displays only the results using the total CAMI score. A small
but significant effect of CAMI score was found on ‘antidepressants currently prescribed’ model
(OR=1.01(1.00, 1.02) but not on the two indicators of help-seeking. All ethnic groups compared to white
ethnicity, were significantly associated with lower rates of recent contact with a doctor. A negative effect
was also observed for Asian ethnicity and other ethnicity than those specified in the questionnaire,
compared to white ethnicity in regard to ‘antidepressants currently prescribed’ model. Employment status
was a significant factor associated with help-seeking indicated by the ‘use of mental health services in
the last year’ and ‘currently prescribed antidepressants’. Those currently working had a predicted lower
probability of help-seeking compared to those not working. A lower probability of having antidepressants
currently prescribed was found for those with a higher educational qualification and those being aged 16
to 24 compared to those being aged 65 or over.
Table 2. Logistic regression analysis of factors associated with help-seeking for a mental health problem

as measured by ‘Recent contact with a doctor’, ‘Use of mental health services in the last year’ and
‘Antidepressants currently prescribed’.
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Recent
contact
with a
doctor

Use of
mental
health
services

(n=4086)

(n=4087)

Predictors

OR (95%
CI)

P-value

OR (95% CI)

Pvalue

OR (95%
CI)

Pvalue

GHQ-12 Score

2.25***
(1.61,
3.16)

<0.001

1.08***(0.91,
1.28)

<0.001

1.17***
(0.98,
1.39)

<0.001

CAMI-12 Score

1.00
(0.98,
1.02)

0.57

1.00 (0.99, 1.01)

0.42

1.01*
(1.00,
1.02)

0.008

Gender

0.43

1 (0.75, 1.32)

0.97

-

-

-

1.87*
(1.42,
2.45)

<0.001

Female

0.76
(0.39,
1.5)

Male (ref)

-

Age

0.92
(0.253.39)

0.9

0.72 (0.4, 1.28)

0.27

0.27

1.24 (0.81, 1.9)

0.31

1.73
(0.65,
4.64)

0.68

0.87 (0.6, 1.26)

0.45

-

-

-

16-24
25-44
45-64
65+ (ref)

Antidepressants
currently
prescribed
(n=4087)

-

1.21 (047,
3.11)

Black
Asian
Mixed
Other
White (ref)

3.2***
(8.32,
1.23)

<0.001

1.18 (0.46, 3.01)

0.69

<0.001

1.05 (0.42, 2.61)

0.92

3.91***
(1.22,
1.25)

<0.001

0.91(0.2, 3.98)

0.86

<0.001

0.74 (0.14, 3.69)

0.62

7.8***
(2.03, 3)

-

-

1.12
(0.75,
1.65)

0.14

0.57

-

0.45
(0.14,
1.47)

0.19

0.21***
(0.07,
0.58)

0.29

0.003

<0.001

0.36
(0.05,
2.39)

8.56***
(2.46,
2.98)

1.34 (0.4,
4.48)

<0.001

-

3.33***
(1.13,
9.81)

Educational
qualification

0.09***
(0.03,
0.24)

1.27
(0.92,
1.74)

Ethnicity

-

0.63

1.25 (0.8, 2)

0.33

0.09

1.26 (0.84, 1.87)

0.24
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0.47**
(0.3,
0.73)

0.001
0.001

NVQ4/NVQ5/Degree/
or equivalent
Higher ed below
degree (inc. A level)
NVQ2/GCE O Level
/NVQ1/CSE other
grade

2.24
(0.87,
5.77)

0.82

1.01 (0.66, 1.56)

0.92

-

-

-

0.89
(0.33,
2.41)

0.53**
(0.36,
0.76)

0.05
-

0.7
(0.49, 1)
-

-

None (ref)
Employment status
In work

1.09
(0.43,
2.75)

Not in work (ref)

-

Equivalised income

0.7 (0.21,
2.26)

Highest Quintile
Second Highest
Quintile
Middle Quintile
Second lowest
Quintile
Lowest Quintile (ref)

0.31
(0.08,
1.2)
0.46
(0.15,
1.42)

0.84
-

0.48*** (0.32,
0.71)
-

<0.001
-

0.58**
(0.43,
0.79)

0.001
-

-

0.55

0.87 (0.5, 1.55)

0.66

0.09

0.87 (0.5, 1.5)

0.62

0.18

1.01 (0.6, 1.7)

0.93

0.95

1.07 (0.67, 1.7)

0.75

-

-

1.03 (0.4,
2.65)

0.77
(0.l5,
1.17)

0.23

0.91
(0.6,
1.35)

0.48

0.87
(0.6,
1.27)

-

0.64

0.17

1.29
(0.9,
1.88)

-

Familiarity with
mental illness
Self
Other
None (ref)

7.48**
(2.28,
24.54)

0.001

2.65*
(1.01,
6.98)

-

0.04

2.78*** (1.64,
4.71)
0.11 (-0.18, 0.42)
-

<0.001
0.44
-

-

10.94***
(6.78,
17.65)

<0.001

2.67***
(1.9,
3.75)

-

<0.001

-

CI: confidence interval; ref: reference category; GHQ-12: General Health Questionnaire 12 items; CAMI-12:
Community attitudes towards mental illness; *P <0.05, **P < 0.01, ***P < 0.001.

Interactions between attitudes and symptoms of common mental disorder on help-seeking
The interaction between attitudes towards mental illness measured by CAMI-12 score and symptoms of
common mental disorder measured by GHQ-12 score had a statistically significant but very small effect
on help-seeking indicated by the item ‘recent contact with a doctor for a mental health problem’ (OR=0.99,
(0.990, 0.998)); adjusted Wald test P < 0.001)). The interaction was not significant for the other two
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outcomes: ‘use of mental health services in the last year’ and ‘antidepressants currently prescribed’.
Figure 2 shows the predicted marginal effects with 95% CIs of the interaction mentioned above, on helpseeking as measured by ‘recent contact with a doctor for a mental health problem’. Marginal effects
shows the changes in the outcome at specified values of CAMI-12 score and GHQ-12 score interaction,
while other covariates are held constant.

Discussion
The results provide mixed support for the hypotheses tested in this study. The statistically significant
effect of attitudes towards mental illness on prescribed antidepressants has an associated OR of 1.01,
which suggests that this finding may not be clinically relevant. The same is valid for the interaction effect
of attitudes found in one of the help-seeking outcomes (‘recent contact with a doctor’).
One interpretation for our results, in the context of the mixed results from other studies reviewed
previously [15] is that the influence of stigma may vary depending on either or both of the severity and
commonality of the illness. Data from a longitudinal community-based study in Australia showed no
correlation between perceived public stigma and actual help-seeking behaviour [49]. The study did not
evaluate general stigmatizing attitudes towards mental illness but focused on attitudes towards common
mental disorder (depression or anxiety). Consistent with these results, a recent World Mental Health
Survey reports attitudinal barriers to be more significant among severe than moderate or mild mental
illness [50].
Interestingly, our results showed a statistically significant effect of knowing someone else with a mental
health problem on two of the three evaluated categories of help-seeking: ‘recent contact with a doctor’
and ‘antidepressants currently prescribed’. Consistent with one study in Australian youth [51], these
findings suggest that knowing someone else with a mental health problem seems to have a positive
impact on seeking care and receiving treatment, independent of any effect of a personal history of a
mental health problem or of attitudes towards mental illness. The effect of knowing someone else with a
mental health problem may operate via an increase in knowledge about treatment or/and improvement of
attitudes towards psychiatric treatment or help-seeking. Together with the lack of association between
stigma and help-seeking reported here, the finding of a peer influence suggests that other social
influences are stronger on help seeking for symptoms of common mental disorder.

Strengths and Limitations
This study evaluated help-seeking and its associated factors from a retrospective point of view, assessing
the actual behaviour, in contrast to most studies evaluating only the intent to seek care or general
attitudes about help-seeking [52]. Moreover, the study used a large nationally representative sample and a
multidimensional perspective on help-seeking and receipt including three operationalised items for
evaluation. Statistically significant results, however, should be considered in the context of a large
epidemiological sample, therefore they may not be of clinical significance. Data reported by the present
study is limited by the cross-sectional character. Prospective studies are needed to establish a causal
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direction. Outcomes used in this study were limited to the HSE dataset and may be related to different
facets of stigma, for example having antidepressants currently prescribed implies not only attitudes
towards mental illness as measured by the CAMI scale but also attitudes towards treatment. However, we
were only able to evaluate one type which is public stigma expressed by attitudes towards mental illness.
Participants over 65 years old, with lower educational level and income and no familiarity with mental
illness have given significantly more ‘don’t know’ responses at two of the CAMI statements ( ‘Most women
who were once patients in a mental hospital can be trusted as babysitters’ and ‘People with mental health
problems are far less of a danger than most people suppose’). Nevertheless, we controlled for these
characteristics.
Antidepressants are also prescribed for conditions other than mental health such as neuropathic pain and
other types of chronic pain, migraine, and fibromyalgia [53]. However, the proportion of those
prescriptions while not exactly known assumed to be less than 10% [33]. Compared to prescriptions for
mental health conditions when antidepressant prescribing is reported by NHS Digital [54], rates of use for
other conditions are much lower thus we interpret having antidepressants currently prescribed as being
for common mental disorder.

Implications
Taken together our results suggest that future research consider other factors in addition to stigma when
studying help seeking for mental health problems, particularly common mental disorder. For example, a
recent qualitative systematic review of attitudinal barriers to help seeking identified the meaning that
individuals ascribe to such symptoms as important, i.e. as being related to life problems, along with the
value attached to stoicism and mistrust towards health services based on prior negative experiences [55].
Other work has highlighted practical barriers to access due to workforce shortages or cost, including in
countries where health systems are well developed [56].
The influence of peer behaviour, i.e. knowing someone else with similar symptoms, appears to be a
neglected area in this field. Our findings suggest it is important, while other research suggests it may
become increasingly so, at least in England. Rates of familiarity with someone else with personal
experience have increased over time [47] in England, reflecting the higher prevalence of common mental
disorder in young women [57] and perhaps a greater willingness to disclose personal experience to others
[52]. The prevalence of common mental disorder is reported to be increasing further in countries impacted
by the covid-19 pandemic. Poorer people already had higher rates of mental ill health [47] and are
suffering these impacts more, while Covid-19 presents a relatively greater threat to Black and Minority
Ethnic groups and the health and social care workforce; the latter have also been exposed to other severe
work-related stresses. People with pre-existing mental illness and those who have had severe illness due
to Covid-19 have also experienced worse mental health [58]. Together with our finding that such
familiarity is associated with contacting a doctor when dealing with symptoms of common mental
disorder as well as the willingness to take antidepressant treatment, these changes in prevalence and
familiarity imply that rates of help-seeking will increase, as has been seen for example in counselling
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services for students [59]. To avoid negative experiences of seeking treatment from under-resourced
services, expansion of services is needed to meet this increase in demand.
A further implication for research on help-seeking for mental health problems is the need to distinguish
between mild and common problems versus those that are less common and more severe, as the
influences on help-seeking for each may differ [50], including the effect of stigma and the influence of
peer behaviour. Further, it is important to study whether these influences are changing over time, and
whether help seeking for mild and common disorders versus severe mental illness is becoming easier or
harder as a result of the overall combination of influences. Population studies from several countries
other than England suggests that trends in stigma differ by diagnosis, with that towards schizophrenia
worsening while that towards depression remains unchanged [60, 61] In England, the only repeated
survey of attitudes measures attitudes to mental illness without specifying diagnoses. While this measure
suggests an improvement in attitudes over time, newspaper content analysis suggests that the coverage
of schizophrenia has not become less stigmatising in the way that coverage of common mental disorders
has [62]. Studies of help-seeking using clinical populations with recent onset of severe disorders are
therefore indicated.

Conclusions
Our results add to the body of evidence, suggesting that for common mental disorders it is important to
consider factors in addition to stigma when considering influences on help-seeking. Knowing someone
with a mental health problem seems to have a positive effect on help-seeking, beyond improving attitudes
to mental illness. Research is needed to understand how and to what extent knowing someone with a
mental illness can change help-seeking behaviours, for example whether these are mediated by increased
mental health-related knowledge, more positive attitudes towards psychiatric treatment, or a change in
perceived social norms regarding help-seeking. This understanding is important, since population level
anti-stigma programmes have to decide whether to try and promote familiarity by encouraging discussion
among people already familiar with each other, and/or whether to encourage well known role models with
personal experience to disclose this in a way that effectively mimics the impact of personal familiarity.
Both activities carry potential risks of discrimination for those making the disclosure, and so both safety
and how to maximise effectiveness must be considered.

Declarations
Ethics approval and consent to participate: Ethical approval for the 2013 and 2014 surveys was obtained
from the Oxford A Research Ethics Committee (reference number 12/SC/0317). All participants gived
informed consent for all stages of the interview and nurse visit process. Written consent was obtained in
a booklet, which was signed by the participant and countersigned by the interviewer or nurse. The consent
booklets were supplemented by information leaflets, and by information provided by the interviewer or
nurse. No administrative permission was required to access the dataset as the data are anonymised and
can be downloaded by staff and students of UK universities from the UK data service. The links below
Page 15/22

prove the eligibility for this service and that the HSE is one of the surveys available from the service.
https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=7919
https://www.ukdataservice.ac.uk/get-data/how-to-access/registration.aspx
Consent for publication: Not applicable
Availability of data and materials: The HSE 2014 dataset was accessed via the UK Data Service
(http://www.ukdataservice.ac.uk). The data are available to students or members of staff at any UK
institution of higher or further education (UK HE/FE).
Competing interest: The authors declare no competing interests.
Funding: This research received no specific grant from any funding agency, commercial or not-for-profit
sectors.
Authors’ contribution: CH was the study coordinator who also conceived the study concept and design.
ER consulted regarding the statistics, contributed to data analysis, commenting on all drafts of the
manuscripts, interpretation of the findings, and feedback. AM contributed to data analysis, interpretation
of the findings, drafted manuscript and revised the manuscript for submission in consultation with coauthors. All authors have read and approved the manuscript.
Acknowledgments: AM received an Erasmus scholarship during March and April 2018.

Abbreviations
HSE: Health Survey for England; CAMI: Community Attitudes towards Mental Illness; GHQ: General Health
Questionnaire.

References
1. Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE Global burden of disease
attributable to mental and substance use disorders:findings from the Global Burden of Disease
Study. Lancet. 2013; 382: 1575-87.
2. Wittchen HU, Jacobi F. Size and burden of mental disorders in Europe-a critical review and appraisal
of 27 studies. European Neuropsychopharamcology. 2005; 15: 357-376.
3. National Collaborating Centre for Mental Health Common Mental Health Disorders: Identification and
Pathways to Care. British Psychological Society. UK 2011; 123.
4. Green AC, Hunt C, Stain HJ. The delay between symptom onset and seeking professional treatment
for anxiety and depres-sive disorders in a rural Australian sample. Social Psychiatry and Psychiatric
Epidemiology. 2012; 47 (9): 1475-87.

Page 16/22

5. Evans-Lacko S, Knapp M. Global patterns of workplace productivity for people with depression:
absenteeism and presenteeism costs across eight diverse countries. Social Psychiatry and
Psychiatric Epidemiology. 2016; 51 (11): 1525-37.
6. Bijl RV, de Graaf R, Hiripi E, Kessler RC, Kohn R, Offord DR. The prevalence of treated and untreated
mental disorders in five countries. Health Affairs. 2003; 22 (3): 122-133.
7. Hämäläinen J, Isometsä E, Sihvo S, Pirkola S, Kiviruusu O. Use of health services for major
depressive and anxiety disorders in Finland. Depression and Anxiety. 2008; 25: 27-37.
8. Verhaak PF, Prins MA, Spreeuwenberg P, Draisma S, van Balkom TJ, Bensing JM. Receiving
treatment for common mental disorders. General Hospital Psychiatry. 2008; 31: 46-55.
9. Sareen J, Jagdeo A, Cox BJ, Clara I, ten Have M, Belik SL. Perceived barriers mental health service
utilization in the Unitated States, Ontario and the Netherlands. Psychiatric Services. 2017; 58: 357364.
10. Mojtabai R. Trends in contacts with mental health professionals and cost barriers to mental health
care among adults with significant psychological distress in the United States: 1997-2002. American
Journal of Public Health. 2005; 95 (11): 2009-2014.
11. Alonso J, Codony M, Kovess V, Angermeyer MC, Katz SJ, Haro JM et al. Population level of unmet
need for mental healthcare in Europe. British Journal of Psychiatry. 2007; 190: 299-306.
12. Brandstetter S, Dodoo-Schittko F, Speerforck S, Apfelbacher C, Grabe HJ, Jacobi F. Trends in nonhelp-seeking for mental disorders in Germany between 1997–1999 and 2009–2012: a repeated
cross-sectional study. Social Psychiatry and Psychiatric Epidemiology. 2017; 52: 1-9.
13. Wang PS, Gaxiola SA, Alonso J, Angermeyer MC, Borges G, Bromet EJ. Use of mental health services
for anxiety, mood and substance disorders in 17 countries in the WHO world mental health surveys.
Lancet. 2011; 370: 841-850.
14. Clement S, Brohan E, Jeffery D, Henderson C, Hatch SL, Thornicroft G. Development and
psychometric properties the Barriers to Access to Care Evaluation scale(BACE) related to people with
mental ill health. BMC Psychiatry. 2012; 12: 12-36.
15. Clement S, Schauman O, Graham T, Maggioni F, Evans-Lacko S, Bezborodovs What is the impact of
mental health-related stigma on help-seeking?A systematic review of quantitative and qualitative
studies. Psychological Medicine. 2015; 45: 11-27.
16. Gulliver A, Griffiths KM, Christensen H. Perceived barriers and facilitators to mental health helpseeking in young people: a systematic review. BMC Psychiatry. 2010; 10: 113.
17. A life without stigma: A SANE Report. 2013; SANE Australia.
18. Henderson, C., Thornicroft, G. Evaluation of the Time to Change programme in England 2008-2011.
The British Journal of Psychiatry. 2013; 202(55): s45-s8.
19. Corrigan P. On the Stigma of Mental Illness. American Psychological Association: Washington, D.C.
2005.

Page 17/22

20. Sartorius N, Schulze H. Reducing the Stigma of Mental Illness. A Report from a Global Programme of
the World Psychiatric Association. Cambridge University Press: Cambridge, 2005.
21. Thornicroft G. Shunned: Discrimination against People with Mental Illness. Oxford University Press:
Oxford, 2006.
22. Stevelink SAM, Wu IC, Voorend CG, van Brakel WH. The psychometric assessment of internalized
stigma instruments: a systematic review. Stigma Res Action. 2012; 2: 100–18.
23. Hackler AH, Vogel DL, Wade NG. Attitudes toward seeking professional help for an eating disorder:
the role of stigma and anticipated outcomes. Journal of Counseling and Development. 2010; 88:
424–431.
24. Rusch N, Corrigan PW. Stigma, discrimination and mental health. In: Knifton L and Quinn N editors.
Public Mental Health. Global Perspectives. Open University Press: 2013; p 94–108.
25. ten Have M, de Graaf R, Ormel J, Vilagut G, Kovess V, Alonso J. Are attitudes towards mental health
help-seeking associated with service use? Results from the European Study of Epidemiology of
Mental Disorders. Social Psychiatry and Psychiatric Epidemiology. 2010; 45: 153–163.
26. McEachan RRC, Conner M, Taylor NJ, Lawton RJ. Prospective prediction of health-related behaviours
with the theory of planned behaviour: a metaanalysis. Health Psychol Rev. 2011; 5: 97–144.
27. Holzinger A, Matschinger H, Angermeyer MC. What to do about depression? Help-seeking and
treatment recommendations of the public. Epidemiol Psychiatr Sci. 2011; 20: 163–69.
28. Lally J, O’Conghaile A, Quigley S, Bainbridge E, McDonald C. Stigma of mental illness and helpseeking intention in university students. Psychiatrist. 2013; 37: 253–60.
29. Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Friedman SJ, Meyers BS. Stigma as a barrier to
recovery: Perceived stigma and patient-rated severity of illness as predictors of antidepressant drug
adherence. Psychiatric Services. 2001; 52: 1615-1620.
30. Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Raue P, Friedman SJ et al. Perceived stigma as a
predictor of treatment discontinuation in young and older outpatients with depression. American
Journal of Psychiatry. 2001; 158: 479-481.
31. Eisenberg D, Downs MF, Golberstein E, Zivin K. Stigma and Help Seeking for Mental Health Among
College Students. Medical Care Research and Review. 2009; 66(5): 522–541.
32. Clement S, Brohan E, Jeffery D, Henderson C, Hatch SL, Thornicroft G. Development and
psychometric properties the Barriersto Access to Care Evaluation scale (BACE) related to people
with mental ill health. BMC Psychiatry. 2012; 12: 36.
33. Henderson C, Thornicroft G. Stigma and discrimination in mental illness: Timeto Change. 2009;
373(9679): 1928-30.
34. Hickie I. Can we reduce the burden of depression? The Australian experience with beyondblue: the
national depression initiative. Australas Psychiatry. 2004; 12: S38-S46.
35. Wong J, Motulsky A, Eguale T, Buckeridge DL, Abrahamowicz M, Tamblyn R. Treatment indications
for antidepressants prescribed in primary care in Quebec, Canada, 2006-2015. 2016; 315: 2230-2.
Page 18/22

36. Taylor SM, Dear MJ. Scaling community attitudes toward the mentally ill. Schizophrenia Bulletin.
1981; 7(2): 225-240.
37. Sampogna G, Bakolis I, Evans-Lacko S, Robinson E, Thornicroft G, Henderson C. The impact of social
marketing campaigns on reducing mental health stigma: Results from the 2009-2014 Time to
Change programme. European Psychiatry. 2016; 40: 116-122.
38. Craig R, Fuller E, Mindell J. Health Survey for England 2014, volume 2: methods and documentation.
39. Rusch N, Evans-Lacko S, Henderson C, Flach C, Thornicroft G. Knowledge and Attitudes as Predictors
of Intentions to Seek Help for and Disclose a Mental Illness. Psychiatry Online.org. 2011; 62: 6.
40. Evans- Lacko S, Henderson C, Thornicroft G. Public knowledge, attitudes and behaviour regarding
people with mental illness in England 2009-2011. The British Journal of Psychiatry. 2013; 202 (55):
51-57.
41. Ilic N, Henderson H, Henderson C, Evans-Lacko S, Thornicroft G. Attitudes towards mental illness.
Chapter 3. Health Survey for England 2014. Health and Social Care Information Center, Leeds. 2015.
42. Goldberg DP, Blackwell B. Psychiatric illness in general practice. A detailed study using a new method
of case identification. British Medical Journal. 1970; 1: 439-443.
43. Smith AB, Oluboyede Y, West R, Hewison J, House AO.The factor structure of the GHQ-12: the
interaction between item phrasing, variance and levels of distress. Quality of Life Research. 2013; 22
(1): 145-52.
44. Abolfotouh MA, Almutairi AF, Almutairi Z, Salam M, Alhashem A, Adlan AA, Modayfer O. Attitudes
toward mental illness, mentally ill persons, and help-seeking among the Saudi public and
sociodemographic correlates. Psychology research and behaviour management. 2019; 12: 45–54.
45. Coppens E, Van Audenhove C, Scheerder G, Arensman E, Hegerl U. Public attitudes toward depression
and help-seeking in four European countries baseline survey prior to the OSPI-Europe intervention.
Journal of Affective Disorders. 2013; 150(2): 320-329.
46. BMRB. Attitudes to Mental Illness 2013 Research Report, Prepared for Time to Change
https://www.time-tochange.org.uk/sites/default/files/Attitudes_to_mental_illness_2014_report_final_0.pdf
47. Robinson EJ, Henderson C. Public knowledge, attitudes, social distance and reporting contact with
people with mental illness 2009-2017. Psychological Medicine. 2018; 20: 1-10.
48. Horsfield P, Stolzenburg S, Hahm S., Tomczyk S, Muehlan H, Schmidt S, Schomerus G. Self-labeling
as having a mental or physical illness: the effects of stigma and implications for help-seeking. Soc
Psychiatry Psychiatr Epidemiol. 2020; 55: 906-917.
49. Jorm AF, Medway J, Christensen H, Korten AE, Jacomb PA, Rodgers B. Attitudes towards people with
depression: Effects on the public’s help-seeking and outcome when experiencing common
psychiatric symptoms. Australian and New Zealand Journal of Psychiatry. 2000; 34: 612-618.
50. Andrade LH, Alonso J, Mneimneh Z, Wells JE, Al-Hamzawi A, Borges G, … Kessler RC. Barriers to
mental health treatment: Results from the WHO world mental health surveys. Psychological
Medicine. 2014; 44: 1303–1317.
Page 19/22

51. Yap MB, Reavley NJ, Jorm AF. Associations between awareness of beyondblue and mental health
literacy in Australian youth: Results from a national survey. Australian & New Zealand Journal of
Psychiatry. 2012; 46(6): 541-552.
52. Henderson C, Robinson E, Evans-Lacko S, Thornicroft G. Relationships between anti-stigma
programme awareness, disclosure comfort and intended help-seeking regarding a mental health
problem. The British Journal of Psychiatry. 2017; 221(5): 316-322.
53. Overview Antidepressants: https://www.nhs.uk/conditions/antidepressants/uses/. Accessed 4th
November 2019
54. Iacobucci G. NHS prescribed record number of antidepressants last year. BMJ. 2019; l1508.
55. Cheesmond N, Davies K, Inder KJ. Exploring the role of rurality and rural identity in mental health
help-seeking behavior: A systematic qualitative review. Journal of Rural Mental Health. 2019; 43(1):
45–59.
56. Cheesmond N, Davies K, Inder KJ. The role of the peer support worker in increasing rural mental
health help-seeking. Aust J Rural Health. 2020; 28(2): 203-208.
57. McManus S, Bebbington P, Jenkins R, Brugha T. Mental Health and Wellbeing in England: Adult
Psychiatric Morbidity Survey 2014. Leeds: NHS Digital.
58. Vindegaard N, Benros ME. COVID-19 pandemic and mental health consequences: Systematic review
of the current evidence. Brain Behav Immun. 2020; 89: 531-542.
59. More students seek mental health support. https://www.bbc.co.uk/news/uk-england-45824598.
Accessed 4th November 2019.
60. Schomerus G, Schwahn C, Holzinger A, et al. Evolution of public attitudes about mental illness: a
systematic review and meta-analysis. Acta Psychiatr Scand. 2012; 125(6): 440-452.
61. Pescosolido BA, Manago B, Monahan J. Evolving Public Views On The Likelihood Of Violence From
People With Mental Illness: Stigma And Its Consequences. Health Aff (Millwood). 2019; 38(10): 17351743.
62. Anderson C, Robinson EJ, Krooupa AM, Henderson C. Changes in newspaper coverage of mental
illness from 2008 to 2016 in England. Epidemiol Psychiatr Sci. 2018; 29:e9

Figures

Page 20/22

Figure 1
Selection of study sample, Health Survey for England (HSE) 2014
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Figure 2
Help-seeking indicated by recent contact with a doctor for a mental health problem marginal effects of
General Health Questionnaire (GHQ-12) score and Community attitudes to mental illness (CAMI-12) score
interactions with 95% CIs. *Significant at P < 0.05 level.
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