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Abstract

Background: Stigmatizing attitudes towards depression and towards help-seeking are important barriers for
people with mental health problems to obtain adequate professional help. This study aimed to examine: (1)
population attitudes towards depression and towards seeking professional help in four European countries;
(2) the relation between depression stigma and attitudes towards help-seeking; (3) the relation between both
attitudes and socio-demographic characteristics; and (4) differences in attitudes across countries.

Methods: A representative general population survey (n=4011) was conducted in Germany, Hungary,
Ireland, and Portugal, assessing attitudes towards depression and towards help-seeking, and a number of
socio-demographic variables.

Results: Respondents showed a moderate degree of personal stigma towards depression and a strikingly
higher degree of perceived stigma. Although a substantial majority showed openness to seek professional
help, only half of the people perceived professional help as valuable. More negative attitudes were found in
Hungary and were associated with male gender, older age, lower educational level and living alone. Also,
personal stigma was related to less openness to and less perceived value of professional treatment.
Limitations: The survey was cross-sectional, so no causal inferences could be drawn.

Conclusions: Personal and perceived stigma towards depression deserves public health attention, since they
impact upon the intention of people with depression to seek professional help. Public media campaigns
should focus on the credibility of the mental health care sector, and target males, older people, and those with
a lower educational level and living alone. The content of each campaign should be adapted to the cultural

norms of the country for which it is intended.
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Introduction

Depression is a major public health challenge in many Western countries, with a high prevalence
(Baumeister & Harter, 2007) and a major impact on patients (Collins et al., 2011; Moussavi et al., 2007) and
economic resources (Stewart et al., 2003). Effective treatment is available (Anderson, 2000; Cipriani et al.,
2009; DeRubeis et al., 2005; NICE, 2009), yet depression care is hindered by barriers at several levels, such
as under-recognition, stigmatization, inadequate treatment and poor treatment adherence (Goldman et al.,
1999). National surveys in Europe indicate that less than half of the people with major depression receive
any formal professional help (Demyttenaere et al., 2004; Fernandez et al., 2007). Treatment seeking for
depression is in particular lower in men, the oldest and youngest age groups, in those who have a lower
educational or income level or who are married (Bramesfeld et al., 2007; Harman et al., 2004; Prins et al.,
2010; Wang et al., 2007). Even when depression is diagnosed, only half of the individuals receive
depression-specific treatment. Especially older men are at risk for not being treated (Boenisch et al., 2012).

The public’s knowledge and attitudes towards mental health and mental health care are often
described in terms of mental health literacy (Jorm et al., 1997; 2006). This refers to the knowledge and
beliefs about mental illness and treatment options that aid their recognition, management or prevention
(Goldney & Fisher, 2008; Jorm, 2000) and may be an important determinant of help-seeking (Goldney et al.,
2001). Previous research commonly reports poor mental health literacy in the general population, including
inadequate knowledge and stigmatizing attitudes with regard to depression and its treatment (Barney et al.,
2006; Jorm et al., 2006).

Stigmatizing attitudes towards people with mental illness such as perceiving them as dangerous,
unpredictable, untrustworthy, difficult to talk to, weak, themselves to blame for their condition and unlikely
to fully cure are widespread (Angermeyer & Dietrich, 2006; Jorm et al., 2006; Thornicroft, 2006). This is
especially the case for mental illnesses such as schizophrenia (Thornicroft et al., 2009). Public attitudes
regarding depression tend to be somewhat more positive (Angermeyer & Dietrich, 2006; Mann & Himelein,
2004). For instance, it has been reported that about three quarters of the people agree that depression is a

disease like any other (Priest et al, 1996). Also, depression is often recognized as a “crisis’ (Holzinger et al.,



2011; Lauber et al., 2003) or a fluctuation of mood under the individual’s control rather than as a disorder
(Lauber et al., 2001; Schomerus et al., 2006). Nevertheless, nearly half of the general public perceives people
with depression as weak, responsible for their own condition and unpredictable, and nearly a quarter
considers them to be dangerous (Aromaa et al., 2011; Wang & Lai, 2008). Negative attitudes towards
depression are mainly associated with older age, less literacy, less familiarity with mental illness, male
gender and lower educational level (Aromaa et al., 2011; Connery & Davidson, 2006; Griffiths et al., 2008;
Mann & Himmelein, 2004). Recent longitudinal studies report that stigmatizing attitudes are increasing,
which is a worrisome finding (Angermeyer et al., 2009; Mehta et al., 2009). Similarly, in a recent multisite
cross-sectional survey conducted in 1082 participants with a diagnosis of major depression, 79% of the
respondents reported to have experienced discrimination in at least one life domain (Lasalvia et al., 2012).

Although stigmatizing attitudes towards depression are often used in a broad sense, several studies
demonstrate that it is important to make a distinction between personal and perceived stigma (Calear et al.,
2011; Eisenberg et al., 2009; Griffiths et al., 2008). Personal stigma is generally referred to as an individual’s
personal thoughts and beliefs about depression, while perceived depression stigma is used to represent an
individual’s perception of what other people think and feel about depression (Calear et al., 2011; Griffiths et
al., 2006). It is generally assumed that both stigmatizing concepts negatively affect an individual’s decision
to seek help for a mental health problem (Barney et al., 2006; Griffiths et al., 2008).

With regard to the attitude to seeking professional help in the case of mental health problems (e.g.
mood disorders, anxiety disorders, and alcohol disorders), several European studies indicate that many
people would not prefer formal professional help (ten Have et al., 2010). Rather they would deal with it
themselves. Australian research further demonstrates that especially with regard to the treatment of
depression, the use of informal support or self-help resources, such as self-help books and websites, are rated
as helpful (Highet et al., 2002; Oh et al., 2009). In general, the public largely prefers and believes in the
effectiveness of non-medical interventions for depression, especially lifestyle interventions, such as physical
activity, social activities, stress management and relaxation (Jorm et al., 2005; Lauber et al., 2005). Medical

treatment options such as antidepressants are far less supported (Jorm et al., 2005). If people would seek



professional help, the general practitioner is generally preferred over specialist mental health care, especially
in the elderly (Highet et al., 2002). More negative attitudes towards seeking professional help for depression
are observed in men and the elderly, in those with lower mental health literacy and lower socioeconomic
status, and in adolescents (Hernan et al., 2010; Jorm et al., 2005; ten Have et al., 2010). Men are also more
likely to mention inadequate strategies to cope with depression, such as using alcohol (Lauber et al., 2001),
while women are more likely to cite informal social support (Highet et al., 2002). In addition, psychiatric
treatment is more frequently recommended by the general public for illnesses that are perceived as more
severe and unrelated to a crisis, e.g. more so for schizophrenia than for depression (Lauber et al., 2001).
However, recent studies indicate that public attitudes towards mental health service use are becoming more
positive (Goldney et al., 2005; Mojtabai, 2007).

The current study draws upon data from Optimizing Suicide Prevention Programs and their
Implementation in Europe (OSPI-Europe), a large scale European research project. The overall aim of the
project is to evaluate the effectiveness of a multilevel suicide prevention program in four different regions in
Europe (Germany, Hungary, Ireland, and Portugal), using a single group prospective design (Hegerl et al.,
2009). One of these components is a public media campaign about depression and its treatment. Other levels
of the OSPI-Europe intervention focus on initiatives for primary care providers, high-risk groups, and
community facilitators as well as on restricting access to lethal means. The multilevel intervention was
implemented in four intervention regions. Four other regions served as control regions. Prior to the
implementation of the OSPI-Europe intervention a general population survey was conducted in all
intervention and control regions. The current paper specifically focuses on the findings of this baseline
survey. The goal of the study is fourfold. First, we aimed to describe personal and perceived stigma towards
depression as well as attitudes towards seeking professional help in four European countries at baseline. The
second purpose was to examine the association between the two types of stigma and attitudes towards help-
seeking. Third, we investigated which socio-demographic characteristics were related to personal and
perceived stigma and attitudes towards help-seeking. Finally, we explored differences in attitudes between

countries in order to provide recommendations regarding cultural sensitivity in public awareness campaigns.



Method
Design and procedure

A representative general population survey by means of telephone interviews was conducted in the
intervention and control regions of the four OSPI-Europe intervention countries (Germany, Hungary, Ireland
and Portugal). The survey was carried out prior to the implementation of any of the multilevel OSPI-Europe
intervention activities. Table 1 provides an overview of the intervention and control regions, the number of
inhabitants and the survey period. The population size of the intervention regions varied considerably
between countries, with the number of inhabitants ranging from 53 000 to 523 000. The population size of
the control regions and intervention regions were intended to match as much as possible. The public
awareness campaign was implemented in the four intervention regions only. Across the four intervention
regions, the campaign had different starting points and lasted for at least 18 months. The baseline survey was
conducted in the four intervention regions as well as in their respective control regions, and was performed
within one month prior to the onset of the campaign. Due to the varying starting points of the campaign, data
collection was conducted between May 2009 and February 2010.

A European market research firm with a track record in conducting surveys related to mental health,
Euroexpansdo, was commissioned to perform the telephone interviews. For each country, native language
interviewers were involved to conduct the interviews. All interviewers received training which included how
to introduce the OSPI-program, ethical issues and personal safety. However, the training procedure differed
slightly across countries. In Germany, Ireland, and Hungary senior interviewers of the research firm were
trained by members of the OSPI-Europe consortium. Subsequently, the trained senior interviewers provided
training to all interviewers involved. In Portugal, all interviewers were directly trained and managed by the
OSPI-Europe consortium. In addition, to maximize standardization across the four countries, each
interviewer received a protocol manual.

Participants
In each region, a stratified sample of 500 adult subjects (18+) was selected using the random digit

dialing method. Accordingly, each sample was representative to the local population in terms of gender and



age distribution. All subjects were contacted by telephone and asked to participate in the interview. The
response rate within each country ranged from 21 to 40% and is described in Table 1. Across countries, there
was a mean response rate of 31%.

The total sample comprised of 4011 participants. In accordance with the stratification quota, 52% of
the respondents were females and 48% males, with a mean age of 47.8 years (Table 2). The mean number of
years of schooling was 13. Further, 41% of the respondents were not currently married or cohabitating.
About half of the respondents (54%) worked (either paid work, self-employed or voluntary work), 8% was
unemployed, and 20% suffered from a depressive disorder in the past. Finally, nearly half of the respondents
(43%) had experienced depression in close family members or friends and a minority had dealt with
deliberate self-harm (17%) or suicide (13%) in relatives in the past.

Survey Instrument

The survey instrument consisted of four parts. First, socio-demographic information was collected,
including gender, age, years of schooling, marital status and occupational status. Second, the participants’
experience with mental illness was investigated. Therefore, each participant was asked whether he or she
suffered from any form of depression in the past. Accordingly, three items assessed whether a close family
member or friend had ever (1) suffered from a depressive disorder, (2) deliberately self-harmed him or
herself, or (3) died by suicide. Third, the Depression Stigma Scale (DSS) (Griffiths et al., 2004) which
consists of two subscales — the Personal Stigma subscale and the Perceived Stigma subscale — was used to
address public attitudes towards depression. The DSS Personal Stigma subscale comprises 9 items and is
concerned with respondents’ personal attitudes towards depression (e.g. “Depression is a sign of personal
weakness”). The DSS Perceived Stigma subscale comprises 9 similar items, assessing respondents’ beliefs
about the attitudes of others towards depression (e.g. “Most people believe that depression is a sign of
personal weakness”). Participants respond on each of the 18 items via a five-point Likert scale ranging from
“strongly disagree” (score 1) to “strongly agree” (score 5) (Table 3). Scale scores are calculated by summing
scale items, with higher scores indicating more stigmatizing attitudes. The DSS has demonstrated acceptable

test-retest reliability and internal consistency, with Cronbach’s alpha scores for the Total, Personal and



Perceived Stigma scales being 0.78, 0.76 and 0.82 respectively. Fourth, public attitudes towards help-seeking
were assessed via the Attitude towards Seeking Professional Psychological Help — Short Form (ATSPPH-
SF) (Fisher & Farina, 1995). The questionnaire consists of 10 items assessed on a four-point Likert scale
ranging from “disagree” (score 0) to “agree” (score 3) and is subdivided in two subscales — Openness to
Seeking Treatment for Emotional Problems and Value and Need in Seeking Treatment. Each subscale
consists of five items (Table 4). Scale scores of the Openness scale are calculated by summing scale items,
with higher scores indicating more openness towards professional help. Scores on the Value scale items were
reversed and then summed such that higher scores indicated less stigmatizing attitudes towards treatment.
The questionnaire has been well validated, with a test-retest reliability of 0.80 and Cronbach’s alpha scores
of the scales ranging from 0.82 to 0.84. The DSS and the ATSPPH-SF were selected for use following a
review of international research into intermediate outcome measures. To ensure that the survey instrument
was adequately translated in German, Hungarian, and Portuguese, the original English version of the
guestionnaires was translated in each language via a translation and back translation procedure.
Ethical approval

The OSPI-Europe research project is executed in accordance with the principles laid down in the
Helsinki declaration (2000). Ethical approval of the general population survey in the participating regions in
Germany, Hungary, Portugal and Ireland was granted by the ethical research committees of all participating
countries.
Data analysis

Statistical analyses were carried out using SAS 9.1. Descriptive statistics for each item were

calculated. Several analyses were conducted to determine the relation between participants’ characteristics
and their attitudes towards depression and help-seeking. To analyze differences in attitudes according to
country, gender, marital status, occupational status, self-experience with depression, and experience of
mental illness in relatives, analysis of variance was used. For these analyses, marital status was dichotomized
as living with a partner (currently married, cohabiting) or living alone (never married, separated, divorced,

widowed). Occupational status was dichotomized as unemployed versus other. For country, which contains



several levels, analysis of variance was followed by Tukey’s HSD post hoc comparisons. Analyses of
covariance were conducted to control for age and years of education in relation to country and attitudes.
Finally, Pearson correlations were executed to examine the relation between age and years of schooling on
the one hand, and scores on the attitude scales on the other hand. Partial correlations between attitude scales
were calculated to control for age and years of schooling.

Results

Attitudes towards depression

Participants obtained a score of 24 on the Personal Stigma scale ranging from 5 to 45. Moreover, on
average, more than a quarter (28%) of the respondents agreed with the personal stigma items. Together, these
findings indicate a moderate degree of personal stigma towards depression. On an item level, there was in
particular high agreement with the items “people with depression are unpredictable” (48%) and “people with
depression could snap out of it if they wanted” (35%). Also, many of the respondents would not vote for a
politician who had depression (32%) and viewed depression as a sign of personal weakness (31%) (Table 3).
Only a minority of the respondents believed that it is best to avoid people with depression (17%) and would
not employ someone if they knew he or she had been depressed (18%).

Perceived stigma items were more commonly endorsed than personal stigma items. Respondents
attained a score of 29 on the Perceived Stigma scale ranging from 5 to 45 and agreed on average in 47% of
the cases with these items. Even more, for each separate item, scores were higher when they assessed the
respondents’ beliefs about attitudes of others towards depression rather than when they assessed personal
beliefs. On an item level, descriptive statistics revealed that about half of the respondents agreed with the
statements “Most people believe that those people with depression are unpredictable” (53%), “If they had
depression, most people would not tell anyone” (53%), “Most people would not vote for a politician if they
knew he or she had depression” (51%), and “Most people believe that people with depression could snap out
of it if they wanted” (50%).

Attitudes towards help-seeking
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Participants attained a score of 10 on the Openness scale ranging from 0 to 15. Moreover, on
average, more than two thirds of the participants (69%) agreed with statements pertaining to openness to
seeking professional help in the case of mental health problems (Table 4). In particular, 82% of the
respondents tended to get professional help in case they had a mental breakdown. Also, the majority of the
respondents (79%) agreed that in the case of emotional problems, people are more likely to solve them with
professional help. Although respondents strongly agreed with most items of the openness scale, the degree of
agreement was much lower on the item “at future time I might want to have psychological counseling”
(40%).

On the Value scale ranging from 0 to 15 participants obtained a score of 8. Additionally, overall 50%
of the respondents agreed with the statements of this scale. On an item level, 72% believed that there is
something admirable about a person who is willing to deal with his conflicts and fears without resorting to
professional help and 54% agreed that people should work out their own problems.

Relation between attitudes towards depression and help-seeking

Attitudes towards depression appeared to be related to attitudes towards help-seeking. There were
significant correlations (partial correlations controlling for age and years of education) between the Personal
Stigma scale and the Openness to Treatment (r = -.21, p < .0001) and Value of Treatment (r = -.30, p <
.0001) scales, with higher personal stigma being related to less openness to and lower perceived value of
professional help. Moreover, there were significant associations between the Personal Stigma and the
Perceived Stigma scales (r = .42, p < .0001), and between the Openness to Treatment and Value of
Treatment scales (r = .35, p <.0001). Finally, the Perceived Stigma scale was not significantly related to any
of the help-seeking scales.

Socio-demographic characteristics associated with attitudes towards depression and help-seeking

Several socio-demographic characteristics were related to the attitude scales (Table 5). Gender was
related to both attitudes towards depression and towards help-seeking, with males having more personal
stigma (F = 15.09, df = 1, p <.0001) and a significantly lower score on the Openness to Treatment scale (F =

33.23, df =1, p <.0001) and the Total Attitude towards Treatment scale (F = 30.08, df = 1, p <.0001). Also,
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older age was related to more personal stigma (r = .18, p <.0001), more total stigma (r = .10, p <.0001), and
less value of treatment (r = -.12, p < .0001). Years of schooling showed the reverse pattern, with more
schooling being related to less personal stigma (r = -.22, p < .0001) and total stigma (r = -.14, p <.0001) and
more value of treatment (r = .11, p <.0001), but less openness to treatment (r = -.10, p < .0001). With regard
to marital status, people living together had a significantly higher score on the Total Attitude towards
Treatment scale (F = 14.91, df = 1, p <.0001) in comparison to people living alone. Moreover, respondents
who suffered from depression in the past scored lower on the Personal Stigma (F = 16.32, df = 1, p < .001)
and the Perceived Stigma scales (F = 8.02, df = 1, p <.01) as well as on the Total Stigma scale (F = 16.7, df
=1, p <.001). Also, they scored higher on the Openness to Treatment scale (F = 106.52, df = 1, p < .001)
and the Total Attitudes towards Treatment scales (F = 55.58, df = 1, p < .001). With regard to experience
with mental illness in relatives, those who had experience with depression had a significantly lower score on
the personal stigma (F = 90.74, df = 1, p <.0001) and the Total Stigma scale (F = 57.73, df = 1, p <.0001)
and a significantly higher score on the Openness to Treatment (F = 95.96, df = 1, p < .0001), Value of
Treatment (F = 40.84, df =1, p <.0001) and the Total Attitude towards Treatment scales (F = 99.51, df = 1,
p < .0001). Those who had experience with deliberate self-harm in relatives had a significantly lower score
on the Personal Stigma scale (F = 14.84, df = 1, p < .0001) and a significantly higher score on the Openness
to Treatment (F = 25.10, df = 1, p < .0001), Value of Treatment (F = 14.67, df = 1, p <.0001) and the Total
Attitude towards Treatment scales (F = 29.62, df = 1, p < .0001). Experience with suicide in relatives and
occupational status were not significantly related to any attitude scale.
Country differences

Table 3 provides an overview of the % agreement and the mean scores per country on the
Depression Stigma scale. Results revealed significant country differences with regard to personal stigma (F =
39.94, df = 3, p <.0001), with Hungarian people showing the least favorable (M = 25 and SD = 6.3) and Irish
people the most favorable attitudes towards depression (M = 22 and SD = 5.8). After controlling for age and
years of education, this difference remained significant. The difference between Hungary and Ireland was

most strongly pronounced for the item “People with depression could snap out of it if they wanted”, with
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60% of the respondents in Hungary versus 19% of the participants in Ireland agreeing with it. Also, in
Hungary, 46% agreed with the item “Depression is a sign of personal weakness”, whereas in Ireland this was
only 19%. Table 3 further reveals that the response patterns of Germany and Ireland strongly resembled each
other, as were the response patterns of Hungary and Portugal. More specifically, in Germany and Ireland the
statement “I would not vote for a politician if I knew he or she had been depressed” yielded the strongest
agreement, whereas the item “It’s best to avoid people with depression so you don’t become depressed
yourself” was agreed on the least. In Hungary and Portugal, people strongly agreed with the items “People
with depression could snap out of it if they wanted”, “Depression is a sign of weakness”, and “People with
depression are dangerous”. In both countries, only a minority agreed with the statement “I would not employ
someone if [ knew he or she had been depressed”.

Moreover, there were significant country differences in perceived stigma scores as well (F = 72.89,
df = 3, p <.0001), with the highest stigma being registered in Germany (M = 31 and SD = 6.4) and the lowest
stigma in Ireland (M = 27 and SD = 6.6) (Table 3). After controlling for age and years of education, this
difference remained significant. The item “Most people would not vote for a politician they knew had been
depressed” yielded the most pronounced difference between Germany and Ireland, with 66% of the Germans
versus 44% of the Irish agreeing with it. Also, according to 59% of the Germans most people believe that
depression is a sign of personal weakness versus 31% in Ireland. The item “If they had depression, most
people would not tell anyone” was highly agreed on in all four countries. Table 3 further revealed that for the
remaining items, response patterns considerably differed across countries. More specifically, German and
Irish people mostly agreed with the statements “Most people would not vote for a politician they knew had
been depressed”, whereas in Portugal the item “Most people believe that people with depression are
unpredictable” was mostly agreed on. In Hungary, the items “Most people believe that people with
depression could snap out of it if they wanted” and “Most people believe that depression is a sign of personal
weakness” was most frequently agreed on.

In addition, there were significant country differences concerning openness to seeking professional

help (F = 283.41, df = 3, p <.0001), with less openness in Hungary (M = 8 and SD = 3.1) and more openness
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in Portugal (M = 12 and SD = 3.1). After controlling for age and years of education, this difference remained
significant. Also, perceived value of professional help differed across countries (F = 149.30, df = 3, p <
.0001). In Hungary professional help was judged as least valuable (M = 6 and SD = 2.6) and in Ireland as
most valuable (M = 9 and SD = 3.3). After controlling for age and years of education, this difference
remained significant. For the item “A person should work out his own problems; getting psychological
counseling would be a last resort” the difference in attitude between Hungary and Ireland was most
pronounced, with 80% of the Hungarian respondents versus 36% of the Irish respondents agreeing with it.
Discussion

The current general survey provides insight in attitudes towards depression and towards seeking
professional help in the population of four European countries. Overall, the results show a moderate degree
of personal stigma towards depression, with a large minority of about one third of the respondents agreeing
with stigmatizing attitudes such as “depression is a sign of personal weakness”, “people could snap out of it
if they wanted”, “people with depression are unpredictable”, and “I would not vote for a politician if I knew
he or she had been depressed”. Perceived social stigma was strikingly higher, with about half of the
respondents agreeing that most people have stigmatizing ideas. Thus, replicating previous findings (Calear et
al., 2011; Griffiths et al., 2004, 2006), the current respondents rated other people’s stigma as much higher
than their own stigma. One possible explanation for this finding is the presence of a social desirability bias in
which participants are reluctant to report their true attitudes and beliefs towards people with mental health
problems but feel free to rate the community’s attitude (Griffiths et al., 2006; Peluso & Blay, 2009). The fact
that the survey was conducted via telephone interviews might have strengthened this social desirability bias.
If a social bias indeed underlies the discordance between personal and perceived stigma, then the reported
level of perceived stigma can be assumed to be a more accurate representation of the level of stigma towards
depression in the community. An alternative explanation is that our respondents overestimated the extent of
stigma in the society perhaps due to improved awareness of depression resulting from earlier public
campaigns (Calear et al., 2011; Eisenberg et al., 2009; Griffiths et al., 2008). When answering the perceived

stigma items referring to “most people” respondents may have been thinking about society in general rather
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than about people in their immediate environment like friends and family. Anyhow, the level of perceived
stigma is high within the survey group, suggesting that for public campaigns it is important to focus on
reducing perceived stigma, which could possibly be achieved by publishing the actual levels of personal
stigma (Griffiths et al., 2008).

Earlier research demonstrated that attitudes towards help-seeking as well as treatment preferences
and beliefs highly impact upon people’s actual help-seeking behavior when they eventually experience
depression (Jorm et al., 2003; ten Have et al., 2010). Despite the rather high level of personal and perceived
stigma, there was a relatively large openness to seek professional help, with about 70% of the respondents
agreeing with the statements of this scale. This latter figure replicates earlier reports on attitudes towards
mental health help-seeking in six European countries (ten Have et al., 2010). Perceived value of professional
help, however, was lower with about half of the people believing that depression can be handled by
themselves without any treatment. Also, more than 70% of the respondents thought there was something
admirable in people who deal with their emotional conflicts by themselves instead of resorting to
professional help. The rather low perceived value of professional help might hinder help-seeking behavior.
Hence, future public campaigns should pay specific attention to increasing the visibility, credibility and the
usefulness of the mental health care sector.

Furthermore, we found a significant association between attitudes towards depression and attitudes
towards help-seeking. Personal stigma towards depression was related to less openness to as well as to lower
perceived value of professional treatment. Previous research on personal stigma also revealed that a personal
desire for social distance towards people with depression or seeing depression as a personal weakness is
related to a decreased willingness to seek professional help and a preference for dealing with it alone
(Griffiths et al., 2011; Mojtabai et al., 2010; Schomerus et al., 2009). Hence, personal stigma towards
depression does not only have a negative impact on patients, it also negatively affects the tendency to seek
help. Perceived stigma did not correlate with help-seeking, suggesting that personal stigma is a more
prominent barrier to help-seeking. Based on these findings, however, we should not stop focusing on

reducing perceived stigma. Personal stigma and perceived stigma correlate strongly with each other.
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Therefore, initiatives aiming to reduce perceived stigma may have an indirect effect on help-seeking by
leading to a reduction in personal stigma, which in turn increases help-seeking. This hypothesis, however,
remains to be supported by further research. Also, openness to and perceived value of professional treatment
significantly correlated with each other, providing further support for the recommendation that public
campaigns should focus on highlighting the value and usefulness of mental health care as this may influence
the tendency of people to seek help when they experience depression.

In addition, various socio-demographic characteristics appeared to be associated with attitudes
towards depression and professional help. Male gender, older age, lower educational level were all related to
more personal stigma and more negative attitudes towards help-seeking, which is in line with earlier findings
(Aromaa et al., 2011; Griffiths et al., 2008; ten Have et al., 2010). People self-reporting a history of
depression showed less personal as well as perceived stigma. In contrast to previous research (Wang et al.,
2007), however, we found that people living alone had a more negative attitude towards help-seeking. This is
a worrisome finding as these people are most in need for help and support. Also, men were less open to seek
professional help. This gender difference in attitudes towards help-seeking may be related to women having
higher mental health literacy (Cook & Wang, 2010) and to gender norms. It has been shown that men score
higher on norms with regard to hiding pain and maintaining independence, and that this is related to
resolving depression on its own without professional treatment (O’Loughlin et al., 2011). Moreover, older
age, lower educational level, and no experience with depression were all associated with lower perceived
value of professional help. Consistent to earlier research, the current findings suggest that public campaigns
aiming to reduce stigma and to promote the intention to seek help may be most effective if they are targeted
and tailored to the attitudes and behaviors of specific population groups. For example, campaigns targeting
men should focus in particular on decreasing personal stigma and increasing openness towards professional
treatment, whereas campaigns directed to older people should especially emphasize the value and usefulness
of treatment.

Finally, we found several significant country differences in attitudes. Most striking, Hungarian

people scored highest on personal stigma, were least willing to look for professional help and were most
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likely to judge professional help as useless. In contrast, Irish people showed the least personal stigma and
most frequently judged professional help as valuable. Lastly, German people acquired the highest scores on
perceived stigma and Portuguese people were most willing to seek professional help. Also, in each country,
some stigmatizing beliefs were more strongly endorsed than others. More specifically, the German and Irish
public mainly indicated not to vote for a politician if they knew he or she had been depressed, whereas
Hungarians and Portuguese considered people with depression as being weak and dangerous. Also, the latter
two populations mainly believed that depressive people could snap out of their situation if they really wanted
it. In future research explanations will be sought for these differences in attitudes across countries. Anyhow,
the current findings suggest it would be valuable to implement national public media campaigns specifically
tailored to the needs of each country. The current baseline findings may point to ways in which the public
campaigns are best adapted for each country. For example, in Hungary public campaigns should pay
particular attention to combating personal stigmatizing beliefs like “people with depression are weak and
dangerous” and increasing perceived helpfulness of and the willingness to seek for professional help,
whereas in Germany public campaigns better focus on reducing perceived stigma.

Finally, the current findings suggest that it is important to improve public mental health literacy in
Europe in order to enhance the use of depression care. Public campaigns about depression can be a useful
means to this end. Results from national campaigns have shown that they can improve attitudes towards
mental health (care), although their effects may be limited in size or duration (Dumesnil & Verger, 2009).
For instance, public media campaigns in Australia (Jorm et al., 2005), Germany (Dietrich et al., 2010; Hegerl
et al., 2003) and the UK (Paykel et al., 1998) have been able to improve attitudes towards depression, such as
weakness as a cause, and to increase perceived helpfulness of and willingness to contact professional
interventions for depression (Goldney & Fisher, 2008). In future research, we will report about the results of
the OSPI-Europe public media campaign, which is one of the few such studies (Jorm et al., 2005) to be
conducted in a controlled design. The multifaceted awareness campaign was rolled-out in the four OSPI-
Europe intervention regions in a comparable manner depending on local possibilities and needs. The key

message conveyed throughout the campaign was that depression is a disease that can affect anybody, has
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many faces and is treatable. Core activities included organizing an opening ceremony and public
informational events in relation to depression, launching a poster campaign, distributing printed flyers, and
intensifying collaboration with the local media. However, except for public health media campaigns,
alternative interventions such as educating the public in mental health first aid skills (Jorm et al., 2008) and
internet-based depression information programs (Griffiths et al., 2007) might be useful to reduce stigma
related to depression.
Strengths and limitations

Important strengths of this study are the standardized methodological approach applied across
different European countries; the use of internationally validated instruments and native language
interviewers; and the fairly equal gender and age balance across the different countries. Despite these
strengths, there are also some methodological limitations. First, the survey was cross-sectional, so no causal
inferences can be drawn from it. Second, the response rate was relatively low. It was particularly hard to
reach the stratification quota for young males, which augmented the number of refusals. Third, the survey
relied on self-report, which may have resulted in recall or report bias, e.g. with regard to experience with
mental illness in relatives. Self-report data may also be affected by social desirability bias, in particular when
investigating attitudes. Fourth, the regions selected as OSPI-intervention and control regions may not
necessarily represent the whole country. Fifth, we investigated depression as perceived by participants. This
may be open to the subjective experience of what depression is, in contrast to a more standard vignette
description of someone with symptoms of depression. However, it has the advantage of investigating
naturalistic attitudes and reactions to depression as people have in daily life, without further specification.
Sixth, cultural differences related to these attitudes such as for example the way in which mental health
services are organized were not investigated. However, such local differences may account for the cross-
cultural differences we found. Further research should consider the role of cultural norms on attitudes
towards depression and help-seeking. Moreover, the relation between attitudes towards mental health (care)
and actual care use needs further study. Seventh, it would be interesting to conduct prospective research,

investigating eventual changes and the malleability of attitudes by public campaigns within the same sample
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of subjects. Finally, the OSPI-Europe intervention mainly targets adult people and only includes few
measures directed towards young people and adolescents. Yet, adolescence is the peak time for the onset of
mental health conditions, especially for depression (Bansal et al., 2009; Costello et al., 2005). Furthermore,
younger ages at onset of depression are associated with more severe and recurrent forms of depression
(Zisook et al., 2007). Also, depression is considered as the most concerning health problem in this age group
due to its link with self harm and suicide. In a follow-up large scale European research project named
Preventing Depression and Improving Awareness through Networking in the EU (PREDI-NU), a focus is
laid specifically on the adolescent target group in addition to adults. The first objective of the project is to
construct an internet-based guided self-management tool for young people (age 15 to 24) and adults (age
25+) with mild to moderate depression. Secondary, the project aims to increase awareness of depression
among health professionals and community facilitators working with adolescents and young adults in order
to improve early identification of depression and adequate treatment referral for young people with
depression.
Conclusions

The current population survey conducted in four European countries shows a moderate degree of
personal stigma towards depression and a strikingly high degree of perceived social stigma. Although a
substantial majority showed openness to seek professional help, only half of the respondents perceived
professional help as valuable. Such negative attitudes deserve public health concern, since they not only
impact upon the wellbeing of people with mental health disorders, but also affect help-seeking behavior.
Thus, public media campaigns aiming to improve mental health literacy are essential to enhance depression
care. Such campaigns should pay particular attention to (1) increasing the visibility, credibility and
usefulness of the health care sector and (2) communicating the actual level of personal stigma in order to
reduce perceived stigma. Overall, important target groups are males, older people and those people with
lower educational level and living alone. Finally, the content of each campaign is best tailored to the cultural
norms of the county in which it will be launched as well as to the attitudes and beliefs of specific population

groups for which it will be intended.
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Table 1. Region and survey characteristics

Region name

N inhabitants

Survey period

N survey

Response rate

(in %)
Germany
Intervention region  Leipzig 516 430 May 2009 502 215
Control region Magdeburg 230 540 May 2009 500 21.9
Hungary
Intervention region  Miskolc 171 096 December 2009 500 40.3
Control region Szeged 167 039 December 2009 500 39.8
Ireland
Intervention region  Limerick 184 085 December 2009 500 21.3
Control region Galway 231670 December 2009 500 22.6
Portugal
Intervention region  Amadora 175872 February 2010 505 38.4
Control region Almada 174 030 February 2010 504 39.6
Mean
Intervention region 261 870 502 30.4
Control region 200 819 501 31
Total 231 344 501 30.7

27



Table 2. Participants’ characteristics (in %)

Germany Hungary Ireland Portugal Total
Gender
Male 47.7 45.8 50.8 46.3 47.6
Female 52.3 54.2 49.2 53.7 52.4
Age
Mean age (SD) 49.4 (17.6) 48.4 (17.6) 45.3 (15.0) 48.0 (17.6) 47.8 (17.0)
18-29y 11.9 16.9 12.3 18.8 15.0
30-39y 28.3 23.0 34.7 17.2 25.8
40-49y 14.6 10.2 18.7 15.7 14.8
50-59y 15.8 23.2 14.3 19.7 18.3
60-69 y 12.9 13.7 114 14.3 13.1
+69y 16.6 13.0 8.6 14.3 13.1
Years of schooling
Mean years (+SD) 12.2 (2.9) 14.2 (3.6) 13.9(2.9) 11.7 (5.8) 13.0 (4.1)
<7y 0.4 15 0.6 23.9 6.6
7-12y 57.7 37.6 34.6 33.9 40.9
13-16y 355 36.7 49.7 21.3 35.8
>16y 6.4 24.2 15.1 20.9 16.6
Marital status
Living with partner 60.8 56.9 62.2 57.0 59.2
Currently married 49.9 53.7 54.4 53.7 52.9
Cohabiting 10.9 3.2 7.8 3.3 6.3
Living alone 39.2 43.1 37.8 43.0 40.8
Never married 15.8 19.2 21.8 27.2 21.0
Separated 5.8 2.1 5.3 14 3.6
Divorced 5.6 8.5 4.6 7.4 6.5
Widowed 12.1 13.3 6.1 7.0 9.6
Occupational status
Working 53.2 51.3 60.3 49.6 53.6
Paid work 43.1 44.9 47.1 415 44.2
Self employed 9.8 6.0 12.8 7.9 9.1
Volunteer work 0.3 0.4 0.4 0.2 0.3
Retired 26.3 34.1 15.6 28.7 26.2
Student 4.2 7.4 5.1 8.7 6.4
House keeping 10.0 1.1 5.2 4.5 5.2
Unemployed 6.4 5.6 12.0 8.4 8.1
Experience with mental ill-
health in relatives
Depression 23.8 39.0 43.9 65.2 43.0
Deliberate self-harm 8.5 12.6 19.8 28.0 17.2
Suicide 55 13.2 14.1 18.6 12.9
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Table 3. Attitude towards depression (% agree for single items; mean scores for subscales and scale)

Germany Hungary Ireland Portugal Total
Personal Stigma scale (% agree) 25.6 34.4 20.7 32.1 27.9
People with depression could snap out of it if they wanted 20.1 60.4 185 42.4 35.4
Depression is a sign of personal weakness 25.9 46.0 18.6 33.3 30.9
Depression is not a real medical illness 14.7 27.8 16.5 25.8 21.2
People with depression are dangerous 28.6 35.3 14.9 355 28.6
It’s best to avoid people with depression so you don’t become depressed 13.7 20.3 8.2 24.6 16.7
yourself
People with depression are unpredictable 36.5 46.2 38.0 70.0 47.7
If | had depression | would not tell anyone 25.2 225 211 27.8 21.7
I would not employ someone if | knew they had been depressed 24.3 171 20.3 9.2 17.7
I would not vote for a politician if I knew they had been depressed 41.3 34.1 30.3 20.3 31.5
Perceived Stigma scale (% agree) 545 44.4 35 53.8 46.9
Most people believe that people with depression could snap out of it if they 47.3 64.8 321 55.1 49.8
wanted
Most people believe that depression is a sign of personal weakness 58.9 50.5 30.7 56.8 49.2
Most people believe that depression is not a real medical illness 43.1 42.7 32.4 50.9 42.3
Most people believe that people with depression are dangerous 50.5 35.5 26.3 37.8 37.5
Most people believe it is best to avoid people with depression so you don’t 46.6 33.8 23.6 50.2 38.6
become depressed yourself
Most people believe that people with depression are unpredictable 55.2 47.0 42.0 67.5 53.0
If they had depression, most people would not tell anyone 62.1 41.0 42.9 63.8 52.5
Most people would not employ someone they knew had been depressed 60.7 40.0 41.3 52.6 48.7
Most people would not vote for a politician they knew had been depressed 66.2 44.0 43.7 49.3 50.8
Mean score and SD
Personal Stigma scale 23.4 (6.9) 25.1% (6.3) 22.1% (5.8) 23.5(5.2) 23.5(6.2)
Perceived Stigma scale 31.0° (6.4) 28.7 (6.4) 26.9% (6.6) 29.1 (5.3) 28.9 (6.4)
Total Depression Stigma scale 54.4 (10.9) 53.8 (10.9) 49.0% (11.0) 52.5(8.2) 52.4 (10.5)

%p<.0001
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Table 4. Attitude towards seeking help for psychological problems (% agree for single items; mean scores for subscales and scale)

Germany Hungary Ireland Portugal Total
Openness to professional help (% agree) 68.6 55.4 69.8 83 69.3
If 1 believed | was havmg a mental breakdown, my first inclination 84.2 746 775 891 819
would be to get professional help
If | were experiencing a serious emotional crisis at this point in my
life, I would be confident that | could find relief in psychotherapy 84 67.8 9.7 83.9 1.5
I would want to get psychiatric attention if I was worried or upset for a
long period of time 69.9 40.3 82.5 80.6 68.3
At some future time | might want to have psychological counseling 305 14.5 38.7 77.4 40.2
A person with an emotional problem is not likely to solve it alone; he
is likely to solve it with professional help 80.1 798 70.5 83.8 8.6
Value of professional help (% agree) 48.6 62.9 40.6 48.2 50.1
The idea of talking about problems with a psychologist strikes me as a
poor way to get rid of emotional conflicts 29.0 59.4 26.2 35.2 31.4
There is something admirable in the attitude of a person who is willing
to deal with his conflicts and fears without resorting to professional 80.9 89.4 57.1 58.8 715
help
Considering the time and expense involved in psychotherapy it would
have doubtful value for a person like me 43.6 40.4 37.5 53.1 43.7
A person should work out his own problems; getting psychological
counseling would be a last resort SL.7 79.5 35.9 48.9 54.0
Emotional difficulties, like many things, tend to work out by
themselves 38.0 46.0 46.5 45.2 43.9
Mean and SD
Openness scale 9.3(2.8) 8.0% (3.1) 9.8 (3.2) 11.9% (3.1) 9.8 (3.4)
Value scale 7.9 (2.7) 5.8%(2.6) 8.6% (3.3) 8.1(3.9) 7.6 (3.3)
Total ATSPPH-SF scale 17.2 (4.4) 13.9* (4.3) 18.4 (5.4) 20.0° (5.7) 17.4 (5.5)

a
p<.0001
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Table 5. Socio-demographic characteristics associated with attitudes towards depression and toward help-

seeking (F-ratios and Pearson’s correlation coefficients)

F r
Personal Stigma scale
Gender 15.09°
Age .18°
Years of schooling -22°
Self-experience with depression 16.32°
Experience with mental illness in 90.74°
Experience with deliberate self-harm 14.84°
Perceived Stigma scale
Self-experience with depression 8.02¢
Total Stigma scale
Age 10°
Years of schooling -.14°
Self-experience with depression 16.7°
Experience with mental illness in 57.73°
Openness scale
Gender 33.23°
Years of schooling -.10°
Self-experience with depression 106.52°
Experience with mental illness in 95.96°
Experience with deliberate self-harm 25.10°
Value scale
Age -12°
Years of schooling A1°
Experience with mental illness in 40.84°
Experience with deliberate self-harm 14.67°
Total ATSPPH-SF scale
Gender 30.08°
Marital status 14.91°
Self-experience with depression 55.58"
Experience with mental illness in 99.51°
Experience with deliberate self-harm 29.62°

% < .01; °p < .001; p < .0001
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