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Abstract

The distribution of mental illness information is a crucial element of many mental
illness prevention and treatment strategies. Yet, our ability to design these strategies is
restricted by a lack of understanding of how mental illness information is delivered and
received. In this research program, | aimed to explore delivery and receipt of mental illness
information among the general Australian population. I conducted three epidemiological

studies and one qualitative study.

In the epidemiological studies | analysed data from the 2007 Australian National
Survey of Mental Health and Wellbeing (N=8,841). In the first study, | reported that during
the year before the survey, 33.7% of Australians recalled receiving mental illness
information; of these, 51.2% found it helpful. Non-English speakers and the socially
disadvantaged were less likely to receive mental illness information. Older and less educated
respondents were less likely to both receive mental illness information and to find it helpful.
Mental health service use was associated with receipt of mental illness information. In the
second paper, focusing specifically on major depression, | report that 54.7% of people with
depression had received mental illness information during the year before the survey; most
(76.7%) found it helpful. In the third paper, using structural equation modelling techniques, |
show that a modified version of Andersen’s Behavioural Model of Health Service Use
describes the service use of people with depression. Further, | found that mental health need
was not related to receipt of information about mental illness, however, information receivers
were more likely to have accessed mental health services and to have more social

connections.

In the qualitative study, service use pathways and experiences of 12 Australians who

had received depression treatment from healthcare professionals were examined. Semi-




structured in-depth interviews were conducted and flowcharts depicting pathways to services
constructed. People with depression disclosed they needed to know how beneficial
therapeutic relationships with health care providers could be, and that symptoms of
depression themselves (i.e., exhaustion, reduced ability and desire to interact with others and
compromised self-perception) were barriers to service use which, at times, they could not

overcome alone.

In this dissertation | provide further evidence supporting the notion that efforts to
deliver mental illness information in Australia are warranted. First, many Australians are not
receiving mental illness information. Second, when such mental information is received,
large proportions of the people who receive it find it helpful. The findings I report in relation
to the extent of mental illness information receipt in the community can be used as
benchmarks against which to evaluate continued efforts to deliver mental illness information.
These may prove particularly important now, as we are experiencing rapid changes in the
mental illness information landscape because of the spread of the internet, and rapid

development of e-mental health initiatives.




General Declaration

I hereby declare that this thesis contains no material which has been accepted for the award
of any other degree or diploma at any university or equivalent institution and that, to the best

of my knowledge and belief, this thesis contains no material previously published or written
by another person, except where due reference is made in the text of the thesis.

This thesis includes three original papers published in peer reviewed journals and one

submitted publication. The core theme of the thesis is delivery and receipt of mental illness
information. The ideas, development and writing up of all the papers in the thesis were the
principal responsibility of myself, the student, working within the Department of Psychiatry
under the supervision of Associate Professor Penelope Hasking.

The inclusion of co-authors reflects the fact that the work came from active collaboration

between researchers and acknowledges input into team-based research.

In the case of Chapters 4,6,7 and 9 my contribution to the work involved the following:

Thesis

Chapter

Publication Title

Receipt and
perceived
helpfulness of
mental illness

Status
(published, in
press,
accepted or
returned for
revision,
submitted)

Nature and % of
student
contribution

Conception, data
analysis, and

Co-author name(s)
Nature and % of Co-
author’s contribution*

Joanne Brooker: help with
idea development and
redrafting 10%

Penelope Hasking: help
with redrafting 10%

David Clarke: involved in

Co-
author(s),
Monash
student
Y/N*

information:
Findings from the
Australian Survey
of Mental Health
and Wellbeing

and then all the
subsequent
redrafts: 70%

4 n?for_matlon: Published writing first draft initial discussion relating to
Findings from the No
Australian and then all the the pe?per ind early
National Survey of subsequent planning 5%
redrafts: 70% Graham Meadows:
Mental health and involved in drafting the
Wellbeing survey questions that the
data was drawn from 5%
How people with Penelope Hasking: help
depression with idea development and
receive and redrafting 20%
perceive mental Conceptlon, data David Clarke: involved in
illness analysis, and initial discussion relating to
6 Published writing first draft the paper and early No

planning 5%

Graham Meadows:
involved in drafting the
survey questions that the
data was drawn from 5%




Mental health
service use
among people
with depression:

Conception, data
analysis, and
writing first draft

Penelope Hasking: help
with idea development and
redrafting 10%

Joanne Brooker: help with
idea development and
redrafting 10%

David Clarke: involved in

/ An. exploration , Published and then all the initial discussion relating to No
using Andersen S subsequent the paper and early
Behavioural redrafts: 70% planning 5%
Model of Health Graham Meadows:
Service Use involved in drafting the
survey questions that the
data was drawn from 5%
Joanne Brooker: help with
idea development, data
o Conception, collection, analysis and
Patients preparation of redrafting 10%
perspectives on ethics submission, | clare C. 0’Callaghan: help
depression data collection, with idea development,
9 treatment in Submitted main person for the | analysis and redrafting 10% No

Australia: The
nature of helpful

data analysis, and
writing first draft

Penelope Hasking: help
with idea development, and
redrafting 5%

treatment, and then all the
barriers and subsequent John Julian: help with
catalysts redrafts: 70% recruitment 3%

Graham Meadows: help
with recruitment 2%

| have renumbered sections of submitted or published papers in order to generate a consistent
presentation within the thesis. In Chapter 9 | have also changed the referencing from a numbered
referencing system to APA referencing so that there is consistency.

Student signature: Date: 14/11/2018

The undersigned hereby certify that the above declaration correctly reflects the nature and
extent of the student’s and co-authors’ contributions to this work. In instances where | am not
the responsible author | have consulted with the responsible author to agree on the respective

contributions of the authors.

Main Supervisor signature: Date: 27.09.2018




Acknowledgments

First, I would like to thank my main supervisor Associate Professor Penelope Hasking
who has provided invaluable feedback to me. That she has done much of this while there was
almost a whole continent between us speaks of her dedication, organisation and analytical
skills. My friend, colleague and co-author Dr. Joanne Brooker has supported me throughout
my PhD journey. I have benefited from her attentive ear, her word-smithing skills and her
networks. | would also like to thank Dr. Clare O’Callaghan, a qualitative expert, who worked
with us on the last paper. Her practical insights about the design and conduct of qualitative
work proved very helpful. Thanks also to Ms. Debbie Lang for her assistance with
administrative tasks and thanks to Professor Graham Meadows who many years ago invited
me to be part of the work he was doing on the 2007 National Survey of Mental Health and

Wellbeing. Thanks also to David Clarke for his advice in relation to this project.

| interviewed 12 remarkable Australians who had received treatment for depression.
They openly shared their stories and | felt privileged to listen to them and come to know
something of their personal journeys. Thanks also the 8,841 Australians who completed the
2007 National Survey of Mental Health and Wellbeing. As well as all the people within

government departments and the Australian Bureau of Statistics who worked on this survey.

Finally, thanks to my husband, Craig Thompson, who is always there when I need him,
and my kids Coulton and Jasmine who really are the best kids in the world. | promise it

really is nearly finished!




Table of contents

A B ST R A CT ..oiiieieitiietectieirerereretteressessssreresassssesssssssseressssssssessssssssessssssssesasssssssrasassssssasnsnsase 3
GENERAL DECLARATION ..cututteetieirererererrereseeesseresssessssessssssssessssssssessssssssersssssssssessssssssasasnss 5
ACKN OW LED GIMIENT S...cutiereieiterereresrereresessssesesssssseressssssesessssssesessssssssesessssssssesssssssesassssnse 7
CHAPTER 1 : INTRODUCTION ..cueututiereitrereressereressssssesesssssseressssssesessssssssessssssssessssssssenasnss 12
1.1 PROVISION OF MENTAL ILLNESS INFORMATION: AN IMPORTANT ELEMENT OF MENTAL ILLNESS
PREVENTION, EARLY INTERVENTION, AND TREATMENT PROGRAMS ...cevuuriiriiineererneeererieeerssneserssnneesens 12
1.2 THE AUSTRALIAN MENTAL HEALTH CARE CONTEXT vuutruueeunnerrneeernneernnsersnsersnsersnssesnnsersnsersnneees 13
1.3 N 14
1.4 SUMMARY OF THE DISSERTATION «.vuutvuetnerunersnertnerneesnsesneeserseessesnsesnesseeseerseesssesseesnsesnsennns 14

CHAPTER 2 : A REVIEW OF THE LITERATURE DESCRIBING THE PROVISION OF MENTAL

ILLNESS INFORIMATION.....ccuuiiiiuiiinniiinnnisiensirssssirsessrensssrssssssssssrsssssssssssssssssssssssssssssasssses 16
2.1  RELATIONSHIP BETWEEN RECEIPT OF MENTAL ILLNESS INFORMATION AND USE OF MENTAL HEALTH
SERVICES ettt e eettusteettuesee ettt eettauseettaueseestaaeaeetesssaesesssseeeesssseesnsssseesesssseeeesssseeeesnsseesesneneeensnnns 16
2.2 THE ROLE OF INFORMATION PROVISION AS DESCRIBED BY HEALTH COMMUNICATION THEORISTS .....22
2.3 THE NEED FOR MENTAL ILLNESS INFORMATION .evvuuuuuieeeeererrrmrunnnereeeeereemmnnnaseseeessensrsnnsssssssenes 25
2.4  SATISFACTION WITH INFORMATION PROVISION FROM MENTAL HEALTHCARE SERVICES .....ueeeereennes 30
2.5 HEALTH INFORMATION CHANNELS .ctvvttuueeeeeeeettruunnensseseseenesssnnssseseesssesmssnssssssssssessnnnssssssassens 31
2.6 SUMMARY Leutuuieiiieeeieiittt e e e s e e eseettuu e aeseeeeeettaua e seeeeeeteasaaaaateeeeatataaaeaaeeraettanaaaaaaaanns 33

CHAPTER 3 : ORIGINS OF THE QUANTITATIVE DATA SET USED IN EPIDEMIOLOGICAL

ANALYSES....ccuiiiiiiiiiniiitniiiiniiieeiiiseisienisienstmssstesstssesstesssstessssssssstasssssssssrssssssanssssasssses 34
3.1  THE HISTORY OF NATIONAL MENTAL HEALTH SURVEYS ....uuvvrrrereeeeesesunreereeseseeesssnnneneeesssssnsnnnns 34
3.2 THE 2007 AUSTRALIAN NATIONAL SURVEY OF MEENTAL HEALTH AND WELLBEING....c.cuuurerereenns 35
3.3  THE TWO QUESTIONS FOCUSED ON RECEIPT OF MENTAL ILLNESS INFORMATION ......cccvvvuuuuineereenans 37
3.4  ETHICAL CONSIDERATION IN THE USE OF DATA FROM THE 2007 NATIONAL SURVEY OF MENTAL
HEALTH AND WWELLBEING ..tttututttututuautatatatutatata s 38

CHAPTER 4 : PAPER 1, RECEIPT AND PERCEIVED HELPFULNESS OF MENTAL ILLNESS
INFORMATION: FINDINGS FROM THE AUSTRALIAN NATIONAL SURVEY OF MENTAL

HEALTH AND WELLBEING.......cccteitiietnieieirerereretrerecacecseresscessssessssssssesssasassssessssssssssscassssasns 40
4.1 F Y Y 37Vt R 41
4.2 1Y =32 (0] TN 43
4.3 R ST N 46
4.4 DISCUSSION . eut ettt et etne et eet ettt ernsesnteateaesaessesaessnsssnsssnssasssnsesnsesnsesnsessssnsesnsesnsesnernnees 53

CHAPTER 5 : SHIFTING THE FOCUS FROM ALL AUSTRALIANS WITH MENTAL ILLNESS TO
RESPONDENTS WITH DEPRESSION .......cocttuuuiiiiimnniiiiinnniiiiimnniiiniinsiiiemmsiiessssemmsen 57




CHAPTER 6 : PAPER 2, HOW PEOPLE WITH DEPRESSION RECEIVE AND PERCEIVE MENTAL
ILLNESS INFORMATION: FINDINGS FROM THE AUSTRALIAN NATIONAL SURVEY OF

MENTAL HEALTH AND WELLBEING.....cccectitteieirerernrersereresessssesesssssseressssssesessssssssosessssnsenes 60
6.1 A BSTRACT ettt et etneet ettt eaetaetnsesaseasenesenssnesnesnsssnssaessanstnesnsesnsesnsennsensssnsesnsennsesnssnnsen 61
6.2 LV 2315 [0 TN 63
6.3 RESULTS ttutiuttu ettt ettt eaeea e etnsetnseaateseseneeenesneesnsansssassanstnsetnsesnsesnsesnsenssensssnsesnsesnersnses 67
6.4 DT o0 L3 [ ] N 69

CHAPTER 7 : PAPER 3, MENTAL HEALTH SERVICE USE AMONG PEOPLE WITH DEPRESSION:
AN EXPLORATION USING ANDERSEN’S BEHAVIORAL MODEL OF HEALTH SERVICE USE .... 77

28 R - 1Y 127Vt L USRS 78
7.2 Y1 12T o R 83
7.3 RESULTS 1 tttuieeitie e ettt ie e ettt e e ettt e e et aau e e eeata e eeeasaneesanansesssnnneessnnneessnnnesensnneesennnneesnnnnns 88
7.4 D R ol 1S3 ] N 93
CHAPTER 8 : NOTES ON THE QUALITATIVE METHODOLOGY .....cccccceeiiniiniinninecinnnnrenceesnans 98
8.1 RECRUITING PARTICIPANTS «ttuutetttuieeettuueseresueserssnesesssneessssnesssssnnsesssnnnessssnsessssnneessnnnnns 99
8.2  THE METHODOLOGY: QUALITATIVE DESCRIPTION WITH GROUNDED THEORY OVERTONES............. 100
8.3 DATA COLLECTION: SEMI-STRUCTURED INTERVIEWS AND MODELLING OF THE PARTICIPANTS’
EXPERIENCES .. tettutettueeetueeetusetnneesunseesneeesnessnnsannnseennsessnaeesnseesnnsesnnsesnnsessneeesnnsesnnsensssersnsersneeeen 100
8.4 ETHICAL CONSIDERATIONS .. tttuettueetueeeeueerueeennseeseeesnessneseensessnsessaseesnsessnnsssnseennnsennnnes 102

CHAPTER 9 : PAPER 4, PATIENTS’ PERSPECTIVES ON DEPRESSION TREATMENT IN

AUSTRALIA: THE NATURE OF HELPFUL TREATMENT, BARRIERS AND CATALYSTS ........... 104
9.1 FY Y 137 Yot 105
9.2 AV =3 = 0] o T 107
9.3 Y U1 T 109
9.4 DISCUSSION AND CONCLUSION 1uuttunittetnterntetnteseeuernesneesneesnessersssnessnsesnsessessseseeensesnesns 122

CHAPTER 10 : GENERAL DISCUSSION ... cctitttteieirerereceirerecacacererecesessesesasasserssscassssasssasanse 129
10.1  SYNTHESIS OF KEY FINDINGS ..cuuutetunterunterunteunersneersneeransersnsersnssesnnsesssersnsersnseersssernnsernnnes 129
O TR IV N 135
10.3  DIRECTIONS FOR FUTURE RESEARCH ..vuutiruuniiunnirenieraneeranersnersnnerssnsersnsersnsersnsersnseesnnsennnnes 137
10.4  CONCLUDING REMARKS «evuttunitunttuetueetntesntesteseeeseesneesnsesnessnessessessseesnsstnsesssesesesesseesnesns 138

REFERENCGES .....iuiuteititereenieerereresesreressessseresessssssessssssssessssssssesessssssesessssssssessenssssonasnssssanes 139

APPENDIX A: QUESTIONS ABOUT THE RECEIPT OF MENTAL ILLNESS INFORMATION FROM

THE 2007 NATIONAL SURVEY OF MENTAL HEALTH AND WELLBEING ......ccccceeetirereeenennenns 175

APPENDIX B: SUPPLEMENTARY MATERIAL FROM CHAPTER 7, PAPER 3......cccevvevvecenrnnnnee 176

APPENDIX C: ETHICS APPROVAL FOR THE QUALITATIVE STUDY IN CHAPTER 9............... 179

APPENDIX D: SUPPLEMENTARY MATERIAL CHAPTER 9, PAPER 4 .....ccccceverrecenrenrecencennnes 182




List of Tables

Table 4.1 Bi-VariGte ANGIYSES.........cuuuueeeieeiee ettt eescctree e e e e e e e e e e snraeaees 48

Table 4.2 Probit regression models of 1. Receipt of mental illness information and 2.
Perceived helpfulness of mental illness information ...............ccccccovueveeeeeeeeeenns 51

Table 4.3 Models of mental health information receipt constructed utilising probit
regression using data from the National Survey of Mental Health and

=1 2= [ 1o T TP 52
Table 7.1 Results of the exploratory factor analysis: variables with a factor loading of

greater than .35, following orthogonol varimax rotation. .............cceeeeeeeeeeennns 91
Table 7.2 Goodness of fit statistics for the models of mental health service use of those

with depression examined in this PAPEr ...........cccuueeeecueeeeiciiieeeeiieeeesceee e 92
Table 9.1 Description Of PArtiCiPANTS...........coeecueeieeiiiiieieciiee et eeeee e ssree e e aeee s 110

Table 9.2 Overview of the thematic and category findings with illustrative quotes....112

Table 9.3 Time between the participants’ first experience of depressive symptoms and
their receipt of helpful tREIAPY .........c.ueeeieeceeeieeciiiee e 119

Table 9.4 Categories Of the CAtAIYSTS .......uuuuieeiieeiiiiieeiee et e e e e e 121

Table 9.5 Healthcare providers information that may help people with depression
choose compatible ProViders.............ucueiiiicciiiiieiiiee e seee e saaee s 126

Table 10.1 Nationally representative estimates of Australians’ receipt of mental illness
information and it’s perceived helpfulness ...........ccccceeccvvveeeeeiiiicccciiieeeeeeeenn, 131

Table Appendix B 1 Frequency distributions of the variables used in Chapter 7, paper 3

Table Appendix B 2 Unique parameters and co-variances of the models depicted in
Figure 7.2 part B AN C.......occooeeecieeeeee ettt e e eescvtaee e e e e e e e snaaaaeee e e e 178

Table Appendix D 1 Consolidated criteria for reporting qualitative studies (COREQ)
checklist (ToNG et Ql., 2007) ...........uueeeeoueeeeeeiiieeeeeeieee et e e e e crae e e e e saraea s 182

Table Appendix D 2 Questions and prompts used during the interviews .................... 185

10



List of Figures

Figure 2.1 Andersen’s Behavioral Model of Health Service Use.......ccccccceecvveeeecciieeennns 18
Figure 2.2 The Consumer Information Processing Model............cccoecuveeeiiiiieeicciiieeeens 24

Figure 5.1 Percentage of Australians with various types of mental disorders who
received mental illness information..........cceevieiiiieiiiiieineee e 58

Figure 7.1 Various configurations of Andersen’s Behavioral Model of Health Service
U S, ittt et ettt et e e e e e s r et e e e e e s e b e et ee e e e e s e s rrreeeeeeee e e nnrreeeeas 80

Figure 7.2 Empirically derived structural equation model..........ccccceeiiiiiiiiieeieeeienes 90

Figure 8.1 Example of a flow-chart constructed for one participant during the
qualitative iNTErviEW PrOCESS ....cuviiiiieeee et e e e e e e e 103

11


file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964669
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964671
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964672
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964672
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964673
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964673
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964675
file:///C:/Users/annet/Annette's%20Documents/PhD%20stuff/Combined%20drafts/2018_11_14%20Combined%20chapters.docx%23_Toc529964675

Chapter 1: Introduction

1.1 Provision of mental illness information: An important element of mental illness
prevention, early intervention, and treatment programs

Worldwide, 450 million people are living with a mental iliness and, unfortunately,
three-quarters of these people go without even minimally adequate treatments (Chisholm et
al., 2007; Kohn, Saxena, Levav, & Saraceno, 2004; World Health Organization, 2003, 2011).
The distribution of information about mental illness is a vital component of both mental
illness prevention and treatment interventions. The authors of a systematic review reported
that exposure to even brief, passive, psychoeducation interventions (i.e., being provided with
access to brochures or web-sites) led to reduction in the psychological distress and symptoms
of depression (Donker, Griffiths, Cuijpers, & Christensen, 2009). Further, another systematic
review showed that bibliotherapy, that is therapy delivered via a book rather than via face-to-
face engagement with health professionals, is an effective treatment for unipolar depression
(Cuijpers, 1997). In addition, in a non-clinical sample with elevated depression scores,
exposure to BluePages, a depression information website, led to a reduction in depressive

symptoms (Mackinnon, Griffiths, & Christensen, 2008).

Making mental illness information available to family and carers of people with mental
illness, through psycho-education programs, has been shown to improve the recovery of
people with schizophrenia, bipolar disorder, and depression and help prevent reoccurrence of
mental disorders (McFarlane, 2016; McFarlane, Dixon, Lukens, & Lucksted, 2003). When

describing the origins of family psychoeducation interventions McFarlane (2016) wrote;

“It became increasingly clear that to adapt under these circumstances [having a family
member with a mental illness], the family must have the available knowledge about the
illness itself and coping skills specific to a particular disorder, skills that are

counterintuitive to most families and many clinicians. It became clear that it was
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unrealistic to expect families to understand such mystifying disorders and to know what

to do about them, independent of professional guidance (p. 462).”

Thus, this author suggests, that what a family needs to help family members with mental
illness is a deep knowledge and understanding of the mental illness. Perhaps people with a
mental illness who wish to help themselves, and the community generally, would also benefit

from a deeper understanding and knowledge about mental illness.

1.2 The Australian mental health care context

Australia is a high-income country with a well-developed health care system (Enticott
et al., 2017). Prevalence data from the 2007 National Survey of Mental Health and Wellbeing
suggests that, over a 12 month time frame, approximately 20% of Australians are likely to
have an anxiety, affective, or substance use disorder (Slade, Johnston, Oakley Browne,
Andrews, & Whiteford, 2009). Given the extent of mental illness in Australia, there is
currently pressure, not only to deliver effective interventions for mental illness, but to deliver

them as cost effectively as possible.

Since 1993, much of the reform in the Australian mental health care sector has been
driven by a series of national mental health care plans. This reform has resulted in an
increased mental health workforce (i.e., 35% increase in the workforce between 1992-2011)
and increased service use [i.e., the treatment rate for mental disorders increased from 37% in
2006-2007 to 46% in 2009-2010 (Whiteford, 2017)]. Over the last two decades there has also
been a rapid increase in the amount of online information about mental health and e-therapy
(Christensen & Petrie, 2013). Australian governments and non-government organisations
have been attempting to develop a universal mental health care scheme to ensure equitable
mental health care access to all Australians. Despite this effort, there are significant treatment

gaps and service quality gaps, as many Australians with mental disorders are not accessing
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mental health services, and many people who access services are not receiving evidence-
based treatment. Specifically, 39% of Australians with a 12-month affective and/or anxiety
disorder sought professional help, and only 26% received an evidence-based treatment
(Harris et al., 2015). This treatment gap is even more pronounced outside major urban areas
(Meadows, Enticott, & Rosenberg, 2018). Effective delivery of mental illness information

may help close some of the service quality and treatment gaps.

1.3 Aim

Timely and thoughtful provision of mental illness information may prove to be a tool
that can be used to reduce the disease burden arising from mental illness. If we were to
understand this tool better, we could use it more effectively. We currently know little about
the impact of present efforts to deliver mental illness information. We do not know who is
receiving such information, via which channel they are receiving it, or if they are finding it
helpful. Yet this knowledge is essential for people who are allocating the scarce resources
available for mental illness prevention and treatment. My overall aim in this PhD is to
increase our knowledge about issues to do with the delivery and receipt of mental illness
information in the Australian context; this information will be useful as we strive to reduce

the burden that results from mental illness.

1.4 Summary of the dissertation

In Chapter 2, | present a narrative review summarising the literature relating to the
receipt of mental illness information. In Chapter 3, I discuss issues to do with the 2007
National Survey of Mental Health and Wellbeing and describe the two questions included in
the survey which focused on the receipt of mental illness information. While this survey was
conducted more than a decade ago it is still important as the most recent detailed national

estimates of the prevalence of mental illness in Australia were derived from it and it is the
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only survey from which national estimates of the extent of receipt of mental illness

information can be obtained.

In Chapter 4, | assess the extent of receipt of mental illness information in Australia, the
channels via which this information was delivered, and its perceived helpfulness. In Chapter
5, I describe why | narrow the focus of the rest of the doctoral work to Australians with
depression (at the exclusion of other mental disorders). In Chapter 6, | characterise the
differences between Australians with depression who did and did not receive mental illness
related information. In Chapter 7, | assess the usefulness of Andersen’s Behavioural Model of
Health Service Use for describing the service use of Australians with depression and explore
how this model may differ for people who did and did not receive mental illness information.
All the analyses | present in Chapters 4-7 were conducted using data from the 2007 National

Survey of Mental Health and Wellbeing

In Chapter 8, I illustrate how a different type of methodology, a qualitative one, may
allow for the further exploration of issues regarding receipt of mental illness information and
service use among people with depression. In Chapter 9, | describe, in some depth, the
experiences of a group of Australians who had received treatment for depression, with a
focus on how they came to be receiving mental health services. In the final chapter, Chapter
10, I summarise what the work presented in this doctorate contributes to the health
communication domain and suggest how the findings may be useful for mental health policy

makers.
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Chapter 2: A review of the literature describing the provision of
mental illness information

This literature review has five major sections. In the first section, | focus on the
question of whether there is an association between receipt of mental illness information and
service use. In this section I also discuss the importance of Andersen’s Behavioural Model of
Health Service Use, the most frequently used model of health service use. In the second
section, | discuss the role of information provision as it is described in health communication
theories, such as the Consumer Information Processing Theory. In the third section, | focus
on the literature related to the need for information about mental illness. In the fourth section,
I review the literature concerned with patients’ and carers’ satisfaction with existing mental
health services in relation to the delivery of mental illness related information. In the fifth
section, | describe what is known about the channels via which mental health information is
delivered. 1 discuss this for two reasons; first, because the medium is part of the message
(McLuhan & Lapham, 1994), that is, messages delivered via different channels have been
found to have different impacts. Second, because different segments of the community get
their information via different channels it is necessary to understand these patterns of use to

more effectively target delivery of mental illness information.

2.1 Relationship between receipt of mental illness information and use of mental
health services

2.1.1 Why mental health service use is important

Estimates suggest that about 30% of the population will have a mental disorder during
their lifetime and 20% during the course of a year (Steel et al., 2014). Only a minority of
people who have had a diagnosable mental disorder have received mental health services
(Andrews & Henderson, 2000; Andrews, Issakidis, & Carter, 2001; Sgrensen, Bzk,

Kallestrup, & Carlsson, 2017). Four out of five people with serious mental illnesses living in
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low and middle income countries do not receive essential mental health services (World
Health Organization, 2011). While the proportion of individuals in high income countries
with mental illness receiving mental health services is higher, still only 35% of Australians
who had a mental disorder had received mental health services during the year before the
2007 National Survey of Mental Health and Wellbeing (Burgess et al., 2009). Treatments
with considerable effectiveness exist for most mental disorders, and if such treatments were
accessed more frequently the disease burden resulting from mental illnesses could be reduced

(Keynejad, Dua, Barbui, & Thornicroft, 2017; World Health Organization, 2001).

2.1.2 Andersen’s Behavioural model of Health Service Use.

The most frequently cited model of health service use, Andersen’s Behavioural Model
of Health Service Use, was originally constructed by a sociologist using data from an
American National Health Survey, to describe the general health service use of the American
population (Andersen & Newman, 1973). Von Lengerke, Gohl, and Babitsch (2014)
suggested that Andersen’s model has “guided health services utilization research for decades”
(p. 16). While various versions of the model have been presented (Andersen, 1995;
Andersen, 2008) all suggest that health service use is primarily a function of three distinct
sets of variables (see Figure 2.1). First, predisposing characteristics these are personal
characteristics such as gender, age and health beliefs. Second, enabling characteristics or
resources a person has that facilitate access to health services such as wealth, social support
or community characteristics. Finally, there is need, for according to the model no one seeks

out health services unless they perceive that they are sick and thus need help.
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Figure 2.1 Andersen’s Behavioral Model of Health Service Use

Predisposing

Characteristics Enabling resources Need
Use of health
* Demographic * Personal/family ¢ Perceived services
* Social structure *  Community e  Evaluated
* Health Beliefs

*Note: This image is a reconstruction of one that was originally presented in Andersen (1995)

In a systematic review of 53 studies that examined health service use amongst people
who were chronically ill, de Boer and colleagues found that neither predisposing or enabling
characteristics predicted service use, however physical and psychological need factors were
strongly related to service use (de Boer, Wijker, & de Haes, 1997). People with mental
illness, which is often experienced as a chronic illness, may share certain characteristics with
the sub-populations examined in this systematic review. Another systematic review
examined data from 16 papers published between 1998-2011 that had used Andersen’s model
to explore general health service use (Babitsch, Gohl, & von Lengerke, 2012). As there was a
lack of consistency found in the relationships between the various variables examined and
service-use, the review authors concluded that the context of studies and the characteristics of

populations were important.

Andersen’s model has repeatedly proven a useful starting place for researchers and
policy makers developing health service use models for specific populations. An example of
this is the expanded behavioural model for vulnerable populations (Gelberg, Andersen, &
Leake, 2000). Vulnerable populations include people from minority groups, immigrants,
children, adolescents, people living with mental illness, physical illness or disabilities, elderly

individuals, and people who are homeless or living in poverty (Gelberg et al., 2000). To
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create this model, extra variables specifically relevant to vulnerable people were added to
each facet of Andersen’s original model. For instance, among the predisposing variables,
variables that captured information about childhood care placements (i.e., foster care,
placement in group homes), experiences of neglect and living condition (i.e., access to
running water and sewers) were included. In chapter 7, I will use Andersen’s model as a
starting point from which to construct a model of service use for people with depression and |
will examine whether this model varies for people who do and do not receive mental illness

related information.

2.1.3 Debate in the general health literature about the association between
information provision and services use.

Within the general health literature, there is debate about the impact the provision of
health information has on service use. Studies of the general population (Dwyer & Liu, 2013;
Kenkel, 1990; Lee, 2008; Suziedelyte, 2012), women (Nicholson, Gardner, Grason, & Powe,
2005), older adults (Shim, Ailshire, Zelinski, & Crimmins, 2018), the elderly (Hsieh & Lin,
1997, Parente, Salkever, & DaVanzo, 2005), and patients with long term diseases (Khechine,
Pascot, & Prémont, 2007) all found that receipt of health information was associated with

increased health service use.

Yet, there is other research which suggests that, rather than promote service use,
health information becomes a substitute for health services use and thus those who receive
health information are less likely to use health services. Researchers analysing data from the
Swiss Health survey found a negative association between receipt of health information and
services use (Schmid, 2013, 2014), as did researchers analysing data from the Healthwise
Communities Project (Wagner & Greenlick, 2001; Wagner, Hu, & Hibbard, 2001). Shim et
al. (2018) found there was a positive association between receipt of health information and

health service use for all participants, except those who had diabetes; among participants with
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diabetes there was a negative association between receipt of health information and service
use. Thus, the relationship between health information and service use may depend on the
nature of the health condition. It is worth noting that, in some circumstances, it may be

beneficial to reduce demand for services through the provision of information.

2.1.4 Lack of knowledge about mental illness a barrier to mental health service
use.

For many, the onset of mental illness occurs during adolescence (Rickwood, Deane, &
Wilson, 2007). Thus, several researchers have focused on adolescents in their exploration of
service use barriers. Three reviews of adolescent help-seeking for mental health issues
reported informational barriers (Gulliver, Griffiths, & Christensen, 2010; Rickwood et al.,
2007; Rothi & Leavey, 2006). In a systematic review “difficulties identifying the symptoms of
mental illness” were found to be a barrier in 5 out of 13 qualitative studies included in the
review (Gulliver et al., 2010). Rothi and Leavey (2006) identified 20 service use
barriers/facilitators. Three of these barriers were “problem recognition” (described in 2
papers they reviewed), “prior knowledge ” (described in 4 papers they reviewed) and
“knowledge of services” (described in 3 papers they reviewed). Focusing on facilitators
rather than barriers to services use, Rickwood et al. (2007) found that young people who are
knowledgeable about mental health issues are more likely to seek help. Further evidence that
lack of information is a help-seeking barrier comes from a review of 42 articles focusing on
barriers to men’s help-seeking for depression. Ellis (2018) identified 11 barriers, one of
which was “not recognising or acknowledging symptoms”, and another was “poor health

literacy”.

“Mental health literacy refers to the knowledge and beliefs about mental disorders
which aid their recognition, management and prevention” (Goldney, Fisher, & Wilson, 2001,

p. 277). Many have argued that mental health illiteracy is one of the impediments to people
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with mental disorders receiving effective and timely interventions (Ellis, 2018; Goldney et
al., 2001; Jorm, 2000; Lauber, Nordt, & Rossler, 2005; Wright et al., 2005). Information
provision is one way to combat mental health illiteracy (Jorm, 2012) and could also go some

way to minimising stigma associated with seeking help for a mental health problem.

2.1.5 The impact of mental health information interventions on service use

Gulliver, Griffiths, Christensen, and Brewer (2012) conducted a systematic review
examining help-seeking interventions for depression, anxiety, and general distress. They
included six randomised controlled trials in their review, and analysed data from eight
intervention conditions. Four of the studies included only participants who were under 26
years of age. Five of the six studies described universal interventions (that is interventions
that targeted the whole population) and one study an indicated intervention where only
participants with a high level of psychological distress were included. Information provision
was an important part of all eight interventions. The following type of information was
provided: in 6 of the 8 conditions, information targeting mental health literacy; in 3
conditions, destigmatising information; in 3 conditions information about where to seek help,
and in 2 conditions, personalised feedback about individuals’ symptoms. Overall, the
interventions were found to have a positive effect on attitudes toward help-seeking for mental
health issues but no effect was found in relation to help-seeking behaviour (Gulliver et al.,

2012).

In another systematic review of interventions to increase young people’s (participants
were aged less than 26 years) mental health literacy using information and communication
technologies 19 studies were examined (Tay, Tay, & Klainin-Yobas, 2018). The authors
found that help-seeking levels were significantly increased in 7 of the 9 studies in which it

was examined, however when reading this review it is difficult to determine whether help-
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seeking attitudes, intentions or behaviours changed as a result of the interventions (Tay et al.,

2018).

Xu et al. (2018) conducted a systematic review of 97 papers focused on interventions to
encourage help-seeking for mental health problems. The authors pointed out that since the
inception of the mhGAP Program (Mental Health Gap Action Program) by the World Health
Organisation (World Health Organization, 2008) there has been a substantial growth in the
amount of published research focusing on help-seeking interventions for mental health
services. The most common interventions, among the studies included in the review, focused
on increasing mental health literacy and decreasing stigma. An important finding emerging
from the review was that the interventions improved formal help-seeking behaviours if
delivered to adults who were at risk of mental illness, but not if delivered on a population

level, or to children or to adolescents.

Thus, in summary, to date the data from help-seeking interventions which delivered
mental illness information suggest that such interventions often result in increased help-
seeking behaviours if they targeted clinical populations and improved attitudes toward help-

seeking if they are targeted at the general population.

2.2 The role of information provision as described by health communication theorists

Health communication is a field that focuses on the study of methods used to inform
and influence individual and community decisions that enhance health (Freimuth & Quinn,
2004), and has particular relevance to public health. The models generally used in the field
of health communication are health behaviour models. Four prominent health behaviour
models are the health belief model (Janz & Becker, 1984), social cognitive theory (Bandura,
2009), the theory of reasoned action (Fishbein, 2007) and the trans-theoretical model

(Prochaska & Velicer, 1997). While differing on the primary factors thought to enact
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behaviour change, all these models suggest that health-related behaviour change is linked to

information provision.

2.2.1 The Consumer Information Processing Theory.

Another theory used by health communication researchers is the Consumer Information
Processing Theory which was developed by J.R Bettman during the latter half of the 1970’s
as a conceptual framework to facilitate understanding of consumer choice (Bettman, 1979).
The Consumer Information Processing model depicts five components of information
processing: motivation; attention; information acquisition and evaluation; the decision
process; and the consumption and learning process (see Figure 2.2). According to the CIP
model there are feedback loops between each of these components. One of the central
assumptions of CIP is that people are limited in how much information they can process.
Thus, they tend to use heuristics or simple rules as they process information. The model
depicts consumers as seeking to process as little information as possible to make decisions
quickly. According to the theory, for people to use information, it must be available, seen as

useful and easily understood.

The Consumer Information Processing model has been adopted by researchers in
several health-related fields. For example, it has been used as a conceptual framework to
understand the effect of food labelling on eating habits (Glanz et al., 2012) and to understand
women’s choices in relation to breast and cervical cancer screening (Schoenberg, Kruger,

Bardach, & Howell, 2013).
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Figure 2.2 The Consumer Information Processing Model
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*Note: This image is an adaption of one that was originally presented in Bettman (1979)

In this dissertation | am particularly concerned with the central process described by the

CIP model information acquisition and evaluation. According to Bettman, information

acquisition is an active process where people acquire information first via an internal search,

relying on information arising from past experiences or previous exposure to information. If

they find this information insufficient, they will access information from an external source,

from another person or media channel such as the internet or television. According to the

CIP model, the extent and direction that the information search takes is affected by prior

knowledge held by the consumer, the availability of information, the difficulty of the choice

task and time pressure. | will use the CIP model as a guiding theory in the study that is

presented in Chapter 4.
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2.3 The need for mental illness information

People who would benefit from health care are considered to have health care needs
(Stevens & Raftery, 1994). In the past, all people who had a mental illness were assumed to
have mental health needs (Joska & Flisher, 2005). However, more recently, efforts have been
made to assess mental health needs independently of diagnosis (Tlach et al., 2015). Three
tools commonly used to assess mental health needs are: the Perceived Need for Care
Questionnaire (Meadows, Harvey, Fossey, & Burgess, 2000), the Camberwell Assessment of
Needs Schedule [CAN (Phelan et al., 1995)] and Need for Care Assessment Schedule
(Brewin, Wing, Mangen, Brugha, & MacCarthy, 1987)]. Of these three instruments, only the
Perceived Need for Care Questionnaire and the Camberwell Assessment of Need Schedule

include questions relating to the need for mental illness information.

The Perceived Need for Care Questionnaire enquires about five areas of perceived
mental health need: the need for information, medication, counselling, social intervention and
skills training (Meadows, Harvey, et al., 2000). Among these areas of need, the need for
mental illness information is routinely the second most frequently mentioned; generally, a
need for counselling is the most frequently reported need (Dezetter et al., 2015; Fikretoglu,
Liu, Zamorski, & Jetly, 2016; Fleury, Grenier, Bamvita, Perreault, & Caron, 2015; Seekles et

al., 2012).

Results derived from the Perceived Need for Care Questionnaire suggest that one in
every two or three people with 12-month mental illnesses has a need for mental illness
information. For example, 36% of primary care patients in Quebec, who had symptoms of
depression or anxiety, expressed a need for mental illness information (Dezetter et al., 2015).
Similarly, in the Netherlands 58% of general practice patients, with a current diagnosis of

depression and anxiety, reported a need for mental illness information (Prins, Verhaak, van
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der Meer, Penninx, & Jozien, 2009). Forty percent of people interviewed in the 1997
Australian National Survey of Mental Health and Wellbeing and 58% of people interviewed
in the 2007 National Survey of Mental Health and Wellbeing who consulted a general
practitioner (GP), a psychiatrist, or a psychologist felt they needed mental illness information
(Meadows & Bobevski, 2011). In national surveys, 57% of people in the Netherlands (Prins
et al., 2009) and 54% of people in Australia (Prins et al., 2011), found to have anxiety and

depressive disorders, reported a need for mental illness information.

The Camberwell Assessment of Need Schedule is also designed to identify mental
health needs. Different versions of the instrument have been designed to be used with various
populations (e.g., CANDID is for people who have developmental and intellectual
disabilities; CANE is for older adults) and in research and clinical contexts (Slade, 2015, 1
July). All the Camberwell Assessment of Need Schedule questionnaires assess respondents’
mental health needs in 22 domains. One of these domains is the need for “information about
the condition and treatment” (Phelan et al., 1995 p. 590). If the 22 Camberwell Assessment
of Need Schedule need domains are ranked from highest to lowest proportion of participants
recording such a need, the need for information is generally ranked within the top five needs
(Grinshpoon & Ponizovsky, 2008; Grover et al., 2015; Kulhara et al., 2010; Macpherson,

Varah, Summerfield, Foy, & Slade, 2003; Ochoa et al., 2005)

Analysis of data collected using the Camberwell Assessment of Need Schedule reveals
there is considerable variation in the proportion of patients reporting an informational need.
The proportion is lower among participants who are older; for example, in a German study of
primary mental health care patients aged over seventy-five, 8% reported a need for mental

illness information (Stein et al., 2016). In contrast, eighty-three per cent of an Israeli sample

Chapter 2: Literature review 26



of voluntary patients with schizophrenia or schizoaffective disorder reported a need for

information.

Other studies have also suggested that a large proportion of psychiatric patients are
conscious of needing mental illness information. For example, in a study that used pre and
post treatment questionnaires to examine clinical decision making in relation to 588
outpatients with severe mental illness, recruited from six European countries, Giacco et al.
(2014) found that 80% of the study participants wanted to receive information on all aspects
of their treatment. Hallett, Gupta, and Priebe (2013) reported on a study in which 202
outpatients with schizophrenia were interviewed and found that 68% would have liked to
learn more about their illness. A postal questionnaire study of 160 British patients of
community treatment teams and individuals who attend mental health users support groups
indicated that both groups had a very high desire for mental illness information (Hill &

Laugharne, 2006 p. 75).

Individuals in clinical populations are often seeking general information about their
mental illnesses (Barney, Griffiths, & Banfield, 2011; Chien, Kam, & Lee, 2001; Gilimis,
2008; Liebherz, Tlach, Harter, & Dirmaier, 2015; Pollack, 1995), information about how to
best manage their social relationships (Chien et al., 2001; Gaskill & Cooney, 1991; Glimiis,
2008; Landolt et al., 2012; Pollack, 1995; Tlach et al., 2015) and information about
medication (Liebherz et al., 2015; Tlach et al., 2015). In a systematic review of twelve studies
examining information needs among people with a mental illness, Tlach et al. (2015)
identified four other categories of information needs: i) treatment, ii) coping, iii) working
and living conditions, and iv) self-help and peer support. In another systematic review, of 78
papers, it was reported that the provision of mental illness-related information at the time of

diagnosis was empowering and normalising for service users (Perkins et al., 2018).
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Most of the studies examining the type of mental illness information needed have
focused on samples with affective disorders (depression and bi-polar disorder) and/or
schizophrenia, who are receiving or have just received therapy. As informational needs have
been found to vary as a function of the diagnostic group (Mueser, Bellack, Wade, Sayers, &
Rosenthal, 1992) the existing findings in relation to the type of information needed may not
be generalisable to people with different types of mental illnesses. Further, we know little
about the informational need of individuals with mental illness who have not received mental

health services.

Researchers have examined factors associated with a need for mental illness
information. Currently, among clinical samples, there is contradictory evidence about the
relationship between education levels and desire for mental illness information. Chien et al.
(2001) reported a positive association between education level and need for information,
Giacco et al. (2014) found no association between education level and need for mental illness
information, and Andrade et al. (2018) reported that lower education levels were associated
with increased need for mental illness information. Thus, more work needs to be done to
understand the nature of this relationship to enable more effective targeting of information
interventions. Also, a negative association between severity of mental health symptoms and a
need for mental illness information has been reported: the more severe a person’s symptoms
are, the less likely they feel the need for information (Chien et al., 2001; Giacco et al., 2014;
Mueser et al., 1992). Thus, it is likely that mental illness information will be more positively
received by people with less severe mental illnesses or during phases when mental illness is

less severe.
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2.3.1 The need for mental illness information among carers of people with
mental illness and in the general community.

In addition to the needs of people with mental illness, there is a growing recognition
that community members caring for individuals with a mental illness benefit from the
provision of mental illness information. A lack of information provision for carers has been
associated with an increase in carers’ burden (Askey, Holmshaw, Gamble, & Gray, 2009).
Thus, the National Institute for Health and Care Excellence (NICE) guidelines in relation to
the management of psychosis and schizophrenia recommend that health professionals “give
carers written and verbal information in an accessible format about: diagnosis and
management of psychosis and schizophrenia, positive outcomes and recovery, types of
support for carers, role of team and services and getting help in a crisis” (National

Collaborating Centre for Mental Health, 2014, p. 14).

Despite the existence of these recommendations, carers’ needs for such information
are often unmet (Askey et al., 2009; Liebherz, Tlach, Harter, & Dirmaier, 2017;
Sabanciogullari & Tel, 2015). In a study of the needs of relatives of psychiatric patients, 67%
of the carers said they conducted online searches for mental illness information because they
needed it, and 43% indicated that they conducted online searches because they had been
provided with insufficient information by mental health care professionals (Liebherz et al.,
2017). One of the conclusions of a systematic review of 16 studies that focused on the needs
of carers for people with bi-polar disorder was simply that caregivers need information (Van

der Voort, Goossens, & Van Der Bijl, 2007).

Less has been published about the needs for information about mental illness in the
general community. A few studies have reported population level results derived from the
Perceived Need for Care Questionnaire as it has been included in national mental health

surveys conducted in Australia (Meadows & Burgess, 2009) and Canada (Sunderland &
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Findlay, 2013). The percentage of people expressing a need for mental illness information
during a 12 month period in the 1997 Australian National Survey of Mental Health and
Wellbeing was 5.2% (Meadows, Burgess, Fossey, & Harvey, 2000); in the 2007 National
Survey of Mental Health and Wellbeing the equivalent figure was 7.5% (Meadows &
Burgess, 2009). In the 2012 Canadian Community Health Survey — Mental Health the figure
was 7% (Sunderland & Findlay, 2013). The proportion of people expressing a need for
mental illness information (12%) was slightly higher in the Canadian Epidemiological
Catchment Area Survey (Fleury et al., 2015). From these epidemiological figures, we can
conclude that, in countries like Australia and Canada, at least 1 out of every 20 community

members is likely to feel a need for mental illness information during a twelve-month period.

2.4  Satisfaction with information provision from mental healthcare services

Just as the literature on mental health need illustrates the importance of mental illness
information provision, so too does the literature which explores satisfaction with psychiatric
services. It is clear from this literature that many patients and their carers are dissatisfied with

treatment because of poor information provision.

In a systematic review examining mental health patients’ treatment satisfaction,
Woodward, Berry, and Bucci (2017) identified 32 studies. In 7 of these studies patients’
satisfaction with mental illness information was examined and in all these studies it was
reported that the participants were dissatisfied with the limited information that they received.
Qualitative studies suggested that a lack of information provision was disempowering
(Powell & Clarke, 2006; Ricketts, 1996) and patients equated a lack of information provision

with a lack of respect (Powell & Clarke, 2006).

Family members and carers of people with mental illness are also often dissatisfied

with the limited mental illness information that they received from health professionals
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(Hodgson, King, & Leggatt, 2002; Sabanciogullari & Tel, 2015; Scharer, 2002). Sometimes
carers receive no information from mental health professionals. For example,
Sabanciogullari and Tel (2015) found that a quarter of the family members who were caring
for patients of a Turkish psychiatric unit had no information regarding their family member’s

illness.

2.5 Health information channels

Health information can be obtained via many different channels. Old media channels
(television, radio, newspapers, magazines, books and leaflets) and new media channels (the
internet, social media, health care apps) are described in the literature (Ledford, 2012;
Ramsey, Corsini, Peters, & Eckert, 2017). People can also receive health information via
informal personal communication with their friends, family or colleagues or more formally
via health professionals (Ledford, 2012). The choice of medium or channel used to deliver a
health message may affect the way that the information is received. Bounsanga, VVoss, Crum,
and Hung (2016) found that receipt of health information from the internet was associated
with better health status, whereas health information from social media, health care apps, and

television, newspapers and radios, was not.

Health information channels can be categorised as active or passive (Dutta-Bergman,
2004). The internet is an active channel because people purposefully and actively search for
information via this channel. In contrast, radio and television are considered to be passive
channels because when using them people simply come across health information (Dutta-
Bergman, 2004). Health-orientated people use active channels more frequently whereas
people who are not health-orientated tend to receive their health information from passive

channels (Dutta-Bergman, 2004). Four other channel characteristics that have been found to
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affect choice of channel used to find health information are access to medical expertise,

tailorability, anonymity, and convenience (Rains & Ruppel, 2016; Ruppel & Rains, 2012).

Different people have access to various levels of resources (e.g., money, power,
knowledge, education). People who have access to extensive resources have been found to
first search the internet for health information. In contrast, individuals with fewer resources
have generally used offline information channels when they commence a search for health
information (Manierre, 2016). This digital divide, or difference in channel selection for health
information, has been theorised to contribute to the “knowledge gap,” where individuals who
are in privileged social and economic positions are found to benefit more from health

information than people who are not (Manierre, 2016).

Similarly, people vary in their preferences for the channels through which their
mental illness information is delivered. When surveying the mental health information
preferences of Canadians aged between 18-35 years, Cunningham et al. (2014) identified
three distinct groups: the virtual group who preferred to get their information via online
sources (28.7%), participants who preferred more conventional sources such as books or
leaflets recommended by a doctor (30.1%), and the low interest group who invested little
time in seeking out mental health information (41.2%). Leach, Christensen, Griffiths, Jorm,
and Mackinnon (2007) conducted a survey of Australian adults to explore their channel
preferences. They found that channel preferences varied: some people preferred to receive
mental illness information from health care providers and others preferred to use websites.
They concluded that it was important that mental illness information be delivered via

multiple channels to suit individuals’ various needs (Leach et al., 2007).
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2.6  Summary

The provision of mental illness information is important. In this review | have cited
four different streams of evidence to support this argument. First, absence of information
about mental illness is a barrier to service use among people who have a mental illness.
Second, health communication theory suggests delivery of health information is a necessary
component of interventions to promote the uptake of healthy behaviours. Thus, it is
reasonable to assume that the delivery of mental illness related information is a necessary
component of interventions to promote mental wellbeing. Third, between a third and half of
people in clinical samples, and one out of every twenty community members are conscious of
needing mental illness information. Fourth, many who are receiving mental health services,
and many who care for them, report they are dissatisfied with the received care because of the
poor quality of mental illness information that they received. In this review I also showed

that the impact of mental illness information may vary if it is delivered via different channels.

While a review of the literature relating to mental illness information shows the
importance of such information, there is much we do not know about its delivery. | have not
identified any national estimates of the extent of receipt and perceived helpfulness of such
information. It is important to know this, as such estimates will allow us to evaluate our
current mental health promotion efforts. We know little about who in the community is
receiving such information and who is not, and we do not know from what channels they are
receiving it. This information is critical to inform the design of better targeted mental health

promotion campaigns.
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Chapter 3: Origins of the quantitative data set used in
epidemiological analyses

Epidemiological analyses are presented in three of the Chapters (4, 6 and 7) of this
dissertation. The data analysed in each of the chapters came from the 2007 Australian
National Survey of Mental Health and Wellbeing conducted by the Australian Bureau of
Statistics (Australian Bureau of Statistics, 2008). The Australian Bureau of Statistics has
produced two large publications describing this survey (Australian Bureau of Statistics, 2008,
2009). In this chapter | am not attempting to replicate these works, rather my aim is to
provide the reader with enough information so that they may understand the quality of the

data set | have analysed.

3.1 The history of national mental health surveys

The World Health Organisation’s (WHO) global burden of disease study revealed that
mental illnesses are among the most burdensome (Murray & Lopez, 1997). One third of
disability worldwide results from mental illness (Vigo, Thornicroft, & Atun, 2016). To obtain
the information needed by mental health policy makers, the WHO Mental Health Survey
Initiative commenced (Kessler, Haro, Heeringa, Pennell, & Ustun, 2006). This initiative
supports researchers as they conduct national mental health surveys, promoting the use of a
standardised instrument, the CIDI [the Composite International Diagnostic Interview (Kessler
& Ustiin, 2004)]. These surveys have been conducted in 28 countries with more than

155,000 participants (The World Mental Health Survey Initiative, 2018, 10 May).

When a CIDI interview is complete the available data can be used to generate mental
illness diagnoses (Kessler et al., 2006). Use of the CIDI allows for the identification not only
of respondents who are aware they have a mental illness but also people who have a mental

illness but are unaware of their condition. When used with an appropriate sample, CIDI data
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can be used to estimate the prevalence of mental disorders (Slade et al., 2009). Such

information is crucial in designing effective mental health policy (Slade et al., 2009).

Extensive work was done examining the reliability and validity of early versions of the
CIDI and the instrument that it was built around, the Diagnostic Interview Schedule (DIS).
Much of this work was summarised by Wittchen (1994), who reported that test-retest and
inter-rater reliability studies all indicated that the CIDI had good to excellent kappa
coefficients for all the diagnostic sections, but that more work needed to be done to examine
the validity of the instrument. Good concordance was shown when a blind trial was
conducted comparing CIDI diagnoses for anxiety, mood and substance use disorders and
diagnoses made using the SCID [Structured Clinical Interview for the Diagnostic Statistical

Manual fourth version] (First, Spitzer, Gibbon, & Williams, 2002; Kessler et al., 2005).

3.2 The 2007 Australian National Survey of Mental Health and Wellbeing
In 2007, the second Australian National Survey of Mental Health and Wellbeing was

conducted, the first having been carried out a decade earlier (Australian Bureau of Statistics,
1998, 2008). The 2007 Australian National Survey of Mental Health and Wellbeing
incorporated the anxiety disorders, affective disorders, and substance use disorders modules
from the CIDI-3 (Kessler & Ustiin, 2004). Information was collected about the level of
impairment these illnesses caused, health service use, and demographic characteristics of the

participants.

The instrument that became the 2007 National Survey and Mental Health and
Wellbeing went through two major phases of testing prior to its use (Australian Bureau of
Statistics, 2009). During the pre-testing phase two rounds of cognitive interviewing were
conducted, one round in Sydney with 12 participants, and one in Canberra with 15

participants. Cognitive interviewing occurs within semi-structured interviews when

Chapter 3: Origions of the qualitative data set 35



respondents are asked about their interpretation of questions. Also, during this pre-testing
phase, experts were asked to evaluate the instrument. Because of this phase of testing some
questions were removed, changes were made in the sequencing of questions, some
interviewer instructions were modified, and amendments were made to the wording of some

questions.

The second phase of development was the field-testing phase. A pilot test was
conducted in Queensland during November 2006 and residents of approximately 250
dwellings in both urban and rural areas were involved. The final test of the instrument was
the dress rehearsal. The dress rehearsal was conducted in Sydney and Perth from April to

May 2007 and again involved residents from approximately 250 dwellings.

When data was collected for the 2007 Australian National Survey of Mental Health and
Wellbeing dwellings that were included were selected using a stratified multistage area
sampling (Australian Bureau of Statistics, 2009, p. 34; Jessen & Jessen, 1978); initially
17,352 private dwellings across Australia were selected for inclusion in the survey. This
sample was reduced to 14,805 because households were excluded if there was no one in the
household of the appropriate age (16-85 years), no one who could read English sufficiently or
the dwelling was vacant, under construction or derelict (Australian Bureau of Statistics,
2009). As only people living in private dwellings were included in the sample no Australians

who were homeless, in prison, hospitalised or in nursing homes were surveyed.

Initially an approach letter describing the study was mailed to inhabitants in the
selected dwellings. After gathering basic information about the residents of the dwelling,
trained interviewers sought to interview a randomly selected person from the household.
Face-to-face interviews at private dwellings were conducted from August to December 2007.

Participation was voluntary. On average, the interviews lasted 90 minutes. There were 8,841
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(4,027 males and 4814 females) respondents who completed the survey. The mean age of the

respondents was 46.4 years (SD=19 years).

The overall response rate was 60%, however, there was variation in the response rate
across the different Australian states, with Victoria and Northern territory having the lowest
rate at 55%, and Tasmania having the highest at 77% (Australian Bureau of Statistics, 2009,
p. 32). The Australian Bureau of Statistics surveyed a subset of non-responders (n=151; 40%
response rate). The non-responders survey showed that older adults and females were over-
represented in the 2007 National Survey of Mental Health and Wellbeing (Australian Bureau
of Statistics, 2009, p. 156). The Australian Bureau of Statistics also compared descriptive
data from the 2007 National Survey of Mental Health and Wellbeing with four other sources
of national data, the 2006 Census of Population and Housing, the 2004-5 National Health
Survey, the 2007 Survey of Education and Work and the monthly Labour Force Survey.
Adjustments were made when weighting the National Survey of Mental Health and
Wellbeing data to compensate for detected differences in educational attainment,

employment status and household composition (Australian Bureau of Statistics, 2009).

3.3 The two questions focused on receipt of mental illness information

While most of the questions used in the survey were taken directly from the CIDI-3
(Kessler & Ustiin, 2004), the exception was the service use module which included questions
designed specifically for the Australian context (Australian Bureau of Statistics, 2008). In
preparation for the 2007 National Survey of Mental Health and Wellbeing a team, including
the author of this dissertation, designed this module. Included in this module were two
questions focused on receipt of mental illness information. The first was: In the past 12
months have you received information about mental illness, its treatment and available

services from any of the sources on the list? If yes: Which ones? Sources listed were:
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internet, fiction book (story), non-fiction book (factual account), newspaper or magazine,
television, radio, and pamphlet. Participants who indicated they had received mental illness
information were then asked: Which of these [sources] gave information that was helpful to

you for problems with your mental health (see Appendix A)?

When we (myself and one of the my co-supervisors — Graham Meadows) initially wrote
the two questions about receipt of mental illness information we purposely used wording that
was similar to that used to inquire about the need for mental illness related information in the
Perceived Need for Care Questionnaire (Meadows, Burgess, et al., 2000; Meadows, Harvey,
et al., 2000). The Perceived Need for Care Questionnaire has good reliability and construct
validity (Meadows, Harvey, et al., 2000). Further, as it was included in the first Australian
National Survey of Mental Health and Wellbeing (Meadows, Burgess, et al., 2000) and the
Canadian National Mental Health Survey (Sareen, Cox, Afifi, Clara, & Yu, 2005) it has

demonstrated its usefulness in the context of national surveys.

No changes were made to the two questions about receipt of mental illness information
following the pre-testing and the field-testing phases of the survey development. To the best
of my knowledge these are the first questions on mental illness information receipt to be

included in a national mental health survey.

3.4 Ethical consideration in the use of data from the 2007 National Survey of Mental
Health and Wellbeing

The 2007 National Survey of Mental Health and Wellbeing was conducted by the
Australian Bureau of Statistics under the authority of the Census and Statistics Act 1905.
Legislation requires that the Australian Bureau of Statistics release no identifiable
information thus ensuring the confidentiality of participants. Specifically trained interviewers

conducted face-to-face interviews at the respondents’ residences (Australian Bureau of
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Statistics, 2009, p.17). As | was not directly involved in collecting the data for the 2007
Australian National Survey of Mental Health and Wellbeing and the data provided by the
Australian Bureau of Statistics were de-identified data, the ethics procedures and
considerations were somewhat different from those where the researcher has direct contact
with their participants. Exemption from institutional ethical approval was granted for use of
existing de-identified data by the Monash University Human Research Ethics Committee in
accordance with the National Health and Medical Research Council National Statement on
Ethical Conduct in Human Research (National Health Medical Research Council, 2007). In
the next chapter | present an analysis of data from the 2007 National Survey of Mental Health
and Wellbeing relating to the receipt and perceived helpfulness of mental illness related

information in the Australian context.
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Chapter 4: Paper 1, Receipt and perceived helpfulness of mental
iliness information: Findings from the Australian National
Survey of Mental Health and Wellbeing

The chapter was first published in the journal Health Communication. The reference for the

original publication is as follows:

Graham, A. L., Brooker, J., Hasking, P., Clarke, D., & Meadows, G. (2017). Receipt
and Perceived Helpfulness of Mental IlIness Information: Findings from the
Australian National Survey of Mental Health and Wellbeing. Health

Communication, 1-7. doi:10.1080/10410236.2017.1384355
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4.1 Abstract

The distribution of mental illness information is a crucial element of mental health promotion
initiatives. We assessed the receipt and perceived helpfulness of such information in
Australia. Data from the Australian National Survey of Mental Health and Wellbeing
indicated that, during the year prior to the survey, 33.7% of Australians received mental
iliness information; of these, 51.2% found it helpful. Among people with a mental disorder,
46.1% received information; of these, 67.4% found it helpful. Non-English speakers and the
socially disadvantaged were less likely to receive mental illness information. Older and less
educated respondents were less likely to both receive mental illness information and find it
helpful. Mental health service users were more likely to receive mental illness information
perceived as helpful than those who had not accessed such services. Better targeted
information interventions are required to ensure those most likely to benefit receive mental

illness related information.
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Worldwide, annually, 18% of people experience a common mental disorder and 29%
experience such a disorder during their lifetime; the majority of these people go without
effective treatments (Sgrensen et al., 2017; Steel et al., 2014) . Mental illness information
distribution is vital for both the prevention and treatment of mental illness (Jorm, 2012).
Information provision improves mental health literacy, promotes engagement with mental
health services (Gulliver et al., 2010; Smith & Shochet, 2011) and improves mental health
treatment outcomes (Donker et al., 2009). Further, providing psycho-education to carers of
those with severe mental illness improves the caring experience (National Collaborating

Centre for Mental Health, 2014).

Marketers wishing to influence consumer behavior have developed models, including
the consumer information processing model (CIP model), to describe the attainment and
impact of information. The CIP model depicts five components: 1. motivation, 2. attention,
3. information acquisition and evaluation, 4. decision process, and 5. consumption and
learning process (Bettman, 1979). While the CIP model has been used in health-related fields
[e.g., eating habits, cancer screening (Glanz et al., 2012; Schoenberg et al., 2013)] it has not
been used in the mental health arena. We are particularly interested in the notion that, for
people to act on information, it must be available, perceived as useful and easily understood

(component 3).

Researchers examining mass communication campaigns have repeatedly shown there is
a “knowledge gap”: Wealthy and highly educated people benefit more from information than
the less privileged (Buchthal et al., 2011), including health information (Anker, Reinhart, &
Feeley, 2011; Kelley, Su, & Britigan, 2016). Whether such a “knowledge gap” exists in
relation to mental illness information is unclear. Exploring this is important because we need

to know whether those most in need of information benefit from it.
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The Australian National Survey of Mental Health and Wellbeing (NSMHWB)
included two questions about mental illness information. Using data from these questions our

aims were to:

1. Determine the extent of mental illness information receipt by Australians, the channels

from which such information was received, and its perceived helpfulness.

2. Examine information receipt and perceived helpfulness in relation to whether or not

individuals had a mental illness.

3. Determine whether those who received helpful mental illness information differed from
those who did not in terms of socio-demographic, illness, carer and mental health service use

characteristics.

4. Examine whether personal characteristics (i.e., sex, education level and financial position)
or sickness characteristics and carer characteristics (i.e., number of mental disorders and type

of disorder) predicted who would receive such information.

5. Examine whether inclusion of the variable “mental health service use” strengthens

predictive models of who receives helpful mental illness information.

4.2 Method

Data from the most recent NSMHWB were analysed. The Australian Bureau of
Statistics (ABS) conducted this survey from August-December 2007 using a stratified
multistage probability sample. The sample comprised 4,027 males and 4,814 females, aged
16-85 years (M=46.4, SD=19.0).

4.2.1 Measures.

Among the questions on health service use were two that concerned mental illness

information. The first was: In the past 12 months have you received information about
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mental illness, its treatment and available services from any of the sources on the list? If yes:
Which ones? Sources listed were: internet, fiction book (story), non-fiction book (factual

account), newspaper or magazine, television, radio, and pamphlet. Participants who indicated
they had received mental illness information were then asked: Which of these [sources] gave

information that was helpful to you for problems with your mental health?

Anker et al. (2011) identified socio-demographic factors that differentiate between
those who do and do not seek health information. In this study we have incorporated eight of
these socio-demographic characteristics: sex (male/female), main language spoken
(English/not English), marital status (never married/widowed, divorced or
separated/married), employment status (employed/unemployed/not in the labor force),
population density (major urban - population more than 100,000/other urban — population =
1,000-99,999 /bounded locality — population = 200-999/ other), age, highest education level
(below year 8/ year 9/year 10/year 11/year 12/skilled vocation qualification/Undergraduate
degree or diploma/Postgraduate degree or diploma) and index of disadvantage (range 1-10,

the lower the score the more the disadvantage).

Two variables pertained to mental illness in the past 12 months: 1. co-morbidity of
mental health disorders and physical conditions (any mental disorder only/any physical
condition only/any mental disorder comorbid with a physical condition/no mental disorder
and no physical condition); and 2. number of mental health disorders (range 0-11). Twelve-
month diagnosis of mental illness was made using the 10th version of the International
Classification of Diseases (ICD-10) (World Health Organization, 1992). The two variables
depicting the care-giving role were: 1. whether the person was in a care giving role (yes/no);
and 2. type of condition suffered by relatives (only mental disorder/ only physical disorder/

both a mental and physical disorder/ no mental or physical disorder/ no immediate family
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member, not known). The final variable used in the analysis was mental health service use;

all participants were asked if they had accessed mental health services in the past year.

4.2.2 Analysis.

The data provided by the ABS included a series of weights. Unless otherwise stated, all
the statistics reported in this paper were calculated using the delete-a-group jackknife method
of replication with 60 replicate groups, available in STATA 9 (StataCorp, 2005). Prevalence
estimates of the Australian population in various categories were calculated. The number of
Australians with and without a mental illness who received mental health information was
compared using adjusted Wald tests; this same technique was used to compare the number of
those with and without a mental illness who perceived this information as helpful (Aims 1

and 2).

One-way ANOVA’s (for continuous variables) and chi-square test (for categorical
variables) were undertaken to examine differences between those who did and did not receive
helpful mental illness-related information (Aim 3). One variable, “population density”, was
unrelated to mental illness information receipt and helpful mental illness information receipt,

and was excluded from subsequent analyses.

Heckman probit analyses showed there was no statistically significant association
between the two questions ‘did you receive mental illness information? and ‘‘was that
information helpful?’’ (Van de Ven & Van Praag, 1981). Thus, it was appropriate to examine

data from these questions separately, using probit models.

To address Aims 4 and 5, four sets of predictor variables were used to predict mental
illness information receipt and helpful mental iliness information receipt (i.e., eight models in
all). Set 1 included illness and carer characteristics, while set 2 used socio-demographic

characteristics. Set 3 incorporated illness, carer and socio-demographic characteristics. Set 4
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included all predictors in set 3, as well as mental health service use. Initially these models
were constructed using weighted data. It was not possible to test further evaluation criteria for
the probit models using the weighted data from the NSMHWB, as such tests assume
independence among respondents. As there was very little difference in the model parameters
when using the weighted and unweighted data, the Bayesian information criteria (BIC), was
calculated using the unweighted data (Schwarz, 1978). With the BIC a smaller value is
indicative of a better fitting model (StataCorp, 2009, p. 379). A model with a BIC in the
range of 0-2 is weakly preferred, 2-6 positively preferred, 6-10 strongly preferred, and greater

than 10 is very strongly preferred (Raftery, 1995).

4.3 Results
43.1 Aiml.
Using data from the NSMHWB an estimated 33.7%, 95% CI [32.3, 35.3] of the

Australian population recalled receiving information about mental illness in the 12 months
prior to the survey. Of those who received this information, 51.2%, 95% CI [48.7, 53.7]
found it helpful. Thus, 17.3%, 95% CI [16.1, 18.4] of the Australian population both

received mental illness information and found it helpful.

Regarding sources, 20.5% of Australians, 95% CI [19.3, 21.7] received mental
information from television and 5.1%, 95% CI [4.4, 5.7] of Australians found it helpful. The
corresponding figures for other sources were: 15.6%, 95% CI [14.5, 16.6] from pamphlets,
5.2%, 95% CI [4.5, 5.8] found it helpful; 13.7%, 95% CI [12.4, 15.0] from newspapers or
magazines, 3.2%, 95% CI [2.7, 3.8] found it helpful; 9.4%, 95% CI [8.4, 10.4] from radio,
1.8%, 95% CI [1.4, 2.1] found it helpful; 8.4%, 95% CI [7.4, 9.4] from the internet, 4.2%,
95% ClI [3.4, 4.9] found it helpful; 4.4% 95% CI [3.8, 4.9] from non-fiction book, 1.8%

95% CI[1.4, 2.2] found it helpful; 1.8%, 95% CI [1.3, 2.2] from fiction books, 0.6%, 95%
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CI1[0.3,0.9] found it helpful. Thus, 25% of those who received mental illness related
information from television found it helpful. The corresponding figures for the other channels
were 33% pamphlets, 23% newspapers or magazines, 19% radio, 49% internet, 42% non-

fiction books and 34% fiction books.

432 Aim?2.
Of those who met criteria for an ICD-10 mental disorder, 46.1%, 95% CI [42.6, 49.6]

received mental illness information; of these 67% found it helpful. Compared to those
without mental illness, those with a mental disorder were significantly more likely to receive
(F(1,59)=67.7, p<.000) and find mental illness information helpful (F(1,59)=104.8, p<.000).
Of those who had a mental illness and accessed mental health services, 86% found the mental
illness information they received helpful. In contrast, 49% of those with a mental illness who

did not access mental health services perceived the information they received to be helpful.

433 Aim3.
4.3.3.1 Bi-variate analysis.

Twelve of the thirteen predictive variables were significantly related to receipt of
mental illness information (Table 4.1). Analysis of the socio-demographic variables revealed
that those who received mental illness information were more likely to be younger, more
educated, less social disadvantaged, female, reside in households with higher incomes, speak
English as their main language, have never married and be employed. Analysis of the illness-
related characteristics showed that those who received mental illness information were likely
to have a higher number of mental health disorders and have both a mental disorder and a
physical condition. Furthermore, they were more likely to be in a care-giving role and to be
caring for someone with mental and physical disorders. Finally, those who received mental

illness information were more likely to have accessed mental health services
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Table 4.1

Bi-variate Analyses

In the past 12 months have you received information about mental iliness, its treatment & available

services?
ANOVA (N=8841)
No Yes
(N=5818) (N=3023)

T'3(95% CIP) T(95% CI) F value Probe
Age 45.6 (45.3-45.9) 41.7 (41.1-42.3) 78.9 <.000
Index of disadvantage 5.7 (5.5-5.8) 6.1 (5.9-6.3) 14.6 <.000
Number of ICD? mental health .28 (.25-.31) .55 (.5-.6) 70.6 <.000
disorders
Chi-squared

X2 € Prob  Group most likely to receive information listed first Proportion
receiving
information

Sex 62.2 <.000 Females (n=4814) 377

Males (n=4027) .289
Main language spoken at 42.8 <.000 English (n=8234) .348
home Not English (n=607) .230
Marital status 39.1 <.000 Never married (n=2894) .383

Married (n=4002) .318

Widowed/Divorced/Separated (n=1945) .310
Employment status 64.9 <.000 Employed (n=5499) .367

Unemployed (n=216) .329

Not in labor force (n=3126) .279
Co-morbidity of ICD 207.1 <.000 Any mental disorder & physical condition (n=1049) .482
disorder classes & Any mental disorder only (n=719) 431
physical conditions* Any physical condition only (n=3554) .320

No mental or physical condition (n=3519) .295
Population density of 16.7 .056 Major urban (n=5683) .333
section of the state Other urban (n=2054) 371

Bounded locality (n=1104) .301
Highest education level 191.3 <.000 Below Year 8 (n=623) .196

Year 9 (n=510) .252

Year 10 (n=1148) .267

Year 11 (n=520) .336

Year 12 (n=1116) .327

Skilled vocation qualification (n=1987) .324

Undergraduate degree or diploma (n=1107) .397

Postgraduate degree or diploma (n=1830) 442
Type of condition 267.0 <.000 Relative with mental & physical disorder (n=2344) 441
suffered by relative Relative with only mental disorder .438

(n=1090)

Relative with only physical disorder .282

(n=2533)

No immediate family members/not known/refusal .280

(n=96) .262

No relative with a mental or physical disorder (n=2778)
Care giving role 158.4 <.000 Yes (n=1897) 457

No (n=6944) .304
Accessed mental health  333.8 <.000 Yes (n=1128) .580
services in the last 12 No (n=7713) .310

months



Was the information helpful?

ANOVA (The sample were those who received mental illness related information, n=3032)

No Yes
(N=7288) (N=1553)
T(95% Cl) T (95% Cl) F value Prob
Age 42.1(41.2-42.9) 41.3(40.5-42.2) 14 0.240
Index of disadvantage 6.7 (5.9-6.5) 5.9(5.7-6.1) 491 0.030
Number of ICD mental health disorders :32(.26-.39) 78(.67-.88) 44.7 <.000
Chi-squared
Proportion
receiving
Group most likely to receive helpful information listed helpful
X2 Prob first information
Sex 44.4 0.002 Females (n=1785) .543
Males (n=1247) 471
Main language spoken at 7.3 0.378  English (n=2880) .508
home? Not English (n=152) .569
Marital status 15.1 0.311  Never married (n=2894) 537
Married (n=1309) 492
Widowed/Divorced/Separated (n=585) 511
Employment status 28.2 0.087 Employed (n=2116) 464
Unemployed (n=80) .606
Not in labor force (n=836) .584
Co-morbidity of ICD 406.0 <.000 Any mental disorder only (n=337) .676
disorder classes & Any mental disorder & physical condition (n=530) .654
physical conditions* Any physical condition only (n=1081) 469
No mental or physical condition (n=1084) 440
Population density of 14.6 275 Major urban (n=1925) 521
sections of the state Other urban (n=757) 475
Bounded locality (n=350) .530
Highest education level 37.3 457 Below Year 8 (n=120) .400
Year 9 (n=127) .613
Year 10 (n=303) .526
Year 11 (n=181) 541
Year 12 (n=380) .498
Skilled vocation qualification (n=647) 492
Undergraduate degree or diploma (n=444) 522
Postgraduate degree or diploma (n=830) 515
Type of condition 45.9 .105 Relative with mental & physical condition (n=1068) 537
suffered by relative Relative with only mental disorder (n=453) .549
Relative with only physical disorder (n=751) 481
No immediate family members/ not known/refusal .259
(n=24) 487
No relative with a mental or physical disorder (n=763)
Care giving role 53.6 .006 Yes (n=844) 571
No (n=2188) .486
Accessed mental health  702.4  <.000 Yes (n=668) 463
services in the last 12 No (n=2364) .133

months

a:.'= mean, b: 95% Cl= 95% confidence interval c: prob=probability d: ICD=International
Classificaiton of Diseases Version 10 e: x? =chi-squared



Six of the predictive variables were significantly related to receipt of helpful mental
illness information (Table 4.1). Those who were more likely to have received helpful mental
illness information were more likely to: be disadvantaged, have a higher number of mental
ilinesses, be female, either have a mental disorder only or a mental and a physical condition,

be in a care giving role and have accessed mental health service.

4.3.3.2 Multivariate analyses.

All eight probit models explained significantly more variation than the null model. The
two models incorporating all the predictive variables (set 4) were the best fitting models (see
Table 4.2). Receiving mental health information was related to 9 of the 12 predictors: co-
morbidity of mental and physical illness, care giving role, sex, employment status,
educational attainment, age, disadvantage, main language spoken, and any mental health
service use (see Table 4.3). Seven of 12 predictor variables were related to receiving helpful
mental illness related information; these were number of mental disorders, co-morbidity of
mental and physical illness, care giving role, sex, educational attainment, age and any mental

health service use (see Table 4.3).
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Table 4.2

Probit regression models of 1. Receipt of mental illness information and 2. Perceived
helpfulness of mental illness information

Probit Analyses

Predictive variables F value Prob. BIC®
of F
Set 1: lliness & carer Received MIP information 43.77 <.000 11131.6
characteristics i i i
Found received Ml information 50.76 <.000 7924.5
helpful
Set 2: Socio-demographic Received Ml information 37.46 <.000 11006.9
characteristics Found received Ml information 26.29 <.000 8048.0
helpful
Set 3: Set 1 and 2 combined Received Ml information 47.65 <.000 10799.7
Sociodemographic charact'er'lstlcs Found received Ml information 38.32 <.000 77877
+ lliness & carer characteristics helpful
Set 4: Set 3 plus mental health Received Ml information 47.0 <.000 10659
service use
S(?aodemographlc charact.er.lstlcs Found received Ml information 619 <000 2495.4
+illness & carer characteristics + helpful
service use
Notes: a=BIC (Bayesian information criteria), these results should also be interpreted with
caution as they were calculated with unweighted data, b=MI (mental illness).
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Table 4.3

Models of mental health information receipt constructed utilising probit regression using data from the National Survey of Mental Health and Wellbeing.

Predictive variables lliness Carer Socio-demographic characteristics Mental
characteristics Characteristics health
service use
T . E £
D 2 ) 3 ©
s 22 ¢ : £ 3 5§ =4
2o 29 8 £ a g 55 g 2. £
Es Ss4 5 3 s > == 58 3T So
5% E5% g o x5 = S, 8% =¥ &%
2£¢ S8EE 2 8§ & . 5 ig 2 28 2% &3
Set 1: Received Coefa 132 c -.045 -.329 ¢
lliness & carer MH infod (.020) i (.019) (.044)
characteristics Probb <.000 - .020 <.000
Found Coef .184 -.057 -.307
helpfule (.023) (.023) i (.048)
Prob <.000 .016 - <.000
Set 2: Received Coef .250 .080 -.005 -.399
Socio-demographic ~ MH info (.043) i i (.008)  (.001) i (.095)
Characteristics Prob <.000 - - <.000 .001 - <.000
Found Coef 273 .068 -.004 -.244
helpful (.035) i i (.009)  (.001) i (.097)
Prob <.000 - - <.000 .004 - .015
Set 3: Socio- Received Coef .105 -.063 -.338 .199 .080 .005 .016 -.327
demographic, illness ~ MH info (.021)  (.022) i (.044)  (.046) i i (.008) (.001) (.007) (.096)
& carer Prob <.000 .006 - <.000 <.000 - - <.000 .001 .047 .001
characteristics Found Coef .162 -.078 -.306 221 .068 .004
helpful (.025)  (.023) i (.050)  (.037) i i (.009)  (.001) i i
Prob <.000 .001 - <.000 <.000 - - <.000 .009 - -
Set 4: Received Coef -.056 -.310 176 -.061 .077 -.005 .017 -.316 -.146
Sociodemographic, MH info ) (.022) i (.042) (.045) i (.025) (.008) (.001) (.008) (.094) (.017)
illness & carer Prob - .015 - <.000 <.000 - .019 <.000 <.000 .040 .001 <.000
characteristics and Found Coef .056 -.062 -.264 .188 .063 -.004 -.208
service use helpful (.025)  (.023) i (.048) (.035) i i (.009) (.001) i i (.018)
Prob .031 011 - <.000 <.000 - - <.000 .006 - - <.000

Notes: Numbers in brackets are standard errors. a: Coef=coefficient, b: Prob= Probability, c: note only significant results are reported in the table, d: Received MH info, summarises the
following question “In the past 12 months have you received information about mental illness, its treatment & available services?”, e: Found helpful, summarises the following question “Was
the information helpful?”, f: Shaded cells indicate variables that were not included in the particular model, g: These variables are dichotomous and were coded in the following way (Care
giving role 1=yes, 2=no; Sex 1=male, 2=female; Any mental health service use 1=yes, 2=no



434 Aim4.

Comparison of the BIC of the probit models constructed using set 1 (illness and carer
characteristics) and set 2 (socio-demographic characteristics) revealed that the strongest
model of mental illness information receipt used the socio-demographic variables as
predictors [see Table 4.2: ABIC = 124.7; Raftery, 1995]. In contrast, the strongest model
depicting the perceived helpfulness of information used illness and carer characteristics as

predictors [see Table 4.2: ABIC = 123.5].

435 AIm5.

The only difference between the analysis conducted using set 3 of the predictor
variables and that using set 4 was that in set 4 the variable any mental health service use was
included. Thus, the changes observed in the BIC values indicate how the fit of the model
improves with the addition of this single dichotomous variable [see Table 4.2: received
mental health information ABIC =1407; found the received mental illness information helpful
ABIC=292], thus the models that included the mental health service use variable were the

strongly preferred models.

4.4 Discussion

The CIP model suggests that to understand the impact of information, it is necessary to
know not only whether information has been received but also whether it has been perceived
as helpful. Other researchers have used national data sources to explore who received mental
illness information and from what channels (Reavley, Cvetkovski, & Jorm, 2011).
Nonetheless, they have not linked this exploration to an investigation of whether information
was perceived as helpful. Addressing this gap, our exploration shows that among Australians

with a mental illness, approximately two thirds who received such information found it
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helpful. Among the rest of the population, just under half who received mental health

information found it helpful.

Even in a wealthy country such as Australia, there were many in the general population
(65%) and many people with mental illness (56%) who had not received mental illness
information in the past year. Those who were male, older and less educated were less likely
to both receive and find mental illness-related information helpful. Further, those who did not
speak English as their main language and who were socially disadvantaged (i.e., unemployed
and financially disadvantaged) were less likely to receive mental illness information. In
contrast, respondents who accessed mental health services, had mental illness themselves or
were carers were more likely to have received mental illness information and found it helpful.
Unsurprisingly, a greater proportion of those who had a mental illness reported they had
received mental illness information than those who did not. However, the finding that less
than half (46%) of those with a mental illness received mental illness information is cause for
concern. Future research needs to address the question of why most people with mental

illness are not receiving mental illness related information.

The CIP model suggests that information acquisition occurs when people search for
information or are confronted by it. It is probable that mental illness information was more
helpful to those who sought it because they felt they needed it. This may explain why, in this
study, the proportion who found the information they received helpful was higher within the
active channels (i.e., internet, non-fiction books). In 2007, Australians were less likely to
obtain mental illness information from the internet than television, pamphlet,
newspaper/magazine, or the radio, however the emergence of e-communication over the last

decade has likely influenced access to mental illness information.
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The finding that respondents who accessed mental health services were more likely to
receive helpful mental illness information than those who did not, may be indicative of the
skills of mental health workers in filtering and delivering mental illness customised
information. The preparation of targeted messages (message tailoring) has been found to be
an effective strategy in health communication (Lustria et al., 2013). It seems reasonable to
conjecture that those who seek out mental health services are more likely to receive messages
from mental health professionals or be directed to channels specifically targeted to their

needs.

4.4.1 Limitations.

The NSMHWB is the only nationally representative dataset which contains information
about receipt and perceived helpfulness of mental iliness information. Nonetheless, the
limitations of the survey need to be considered. First, since 2007 there have been a number of
changes in Australia likely to have impacted access to mental illness information, including
information dissemination using mobile technology. Second, participants in the NSMHWB
faced a cognitively challenging task, as many of the questions required recall of experiences
during a twelve-month time frame. Third, while respondents were subject to an extensive
interview, they were not asked whether they had a previous mental illness diagnosis. Prior
diagnosis would probably have impacted on whether an individual sought and received

mental illness information.

4.4.2 Conclusions.

The results presented here are the first nationally representative Australian estimates of
mental illness information receipt and perceived helpfulness and suggest it would be

appropriate to refine the distribution of mental illness information to ensure those most in
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need receive helpful information. These findings can be used as benchmarks by which to

evaluate future efforts to distribute mental illness information.
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Chapter 5: Shifting the focus from all Australians with mental
iliness to respondents with depression

In Chapter 4, | reported that Australians with mental illness were significantly more
likely to receive mental illness information and find the received information helpful than
Australians without a mental illness. However, further analysis revealed variation in the
extent of receipt among respondents with different classes of mental illnesses, and different
patterns of co-morbidity (see Figure 5.1). My analysis is consistent with results reported by
Reavley et al. (2011) who found that Australians with anxiety or affective disorders were
more likely than other Australians to receive mental illness information, while people with
substance use disorders were less likely to receive such information. The extent of receipt of
mental illness information varies according to the type of mental illness. Thus, it is probable
that there are different factors, mechanisms, and processes that impact the receipt of mental
iliness information for people with different mental illnesses. Therefore, it was appropriate to
narrow the scope of the thesis to examine issues to do with receipt of mental illness

information for a single mental illness.

In the subsequent analyses, presented in Chapters 6, 7 and 9, | chose to focus on the
receipt of mental illness among people with depression for two reasons. First, estimates
suggest that 4.1% of the Australian population are likely to experience a depressive episode
during a 12-month period (Slade et al., 2009), thus it is a common illness. Pragmatically, it
makes sense to focus on common disorders as there is more extensive data relating to them in
the 2007 National Survey of Mental Health and Wellbeing, minimising issues of statistical
power when analyses are conducted. Second, depression is the most recognised mental
illness among Australians (Reavley & Jorm, 2012). Recognition of depression by Australians
has increased; in 1995, 39% of Australians correctly identified depression when presented

with a short-written scenario while, in 2011, the rate was 74% (Reavley & Jorm, 2012).
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Figure 5.1 Percentage of Australians with various types of mental disorders who received mental illness information.
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This increase in the recognition of depression in the Australian community has occurred in
part because of the extensive mental health promotion efforts of organisations such as
beyondblue (Dunt, Robinson, Selvarajah, & Pirkis, 2010). Beyondblue is an Australian
initiative designed to raise awareness and motivate action aimed at depression prevention
(Dunt et al., 2010). In the next chapter | will examine the extent of receipt of mental illness
information by Australians with depression and characterise people with depression who

were less likely to have received such information.
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Chapter 6: Paper 2, How people with depression receive and
perceive mental illness information: Findings from the
Australian National Survey of Mental Health and Wellbeing

The chapter was first published in the Community Mental Health Journal. The reference for

the original publication is as follows:

Graham, A. L., Hasking, P., Clarke, D., & Meadows, G. (2015). How people with
depression receive and perceive mental illness information: findings from the
Australian National Survey of Mental Health and Wellbeing. Community

Mental Health Journal, 51(8), 994-1001.doi:10.1007/s10597-015-9900-6
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6.1 Abstract

Despite the recognised importance of accurate mental illness information in help-seeking and
improving recovery, little is known about the dissemination of such information to people
with depression. With a view to informing effective communication to those most in need, we
explored the extent to which mental illness information is received by people with
depression, its perceived helpfulness and we characterise those who do not receive such
information. Using data from the Australian National Survey of Mental Health and Wellbeing
we observed that mental illness information was received by 54.7% of those with depression.
Most (76.7%) found it helpful. Pamphlets were the most frequently cited source of
information. People who did not receive information were less educated, unlikely to have
accessed mental health services and unlikely to believe they had mental health needs.
Targeted information campaigns which shape perceptions of need in relation to depression

have the potential to reduce the resultant disease burden.
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The timely provision of mental illness information can increase help-seeking and
improve prognosis for people with a mental illness (Jorm, 2012). Among those receiving
mental health care, receipt of mental illness information is associated with improved self-
management, adherence to treatment, shared decision making and consumer empowerment
(Griffiths & Crisp, 2013). As one of the leading global burdens of disease (Murray & Lopex,
1996), depression is a clear target for accurate and helpful mental illness information
provision. Hence, it is vital to ensure that people with depression are receiving quality mental

illness information.

We currently know little about the dissemination of mental illness information to
people with depression. It is probable that, despite efforts to deliver mental illness
information, not all with depression would have received it. Reviews of mass communication
campaigns show that there is often a “knowledge gap”. Socio-economic status, education,
gender (Buchthal et al., 2011), age (Lee, 2009) and strength of social networks (Gaziano,
1997) have been linked with non-receipt of information. While increasing interest has been
paid to mental illness information delivered via new media such as the internet or smart
phones (Leach et al., 2007), little work has explored whether the channel of communication
influences the impact of information relating to depression. Identifying the most readily
accessed and helpful communication channels and characterising those who are
disadvantaged by the knowledge gap will inform those designing education campaigns and

thereby help to maximise the campaigns’ impact.

The most recent Australian National Survey of Mental Health and Wellbeing provided
a chance to explore such questions with a nationally representative sample. Our aims were to

determine, among those who have had an episode of depression, (a) the extent of receipt of
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mental illness information, (b) the sources of such information and, (c) its perceived

helpfulness. Further, we sought to contrast the characteristics of receivers and non-receivers.

6.2 Method
6.2.1 National Survey of Mental Health and Wellbeing (NSHMWB).

Data from the 2007 NSMHWB was used in this cross-sectional study. The survey has
been described elsewhere (Slade et al., 2009). Briefly, the Australian Bureau of Statistics
(ABS) conducted this survey from August-December 2007 using a stratified multistage
probability sample which contained 8,841 people (4,027 males and 4,814 females) aged 16-
85 years (M=46.4, SD=19.0). Respondents lived in private dwellings. Trained interviewers
administered the survey, which took an average 90 minutes. Included in the interview were
the anxiety, affective and substance use disorder modules from the Composite International
Diagnostic Interview, Version 3.0 (CIDI-3) (Kessler & Ustiin, 2004). The response rate to the
NSMHWB was 60%. Adjustments were made when weighting the data to compensate for
detected differences in age, gender, educational attainment, employment status and household
composition between the NSMHWB sample and the Australian population (Australian
Bureau of Statistics, 2009). Exemption from institutional ethical approval was granted for
use of existing de-identified data by the Monash University Human Research Ethics
Committee in accordance with the National Health and Medical Research Council National

Statement on Ethical Conduct in Human Research (2007).

6.2.2 Measures.

The depression module of the CIDI-3 (Kessler & Ustiin, 2004) was used to identify
respondents who had a depressive episode in the year prior to the survey. This module has
good inter-rater reliability [Kappa .95; (Wittchen et al., 1991)] and validity [Kappa .84;
(Janca, Robins, Bucholz, Early, & Shayka, 1992)]. The International Classification of

Diseases (ICD-10) definition of depression was used rather than Diagnostic and Statistics
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Manual (DSM-1V) to facilitate comparison with international epidemiological work. Non-
hierarchical ICD-10 criteria were also used. To receive an ICD-10 diagnosis of depression at
least one of three key symptoms needed to be present most days during a two-week period:
(a) persistent sadness or low mood, (b) loss of interest or pleasure, (c) fatigue or low energy

(National Centre for Clinical Excellence, 2004).

Two outcomes were of interest in this study: receipt of mental illness information and
the perceived helpfulness of this information. Two authors (AG, GM) designed questions to
examine these outcomes specifically for the NSMHWB. The first was: In the past 12 months,
have you received information about mental illness, its treatment and available services from
any of the sources on the list? If yes: Which ones? The sources listed were internet, fiction
book (story), non-fiction book (factual account), newspaper or magazine, television, radio,
and pamphlet/leaflet/brochure. Participants who indicated that they had received mental
illness information were then asked: Which of these gave information that was helpful to you
for problems with your mental health? These questions have not been used previously. The
NSMHWB involved a development process that included cognitive testing, pilot testing and
dress rehearsal phases (Slade et al., 2009). While no problems with these questions were
identified during any of these phases, there was no data available from the developmental
phase to indicate how the language used in these questions was received or understood.
Further, while those examining the impact of on-line mental illness information have asked
their participants whether the information they received from the websites was helpful, there
has been no published qualitative work examining how such participants understood either

the term information or helpfulness (Leach et al., 2007; Oh, Jorm, & Wright, 2009).

To establish the characteristics of people who received both mental illness information

and who found it helpful five sets of variables that were either salient predictors of
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information receipt or markers of mental health need were used. These were: (a) socio-
economic status (education level, employment status, gross weekly household income [range
0-10]), (b) demographics (age [range 16-85], gender), (c) social networks (registered marital
status, frequency of contact with family members, frequency of contact with friends), (d)
objective need (severity of depression, co-morbidity of mental and physical conditions, co-
morbidity among mental health disorder classes), number of mental health conditions (range
1-12), days out of role due to a mental health condition (range 0-365) and (e) perceived need
(receipt of mental health services, self-reported psychological distress on Kessler
psychological distress scale (range 10-48) [K-10; (Kessler et al., 2002)], perceived need for

mental health services).

The Perceived Need for Care Questionnaire (PNCQ) asked respondents if they
perceived themselves as having a need for mental health related medication, counselling,
social interventions, information or skills training. If respondents identified a need they were
asked to indicate the extent to which their needs had been met [i.e., fully met, partially met or
unmet (Meadows & Bobevski, 2011)]. Psychological distress was measured using The
Kessler Psychological Distress Scale (K-10) which includes 10 questions about emotional

states (Kessler et al., 2003).

6.2.3 Analysis.

All the analyses reported were conducted using the delete-a-group jackknife method of
replication with 60 replicate groups, available in STATA 11 (StataCorp, 2005). This method
allowed us to make population estimates rather than simply explore the prevalence among
those sampled. When using this method the degrees of freedom in a particular analysis are
dependent on the number of replications rather than the number of subjects. Whenever a

percentage is reported it is a weighted percentage and thus is accompanied by a 95%
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confidence interval. In contrast, whenever the number of participants is reported it is the
unweighted number (i.e., the actual number of respondents from which observations derived).
A series of binary comparisons were made comparing those who had depression with those
who did not. To facilitate comparison adjusted Wald tests and therefore F statistics are
reported for all these comparisons, whether the dependent variable was categorical or
continuous. Prevalence estimates and associated confidence intervals were calculated for
people who did and did not receive mental illness information and then for people who
received helpful mental illness information from various channels. Binary logistic regressions
were used to determine relationships between the predictors and outcome variables; if these
relationships were significant (p< .05) this variable was included in subsequent multivariate

modelling.

By definition, only people who receive mental illness information can receive helpful
mental illness information. Specifically, the question “did you receive mental illness
information?” is a selection question for the second question “was that information helpful?”
To test the independence of the two outcome variables a Heckman probit analysis was
conducted (Heckman, 1979). No selection bias was observed thus it was appropriate to
construct two separate logistic regression models examining the nature of people who
received mental illness information and the nature of people who received helpful mental
illness information. It was not possible to calculate a pseudo R? using weighted data as the
test assumes independence among respondents. As there was very little difference in the
parameters of the models when using the weighted and unweighted data, McFaddan’s pseudo
R?, Cox and Snell pseudo R? and McKelvey and Zavonia R? were all calculated using the

unweighted data. These results should be interpreted cautiously given the bias in the
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unweighted data. This was done to provide an estimate of how much of the variance in the

outcome variable the model described.

6.3 Results
6.3.1 Sample characteristics.

Among those sampled were 451 Australians (300 females and 151 males) who had a
depressive episode in the 12 months before the survey (12-month prevalence was 5.0%, 95%
Cl[4.4,5.6]). It is notable that 64.4% (95% CI [57.7, 71.1]) of those who had a depressive
episode also had a physical health condition. Just over half 50.6% (95% CI [43.8, 57.4]) also

had an anxiety disorder and 5.3% (95% CI [2.0, 8.7]) had a substance use disorder.

Australians with depression (n=451) were different in a number of ways from people
without depression (n=8,390). They were more likely to be female (62% vs. 50%,
F(1,59)=10.9, p=.001, OR 1.6), unemployed (43% vs. 34%, F(1,59)=10.1, p=.002, OR 1.4),
and not married (65% vs. 46%, F(1,59)=18.0, p<.001, OR .46). They were less likely to
regularly see their friends (daily contact 32% vs. 43%; weekly contact, 37% vs. 43% OR 1.2;
monthly contact or less, 30%, vs. 14% OR 2.9, F(2,58)=13.6, p <.001) or family (daily
contact 54% vs. 65%; weekly contact 28% vs. 26% OR 1.3; monthly contact or less 18% vs.
9% OR 2.4, F(2,58)=5.0, p=.009). They were also likely to have lower socio-economic status
(M=4.7, 95% CI [4.3, 5.0] vs. M=5.5, 95% CI [5.4, 5.6], F(1,59)=19.4, p<.001), be younger
(M=41.0, 95% CI [39.2, 42.6], vs. M=44.5, 95% CI [44.4, 44.6], F(1,59)=14.2, p<.001) and
to have greater levels of psychological distress (M=23.5, 95% CI [22.4, 24.6] vs. M=14.0,

95% CI [13.9, 14.1], F(1,59)=325.9, p<.001).

6.3.2 Receipt of mental illness information among Australians with depression.

Two hundred and sixty-one of those who had depression in twelve months prior to the

interview indicated that they had received mental illness information, using this figure as a
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basis, it is estimated that 54.7% (95% CI [48.7, 60.6]) of the Australian population with
depression recalled receiving mental illness information in the 12 months before the survey.
One hundred and ninety-seven of those who received this information, 76.7% (95% CI [68.2,
85.2]) found it helpful (this equates to 41.9% (95% CI [34.9, 49.0]) of the Australian
population with depression). Just under a third (32.5% (95% CI [26.6, 38.5]) of those with
depression received mental illness information from pamphlets, 30.2% (95% CI [24.9, 35.4])
from television, 24.0% (95% CI [17.9, 30.2]) from the internet, 22.9% (95% CI [16.6, 29.2])
from newspapers or magazines, 14.9% (95% CI [10.3,19.5]) from the radio, 13.8% (95% ClI
[9.3, 18.4]) from non-fiction books and 4.8% (95% CI [1.4, 8.1]) from fictional books. Just
over seventy percent (70.6%, 95% CI [56.0, 81.9]) of those who received such information
from the internet found it helpful. The corresponding figures for the other channels were,
67.0% (95% CI [50.5, 80.2]) non-fiction book, 62.3% (95% CI [17.6, 92.7]) fiction book,
43.5% (95% CI [31.8, 56.0]) pamphlet, 34.9% (95% CI [18.6, 55.6]) radio, 34.5% (95% Cl

[20.2, 52.3]) newspaper and 32.3% (95% CI [20.7, 46.7]) television.

6.3.3 Who does not receive mental illness information?

Binary analyses revealed three predictor variables (education level, perceived need for
mental health services and receipt of mental health services) were significantly related to both
receipt of mental illness information and receipt of helpful mental illness information. People
with a higher level of education were more likely to receive mental iliness information
(F(1,59)=6.7, p=.012, OR=2.0) and to perceive this as helpful (F(1,59)=30, p< .000,
OR=2.5). Those whose perceived need was partially or completely met were also more likely
than those whose needs were not met to both receive both mental illness information
(F(2,58)=7.4, p=.001, partially meet needs OR= 2.9 fully meet=4.9) and find it helpful
(F(2,58)=13.3, p<.000 partially meet needs OR= 2.8 fully meet=5.4). Those who attended

mental health services were also significantly more like the received both mental illness
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information (F(1,59)=16.2, p< .000, OR=3.2) and to find it helpful (F(1,59)=23.9, p< .000,
OR=4.5). To eliminate problems with multi-collinearity the decision was made to exclude
perceived need for mental health services from the multivariate analyses as it was highly
correlated with use of mental health services and also had a high variance inflation factor

(Institute for digital research and education, 2013).

Two logistic regression models were constructed. In the first receipt of mental illness
information was the outcome of interest (n=451, F(2,58)=11.65, p=.0001) and in the second
it was receipt of helpful mental illness information (n=261, F(2,58)=19.8 p< .0000). Both
models provided a better fit of the data than a null model, as was shown by the Hosmer-
Leneshow goodness of fit tests (model 1: F(9,51)=.01 p=.99; model 2, F(9,51)=0.03 p=.99).
Those who used mental health services were more likely to receive both mental illness
information (OR=3.4, 95% CI [1.9, 6.3], p<.000) and helpful mental illness information
(OR=5.5, 95% CI [2.9, 10.0], p<.000). Those who had higher education levels were also
more likely to receive mental illness information (OR=2.2, 95% CI [1.3, 3.8], p=.004) and to
find such information helpful (OR=3.2, 95% CI [1.7, 5.8], p<.000). The included variables
explained between 8.9% and 14.9% of the variance in receipt of mental illness information
(Psuedo Rz, calculated with the unweighted sample Mc Faddans=.0893, Cox & Snell=.114,
McKelvey & Zavoina=.149) and between 12.1% and 20.3% of the variance in receipt of
helpful mental illness information (Psuedo R?, calculated with the unweighted sample

McFadden’s=.121, Cox & Snell=.152, McKelvey & Zavoina=.203).

6.4 Discussion

This study is the first to explore the dissemination and perceived helpfulness of mental

illness information among people with depression using a nationally representative sample.
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Just over half (54.7%) of those with depression recalled receiving such information and

76.7% of receivers found it helpful.

6.4.1 Unmet need for mental illness information.

Forty-five percent of Australians with depression did not recall receiving mental illness
information in the twelve months before the survey. This is in keeping with other research
which shows that there is substantial proportion of the clinical population who are not
receiving mental illness information. Australian researchers found that approximately 40% of
those who had consulted a general practitioner, psychologist or psychiatrist about a mental
health issue reported an unmet or only partially met need for information about their
condition (Meadows & Bobevski, 2011). In another study, Dutch researchers, focusing on
people with depression or anxiety disorders who were attending primary care, found one-
third of the participants reported an unmet or only partially met need for information (Prins,
Verhaak, Bensing, & van der Meer, 2008). In an Australian community sample, Griffiths and
Crisp (2013) found half to three quarters of participants cited a need for more information.
Taken together with our results, this shows that there is significant unmet demand for mental
illness information. Meeting this demand could help to mitigate some of the negative effects

of depression.

In Australia over the last two decades extensive efforts have been made to deliver
mental illness information. For instance, Beyondblue has been established it is a national,
independent, not-for-profit organisation working to address issues associated with depression,
anxiety and other mental illnesses. The evaluators of beyondblue have suggested that mental
health literacy and awareness of depression have increased since beyondblue’s inception in
2000 (Dunt et al., 2010). Mental health first aid training was introduced in Australia in 2001.

The aim of this program is to train participants to provide support to someone with mental
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health problems. It is estimated that 1% of the Australian population has completed this
course (Rosenberg, 2011). As many mental health issues emerge when people are aged 15-25
years, this age group has been the focus of mental health initiatives in Australia (Rickwood,
2011). Those that include information provision as an important component are the online
services such as “ReachOut”, “headroom” and “MoodGYM”. Mindmatters, has been widely
used to promote mental health in secondary schools. The reach of mindmatters has been
considerable with 80% of Australian secondary school staff having attended mindmatters
training and 65% of Australian secondary schools using mindmatters resources in their

curriculum (Mindmatters, 2012, September 24).

We could not identify any other studies which measured the distribution of mental
illness information among people who had a depressive episode. In the mid 2000’s in
Australia 6.4% of the health budget was spent on specialist mental health services (excluding
alcohol and drug services), comparable to other high income countries: Britain 10%,
Netherlands 7%, USA 6% (World Health Organization, 2005) and Canada 4.8% (Jacobs et
al., 2008). One would expect the rate of receipt of mental illness information to be lower in
countries where less was being spent on the treatment and prevention of mental illness.
Internationally therefore, it is probable that large segments of the community who have had a

depressive episode have not received mental illness information.

6.4.2 Channel.

Approximately one third of people with depression received mental illness information
from pamphlets. As 62.5% of those with depression accessed mental health services, it is
probable that many of those with depression are receiving pamphlets via these health
services. Other studies have also indicated the importance of pamphlets as a vehicle for

health information. In an American study that focused on the effect of information provision
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on intravenous drug use just over half the sample obtained their health information from
pamphlets (Dunleavy, Crandall, & Metsch, 2005). The current study shows that fewer than
half the participants who received information via pamphlets found the information helpful.
Given the frequency with which pamphlets are currently used in mental health services it is
essential to ensure they are designed to maximise their impact. Studies evaluating health
pamphlets have generally used text analysis techniques (Humfress & Schmidt, 1999; Pothier,
Day, Harris, & Pothier, 2008) or consumer consultation (Sawamura, Ito, Koyama, Tajima, &
Higuchi, 2010; Thompson, Goldszmidt, Schwartz, & Bashook, 2010); these studies suggest
that a focus on both the language and the layout of pamphlets can substantially improve their

functionality.

Interestingly, 70% of people who received mental illness information from the internet
found the information helpful. One attribute of the internet that allows users to find helpful
information is its “search-ability”’; a person can keep searching until something helpful is
found. Despite the internet’s utility fewer people received mental illness information from the
internet (24%), than received it from pamphlets (32%) or television (30%), however, these
figures may change over time as use of the internet is likely to continue to increase. Other
evidence also suggests the internet is an effective channel to deliver mental illness
information (Christensen, Griffiths, & Jorm, 2004; Leach et al., 2007): this may be especially
true for young males who tend to be hard to reach with other services (Reavley et al., 2011).
Given, the considerable variation in the quality of online information about depression
(Ferreira-Lay & Miller, 2008; Reavley & Jorm, 2011; Reavley et al., 2012), clinicians
recommending the internet as a source of mental illness information should recommend
particular sites proven to contain accurate and useful information. Both the depression web-

site content checklist (Ferreira-Lay & Miller, 2008) and the DISCERN rating tool (Griffiths
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& Christensen, 2005) are reliable instruments that can be used to determine the quality of

online information about depression.

Reavley et al. (2011) noted that those engaging in an active information search are
more likely to find the information they receive helpful than those who passively receive
information while they are engaged in another activity. The three channels examined in this
study that require an active search are the internet, book (non-fiction) and book (fiction); over
60% of people who accessed information from these channels found it helpful. Passive
channels were radio, television and newspaper or magazines, less than 35% of people who
accessed information from these channels finding it helpful. It is probable that mental illness
information was more helpful to people who actively sought it because those who sought
such information were likely doing so because they felt they needed it. Thus, those designing
mental illness education campaigns should be aware that an important element of their work

is shaping people’s understanding of their mental health needs.

6.4.3 Who should be targeted in future mass communication campaigns?

This analysis showed that there were significant links between perceptions of mental
health need, use of mental health services and receipt of mental illness information. However,
the existing data does not allow us to ascertain the nature of any causal relationships among
these variables. It may be that receipt of mental illness information prompted people to access
services. Just as likely, receipt of mental health services leads to people being better informed
about mental illness. While informative, the multivariate models describing these
relationships explained a relatively small amount of the variance. Thus, further work needs to

be done to investigate what other variables can be incorporated to improve such models.

Given previous research in the communication field (Hwang & Jeong, 2009) it is not

surprising that education level was significantly related to receipt of mental illness
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information. People with lower levels of educational attainment may be subject to significant
health disparities in relation to depression for, as well as being less likely to receive
depression information; they are over-represented among people with depression.
Communication theorists, trying to understand the relationship between educational
attainment and receipt of information, have suggested a number of different reasons for this
correlation: people with higher levels of education may have better information processing
and communication skills, a greater existing knowledge base, greater and more relevant
social contacts (Hwang & Jeong, 2009), tend to acquire their knowledge via different
channels (information-rich channels vs. entertainment-based channels) and tend to have
different interests and motivations (Jenssen Anders, 2013). One successful health intervention
that increased awareness of breast cancer in the American Hispanic community used an
entertainment-based channel (Wilkin et al., 2007). This intervention involved the
broadcasting of breast cancer story line in a popular American Hispanic soap opera along
with a public service announcement about a breast cancer phone counselling service. Use of

such innovative methods to disseminate mental illness information may be warranted.

6.4.4 Methodological strengths and limitations.

Extensive work went into the collection of data in the NSMHWB and the resulting
dataset is the best available to examine many questions of mental health epidemiology and
service use in Australia (Burgess et al., 2009). However, the data presented here in relation to
information use arose from two questions. In future, use of questions that allow for the
capture of how much mental illness information an individual received, how helpful that
information was and which particular elements of the received information were helpful is
warranted. While respondents to the NSMHWB were subject to an extensive interview, they
were not asked whether they had a previous diagnosis of depression or another mental

disorder. It is likely that prior diagnosis would have impacted on whether an individual
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sought and received mental illness information. Also, nearly all the data collected for the
NSMHWRB relied on the participants’ recall — asking participants to recall events from the
previous 12 months. It is cognitively taxing to recall experiences over a twelve-month period;
this is an even more salient issue for people with depression and may introduce memory bias
(Drapeau, Boyer, & Diallo, 2011). Consideration of more proximal time frames is suggested
for future work. Since 2007 when the data were collected there have been a number of
changes in Australia that are likely to have impacted on access to mental illness information.
For example, in 2007 the National Drought campaign was launched in rural areas. The aim of
this program was to raise depression literacy (Goldney, Dunn, Grande, Crabb, & Taylor,
2009). There is no Australian data relating to the uptake of mental illness information since
2007 and thus no way to evaluate the impact that such interventions have had on the

provision of mental illness information.

6.4.5 Implications.

Our findings have important policy implications for people wanting to reduce the
disease burden arising from depression. Taken in conjunction with existing evidence, they
suggest focused attention on the provision of mental illness information is warranted and
could prove effective. There are two key results suggesting this they are first, that 76.7% of
those with depression who received mental illness information found it helpful and second
even in a country such as Australia, where there has been considerable effort and investment
made to reduce the disease burden that arises as a result of depression, a substantial
proportion of people who had a depressive episode (45%) did not recall receiving mental
illness information during a twelve month period. Work to improve the utility of mental
illness information in pamphlets, the most frequently accessed source of mental illness
information, needs to be encouraged and people with depression need to be encouraged to

seek out helpful mental illness information on the internet. People with depression who
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missed out on mental illness information were likely to feel that they did not have any mental
health needs, less likely to have received mental health services and likely to have a lower
level of educational attainment. It may prove useful to target these groups when designing
interventions to increase mental health literacy and in other depression-related mass media
communication campaigns. At the conclusion of a piece of research a researcher often finds
themselves dissatisfied with the data that they have (Richards & Morse, 2012). That is the
position that the authors of this paper find themselves in we have presented some tantalising
evidence suggesting that receipt of mental illness information is helpful for those with
depression but as yet we do not know what types of information that those with depression
found helpful, when they found it helpful and how it helped and unfortunately, as yet, we do

not have the data that would allow us to explore these questions.
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Chapter 7: Paper 3, Mental Health Service use among people with
depression: An exploration using Andersen’s Behavioral
Model of Health Service use

In the last chapter, | showed that mental illness-related information was received by
54.7% of people with depression during a year. Of the people who received this information
most (76.7%) found it helpful. Respondents with depression who were less likely to receive
such information were less educated, unlikely to have accessed mental health services in the
past year, and unlikely to believe that they had mental health needs. In the next chapter | will
examine whether Andersen’s Model of Service Use describes the service use of Australians
with depression and explore the differences that may exist in such a model between people
with depression who did and did not receive helpful mental illness information. The chapter
was first published in the Journal of Affective Disorders. The reference for the original

publication is as follows:

Graham, A., Hasking, P., Brooker, J., Clarke, D., & Meadows, G. (2017). Mental health
service use among those with depression: An exploration using Andersen's
Behavioral Model of Health Service Use. Journal of Affective Disorders, 208,

170-176. doi:10.1016/j.jad.2016.08.074
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7.1 Abstract

Background: Despite positive effects on prognosis, less than half of the people diagnosed
with depression access mental health services. Knowledge of what promotes such service use
is limited. There is dispute about whether the receipt of mental illness related information
encourages or discourages service use among those with depression. Accurate service use
models are needed to inform programs designed to facilitate service use by those who would
benefit most. We examine the appropriateness of Andersen's Behavioral Model of Health

Service Use in this context.

Method: Data from 451 adults identified through the Australian National Survey of Mental
Health and Wellbeing as meeting International Classification of Diseases Ten (ICD-10)

criteria for depression were used.

Results: Confirmatory factor analysis failed to verify Andersen's model. Thus, an empirically
derived service use model was developed using exploratory factor analysis and then structural
equation modelling. Mental health need was the strongest predictor of service use and the
model suggested the importance of social connectedness in promoting service use.
Participants who had received helpful mental illness information were significantly more

likely to have accessed mental health services than those who had not.

Limitations: The cross-sectional design and lack of replication preclude definitive

conclusions

Conclusion: Andersen's model is a useful starting point for the exploration of service use
among people with depression. It is necessary, however, to develop specific models for this

population.
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Depression is a major cause of disability, accounting for 4.4% of the global burden of
disease (National Collaborating Centre for Mental Health, 2010; World Health Organization,
2012). However, only 10-50% of people with depression access mental health services
(Burgess et al., 2009). When people with depression receive treatment consistent with best-
practice guidelines, they experience reduced symptoms (Khan, Faucett, Lichtenberg, Kirsch,
& Brown, 2012; Krogsbgll, Hrobjartsson, & Ggtzsche, 2009), a diminished risk of relapse
(National Collaborating Centre for Mental Health, 2010) and an improved quality of life
(Wells et al., 2000). If more people were to access mental health services, and receive
appropriate treatment, the burden resulting from depression could be substantially reduced.
Efforts to promote such service use among those with depression will be enhanced if they are

based on accurate models.

7.1.1 Andersen’s Behavioral model of Health Service Use.

The most frequently cited model of health service use, Andersen’s Behavioral Model of
Health Service Use, was constructed to describe the general health service use of those living
in the United States of America (Andersen & Newman, 1973). The variants of Andersen’s
model have proven very versatile as they have been successfully used to explain service use
among homeless populations (Gelberg et al., 2000; Solorio, Milburn, Andersen, Trifskin, &
Rodriguez, 2006) and to understand what differentiates elderly people who attend emergency
departments and those who do not (McCusker, Karp, Cardin, Durand, & Morin, 2003). While
various versions of the model have been presented (Andersen, 1995) all suggest that health
service use is a function of predisposing characteristics (including gender, age and health
beliefs), enabling characteristics or resources that facilitate access to health services (such as
wealth, social support or community characteristics) and, most importantly, need; according
to the model no one seeks out health services unless they perceive that they are unwell and

need help.
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There is some contention about the relationships among these categories. Figure 7.1 portrays
three of the different ways in which these relationships have been depicted. Part A shows
Andersen’s initial depiction of the relationships (Andersen & Newman, 1973). Part B depicts
Stiffman et al. (2001) interpretation of the model and part C displays the version Andersen

suggested when discussing equitable and inequitable access to services (Andersen, 1995).

Figure 7.1 Various configurations of Andersen’s Behavioral Model of Health
Service Use.
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Babitsch et al. (2012) conducted a systematic review of studies that had used
Andersen’s model to explore general health service use. These authors found inconsistencies
in the categorisation of certain variables as predisposing or enabling characteristics and wide
variation in the models depicted in the 16 identified papers. Accordingly, they concluded that
the study context and sample characteristics were important. Thus it is necessary, in different

contexts, to determine how the predictor variables suggested by Andersen’s model combine

Chapter 7: Paper3 80



to form higher order constructs, and then to determine how these higher-order constructs

relate to service use.

In prior work which used Andersen’s model in the context of depression (Carragher,
Adamson, Bunting, & McCann, 2010; Choi, Kunik, & Wilson, 2013; Cook et al., 2014) the
implicit assumption was that a model constructed to describe general health services use
among the wider population also describes the use of mental health services among those
with depression. The validity of this assumption is unclear. Furthermore, the majority of prior
work used regression techniques to predict service use, an approach which does not allow for
a detailed exploration of the nature of the relationships among the predictor variables. In two
of the papers clustering techniques were used (Carragher, Mills, Slade, Teesson, & Silove,
2010; Choi, Morrow-Howell, & Proctor, 2006; Gagné, Vasiliadis, & Préville, 2014) but the
focus of the clustering was the participant, not the predictor variables. Thus, despite the
repeated use of Andersen’s models we could find little research that examined whether and
how the various predictor variables found to influence service use group together into higher

order constructs which influence service use in this population.

7.1.2 Mental illness information.

Andersen’s model does not describe the influence that the receipt of illness
information has on service use. Increasing mental health literacy or providing people with the
knowledge that could be used to improve their own or another’s mental health has become a
crucial mental health promotion goal because it is seen as a way to promote service use
(Jorm, 2012). Providing people with mental illness information is one of the methods used to
increase mental health literacy (Jorm, 2012). Access to such information may be critical in

determining whether or not an individual accesses mental health services.

Chapter 7: Paper3 81



Yet within the general health context there is debate about the effect that the provision
of health information has on health service use. Between 1990 and 2016 all six published
studies exploring the relationship between receipt of health information and health service
use concluded that increased access to and use of health information was associated with
increased health service use (Dwyer & Liu, 2013; Hsieh & Lin, 1997; Kenkel, 1990; Lee,
2008; Parente et al., 2005; Suziedelyte, 2012). Consequently, theorists have suggested that
poorly informed consumers underestimate the benefits of health services and therefore use

them less (Dwyer & Liu, 2013).

Recently, however, health economists examining data from the Swiss Health Survey
found seemingly contradictory evidence, suggesting that receipt of health information has a
negative relationship to health care use (Schmid, 2013, 2014). Moreover, findings from the
Healthwise Community Project (Wagner & Greenlick, 2001; Wagner, Hibbard, Greenlick, &
Kunkel, 2001; Wagner, Hu, et al., 2001; Wagner & Jimison, 2003), in which residents in
Boise, Idaho were provided with free health information and access to a toll-free nurse
consultation service, suggest residents relied less on health professionals for their health care
information, used fewer paediatric health services and fewer emergency department services
than did residents in the two control sites. The authors speculated that health information was
used as a substitute for health services, rather than promoting help-seeking. It is important to
determine whether, among people with depression, the provision of mental illness

information is being used to complement or as a substitute for formal mental health services.

7.1.3 The current study.

Using data from the most recent Australian National Survey of Mental Health and
Wellbeing (NSMHWAB) from respondents who had a depressive episode, we will; 1) examine

the relationships among our selected variables to identify the underlying factors and
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determine whether, as Andersen’s model suggests, the variables group into predisposing
characteristics, enabling characteristics and mental health need; 2) use structural equation
modelling techniques to establish a model of the relationships among the identified factors
and mental health service use; 3) examine whether the identified model of service use differs

for people who had and had not received helpful mental illness information.

7.2 Method
Data from the National Survey of Mental Health and Wellbeing (NSMHWB) was used in

this cross-sectional study. The Australian Bureau of Statistics (ABS) conducted this survey
from August-December 2007 using a stratified multistage probability sample of 8,841 people
(4,027 males and 4,814 females) aged 16-85 years (mean 46.4, SD=19.0). A fuller
description of the survey methodology and design can be found elsewhere (Slade et al.,
2009). The depression module of the Composite International Diagnostic Interview [CIDI-3,
(Kessler & Ustiin, 2004)] was used to identify respondents who experienced a depressive
episode in the 12 months before the survey. This module has good inter-rater reliability
(Wittchen et al., 1991) and validity among clinical samples (Janca et al., 1992). Non-
hierarchical ICD-10 criteria were also used when those with depression were identified.
Among those sampled, 451 Australians (300 females and 151 males) had a depressive
episode in the 12 months before the survey (12-month prevalence = 5.0% CI 4.4-5.6). The
mean age of those identified as having had a depressive episode was 42.24 (SD=15.4). Table
1, in Appendix B, the supplementary materials, describes the characteristics of those

Australians identified as having had an episode of depression.

7.2.1 Measures.

Predisposing characteristics are personal characteristics that exist prior to the onset of

an illness (Babitsch et al., 2012). A systematic review of papers using Andersen’s model
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identified the six most frequently examined predisposing variables as age, marital status, sex,
education level, ethnicity and employment status (Babitsch et al., 2012). Each of these were
included in this study. Age was a continuous variable (range 16-85 years), while the other
five were categorical variables: marital status (married/not married), sex (male/female),
education level (university qualification/no university qualification), ethnicity (country of
birth was used as a proxy for ethnicity; categories were: non-English speaking
country/English speaking country other than Australia/Australia) and employment status (not
in labour force/unemployed/employed). One other predisposing categorical variable, “number

of people in the household” (one person/two people/three or more people), was also included.

Enabling resources are those things that make it possible for a person to receive health
services (Babitsch et al., 2012). In prior research the most commonly used variable in this
category was income/financial situation (Babitsch et al., 2012). In the current study we
attempted to capture this by examining two categorical variables: financial status (financial
problems/no financial problems) and housing status (renting/owner with a mortgage/owner
without a mortgage). In his review of the impact of the behavioral model of health service use
Andersen suggested that social relationships are important enabling resources (Andersen,
1995). We used two categorical variables to measure such relationships: frequency of contact

with 1) family and 2) with friends (contact was coded as daily/weekly/monthly or less).

We measured mental health needs using five measures. Psychological distress was
measured using the Kessler Psychological Distress Scale (K-10). This measure includes 10
questions about emotional states (Kessler et al., 2003). In addition, participants were asked to
provide an overall assessment of their mental health (excellent or very good/good/fair/poor),
and to assess their general health in comparison to how it was a year ago (a lot better/a little

or somewhat better/the same/a little or somewhat worse/a lot worse). Depression severity
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(minor/moderate/major) was also included, as was the nature of any co-morbidity (affective
disorder only/affective and anxiety disorders/combination including affective and substance
use disorder) and the number of ICD-10 mental health disorders (range 1-11) that the

respondents had experienced in the twelve months prior to the survey.

Three variables were used in this study to quantify mental health service use: the
number of mental health consultations attended in the previous year (none/ 1-9 / 10 or more),
the type of services accessed in the previous year for mental health issues (none/consultation
with general practitioner only/consultation with general practitioner as well as mental health
specialist/hospitalisation and consultation) and the number of psychoactive medications that

the respondent had taken in the two weeks prior to the survey (none/one /two /three or more).

Data from two variables related to the receipt of mental illness information were
analysed in this study. The first variable was: In the past 12 months, have you received
information about mental illness, its treatment and available services, If yes: Which ones?
The sources of mental illness information listed as response options were internet, fiction
book (story), non-fiction book (factual account), newspaper or magazine, television, radio,
and pamphlet/leaflet/brochure. Participants who indicated that they had received mental
illness information were then asked the second question: Which of these gave information
that was helpful to you for problems with your mental health? All respondents who indicated
that they had received helpful mental illness from at least one source were classified as
having received helpful mental illness information. As previously reported, people who did
not receive such information were less educated, unlikely to have accessed mental health
services and unlikely to believe they had mental health needs (Graham, Hasking, Clarke, &
Meadows, 2015). Appendix B Table 2 contains descriptions of the frequency distributions of

each of the measures used in this study.
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7.2.2 Statistical Analysis.

7.2.2.1 Analysis to address aim 1: Examine the relationships among our selected
variables to identify the underlying factors and determine whether, as
Andersen’s model suggests, the variables group into predisposing
characteristics, enabling characteristics and mental health need.

To determine whether our selected variables represented the latent traits specified
within Andersen’s model we conducted a confirmatory factor analysis (CFA). Guided by
Andersen’s model, four latent variables were examined (predisposing characteristics,
enabling characteristics, mental health needs and mental health service use). Given the mix
of dichotomous, categorical and continuous variables, CFA was performed on a matrix that
included polychoric correlations (when both variables had fewer than 10 levels), polyserial
correlations (when one of the variables had fewer than 10 levels), and Pearson’s correlations
[when both variables had more than 10 levels (Holgado—Tello, Chacon—Moscoso, Barbero—
Garcia, & Vila—Abad, 2010)]. As twenty variables were of interest, the sample to variable
ratio was 22.5:1.0, a comparatively high ratio (Williams & Brown, 2012). The overall Kaiser-
Meyer-Olkin measure of sampling adequacy was 0.62, a level considered suitable for factor

analysis (Williams and Brown, 2012).

EQS 6.2 was used to conduct the CFA (Bentler, 2006). In addition to the chi-squared
statistic, the Satorra-Bentler scaled chi-squared (S-By?) statistic (Satorra & Bentler, 2001),
the normed fit index (NFI), and the comparative fit index (CFI) were examined. In all cases
values closer to one indicate better fit, with values over 0.95 considered to be indicative of a
good fit (Byrne, 1994). Finally, the root mean square error of approximation (RMSEA) was

used, with values less than .05 considered to show good fit (Bentler, 2006; Byrne, 1994).
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7.2.2.2 Analysis to address aim 2: Use structural equation modelling techniques to
establish a model of the relationships among the identified factors and
mental health service use.

EQS 6.2 was used to construct a series of SEM models to depict how the latent factors
identified in the factor analysis related to each other (Bentler, 2006). As all the variables used
in these analyses were either continuous or ordered categorical variables the procedures
described by Lee, Poon, and Bentler (1995) for dealing with such data when creating SEM
models were followed. To assess the goodness of fit the same five fit statistics reported in the
confirmatory factor analyses (described above) were used. The strengths and statistical
significance of each of the proposed pathways in the model were examined using the Wald

test, a multivariate test of statistical significance (Byrne, 1994).

7.2.2.3 Analysis to address aim 3: Examine whether the identified model of service
use differs for people who had and had not received helpful mental illness
information.

After establishing a model in the full sample, this model was used as a foundation to
apply multi-group analysis. Two separate SEM models were constructed for the participants
who received helpful mental illness information and those who did not receive such
information. We wanted to determine whether both the factorial and the mean structure of
these two models differed. To compare the factor structure of the two models, factor loadings
on all the common pathways were constrained to be equal and the model fit statistics
examined. To compare the mean structure of the models we used latent variable scores
because these are considered to be substantially error free (Larwin, 2008). Two sample t-tests
(unequal variance) were then used to compare the distribution of scores for those who did and
did not receive helpful mental illness information for each of the latent factors, and then the

mean structure of the latent factors was compared.
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7.3 Results

7.3.1 Results relating to aim 1: Examine the relationships among our selected
variables to identify the underlying factors and determine whether, as
Andersen’s model suggests, the variables group into predisposing
characteristics, enabling characteristics and mental health need.

7.3.1.1 Confirmatory factor analysis.

A CFA was conducted to determine whether selected variables grouped to form latent
variables as Andersen’s model predicted. Variables that did not load onto any of the four
factors with values greater than .1 were dropped from the analysis; this value was chosen as
we wanted to drop as few variables as possible, given previous work had highlighted the
importance of the selected variables in Andersen’s model. The following variables were
dropped: four predisposing variables (marital status, sex, education level and number of
people in the household), and three need variables (general health in comparison to last year,
depression severity and co-morbidity of mental disorders). The structure of the resulting
model was as follows: Predisposing characteristics: age, employment status and country of
birth; Enabling characteristics: housing status, financial problems and frequency of contact
with family; Mental health need: Number of mental health conditions, psychological distress
measured with the K-10 and self assessed mental health; Mental health service use: number
of mental health consultations with any professional, number of medications taken for mental
health in the past two weeks and type of service accessed for mental health. However, this
theoretically derived four factor model fitted the data poorly (32(54) =478.38 p<.000, S-By?

(54)= 136.69 p<.000, NFI=.768, CF1=.788, RMSEA=.132).

7.3.1.2 Exploratory factor analysis.

As the variables did not group as Andersen’s model predicted, it was not possible to
test which version of Andersen’s model (see Figure 7.1) best represented the current data.

Subsequently, to determine factors that best represented our chosen variables, the variables
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were subject to exploratory factor analysis, using STATA 11 (StataCorp, 2005). Factors
were selected if they had eigen values exceeding one and were before the first elbow of the
scree plot (Williams and Brown, 2012). Interpretation was based on the factor loadings in the
orthogonal rotation (see Table 7.1). Using these criteria, a four factor solution was obtained.
Sex, country of birth, highest level of education achieved and severity of depression did not
load above .35 on any of the factors. These four variables were therefore removed from the

subsequent analysis.

Most of the variables associated with “mental health need” (Factor 1) and “mental
health service use” (Factor 2) were consistent with Andersen’s model of health service use.
However, the groupings of the other variables did not align with the other two categories of
variables described by Andersen (enabling and predisposing characteristics; see Table 7.1).
The third factor we identified we have called “social self” and the variables associated with it
were age, employment status and contact with friends. The fourth factor we have called “self
at home” and the variables associated with it were marital status, number of persons in a
household, contact with family members and housing status (Table 7.1). Combined, the

factors accounted for 85% of the variance.

7.3.2 Results relating to aim 2: Use structural equation modelling techniques to
establish a model of the relationships among the identified factors and
mental health service use.

The empirically derived model was built around the four factors identified in the
exploratory factor analysis: mental health service use, mental health need, social self and self
at home. To construct the model we tested the significance of all the possible relationships
among these factors. The statistically significant relationships are depicted in Figure 7.2 part
A. The empirically derived model was a good fit to the data (Table 7.2). Figure 7.2 part A

illustrates that the greater a person’s perceived need the more likely they were to have used
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mental health services. Conversely, the more social contact a person had the less likely they
were to have used mental health services. Figure 7.2 part A also shows that self at home was
indirectly related to mental health service use through mental health need, f=-.107, 95% CI=

.032 to .181, p<.05.

Figure 7.2 Empirically derived structural equation model

Self at
home

.380

Mental
health
service use

Mental
health need

A. Full sample

Mental
health
service use

Mental
health need

Self at home

.599

B. Split sample, those who
did not receive helpful
mental illnessinformation

Mental
health
service use

Mental
health need

Self at
home

.563

521

C. Splitsample, those who
received helpful mental
illnessinformation

Chapter 7: Paper3 90



Table 7.1

Results of the exploratory factor analysis: variables with a factor loading of greater than .35,
following orthogonol varimax rotation.

Variables Factors
1 2 3 4
Factor 1: Mental health needs (variance explained 28.9%)
Psychological distress .74
Number of mental health conditions 71
Self assessed mental health .63
Co-morbidity of mental health disorders .62
Financial problems -.43
Self assessed general health .36

Factor 2: Mental health service use (variance explained 27.1%)

Type of service accessed for mental health 0.93
No. of mental health consultations 0.92
No. of medications taken for mental health 0.65

Factor 3: Social self (variance explained 18.9%)

Age -0.74
Employment status 42

Contact with friends 41

Factor 4: Self at home (variance explained 18.3%)

Marital status 77
Number of persons in household .75
Contact with family members 41
Housing status .37

Factor correlations

Factor 2 71

Factor 3 21 17

Factor 4 .18 12 .64




7.3.3 Results relating to aim 3: Examine whether the identified model of service
use differs for people who had and had not received helpful mental illness

information.

7.3.3.1 Multi-group analysis — Differences in the factorial structure of the models.

When modelled separately for those who did not (Figure 7.2 part B) and did receive

(Figure 7.2 part C) helpful mental illness information, the model was a sound fit in both

samples (Table 7.2; Figure 7.2). However, unlike the model for the full sample, among those

who did not receive helpful mental illness information, self at home was unrelated to mental

health need, and social self was unrelated to service use. Among those who received helpful

mental illness information, there was an indirect effect of social self on mental health service

use via mental health need, =.324, 95% CI=.056 to .592, p<.05. Each of these models had

some unique parameters and unique co-variances that are listed in Table 2 which is included

in the Appendix B, supplementary material

Table 7.2

Goodhness of fit statistics for the models of mental health service use of those with

depression examined in this paper

Models of service use

amor'Ig those with . Sar.nple Degrees of ) S-By NEI CEl RMSEA
depression presented in size freedom
the current paper
Empirically derived: full 451 62 167.4 4.7 932 956 062
sample
Empirically derived: split
sample, those who did not 254 52 101.6 206 934 966 .06l
receive helpful mental
illness information
Empirically derived: split
sample, those who received 197 50 103.0 186 .931 .952  .074

helpful mental illness
information

Abbreviations: y>=the chi-squared statistic; S-By?= the Satorra-Bentler scaled chi-squared statistic;

NFI=the normed fit index; CFl=the comparative fit index and RMSEA= the root mean square error of

approximation
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7.3.3.2 Multi-group analysis — Differences in the latent mean structure of the
models.

Finally, we examined differences in the latent mean structure of these two models. In

comparison to those who did not receive helpful mental illness information, those who

received such information were significantly more likely to have used mental health services,

t(380)=-4.12, p=.00004, have more connections and engagement with people in the home

environment, t(449)=-2.82, p=.0049, and those outside the home, t(449)=-2.83 p=.0047.

However, there were no significant differences between the mental health needs of those who

received mental health information and those who did not, t(423)=-.943, p=.345.

7.4 Discussion

It has been worthwhile using Andersen’s Behavioral Model of Health Service Use as a
starting point for the exploration of mental health service use among Australians with
depression. Our results reveal that, at least in the Australian context, a modified version of
the model may more accurately describe the mental health service use of people with
depression. Our modified model was built around four latent variables, two of which
corresponded with the need and service use factors described by Andersen. In contrast, the
other two latent variables which we have called “social self” and “self at home” did not
correspond with Andersen’s factors. While the level of perceived need was the same for
people who did and did not receive helpful mental illness information, those who received
such information were more likely to have accessed mental health services. Recalling our
question about whether receipt of mental illness information is being used as a complement
or a substitute for mental health services, our analysis suggests that, among those with

depression, receipt of mental illness information is complementing mental health services.
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7.4.1 Mental health needs.

We found that mental health need was the strongest predictor of mental health service
use. In this respect, our results replicate those found by others examining service use among
depressed adolescents (Frojd, Marttunen, Pelkonen, von der Pahlen, & Kaltiala-Heino, 2007),
primary care patients (Herrman et al., 2002) and the elderly (Choi et al., 2013; Choi, Rozario,

Morrow-Howell, & Proctor, 2009).

According to Andersen’s model, financial status is an enabling factor (Babitsch et al.,
2012), but our modelling suggests that financial status is intimately linked to other measures
of mental health need. Andersen (1995) suggested that the more health need predicts service
use, the more egalitarian the service system. However, our modelling showed that the
variables that clustered together to form the mental health need factor included a measure of
financial status, with poorer financial status indicating greater need. So the strength of the
relationship between need and service use in our model is not indicative of an egalitarian

service sector.

7.4.2 Social Support Networks.

While mental health need was the strongest predictor of mental health service use
among those with depression, other factors were also found to be important. Past research
has shown that social connectedness is associated with mental health service use in
adolescents (Andersson et al., 2013; Frojd et al., 2007; Lindsey, 2003; Rickwood et al.,
2007), among financially disadvantaged adults (Andersson et al., 2013) and in cross-national
studies of depressed people in Europe (McCracken et al., 2006). The models of mental health
service use among those with depression constructed in this study suggest that the

relationship between social connection and service use, at least in the Australian context,
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might not be quite so straight forward (See Figure 7.2). For example, in the full sample
model (Figure 7.2 Part A) weak social connections at home were associated with increased
mental health need, and weak social relationships were associated directly with increased
mental health service use. Further modelling work needs to be completed to determine the
impact of social connection and disconnection on depressive symptoms and on service use

among those who have depression.

7.4.3 The role of mental illness information.

Our analysis showed that while there was no difference in the mental health needs of
those who received helpful mental illness information and those who did not, those who
received such information were more likely to have used mental health services. We cannot
determine in this cross-sectional study whether people received their information from mental
health services or whether provision of information facilitated help-seeking. Other
researchers have shown that there is a general desire in the community, and particularly
among those with depression, for further information relating to depression (Griffiths &
Crisp, 2013). As a whole, these findings suggest that further efforts to distribute mental
illness information to those with depression are warranted. The challenge now is to determine
how to do this effectively. The importance of peers is again noteworthy: turning to informal
supports (such as family and friends) facilitates help-seeking from formal networks, and
information campaigns need to target not just those who are experiencing depression or likely
to experience depression, but also those in the wider community who are their social contacts.
Thus, programs that are designed to increase the level of mental health literacy in the
community, such as Mental Health First Aid (Kitchener & Jorm, 2002), should be

encouraged.
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7.4.4  Strengths and limitations.

One of the strengths of screening a national sample is that the data set includes not
only those who know they have depression and have used services but also those who are
unaware they have depression and those who may be aware they are depressed but do not
access services. However, although the data we used in this study is currently the best
available Australian national data to study service use among those with depression (Burgess

et al., 2009) the response rate of 60% was lower than expected (Slade et al., 2009).

Like most who have examined Anderson’s model, we have done so using a secondary
data set (Babitsch et al., 2012). Unfortunately, we were not able to incorporate any measures
of health beliefs about depression into our model as no data relevant to this was collected in
the NSMHWB. Andersen suggested that such health beliefs may be important predisposing
characteristics (Andersen, 1995), implying that our model may have been strengthened by the
inclusion of such factors. Furthermore, as cross-sectional data were used we were not able to
ascertain the nature of any causal relationships among social connectedness, mental illness

information receipt, depression and service use.

The strength of Andersen’s model lies in the provision of a framework to link previously
disparate factors that relate to service use (Pescosolido & Kronenfeld, 1995). Andersen
himself has noted that if we are to understand health service use we must develop “a new
generation of access models and indicators, which stress the importance of contextual and
individual characteristics in promoting access for defined populations” (Andersen, 2008 p.
652). Our work is the start of the development of models to predict service use for people

with depression. We have used just one data set to both test Andersen’s model, and then to
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explore the relationships among the various latent factors. This work needs to be replicated

with different data sets from a range of regions examining service use in a variety of contexts.

7.4.5 Conclusion.

To promote the use of mental health services among individuals with depression we need
to understand what encourages and discourages such service use. We found evidence
suggesting that a variant of Andersen’s model successfully depicts service use among
Australians with depression. The model that we developed illustrates, first, that need for
mental health services is the strongest predictor of service use and, second, that social
connection is associated with service use. The impact of social connectedness on service use
was more evident among those who received helpful mental illness information than those
who did not, and those who received such information were more likely to have used mental
health services. If findings such as ours are replicated in other contexts using different data
sets, then these models of service use among people with depression could be usefully
applied to the development and implementation of interventions to promote mental health

service use in this population.
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Chapter 8: Notes on the qualitative methodology

In Chapters 4, 6, and 7 | presented a series of analyses describing the receipt of mental
illness information among Australians. | showed that a large proportion of people who
received such information found it helpful, and that there was a positive association between

receipt of mental illness information and service use.

All the analyses presented in the preceding chapters were completed using data from
2007 National Survey of Mental Health and Wellbeing. While researchers can use this cross
sectional, retrospective data, as | have done, to explore associations between variables of
interest, nothing about causation can be determined. Further, as the CIDI is a structured
interview instrument, with few open-ended questions, it is unlikely to reveal anything about
phenomena that is not directly inquired about (Rosenman, 2012; Weich & Araya, 2004).
Thus, using only data from the 2007 National Survey of Mental Health and Wellbeing, |
could determine nothing about the content of mental illness information that proved to be
helpful or the way it helped or the reasons it was associated with receipt of mental health
services. A different type of methodology is required to explore such issues. To gather data to
address these issues | needed to “enter into the world of the participants to see the world from
their perspectives” (Corbin & Strauss, 2008 p. 16). That is, | needed to conduct qualitative

research.

My aim in the qualitative study that is presented in the next chapter was to increase
understanding of the circumstances that led to participants seeking help for depression from
mental health professionals. If we understand more about the process that people who
received mental health services went through, we may be able to use this knowledge to

encourage others with depression to seek professional services.
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8.1 Recruiting participants

From May to July 2017 I recruited 12 English speaking, Australian residents, aged over
18, who had received treatment for depression from a mental health professional in the
preceding twelve months. At the time of recruitment, the treatment may have been either
completed or ongoing. The participants depression had impacted substantially on each of
their lives. It is well recognised that depression tends to be an episodic condition (Royal
Australian and New Zealand College of Psychiatrists, 2004). On the day that we conducted
the interviews the participants current mental state was assessed, 7 participants were found to
have no depression, 4 to have mild depression and 1 moderate depression. Thus, none of the
participants were severely depressed at the time of the interview. It would have been both
ethically questionable and unfeasible to attempt to interview severely depressed people.
During the interviews the participants were asked to recall situations when they had been

severely depressed.

To recruit participants, a Facebook post and a series of tweets were created, briefly
describing the study. Each of these had a link to a study description webpage which included
an online screening survey. The questions in the online screening survey took potential
participants less than five minutes to answer. Included with these questions was the Patient
Health Questionnaire 9, a short screening instrument for depression (Kroenke, Spitzer, &

Williams, 2001).

There were advantages to using Facebook and Twitter to recruit participants. First, they
are cost effective; second, huge numbers of people access Facebook and Twitter [during July
of 2018 15,000,000 Australians (60% of the Australian population) used Facebook and
4,700,000 Australians used Twitter (Cowling, 2018)]; third, the initial phases of the screening

process are done without researcher involvement; fourth, only people who have a substantial
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interest in the research topic tend to register their interest, so that eventual participants are
“information rich”. However, it is difficult to recruit participants using these social networks
if you do not have a well-developed social network before commencing the work. Initially
my recruitment using these methods was slow until some friends and acquaintances who had
large social networks re-posted and re-tweeted the descriptions of the study. A disadvantage
of using social networks such as these to recruit people is that you are likely to recruit people
who you either know directly as friends or indirectly as friends of friends. Consequently,

issues of confidentiality need to be carefully considered.

8.2 The methodology: Qualitative description with grounded theory overtones

The methodology | used in the study presented in chapter 9 was qualitative
description with grounded theory overtones (Neergaard, Olesen, Andersen, & Sondergaard,
2009; Sandelowski, 2000, 2010). The aim of qualitative descriptive studies is to provide a
“presentation of the facts in everyday language” (Sandelowski, 2000, p. 336). Qualitative
description has been recommended for mixed method health services studies where there are

limited resources (Neergaard et al., 2009).

8.3 Data collection: Semi-structured interviews and modelling of the participants’
experiences

Following a consent process, two interviewers (myself and a colleague) conducted
face-to-face interviews with each of the participants. These interviews lasted approximately
90 minutes and were audio-recorded to facilitate subsequent analysis. Once introductions had

been made, we commenced each interview by saying,

“As you know, we are really interested to find out how you ended up receiving

treatment for depression. Can you tell us about this?”
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The nature and the sequence of questions that followed from this starting point were
dependent upon the direction that the participant led the conversation. Table 2, in Appendix
D, contains the interview schedule and the questions that were used at appropriate points

during the interviews to prompt the participants.

During the interview with each participant, a researcher-led modelling exercise was
completed, and a flowchart developed that depicted the participant’s experiences. From
among the various modelling techniques, I chose to use flowcharts as they have been shown
to have the greatest utility in a health context (Jun, Ward, Morris, & Clarkson, 2009). After
the participant had been speaking for between 20-30 minutes, | began to construct the flow

chart. The steps to construct these flow charts were as follows:

1. A time line was drawn on the left-hand side of a white board. The reference
points listed on this time line reflected the language used by the participant. For some
participants, it was “number of years ago”, for others it was “when | was aged...”, and for

some it was “when | was at school, university etc”.

2. | listed the significant life events the participant had already spoken of on the
appropriate place on the time line, checking with the participant that what was being

drawn/written reflected what he or she recalled.

3. Then, using a different coloured marker, 1 would try to align these times and
events with the participant’s descriptions of seeing various health practitioners for mental

health issues.

4. Throughout the rest of the interview the flow chart was repeatedly extended

and modified as further details of the participant’s story emerged.
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Figure 8.1 has been included as an example of the flowcharts that were constructed.
During the interviews the flow chart served as a memory aid for both participants and
interviewers. Throughout the modelling process the participant was invited to modify the
flow chart so that it more accurately captured or described the process that he or she went
through. Thus, the development and the depiction of this flow chart was one of the tools we
used to engage our participants in the “member checking process” (Harper & Cole, 2012).
Both the interview transcripts and an electronic reconstruction of the models were treated as
our qualitative data. The methodology I used had grounded theory overtones because in my
analysis of the interview transcripts | used the method of constant comparison (Corbin &
Strauss, 2008) and data were inductively coded. Descriptive codes were constructed and then

condensed into representative categories and themes.

8.4 Ethical considerations

Prior to commencing data collection ethics approval for the study was obtained from
Monash University Human Research Ethics Committee (Project number: 1301). At the
beginning of each interview we asked the participants how they had come to find out about
the study; most had found out via mutual acquaintances. We ensured that the participants
were aware of these links, gave them the option to withdraw from the study (which none
took) and confirmed to them that no identifiable information disclosed during the interview
would be communicated outside the researchers involved in the data analysis. The processes
necessary to protect the participants needed to be carefully considered as during the
interviews the participants were asked to recall potentially distressing experiences (e.g.,
realising that they needed to seek mental health services, coming to understand they had
depression). While participants were made aware that experienced therapists were available
to work with or debrief them after the interviews, none of the participants sought out such

services
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Figure 8.1 Example of a flow-chart constructed for one participant during the qualitative interview process

Timeline

15 years
ago

10 years
ago

5 years
ago

3 years
ago

2 years
ago

Life events

Described mental
processes as..

Son Born

Left structured
employment role and
became self employed

Moses grandiose thinking

Realisation that his
mental health issues
are impacting
negatively on his family

Out of control thinking—
significant ups and downs ... Note
this was not all bad as it helped
with hiswork.

ROCK BOTTOM

Overseas work trip... lots
of walking, water and a
different diet. Felt good
forthe firsttimeina
long time ... convinced
the participant that
things could be better

Lots of very long conversations
sitting on the couch with wife
trying to understand mental state

Fatherin law dies. Big
impact on the whole
family

Received mental
illness information
from ....

Lots of seeking information
about mental health/health
related issues from Dr
Google as he tried to
understand what was
happeningto him

Watched a Stephen Fry TV
documentary about mental

illness ... this series possibly
|

focused on bi-polar
disorder. Sat watching
ticking off many of the
symptoms that he had ...

Medical process

Mental health

Physical health

Participant had a manicepisode—
he felt that he was Moses and that
he could put everythingtogether
and understand everything

P2

Participant was hospitalised
la-| and gastroenterologist
placed him on a cortisol drip

l

Participant wasreferredtoa
psychiatrist ... attended treatment
for approx. 1year...focus of
treatment “big picture stuff” ..
treatment was of very little help to
the participant

Tried to reconnect with the
psychiatrist who had previously
seen. Left half a dozen messages,
no return contact

Pharmacist/friendwho has
their own mental health

Went to a psychiatristand
participant laid out all the pieces
he had started to put together
from readingand Stephen Fry
documentary and got focused help
and placed on a helpful medication

issues recommended a

psychiatrist

l«—| GP visitto get referral
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Chapter 9: Paper 4, Patients’ perspectives on depression
treatment in Australia: The nature of helpful treatment,
barriers and catalysts

This paper has been submitted to the journal Patient Education and Counselling.

The author of this dissertation is the first author of this paper the other authors are: Joanne
Brooker, Clare C. O’Callaghan, Penclope Hasking, John Julian, and Graham Meadows
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9.1 Abstract

Objective: Worldwide approximately 5% of the population experience depression annually.
Clinical trials have revealed effective treatments are available, however, many people with
depression do not access them. Our objective was to increase understanding of patients’
perspectives about the nature of helpful treatments for depression, and the barriers and

catalysts to engagement with such treatments.

Method: Service use pathways and experiences of 12 Australians who had received
depression treatment from healthcare professionals were examined. In-depth interviews were
conducted and flowcharts depicting pathways to services constructed. The analytic approach

was qualitative description with grounded theory features.

Results: Key barriers to health service use were related to symptoms of depression (i.e.,
exhaustion, reduced ability and desire to interact with others, and compromised self-
perception). When severely depressed, many participants could not overcome these barriers

without assistance.

Conclusion: Pathways to healthcare services for people with depression need to be

redesigned, taking into consideration the effect of depressive symptoms.

Practice implications: When working with people with depression clinicians need to ensure
that there are supports in place so that patients can remain engaged with mental health

services during the current episode and in the event of depressive relapse.
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Depression accounts for 4.4% of the global disease burden (World Health
Organization, 2012), with 5.3% of the population experiencing depression annually (Eaton et
al., 2008). Although interventions, including anti-depressants and cognitive behavioural
therapy, minimize the impact of depression (i.e., Cipriani et al., 2009; Vittengl, Clark, Dunn,
& Jarrett, 2007), the disease continues to negatively affect many with the disorder as well as

their family and friends (Jorm, Patten, Brugha, & Mojtabai, 2017).

Commentators (Harris et al., 2015; Jorm et al., 2017) have suggested three reasons
why efforts to combat depression have failed. First, a “treatment gap ” exists; only 10-50% of
people with depression access mental health services (Burgess et al., 2009). Second, a gap
between symptom onset and treatment often exists; in Australia the average delay is 10.6
years (Thompson, Issakidis, & Hunt, 2008), and up to 14 years elsewhere (Wang et al.,
2008). Third, there is a “quality gap ” as some mental health services are inadequate (Jorm et
al., 2017). Annually 46% of Australians with an affective disorder consult healthcare
professionals about mental health issues and, of these, 30% receive “minimally adequate
treatment” (Harris et al., 2015). Among Americans with depression, half received “minimally
adequate treatment” (Uebelacker, Smith, Lewis, Sasaki, & Miller, 2009). To reduce
depression burden, the “time ”, “treatment” and “quality” gaps need to be addressed.
Increased knowledge is needed about facilitators of and barriers to mental health service use

and the nature of services considered helpful by people with depression.

Qualitative work exploring service use among people with depression uncovered
numerous service use barriers (Goldman, Nielsen, & Champion, 1999; Méller-Leimkuhler,
2002), including stigma (Campbell, 2013; Clement et al., 2015), fear of adverse treatment
side-effects (Barragan & Palinkas, 2014), disclosure concerns (Clement et al., 2015), lack of

knowledge about services (Barragan & Palinkas, 2014; Saver, Van-Nguyen, Keppel, &
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Doescher, 2007) and the desire to be self-sufficient (Gulliver et al., 2010; Kitchen et al.,
2013). Although comparatively under researched (Gulliver et al., 2010), service use
facilitators include supportive social networks (Kitchen et al., 2013; Lindsey et al., 2006) and

positive depression treatment expectations (Elwy, Yeh, Worcester, & Eisen, 2011).

The authors of a systematic review of 14 studies of depression therapy experiences
found that people who had recovered from depression experienced a complex journey
facilitated by family support, broader social networks, and caring mental health professionals
who provided individualized care (Richardson & Barkham, 2017). The current study adds to
the limited literature describing service use experiences of people with depression. Among a
sample of Australians treated by healthcare professionals for depression in the last year our
aims were to understand: 1. time elapsed between the appearance of depressive symptoms
and receipt of helpful mental health services; 2. factors that influenced individuals to engage
with mental health services; 3. the nature of mental health related services received; and 4

characteristics of services perceived as helpful.

9.2 Method

We used a qualitative description research design with grounded theory features
(Corbin & Strauss, 2008; Neergaard et al., 2009; Sandelowski, 2000, 2010). The grounded
theory features included inductive, comparative, and cyclic data analysis to enable generation
of thematic findings. This study was approved by Monash University Human Research Ethics
Committee (1301). Social media was used to recruit a convenience sample who completed a
screening survey containing the questions, Are you aged 18 years or over?, Do you live in
Australia?, and Have you received treatment for depression from a mental health professional
in the last year? Thirty-five individuals replied “yes” to all the questions and provided contact

details. Following AG’s attempts to contact these people, fourteen completed the Patient
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Health Questionnaire 9 [PHQ-9; (Kroenke et al., 2001)]. This instrument was intended to
identify potential participants who were severely depressed for study exclusion. None were
severely depressed. Following completion of the PHQ-9 it was possible to schedule and

conduct twelve interviews.

Participants provided written informed consent before semi-structured interviews.
Interviews were face to face and audio-recorded. Two authors (AG, JB) conducted interviews
from June to August 2017. We commenced each interview by saying: “We are interested to
find out how you ended up receiving treatment for depression. Can you tell us about this?”
Additional prompts and questions ensured that pertinent data was collected (see
Supplementary Materials in Appendix D, Table 2). After interviews, participants were

offered a $50 shopping voucher.

Approximately 20 minutes into each interview a researcher-led modelling exercise
commenced: A flowchart was developed depicting the participant’s experiences (Jun, Ward,
Morris, & Clarkson, 2009). Items were anchored around a timeline, constructed using units
that reflected the participant’s language (i.e., age, educational stage). We used timelines in
conjunction with interviews as they enhance the experience and improve data quality (Kolar
& Ahmad, 2017; Leung, 2010). Mental healthcare contacts and significant life events were
included in the flowcharts. Throughout interviews, participants were invited to modify the
flowchart, to improve accuracy [member checking stage one, Harper and Cole (2012)]. After
the interviews, flowcharts were photographed and re-constructed electronically. This chart
and the verbatim transcript were emailed to participants who were invited to modify them
(member checking stage 2). Immediately following the interview, participants completed a
printed questionnaire. This included demographic questions, the PHQ-9, and mental health

service use questions (Slade et al., 2009).
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Qualitative data were initially coded by AG. Data segments were coded with researcher-
created labels, comparable codes condensed into researcher created categories, and
comparable categories condensed into themes. Two authors (JB, CO) provided inter-rater
reliability as they reviewed the data, categories and themes. Data interpretations were
discussed until all were satisfied with the presentation. This inter-rater process was used to
promote interpretive rigor (Kitto, Chesters, & Grbich, 2008). Summative statistics were also
prepared. Further details relating to the analysis are in Appendix D Table 2, Supplementary
Material, which also illustrates how the study followed the consolidated criteria for reporting
qualitative studies (COREQ) checklist (Tong, Sainsbury, & Craig, 2007).

9.3 Results
From June to August 2017, twelve interviews that averaged 92 minutes (SD = 12.5)

were conducted. Participants (8 female) were aged 22-67 years (M = 41.83; SD = 15.99). All
resided in Victoria, Australia (see Table 9.1 for demographics). Four themes and 13

categories emerged during the data analysis (see Table 9.2).

9.3.1 Theme 1: Helpful face-to-face individual therapy was engaging, available,
and delivered by skilled health professionals.

Participants derived greatest benefit from face-to-face therapy with professionals. All
participants described helpful therapeutic relationships with at least one healthcare
professional, including general practitioners (GP; 9), psychiatrists (7), psychologists (6),
counsellors (3), nurses (2), social workers (2) and a school counsellor (1). For many, these
therapeutic experiences were life changing, “it’s like letting it all go and putting it out there

and it’s not weighing you down ... just found it freeing (P5).”
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Table 9.1

Description of participants

Variable Category N
Sex Male 2
Female 8
Educational attainment Completed high school 4
Undergraduate degree 3
Postgraduate degree 4
TAFE (Tertiary and Further Education) course 1
Employment status Retired 2
Working full time 2
Working part time 3
Full time student 4
Home duties 1
Country of Birth Australia 9
United Kingdom 3
Private health insurance  Yes 9
No 3
Healthcare card* Yes 7
No 5
Living arrangements Alone 3
With others 9
Language spoken at home English 12
Current depression No depression 7
severity as measured by Mild 4
PHQ-9
Moderate 1
Health service use for mental health issues
Ever admitted to hospital  Yes 3
for mental health issues No 9
Yes (admitted for 84 nights) 1



Admitted to hospital in No 11
the last year for mental
health issues

Ever prescribed a Yes 12
medication for mental
health issues

No. of consultations with health professional in the last Range 2-62 (M=17.0, SD =
year 16.9)

No. of consultations with a general practitioner in the last Range 0-14 (M = 4.5, SD = 3.6)
year

No. of consultations with a psychiatrist in the last year Range 0-10 (M = 2.1, SD = 3.3)

No. of consultations with a psychologist in the last year Range 0-52 (M = 8.1, SD= 14.5)

*Note: The Health Care Card is available from the Australian Government and assists benefit
recipients, low income earners and selected other customer groups with access to cheaper
pharmaceuticals and subsidized medical services.



Table 9.2

Overview of the thematic and category findings with illustrative quotes

Themes

Categories

lllustrative quotes

Theme 1: Helpful face-to-
face individual therapy
was engaging, available,
and delivered by skilled
health professionals

Helpful healthcare professionals were
fiscally, geographically and temporally
available

Helpful healthcare professionals had deep,
empathetic, thoughtful and trusting
relationships with their patients

Helpful treatment was responsive to the
patient

“Cost was a huge issue for me” (P6)

“He was listening to me, he was listening to me, um and | wasn’t scared with him and |
don’t know because he’s a tiny little ... man, he was a tiny little thing, um but he just had
an air of confidence or something, something, there was a rapport between us, um, he’s
my best friend. He really is my best ... | was only there the other week and we were both
sitting there and so we both had to get out of our chairs and both sort of went, oh, we
realized that we’d grown old together” (P1)

“I told her about some of the things [domestic violence] that had been happening, and
she said right, you’re not going back home. And they put me up in a hotel for the night.”
(P9)

Theme 2: Group therapies
and online support tools
helped some people with
depression.

Mindfulness meditation

Bibliotherapy

Mobile device applications and the Internet

“it was probably 4 or 5 years ago, | went and saw [the social worker] and attended an
MBSR [mindfulness-based stress reduction] program. And he got me really interested in
Eastern forms of recovery. Meditation, mindfulness, um, some Buddhist teachings. So |
ended up buying books and reading, developing a formal meditation practice... that
helped a lot.” (P7)

“I find reading them [books] and looking at them and thinking oh yeah, that’s how | feel
and | take bits and pieces from everywhere and | find breathing techniques seem to work
really well for me, like helping me sleep” (P5)

“l was looking at a few websites and | found that | was just getting caught up in doing the
assessments and Oh My God I've got this and I've got that and | felt like | had everything
and | was self-diagnosing and then | got banned from using the internet by my husband.
He's like, you’re not diagnosing yourself.” (P12)




Theme 3: Depression
symptoms, co-existing
stressors and stigma
delayed help-seeking from
healthcare professionals

Nature of depression (i.e., utter exhaustion,
withdrawal from other people and a
distorted perspective)

Impact of multiple health and personal
stressors

Stigma

“It’s so overpowering, when you’re depressed, that feeling that you have, it takes over
everything. Like | adore my family, they don’t come into it when I’'m depressed. There is
nothing past that over whelming feeling that I have, that | can’t do. That | can’t function. |
cannot do anything, and that’s not for me, that’s not for anyone, | can’t do anything. |
physically and mentally cannot do anything” (P12)

“I'had this whole mess of symptoms tied in with chronic health problems and chronic pain
..I've got physical health problems and mental health problems and either of them would
be enough to fuck up your average person. Having them both at the same time is an extra
challenge.” (P2)

“... back 11 years ago and you know, in a rural area, mental health was not mentioned
very much at all and | was embarrassed for many years to have any mental health issues
and didn’t tell anyone, it was a big secret.” (P10)

Theme 4: Life-role and
self-harm threats, and
supportive others were
help-seeking catalysts

A threat to a cherished social role

Recommendation of a medical practitioner
treating them for a different condition

Advice or insistence of an authority figure
or family members

Self-harm

Without crisis, the catalyst was the
participant’s insight about their mental
health

“I'd be lying if | said | always gave as much shit about myself as | could, as | should. But |
could see the impact that ...it was having on wife and then my children ...l had a
responsibility to the people around me to deal with this.” (P2)

“My husband found me on the couch pretty much nearly in a comma, he couldn’t get me
up, | was not responding, he dragged me to the doctor. | saw another GP because [my
regular GP] wasn’t available ....I had this really bad pain in my head like I’ve never had
..they ended up putting me in the hospital, just the local hospital ...So that’s when [my
regular GP] came back to see me and said ...you need to go and see a psychiatrist” (P12)
“My employer ...they basically asked for things to get done, you know, they said, you're
not quite right “participants name”, you’ve got health issues. They didn’t say to get over
it, it was more, let’s fix it. Let’s get you fixed, OK? So that’s where [the GP], the others all
started to come in and form a team” (P3)

“I can’t remember exactly how it happened. | did want to kill myself. Like | had um like
razor things. | didn’t really do it ...l was just ... don’t know, | just had that real urge to die |
think. And um, | don’t know if | rang someone or...went and saw a doctor? | can’t
remember how the CATT [crisis assessment and treatment team] team got involved. So |
went and saw them” (P9)

“That was the worst ever. And um, so when [the baby] was born, there was ...l was
..that’s sort of why | knew. | was like Okay, here we go. Let’s not get back to where ... cos
that’s where it’s going. Ha. Yeah. That’s why | knew, cos I'd sort of had insight and
experience.” (P11)




Mental health service costs were important for nine participants and were described as a
“huge issue”. Helpful professionals suggested how to access subsidized services. Many
participants only accessed psychotherapy services via mental healthcare treatment plans
developed by GPs which provide referrals for ten subsidized therapeutic sessions annually
(Pirkis et al., 2011). Many used these Medicare subsidized service allotments early in the
year.

Several participants valued local services, especially when specialist mental healthcare
was available in GPs’ clinics, “...like they were actually ...in the centre, so I didn’t have to go
anywhere else (P9).” It was difficult for people who did not live in cities to obtain local
services, “there’s not much around home ...everything is in Melbourne (P12).”

Helpful healthcare professionals accommodated patients’ immediate, ongoing and
sometimes intense needs, “l had to see “the psychiatrist” everyday ...and | got over it [the
crisis] (P1)”. Knowing that treatment remained available if needed was important.

All participants described helpful healthcare professionals’ deep engagement with
them, attentive listening, commitment to their wellbeing, and ability to identify participants’
needs, “He [profession?] was the one that spoke to me and got to the root of the problem

(P1).”

Four participants talked about the importance of therapist rapport.

“You have to find a therapist that you have a rapport with, someone that you can trust
and say these things to them because saying them first of all ... I¢’s almost impossible to
say them to yourself, you know, um because you 've hidden them away so deeply (P1).”

Two participants reported that, as children, they were abused and therefore feeling safe
during therapy was important. One described this feeling as, “I’m just completely myself with

him and ...it feels ok (P12) ”. Two participants conveyed that the relaxed and gentle approach
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taken by their healthcare professionals made them feel safe, like “going to a friend’s place

and having a chat where | did all the talking (P5) .

Therapists demonstrated responsiveness to patients’ needs by attending to issues
associated with medication. Ten participants spoke about how healthcare professionals
helped them manage their medication regime. For some it was difficult to commence taking
medication. One said, “...1 just sort of had this sense that because I was on medication ...that
1... it was a bit of a cop out ...that you should be able to get over things through therapy
(P10).” Healthcare professionals provided reassurance about medication, for example,
through normalization: “My GP sort of says to me ...if you 're a diabetic, you’d be taking

insulin ...so why not?(P10)”

Seven participants described how helpful healthcare professionals adjusted their
therapy in response to specific issues associated with the clients’ situations. For one
participant, a nurse facilitated an escape route from an abusive partner. Two participants
conveyed how they appreciated their clinicians’ ability to help them make sense of their
situation: “She [GP] will listen to what | have to say and help me sort that out (P4).” The
same participant (P4) also talked about the helpfulness of good communication about her

among her clinician team.

9.3.2 Theme 2: Group therapies and online support tools helped some with
depression.

All participants had experienced non one-to-one therapies. Nine had received group-
based mindfulness meditation training. All agreed maintaining a meditation practise was
difficult but probably beneficial, “...1 was never good at mindfulness and | probably still
need to work on it (P12). ” At the time of the interviews none of the participants had a regular

meditation practise.
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Four participants spoke about the therapeutic benefits of self-help books. One was
helped by a cognitive behavioural therapy book. Another collected and used relaxation

techniques described in various books.

Seven participants mentioned the beyondblue website!. Three were aware of it but
never used it. Two accessed the site but did not find it helpful. One had received a referral to
headspace? and helpful clinicians because of accessing the beyondblue website. One
participant experienced relief after reading about depersonalization on this website, learning
that others also experienced this symptom. Two participants used moodgym?®. One did not

find it helpful whereas another said:

“The first time you do it you re like, whatever, like you don’t get it. But then the more
insight you gain and the more you know about it all, it becomes a bit more helpful.
(P8) 2

Five participants referred to the Smiling Mind App*. One participant noted that he got bored

when he tried to use it. Another said: “it’s been like the closest thing to get me to meditate

and try and work on my mindfulness (P6) ".

9.3.3 Theme 3: Depression symptoms, co-existing stressors and stigma delayed
seeking help from healthcare professionals.

While there was some variation, most participants experienced a substantial gap between
the emergence of depressive symptoms and receipt of therapy perceived as effective (Table

9.3). Some of the reasons for this delay will be described.

I beyondblue is an Australian national initiative designed to raise awareness and motivate action aimed at
depression prevention. Further information at: (Dunt et al., 2010)

2 headspace is an Australian nationally funded set of mental health services designed specifically for
adolescents. Further information at: (Jorm, 2015)

3 moodgym is an on online self-directed cognitive behavioural therapy program. Further information at:
(Calear, Christensen, Mackinnon, Griffiths, & O'Kearney, 2009)

4 Smiling Mind guided meditation app. Further information at: https://www.smilingmind.com.au/about-us
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Participants indicated that depressive symptoms were a help-seeking barrier. Nine
spoke about exhaustion. Participants described difficulties leaving their beds when depressed
and feeling overwhelmed, “Imagine trying to run a marathon and then trying to get from
your front door to your shower, times ten, that was what it was like getting up to get into the
shower (P6).” Others had difficulty leaving their homes, “| don 't think I left the house for

about 3 months (P5).”

Help-seeking required social interaction. However, three participants withdrew from

social interaction because they believed they were not worth interacting with:

“When you get into that real clinical depression, that’s when it’s really hard to
motivate yourself. Because you know, you just feel like you re ...you re a hopeless case,
and you ...you know, no one can help you, and who would want to talk to you anyway
(P10)”.
When acutely depressed, several participants reported being incapable of the self-reflection
necessary to realize they needed help, “My sense of perspective is broken. | cannot trust my

own sense of what’s ok, when I'm out of control (P2).”

Participants contended with multiple health and/or personal stressors. These triggered
and worsened depression and added an element of chaos to their lives. Such stressors
sometimes masked depression because the distinction between a “non-clinical” response to
the stressors and “clinical depression” was not clear. Regarding the impact of accumulated
stressors, a participant said, “It started at a time when | was really, really busy at work, so
there was sort of extra pressure. And usually it’s stress that brings on you know...really

brings about ...a real strong feeling of depression (P10).”

Six participants described how serious medical conditions impacted on their perception

of depressive symptoms. When speaking about his recovery, one participant said; “It’s been
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a dual journey of understanding the physical things that are wrong with me but also

understanding the things that up here (taps head) that are wrong (P2).”

Alongside depression, nine participants had co-morbid mental health conditions. Six
experienced what they referred to as “anxiety”, two had panic attacks, post-traumatic stress
disorder and drug and alcohol issues, and one had autism, hoarding issues and borderline
personality disorder. Some participants were unable to differentiate the effects of different
conditions, “lt’s a combination of depression, but there’s also some anxiety factors as well

(P2).”

Stigma played a substantial role in discouraging participants from seeking help. Many
participants were concerned about negative consequences at work if it became known they
were depressed, “I definitely wouldn’t want it being public knowledge (P6).” Some

participants conveyed that taking antidepressants was particularly stigmatized.

9.3.4 Theme 4: Life-role and self-harm threats, and supportive others were
help-seeking catalysts.

A catalyst is a person or thing that precipitates an event or change. We identified 41
catalysts, in 5 categories, that led participants to seek treatment (see Table 9.4). The most
common catalyst was a threat to a cherished role. When participants were affected by these
catalysts, desperation was associated with their help-seeking. Four sought help upon realizing
how their mental state impacted on their parenting. For two participants this occurred when

they had newborns:

“My husband had to go back to work, four days after 1'd given birth so I was alone, my
parents live [interstate/ ...I thought I can’t do this without getting help (P11).”

Two participants sought help from professionals when they realized poor mental health
was making it increasingly difficult to work. Failing or near-failing university courses

triggered four participants’ help-seeking.
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Table 9.3

Time between the participants’ first experience of depressive symptoms and their receipt of

helpful therapy

Time

Participant specific descriptions

A few months

(4 participants)

P11 received help for postnatal depression within a few days of its onset. She
received advice from her GP whose work was often focused on mental health
issues, who had previously treated her for an anxiety disorder, who connected
her with a helpful, free national helpline operated by Perinatal Anxiety and
Depression Australia (see https://www.panda.org.au/).

Fortuitous circumstances resulted in P10 accessing helpful services a few
months after she experienced symptoms of anxiety and depression: “/ thought
that a student counsellor would just tell you about what subjects to do, but .../
happened upon a guy who was actually a gestalt therapist.”

Despite professional insight into the healthcare industry, there was an element
of luck in P5 quickly finding a helpful GP, “I think I just fell over them. It was
when we first moved to [suburb]” and they were bulk billing [i.e., no out-of-
pocket fee payable] at the clinic opposite ...and | went in and she was the first
doctor available.”

P9 had repeatedly and quickly accessed various mental health services

5-6 years

(2 participants)

P8 first experienced depression during secondary school but received no mental
health services. Five years later she sought and obtained helpful therapy. She
said, “I put it off for a long time.”

P4 also experienced depressive symptoms during secondary school and received
helpful services five years after her first experience of depression. However,
this participant had previously and unsuccessfully attempted to obtain effective
help from two psychologists, one counsellor, one psychiatrist and seven GPs.

Between 10-20

years

(4 participants)

Despite experiencing symptoms of bipolar disorder for 15 years, it was only in
the last three years that P2 received a diagnosis of bipolar disorder and helpful
therapy. This was despite previously seeing a psychiatrist for 12 months.

Nineteen years passed between a depression diagnosis and helpful therapy for
P3.

P6 believed his first episode of depression arose from being bullied early in
secondary school. He sought help 11 years later, when he was “in a massive
hole”.
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A few months after his first depressive symptoms P7 presented to a GP without
much benefit. Fifteen years later a therapist suggested he undertake “talking
therapy”, which he found helpful. Regarding this long delay before receiving
help, he said, “I wish I could have it [time] back ...there are some amazing
people out there, and it’s taken me this long to find them.”

Over 20 years

(2 participants)

P1 first experienced depression when 18 years old. Despite receiving treatment
for various other health conditions, she first received helpful mental health
treatment from a psychiatrist when 47 years old.

P12 had a traumatic childhood and could not remember a time when she was
not experiencing depression and anxiety. She found a supportive GP who
referred her to helpful services when 33 years old.
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Table 9.4

Categories of the catalysts

Categories of Catalysts How many How many times Did such a catalyst Did the
participants were was the category require the catalyst result
affected by this type participants to be from a crisis?
Referred to by . .
of catalyst L mainly active or
participants .
passive
N=12
N=45%

A threat to a cherished social role 10 13 Active Yes
Recommendation of a medical practitioner treating them 7 10 Passive Yes
for a different condition
Advice or insistence of an authority figure or family 6 10 Passive Yes
members
Self-harm 6 7 Active Yes
Without crisis, the catalyst was the participant’s insight 4 5 Active No

about their mental health status

*Note: Four of the 41 catalysts were described using two categories, thus in all, the five categories were applied 45 times.
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For seven participants the recommendation of a medical practitioner who was treating
them for another condition led to mental health service use. For example, one participant
became aware he was depressed while receiving care as a partner of someone with post-natal

depression.

Authority figures, such as university supervisors, workplace supervisors and school
staff, encouraged some participants to use mental health services. Family members, such as
parents and spouses, were also instrumental in getting participants to mental health services.
One participant said: “l was you know, sobbing my eyes out and ...zelling her I'm scared, and

all this. And like any mother would do ...Okay, off to the doctor (P11).”

On seven occasions participants received mental health services because they expressed
an intention (4/12) or had (3/12) self-harmed. For example, one participant’s brother took
him to their family GP when he started talking about possibly hurting himself. Another

participant twice received mental health services after intentionally overdosing.

On five occasions participants obtained mental healthcare for themselves without a
crisis. Two participants accessed services via employee assistance programs. Another, using
the internet, identified a mindfulness course, and the course trainer’s advice allowed him to
identify supportive clinicians. These participants had previously experienced depression and

had considerable insight into their mental health status.

9.4 Discussion and conclusion

We examined the service use pathways and experiences of Australians who had
received treatment for depression. The nature of depression, the impact of multiple health and

personal stressors, and stigma were all things that delayed help-seeking. While there is an
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extensive literature on the impact of multiple stressors (Avenevoli, Swendsen, He, Burstein,
& Merikangas, 2015; Harrison et al., 2012; Jolles, Haynes-Maslow, Roberts, & Dusetzina,
2015) and stigma (Campbell, 2013; Kitchen et al., 2013; Zhao, Lustria, & Hendrickse, 2017)

on service use, less has been written about how depressive symptoms influence it.

Participants highlighted three symptoms of depression that impacted on help-seeking:
exhaustion, withdrawal from others, and a distorted self-perspective. We conducted a
narrative review on help-seeking and service use among people with depression and found no
reference to how withdrawal from others impacts on healthcare access among people with
depression. However, within this literature, the effects of exhaustion on service use have
been noted (Gensichen et al., 2012), as have the impact of a distorted perspectives [i.e.,
feeling undeserving of doctor’s time; (Gask, Rogers, Oliver, May, & Roland, 2003)], lack of
the necessary confidence and assertiveness (Lester, Tritter, & Sorohan, 2005), and

diminished self-worth and feelings of hopelessness (Farmer, Farrand, & O'Mahen, 2012).

To equip people to help individuals with depression access services, targeted
interventions are needed, including general community education. As an example, mental
health first aid training (Rosenberg, 2011) provides lay people with skills to recognise mental
health issues and support individuals in accessing healthcare services. By 2018, however,
only 2% of Australians had completed mental health first aid training (Jorm & Kitchener,
2018). In contrast, during a three-year period 11% of Australians completed general first aid
training (Jorm & Kitchener, 2011). If the penetration of mental health first aid training
approached that of general first aid training perhaps the delay between depressive symptoms

onset and service use could be reduced. Another initiative which aims to promote discussion
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of mental health issues among the general community is the “RU OK initiative® (RU OK?,
2018, 11 May). If evaluation of this initiative proves positive, extending this program may be
another way to promote mental health education and encourage people who are experiencing

depression to access professional services.

It is important to support people with depression who have engaged with services to
remain engaged until they recover. Similarly, people who are experiencing a depressive
relapse but are not currently engaged with services may benefit from support to re-engage
with services. Existing research suggests that some form of case management (Gensichen et
al., 2012), or contact with peer support workers, may promote sustained mental health
services use (Gillard, Gibson, Holley, & Lucock, 2015; Jacobson, Trojanowski, & Dewa,
2012). We propose developing an intervention where individuals with a history of depression
are offered access to a “peer support worker” who would contact the client periodically to

determine if they needed help engaging with service providers.

A positive relationship with a healthcare professional was critical in the recovery
process of participants in this study. Three categories emerged which described such
relationships: first, helpful healthcare professionals were available (fiscally, geographically
and temporally); second, they had deep, empathetic, thoughtful and trusting relationships
with their patients; and third, helpful therapists were responsive to the patient. In Australia,
one way to increase the availability of services for people with depression would be to
increase the number of subsidized therapy sessions available through the national health
insurance scheme, Medicare. Short term therapies are appropriate for individuals who have

acute conditions, however, depression is often a chronic condition (Scott, 2006). An

5 RU Okay? is an Australian initiative which aims to promote connection between people by encouraging
conversations about mental health, for further information see https://www.ruok.org.au/.
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international review of mental health services designed to treat depression as a chronic
condition may yield valuable insights about how to supplement services focussed on the

provision of acute care.

We found that helpful healthcare professionals had deep, empathetic, thoughtful and
trusting relationship with their patients, consistent with earlier findings (Badger & Nolan,
2005; Kravitz et al., 2011; Percival, Donovan, Kessler, & Turner, 2017). Like others, we
found that helpful healthcare professionals were responsive to the individual needs of patients
with depression. For example, a systematic review found that recovery from depression was
facilitated by healthcare professionals who “individualized components of care” (Richardson

& Barkham, 2017).

A difficulty for many participants was locating therapists with whom they could build
therapeutic relationships. Participants often invested substantial time, money and emotional
energy to determine whether a healthcare professional was compatible with their needs, and
an element of luck was often involved in finding someone helpful. To help alleviate this
problem a database which includes mental healthcare provider characteristics could be
developed and evaluated. In Australia, the Australian Psychological Society hosts an internet
accessible “find a psychologist” service (Rogers, 2018). While this service is limited because
it is discipline specific, it provides a useful model of what is achievable. It would be feasible
to include information in a multi-disciplinary database relating to the availability of mental
healthcare professions (see Table 9.5). It might be more difficult, because of its subjective
nature, to capture information relating to the nature of the relationships that therapists had the
capacity to develop and therapist’s responsiveness to individual needs. Nonetheless,

responses to the other questions in Table 9.5 may be informative.
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Table 9.5

Healthcare providers information that may help people with depression choose compatible
providers

Logistics Costs

Do you bulk bill? *
What is the usual length of sessions?
What is the cost per session?

Is there any flexibility in this pricing?

Physical location

Where are your clinic/s located?

Do you or are you prepared to use any technology to link with patients, i.e.,
video conferencing, face time etc.

Availability

How long do patients generally have to wait to get their first appointment?
Do you have the resources to see patients daily if necessary?
Are you available for emergency appointments?

Are you prepared to meet with the family/friends/supporters of your

patients?
Health Age
professional

Gender
personal

characteristics  Any specific mental health training?

Any specific mental health interests?

Service Do you regularly work with other mental health care professionals? If so
characteristics who?

*Note: If an Australian attending a medical practice is bulk billed, it means that they assign
your right to the Medicare benefit (a government paid subsidy) to the health professional
and the patient themselves do not pay any fees.
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For approximately 90% of occasions, participants’ entry into mental healthcare
services was triggered by a crisis in the form of a threat to a cherished identity, a medical
complication of another condition, or an episode of self-harm (see Table 9.4). Similarly, Shin
(2002) found that “most participants [with depression] arrived at mental health centres
involuntary, sometimes near death, after much suffering due to their illness” (p. 472). A
challenge in reducing the burden of depression is to create circumstances where help-seeking
is not delayed until the point of crisis, yet it is unclear how to do this and further research is

required in this area.

9.4.1 Strengths and limitations.

Although the sample of 12 complied with the recommended size for qualitative studies
(Hill et al., 2005), more participants may have provided additional novel data. Combined use
of in-depth qualitative interviews and flowchart modelling was an innovative way of
obtaining insights into the help-seeking of individuals with depression. Modelling allowed
member checking to occur during the interview. The flow charts were a memory aid for
participants and interviewers. Several participants commented on the helpfulness of the
modelling process, however, one found it somewhat confronting to see her mental health
history depicted visually. Thus, it was important to continually query how participants felt

about the modelling process.

9.4.2 Conclusion.

Many people with depression suffer because they do not access effective treatments.
This study revealed that significant barriers to health service use were depressive symptoms
(i.e., exhaustion, reduced ability and desire to interact with others, and compromised self-
perception). At times, participants were unable to overcome these barriers on their own.

Therefore, interventions to equip the general population with information and skills to assist
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individuals with depression in accessing care are needed. There was often an element of luck
in finding helpful healthcare providers. Availability of information, including mental
healthcare providers’ costs, physical location and availability, may help people with
depression to identify compatible, helpful therapists. Implementation of recommendations
arising from this study could improve pathways to helpful mental health services for

individuals with depression, thereby reducing its burden.
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Chapter 10: General Discussion

My overall aim in this dissertation was to increase knowledge about issues to do with
the delivery and receipt of mental illness information in the Australian context. | focused on
this because the existing evidence, which I summarised in chapters one and two, suggested
that receipt of mental illness information may help people with mental iliness manage their
condition and may also help carers of people with mental illness. | thought that if we
understood more about the delivery of mental illness information this knowledge could be
used to improve our delivery of such information, thereby reducing the burden associated
with mental illness. In this chapter | integrate the findings from the various analyses to draw
overall conclusions; discussion of implications, strengths and limitations; and directions for

future research.

10.1 Synthesis of key findings

10.1.1 Further evidence supporting the argument that efforts to deliver mental
illness information in Australia are warranted.

In Chapter 4 | reported that 66% of Australians and 54% of Australians with a mental
illness did not recall receiving mental illness information during the year before the 2007
National Survey of Mental Health and Wellbeing. So, in 2007, even in a wealthy country
such as Australia where there have been extensive efforts to distribute information relating to

mental illness, many have not received this information.

| also reported that just over half (51%) of all Australians who received mental illness
information found the received information helpful, while 67% of Australians with any
mental illness and 77% (Chapter 6) of people with depression found the mental illness
information they received helpful. Other researchers describing evidence arising from the

Perceived Need for Care Questionnaire (PNCQ) have suggested that one out of every 20
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community members are conscious of a need for mental illness information during a twelve
month period (Meadows, Burgess, et al., 2000; Meadows & Burgess, 2009; Sunderland &

Findlay, 2013) and between a third to half of people with mental illness perceive a need for
mental illness information during a twelve month period (Dezetter et al., 2015; Meadows &

Bobevski, 2011; Prins et al., 2011; Prins et al., 2009).

So, the current evidence suggests first, large segments of the community are not
receiving mental illness related information, second that large proportions of the population
are conscious of a need for mental illness information and third that more than half of the
people who receive such information find it helpful. Taken together, these findings
strengthen the argument that it is worthwhile investing further in the provision of mental

illness related information in Australia.

10.1.2 Bench marks against which to evaluate continued efforts to deliver mental
illness information.

While there has been extensive published work examining the need for mental illness
information in clinical samples, and a smaller body of working examining the need for such
information in the general population, the estimates presented within this dissertation are the
first nationally representative estimates of receipt of mental illness information and its
perceived helpfulness (see Table 10.1). These are important as they provide a benchmark
which can be used to evaluate future efforts to deliver mental illness information, both in

Australia and internationally.
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Table 10.1

Nationally representative estimates of Australians’ receipt of mental illness information and

it’s perceived helpfulness

Population of interest

Did you receive mental illness information
in the year before the 2007 National Survey

of Mental Health and Wellbeing?

% of the people who
received such
information who
found the information

Yes No helpful
All Australians 34% 66% 51%
All Australians with a 46% 54% 67%
mental illness
All Australians with 55% 45% 77%

depression

10.1.3 We need to target information interventions carefully because the evidence
suggests that the “knowledge gap” exists in relation to the receipt of mental

illness information in Australia.

The “knowledge gap hypothesis” predicts widening disparities in knowledge of

publicised issues, such as mental health, among different socioeconomic groups (Jenssen

Anders, 2013). The suggestion is that highly educated, well connected and wealthy

individuals receive more benefit from the provided information than do others in the

community (Gaziano, 2017; Hwang & Jeong, 2009). Australians who were less likely to

recall receiving mental illness information were less educated, socially disadvantaged, older

and non-English speakers (see Chapter 4). Australians with depression, (67% who had major

depression, 20% who had moderate depression and 5% with minor depression, see Table

Appendix B1), who were less likely to receive mental illness information were less educated,

less likely to have accessed mental health services, and less likely to believe they had mental

health needs (see Chapter 6). Combined, these results support the notion that disparities in the
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impact of information suggested by the “knowledge gap hypothesis” operate in relation to
receipt of mental illness information in the Australian context. Thus, it is not enough to
simply provide mental illness information. The design of mental illness information
campaigns needs to ensure that people in lower socio-economic groups can receive and use
the information, particularly as it is likely that prevalence of mental illness is higher among

people in disadvantaged groups (Meyer, Castro-Schilo, & Aguilar-Gaxiola, 2014).

Community members would have greater access to mental illness information if there
was a greater saturation of mental illness information, and, if issues to do with both the
presentation and the channel that was used to deliver such information were carefully
considered the information may have an increased impact. Bas and Grabe (2015) compared
knowledge retention when information was presented as cold-hard facts (i.e. in the format of
traditional news) and when the same information was presented as testimony of people who
had experienced the issues (i.e. an emotion provoking format). They found that the use of an
emotion provoking format was associated with smaller knowledge gaps (Bas & Grabe, 2015).
If reduced knowledge gap is observed when mental illness related information is presented in
an emotion provoking format it may be both appropriate and feasible to use this mode of

delivery.

Innovative methods have been used to disseminate health information to more
marginalised groups and such methods may be required to effectively deliver mental illness
related information. For instance, an entertainment-based channel was successfully used to
increased awareness of breast cancer in the American Hispanic community when a breast
cancer story line was broadcast as part of a popular American Hispanic soap opera. A
commercial containing a public service announcement about a breast cancer phone

counselling service was screened during the program (Wilkin et al., 2007). It may prove
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worthwhile to explore the feasibility of introducing a mental illness related story line into
popular Australian soap operas such as Home and Away or Neighbours, in conjunction with

advertising for mental health services.

10.1.4 People with depression may need help accessing therapy because symptoms
of depression are barriers to service use.

In Chapter 9, | presented a qualitative study examining the help-seeking behaviours of
twelve Australians who had been treated by mental health care professionals for depression.
In chapter 7, | described an empirically derived model of mental health service use for
Australians with depression. Depicted in this model was the positive relationship between
social connections and service use: people with depression who reported more social
connections were more likely to have received mental health services. Some of the results
from the qualitative study allow us to understand something more about why this connection
exists. | found that symptoms of depression - specifically, exhaustion, reduced ability and
desire to interact with others, and compromised self-perception - were barriers to service use.
At times during their illnesses people with depression could not overcome these barriers
alone. They needed the support of the people around them to help them access mental health
services. Service providers need to ensure that there are pathways in place that allow their
clients to keep accessing services even when their depression is at its most extreme and the

symptoms of depression pose a strong barrier to service use.

10.1.5 The content of mental illness related information that would help those
with depression

While the material presented in this thesis highlights the importance of mental illness
related information particularly to those with a mental illness. It is not immediately apparent
what information is helpful and when during an illness it is best delivered. More research

needs to be conducted exploring these issues. Those with different mental illness may benefit
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from different information. Some of the work presented in the qualitative study relating to

depression begins to address these issues in relation to depression.

All the participants interviewed in the qualitative study had benefited from positive
clinical relationships with mental health professionals, but many of them had taken a long
time, in some cases decades, to find supportive mental health professionals. Given that the
average gap between the onset of symptoms and service use was found to be 8.2 years among
Australians with mood disorders (Thompson, Issakidis, & Hunt, 2008) it was unsurprising
that for the participants in our study there was a significant gap between onset of symptoms
and receipt of helpful services. The participants felt that it was important for those with
depression to know that positive clinical relationships with mental health professionals were

possible and they should keep trying to seek them out as they could be life changing.

The participants reported that it felt like luck was often involved in their finding of
helpful healthcare professionals. Making therapist specific information, such as healthcare
provider costs, physical location and availability easily may help those with depression more
quickly identify compatible therapists. As was discussed in more detail in chapter 9, in
Australia this could be done by extending discipline specific databases such as that

maintained by the Australian Psychological Society (Rogers, 2018).

10.1.6 Channels used to deliver mental illness related information

Dutta-Bergman (2004), distinguishes between active and passive communication
channels. In chapters 4 and 6 | reported that Australians in general were more likely to have
received mental illness information from passive channels (television, radio, newspaper; see
Table 3) than channels that required an active search. Thus, to raise levels of mental health
literacy in the general community it is important to ensure that mental illness related

information continues to be presented via passive channels. I also found that those who
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received information from active channels (internet, non-fiction book, fiction books), those
who were intentionally seeking mental illness related information, were more likely to find
the information that they received helpful. Thus, it is important to ensure that accurate,
helpful, well presented mental illness related information continues to be made available via

active channels such as the internet.

10.1.7 The association between receipt of mental illness information and service
use.

Researchers studying the impact of general health information have suggested that
receipt of such information can complement health service use (Dwyer & Liu, 2013;
Suziedelyte, 2012) or it can be used as a substitute to service use (Schmid, 2014; Wagner et
al., 2017). The participants who were involved in our qualitative interviews (Chapter 9),
emphasised the important roles that clinicians had played in helping them find a way to cope

with their depression.

In the mental health literature, receipt of mental illness information has generally been
found to be associated with increased help-seeking behaviours in clinical samples, and
improved attitudes to help-seeking among non-clinical samples (Xu et al., 2018). My findings
are consistent with those in the mental health literature as | found that receipt of mental
illness information was associated with increased service use when | examined Australians
generally, Australians with any mental illness (Chapter 4), and Australians with depression
(Chapter 6 and 7). This is important as individuals wishing to promote mental wellbeing via
the delivery of mental illness information do not want to inadvertently negatively influence

the help-seeking behaviours of people with mental illnesses.

10.2 Limitations

Despite its age, the data from the 2007 National Survey of Mental Health and

Wellbeing is still important as it is the most recent national Australian survey from which the
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prevalence of common mental illnesses can be estimated. Moreover, it was particularly
important for the purposes of this dissertation because the survey included two questions
about the receipt and helpfulness of mental illness information. However, the National
Survey of Mental Health and Wellbeing data was collected a decade ago and there have been
changes in the Australian mental health landscape since this time. For example, there has
been a marked increase in dissemination of health information via mobile technologies and
substantial efforts have been made to increase mental health literacy in the Australian

community (Christensen et al., 2014).

One of the strengths of a survey such as the 2007 National Survey of Mental Health and
Wellbeing is its use of the CIDI, which is a standardised instrument. As national surveys
using the CIDI have been conducted in at least 28 countries (The World Mental Health
Survey Initiative, 2018, 10 May). Further, the CIDI was used in the 1997 Australian National
Survey of Mental Health and Wellbeing, as well as in the 2007 National Survey of Mental
Health and Wellbeing. This allows researchers to detect changes over time. In contrast, the
two questions focusing on receipt and helpfulness of mental illness related information are
not part of the CIDI and have not been used in any other surveys either nationally or
internationally, meaning there is no directly comparable data by which to contextualise these
findings. Further, at this stage, there is only one timepoint for which the data was collected,

which limits how much such data can reveal.

Another limitation was the brevity of the questions about information receipt. We can
only ask so much with two questions. Much that would be of importance to policy makers
and mental health communications researchers was not inquired about. For instance, the
questions only inquired about mental illness information. Missing were any questions about

information that may have been provided with the aim of promoting mental well-being. Also,
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the data derived from these two questions revealed nothing about the content of mental health
information that was received or was helpful. In future research, it may be worthwhile
including additional questions to capture information relating to a person’s motivation to seek
mental illness information, the novelty of any mental illness information received, the ease
with which information is understood, and any behaviour changes resulting from the receipt

of such information.

Embedded in these two questions was a list of mental health information sources.
Mental health professionals, however, were not included in this list. Given the association
between mental health service use and receipt of mental illness information, future research
should include mental health professionals on this list of information sources, along with

mobile communication technologies.

10.3 Directions for future research

Since the 2007 Australian National Survey of Mental Health and Wellbeing there have
been extensive changes to the Australian mental health informational landscape. The Chief
Executive Officer of the Australian National Mental Health Commission, Peggy Brown,
wrote in an open letter in January 2017 “the digital mental health sector has grown
exponentially in a relatively short period of time” (Brown, 2017). Digital mental health or e-
mental health is defined as “the use of the internet or related communication technologies or
systems to deliver mental health information service or care” (Eysenbach, 2001). The
Australian Government has made substantial investment in the development and
dissemination of e-mental health services (Department of Health and Ageing.
Commonwealth of Australia, 2012). Given the obvious changes in the informational
landscape that have occurred since 2007 it would be beneficial to again survey Australians

about their receipt of mental illness information. Comparing the new data with the base-rates
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reported in the dissertation would allow researchers to draw further conclusions about how
these recent information changes have impacted on the proportion of people accessing mental
illness information, and further if these changes are related to changes in knowledge or

service use.

10.4 Concluding remarks

The work presented in this dissertation provides more evidence that it is worth
continuing to invest in the provision of mental illness information in Australia and to conduct
further research on how information delivery and receipt can be improved. First, because in
2007 (when it was last assessed nationally) many Australians, and many Australians with a
mental illness, were not receiving such information; second, because when such information
is received, large proportions of recipients find it helpful. In the delivery of mental illness
information there needs to a specific focus on individuals in lower socio-economic groups as
they are less likely to receive and benefit from such information but more likely to have
mental illnesses. The findings presented in this thesis relating to the extent of receipt and
perceived helpfulness of mental information among Australians provide a useful benchmark
which can be used in the evaluation of current and future efforts to deliver mental illness
information. Such an evaluation would be particularly useful now as there have been
substantial changes in the delivery of mental health information because of the advent of e-
mental health; it is critical to determine whether these changes have resulted in a greater
proportion of the community receiving mental illness information and in turn whether the

increased service use has led to improved outcomes for people with mental illness.
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Appendix A: Questions about the receipt of mental illness
information from the 2007 National Survey of Mental Health and
Wellbeing

1. Inthe past 12 months have you received information about mental illness, its
treatment and available services from any of the sources on this list? IF YES: Which

ones? CIRCLE ALL THAT APPLY.

INTERNET

FICTION BOOK(STORY)

NON-FICTION BOOK (FACTUAL ACCOUNT)
NEWSPAPER OR MAGAZINE

TELEVISION

RADIO

PAMPHLET/LEAFLET/BROCHURE

OTHER (PLEASE DESCRIBE)

NONE OF THE ABOVE

2. Which of these gave you information that was helpful to you for problems with your

mental health? CIRCLE ALL THAT APPLY.

INTERNET

FICTION BOOK (STORY)

NON-FICTION BOOK (FACTUAL ACCOUNT)
NEWSPAPER OR MAGAZINE

TELEVISION

RADIO

PAMPHLET/LEAFLET/BROCHURE

OTHER. EXAMPLE:

NONE OF THE ABOVE
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Appendix B: Supplementary material from Chapter 7, Paper 3

Table Appendix B 1

Frequency distributions of the variables used in Chapter 7, paper 3

Measures

Type of
measure

Description

Predisposing Characteristics

Age
Sex
Marital status

Education

Employment status

Country of birth

Number of persons
in household

Continuous
Dichotomous
Dichotomous

Dichotomous

Categorical

Categorical

Categorical

The higher the score the older the person at the time of the
survey N=451, range 16-85, (M = 42.24, SD = 15.44)

w

NP WNRPE NP DR NEDNDE

Male (N=151)

Female (N=300)

Not married (N=332)

Married (N=119)

No university level qualification (N=269)
University level qualification (N=182)
Not in the labour force (N=161)
Unemployed (N=25)

Employed (N=265)
Non-English-speaking country (n=45)
English speaking country other than Australia (N=58)
Australia (N=348)

One person (N=162)

Two people (N=146)

Three or more people (N=143)

Enabling resources (the higher the score the more enabled the person)

Housing status Categorical 1. Renter/other (N=208)
2. Owner with a mortgage (N=146)
3. Owner without a mortgage (N=97)
Financial problems  Dichotomous 1. Financial problems (N=169)
2. No financial problems (N=282)
Frequency of Categorical 1. Monthly or less (N=72)
contact with family 2. Weekly (N=146)
members 3. Daily (N=233)
Frequency of Categorical 1. Monthly or less (N=111)
contact with 2. Weekly (N=168)
friends 3. Daily (N=172)

Needs (the higher the score the greater the need)

Psychological Continuous  The higher the score the higher the level of distress, N=451,
distress (K-10) range 10-48 (M = 23.5, SD=8.13)
General state (self- Categorical Excellent/very good (N=92)

assessed mental
health)

1
2.
3.
4

Good (N=132)
Fair (N=162)
Poor (N=65)
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General state Categorical 1. Alot better (N=105)
(general health 2. Alittle/somewhat better (N=77)
compared to last 3. The same (N=139)
year) 4. Alittle/somewhat worse (N=73)
5. Alot worse (N=57)
Severity (types of Categorical 1. Minor depression (N=22)
depressionii.e., 2. Moderate depression (N=126)
ICD-10 category) 3. Major depression (N=303)
Comorbidity of ICD-  Categorical 1. Affective disorder only (N=166)
10 disorder classes 2. Affective and anxiety disorders (N=226)
in the past 12 3. Combination including affective & substance use
months (N=59)
Number of mental Continuous  The higher the score the more mental health disorders an
health conditions individual had in the 12 months prior to the survey, N=451,

range 1-11, (M =2.97 ,SD = 1.93)
Mental health service use (the higher the score the greater the service use)

Number of mental Categorical 1. None (N=163)

health 2. 1-9 consultations (N=163)
consultations with 3. 10 or more consultations (N=125)
any professional

Number of Categorical 1. None (N=248)

medications taken 2. 1 medication (N=119)

for mental health in 3. 2 medications (N=59)

the past two weeks 4. 3 or more medications (N=25)
Type of service Categorical 1. None (N=162)

accessed for 2. Consultation only (N=262)

mental health 3. Hospitalisation & consultation (N=27)
Information variables (the higher the score the more likely to receive mental illness information)

Received mental Dichotomous 1. Non-information receivers (N=190)

illness information 2. Information receivers (N=261)

Received helpful Dichotomous 1. Did not receive helpful information (N=254)
mental illness 2. Received helpful information (N=197)

information

Abbreviations: N=number; M=mean, SD=standard deviation; ICD-10= International

classification of diseases
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Table Appendix B 2

Unique parameters and co-variances of the models depicted in Figure 7.2-part B and C

The information non-receivers’

The information receivers’ model
model

Unique Co-morbidity of mental health disorders - mental Employment status - mental health
Parameters health service use service use

Type of service accessed for mental health - mental Contact with family members -
health need mental health need

Financial status > mental health service use

No. of mental health consultations >mental health
service use

Contact with family members = social self

Unique Financial status & employment status Employment status & age

Co-variances .
No. of mental health consultations &

self-assessed mental health
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Appendix C: Ethics approval for the qualitative study in
Chapter 9
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MONASH
University

Monash University
Human Research
Ethics Committee

Approval Certificate

This is to certify that the project below was considered by the Monash University Human
Research Ethics Committee. The Committee was satisfied that the proposal meets the
requirements of the National Statement on Ethical Conduct in Human Research and has
granted approval.

Project Number: 1301
Project Title: Pathways to service use among individuals with depression
Chief Investigator: Dr Penelope Hasking

Expiry Date: 08/12/2021

Terms of approval - failure to comply with the terms below is in breach of your approval

and the Australian Code for the Responsible Conduct of Research.

1. The Chief Investigator is responsible for ensuring that permission letters are
obtained, if relevant, before any data collection can occur at the specified

organisation.
2. Approval is only valid whilst your hold a position at Monash University.

3. It is responsibility of the Chief Investigator to ensure that all investigators are aware of the

terms of approval and to ensure the project is conducted as approved by MUHREC.

4. You should notify MUHREC immediately of any serious or unexpected adverse effects on

participants or unforeseen events affecting the ethical acceptability of the project.

5. The Explanatory Statement must be on Monash letterhead and the Monash University
complaints clause must include your project number.

6. Amendments to approved projects including changes to personnel must not commence

without written approval from MHUREC.

7. Annual Report - continued approval of this project is dependent on the submission of an

Annual Report.
8. Final Report - should be provided at the conclusion of the project. MUHREC should be
notified if the project is discontinued before the expected completion date.
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9. Monitoring - project may be subject to an audit or any other form of monitoring by
MUHREC at any time.

10. Retention and storage of data - The Chief Investigator is responsible for the storage and
retention of the original data pertaining to the project for a minimum period of five
years.

Thank you for your assistance
Professor Nip Thomson
Chair, MUHREC
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Appendix D: Supplementary material Chapter 9, Paper 4

Table Appendix D 1

Consolidated criteria for reporting qualitative studies (COREQ) checklist (Tong et al., 2007)

Domain 1: Research team & reflexivity

Personal Characteristics Interviewer 1 Interviewer 2
1. Interviewer First author: AG Second author: JB
2. Credentials BA(Hons), MA, PhD student  BSc(Hons), GradDipPsych,
PhD
3. Occupation Student Mental health researcher
4. Gender Female Female
5. Experience & training Training in qualitative Extensive experience in

research methods. Extensive qualitative research
experience in mental health  methods and mental health
research. research

Relationship with participants

6. Relationship established prior to Yes, in 2/12 cases No

the commencement of the study .
(Two participants were

known to the interviewer via
the network Facebook)

7. Participant knowledge of the All participants knew that All participants knew that
interviewer the interviewer was a PhD the interviewer was a
student mental health researcher
8. Interviewer characteristics This was not addressed This was not addressed

Domain 2: Study design

Theoretical framework
9. Methodological orientation & Qualitative description with grounded theory overtones
theory
Participant selection
10. Sampling Convenience sample
11. Method of approach Recruitment via social media (Facebook & Twitter)
12. Sample size 12

AppendixD 182



13. Non-participation

14. Setting of data collection

15. Presence of non-participants

16. Description of sample

Did not arise

Interview rooms at a metropolitan hospital or university
campus

No

See Table 1 in the body of the paper

Data collection

17. Interview guide

18. Repeat interviews

19. Audio/visual recordings

20. Field notes

21. Duration

22. Data saturation

23. Transcripts returned

Single page interview guide used in all the interviews. All
interviews commenced with the same opening questions

No repeat interviews were conducted

All interviews were audio-recorded. Photographs were
taken of the models constructed during the interviews

Recorded during and after interviews as well as during the
coding process

M 92, SD=12.56 minutes

No. Sampling continued for as long as resources would
allow. Novel findings were still emerging when data
collection ceased

Transcripts were returned to all participants for review

Domain 3: Analysis & findings

Data analysis

24. Number of data coders

25. Description of coding tree

26. Derivation of themes
27. Software

28. Participant checking

3 (first three authors)

No coding tree was included however, table 9.2 illustrates
the thematic development and contains the themes,
categories and illustrative quotes

Themes were derived from the data
NVivo qualitative data analysis software version 10.

Member checking was conducted in two phases. In phase
one the model was used during the interviews for member
checking. Following the interviews, the reconstructed
electronic model and an interview transcript was made
available to each of the participants

Reporting

29. Quotations presented

30. Data and findings consistent

Yes

Yes
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31. Clarity of major themes A clear presentation of major themes is outlined

32. Clarity of minor themes A clear presentation of the minor themes and categories is
outlined
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Table Appendix D 2

Questions and prompts used during the interviews

Study aim Our overarching aim is to understand what led people with depression to engage with
mental health services

15t question  As you know we are really interested to find out how you ended up receiving treatment
for depression, can you tell us about this?

Other How did you feel prior to receiving treatment for depression? Why do you think you felt
Prompts/ this way?

Did you feel in control? Do you now?

What was the situation you found yourself in prior to receiving treatment for depression?
How did you cope with what was happening to you?

Did anyone suggest you go get treatment? If so who and what did they say?

Did anyone suggest you not get treatment? If so who and what did they say?

Did you receive any information that influenced you? What was it? From where or who?
How did it influence you?

Was there anything that stopped your or delayed you getting treatment? Stigma?
Location of services? Cost of services?

Was there anything that pushed you toward treatment that has not yet been mentioned?
What did the people who are important to you make of your situation?

Had you had any previous experiences with mental health staff or general medical health
staff? What were they? ...

What was your experience of treatment this time? Who treated you? Has the treatment
finished or is it ongoing?

Do you feel that your needs were met by the mental health treatment?... Do you still
want help with anything else?

Questions

How do you think about depression generally? What about your depression? Has that
changed since you have received treatment?

Construction During the interview each time the informant mentions a new person or idea or structure
of flow chart one of the interviewers will write a key word describing this onto a magnet

When we have two or three of these magnets made we will ask the informant to think
about whether there is any relationship between these elements, we may place these
magnets on the white board and following the suggestions of the informant draw links
between them or place them in a specified order or location.

At various stages during the interview process we will revisit the model that we are
constructing, asking the informant questions like: Do you think this should go here? Did
this happen before or after this? How important was that? Is this model capturing
something of what you mean? Or do we need to add something else or change
something?
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Member During the interview

checking We will use the model as a tool to facilitate “member checking” during the course of the
interview “Was | right in understanding that you felt that .......... was really important
because after this ............... happened.”

Conclusion of the interview

Do you feel that the model we have developed accurately represents’ what they have
been talking about?

Could improve it by adding or changing anything?

How did you feel about us constructing this model during our interview?

Concluding At the end of the interview the interviewer will take a few minutes of briefly summarise

the the main points that they have heard during the interview. They will say “please feel free

interview to interrupt, clarify or add anything that you feel is needed or would be helpful.” ...Then
at the end of the summary they will be asked “is that a reasonable summary of what you
have said today?”
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