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j Abstract Aims The stigma of mental illness has
often been considered a potential cause for reluctant
willingness to seek help for mental problems, but
there is little evidence on this issue. We examine two
aspects of stigma related to seeing a psychiatrist and
their association with help-seeking intentions for
depression: anticipated discrimination by others
when seeking help and desire for social distance from
those seeking help. Methods Representative popula-
tion survey in Germany 2007 (n = 2,303), containing
a depression vignette with a question on readiness to
seek psychiatric care for this problem, a focus group
developed scale anticipated discrimination when
seeing a psychiatrist (ADSP), and a scale on desire for
social distance from someone seeing a psychiatrist
(SDSP). We further elicited previous contact to psy-
chiatric treatment, depressive symptoms, and socio-
demographic data. Results Both scales had good
internal consistency (Cronbach’s alpha ADSP 0.87,
SDSP 0.81). Exploratory factor analysis of all items
revealed a distinct factor representing the social dis-
tance scale and three factors ‘‘anticipated discrimi-
nation’’, ‘‘anticipated job problems’’ and ‘‘anticipated
shame’’ derived from the ADSP scale. In both the
general population and in those with current
depressive syndrome, personal desire for social dis-
tance significantly decreased willingness to seek psy-
chiatric help, but anticipated discrimination by others
did not. Other factors related to likely help-seeking

were female gender and previous contact to psychiatric
treatment or to psychotherapy. Conclusion Contrary to
expectations, anticipated discrimination from others
was unrelated to help-seeking intentions, while per-
sonal discriminatory attitudes seem to hinder help-
seeking. Our findings point to self-stigmatization as an
important mechanism decreasing the willingness to
seek psychiatric help.

j Key words stigma Æ discrimination Æ social
distance Æ help-seeking Æ mental illness

Introduction

Although highly prevalent, mental disorders fre-
quently remain untreated [33]. A recent survey con-
ducted in six European countries (Belgium, France,
Germany, Italy, Netherlands, Spain) found about half
of those needing treatment for mental disorders not
getting any medical help for their problem [1].
Treatment rates increase with disease severity, but
even for severe mental disorders in western indus-
trialized countries they are low, varying between 37%
(United States) and 67% (Germany) [8]. With major
depression, only 29–52% of those affected seek help
during the first year of illness [42]. Contact to medical
services is essential to initiate treatment and reduce
the risk of suicide [14]. In Germany, the median
duration of delay until treatment is initiated is 2 years
[42]. Several socio-demographic and illness-related
factors have been related to timely help-seeking for
depression: women, young people, singles and those
severely affected tend to seek help more readily than
others [2, 11, 15, 26]. Personal attitudes towards
certain interventions also seem to facilitate or hinder
help-seeking: population based studies have exam-
ined help-seeking recommendations for people with
mental disorders and found a general preference of
the public for psycho-social over pharmacologicalE
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interventions, although the latter have become more
popular over the last decade [4, 22]. Personal help-
seeking intentions were found to be associated to both
the belief that a GP would be helpful for treating
depression [24, 44] and identification of a problem as
mental illness [43]. Frequently, the potential exposure
to stigma is referred to as a cause of the reluctance of
those with mental disorders to seek help [34, 38]. It
seems to be a truism that stigma inhibits optimal
treatment for mental disorders, and there is evidence
that perceived stigma in fact interferes with treatment
adherence in outpatients with depression [37]. How-
ever, the few studies examining the impact of stigma
on help-seeking come to inconclusive results [13, 17,
35].

There is evidence for a particular stigma associated
with help-seeking for mental disorders: in an experi-
mental study with college students, a depressed per-
son seeking help was judged as more emotionally
unstable than an identical person that did not seek
help for the disease [7]. Admitting a psychological
problem was anticipated as much more stigmatising
than admitting a physical health problem among
soldiers returning from Bosnia [10].

Stigmatization of those with mental illness has
been conceptualized as a cognitive and emotional
process [28, 31]. According to Link, this process
comprises several interrelated steps—labelling, ste-
reotyping, separating, emotional reactions—that
ultimately result in status loss and discrimination of
those stigmatized [28]. Throughout this paper, we will
thus use the term ‘‘discrimination’’ to refer to the
consequences of stigma for those affected. When a
person considers seeking help for a mental problem
for the first time, anticipated rather than factual dis-
crimination is of relevance. Previous studies have
shown that expected discrimination by professional
helpers like GPs or psychiatrists decreases the will-
ingness to seek mental health care [6], and, in more
general terms, that perceived discrimination and
devaluation of mentally ill patients by others is related
to negative attitudes towards seeking help [44]. Be-
sides anticipated discrimination, the help-seeking
person may hold discriminatory attitudes towards
mentally ill patients himself or herself. There is some
evidence that these also hinder help-seeking: Cooper
and her colleagues [12] found a reduced readiness to
seek help for psychological problems in persons who
attributed high responsibility to those affected and
had feelings of anger towards them. These attitudes
may interfere with help-seeking in terms of self-stig-
matization: the negative attitudes someone entertains
towards those with mental illness turn against him
when he is forced to consider himself as a member of
the stigmatised group. In order to avoid identification
with this group, this could translate into reluctance to
seek help. Personal discriminatory attitudes are fre-
quently assessed by measuring a person’s desire for
social distance from mentally ill persons [27].

Thus, we will examine two consequences of stigma
and their interference with help-seeking intentions:
anticipated discrimination by others when seeking
help, and the desire for social distance from those
seeking help for a mental problem. Related measures
(‘‘perceived stigma’’ and ‘‘personal stigma’’ of
depression) have been used in an Australian study on
depression literacy and were found to represent dis-
tinct, only weakly correlated concepts [18]. The aim of
this study is (1) to describe anticipated discrimination
and the desire for social distance related to calling on
a psychiatrist in the general population, and (2) to
examine the relation between both anticipated dis-
crimination and desire for social distance and the
willingness to seek psychiatric help for depression.
For this purpose we conducted a telephone survey
representative of the general population in Germany,
presenting respondents with a case-vignette depicting
major depression and a related question on the will-
ingness to see a psychiatrist for this problem, as well
as with two scales on anticipated discrimination and
desire for social distance.

Methods

j Subjects

From January to March 2007, a population-based survey was
conducted by telephone, involving persons of German nationality
aged 18 years and older, living in private households with con-
ventional telephone connection. The sample was randomly drawn
from all registered private telephone numbers and additionally
generated numbers, allowing for ex-directory households as well.
Numbers were assigned to regions and anonymized. Repeat calls
were made at six occasions on different days of the week until a
connection dropped out. Target persons within households were
selected using the last birthday procedure, seeking an interview
with the person who most recently had their anniversary. Thus,
3,738 potential interviewees were contacted, of whom 2,303 agreed
to do the interview, reflecting a response rate of 61.6%. Informed
consent was considered to have been given when a person agreed to
the interview. The fieldwork was done by USUMA, Berlin; a com-
pany specializing in market and social research. Socio-demo-
graphic characteristics of the sample are shown in Table 1. While
the age and sex composition was similar to that of the general
population, better-educated people were over-represented in our
sample.

j Instruments

Vignette and help-seeking intention

As initial stimulus, we presented respondents with a labelled case-
vignette of someone suffering from major depression according to
DSM-IV. Prior to its use in the study, the unlabelled vignette had
been presented to five experts in the field of psychopathology who
had all been able to provide the correct diagnosis. We chose
depression because of the significant public burden of this disease
[19] and because persons otherwise unfamiliar with the disease
supposedly can relate to many of its symptoms. Participants were
asked to imagine that they had the problems described in the
vignette, and that they had seen their GP for these problems. At the
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end of the vignette, participants were told that their GP could not
find any physical abnormalities and wanted to refer them to a
psychiatrist, because he was considering the diagnosis of major
depression. They were then asked to rate how likely they were to
comply with his recommendation and see a psychiatrist. Answers
were recorded on a seven point Likert-scale with anchors 1 = ‘‘not
likely at all’’ and 7 = ‘‘very likely’’. We thus presented respondents
with a precisely defined situation focusing on the intention to seek
psychiatric help. For maximum standardization of the stimulus, the
case vignette was pre-recorded with a male and female voice, and
for each interview one of the two recordings was chosen at random
to be played to the respondent.

Anticipated discrimination when seeing a psychiatrist

To assess anticipated discrimination associated with help seeking
for a mental problem, we sought to develop an instrument as close
as possible to patients’ and healthy persons’ fears and expectations
connected to psychiatric treatment. For that purpose we conducted
a focus group study with two focus groups comprising 17 patients
treated either in a day-clinic or as in-patients, and addressing be-
liefs about attitudes and reactions of others towards those seeking

psychiatric help. In these groups, we discussed their real life
experiences of stigmatization for seeing a psychiatrist and also their
fears and reservations prior to seeing a psychiatrist for the first
time. Additionally, a convenience sample of 29 healthy adults an-
swered a written questionnaire that started with the depression
vignette and contained open-ended questions on possible negative
consequences when seeing a psychiatrist for this problem. Sessions
were tape-recorded and transcribed, and both transcripts and the
written questionnaires were content analysed [20]. Based on this
analysis, we compiled a list of 16 items aiming at a comprehensive
representation of the ideas voiced in all groups. Table 2 shows the
item wording of the scale generated in this manner. Answers were
recorded on a five-point Likert scale anchored with 1 = ‘‘do not
agree at all’’ and 5 = ‘‘agree completely’’. Low values thus represent
low anticipated discrimination.

Social distance from someone seeing a psychiatrist

Measuring the desire for social distance in situations of every day
life is an established method to depict discriminatory attitudes
against members of a minority group [9]. We adopted a scale used
in previous research to measure social distance from people with
various mental disorders [3, 27]. This asks whether respondents are
willing to engage in various forms of every day contact with
‘‘someone seeing a psychiatrist for treatment’’. The wording of the
seven items is shown in Table 3. Answers were again given on a
five-point Likert scale anchored with 1 = ‘‘definitely’’ and
5 = ‘‘definitely not’’, low values thus indicate low desire for social
distance.

Depressive symptoms, contact to psychiatric
treatment, socio-demographic data

We further elicited depressive symptoms during the last 2 weeks
using the mood subscale of the patient health questionnaire (PHQ-
9, German version) validated for a representative sample of the
German population [29]. Respondents indicate for each of nine
depressive symptoms (corresponding to the criteria of DSM-IV)
whether, during the previous 2 weeks, the symptom has bothered
them: 0 = ‘‘not at all’’, 1 = ‘‘several days’’, 2 = ‘‘more than half of
the days’’, or 3 = ‘‘nearly every day’’. We used the sum score of
all items (range 0–27) as a continuous variable indicating severity

Table 1 Characteristics of the sample

Survey 2007 (%) Population >18 years
12/2005a (%)

Women 52.5 51.6
Age group
18–24 10.2 10.0
25–39 25.8 24.4
40–59 37.3 35.4
>60 26.7 30.3

Education
8/9 years of schooling 25.6b 42.9c

10 years of schooling 34.3b 26.4c

12/13 years of schooling 40.1b 22.9c

Pupil/unknown 0.2b 4.6c

Representative population survey (Germany 2007, n = 2,303)
aFederal Statistical Office (December 2007)
bFor comparison: respondents >19 years
cPersons >19 years. No data for younger persons available

Table 2 Item-level statistics for the anticipated discrimination when seeing a psychiatrist (ADSP) scale (n = 2,168–2,295)

ADSP-item Mean SD

If you are seeing a psychiatrist for treatment, …
… people talk badly about you 2.89 1.26
… you have to listen to disrespectful comments from other people 3.15 1.40
… most people do not want to have anything to do with you 2.25 1.21
… most employers would rather dismiss you than dismiss other employees 3.24 1.36
… other people deal with you in a patronizing way 2.72 1.26
… other people no longer consider you sane 2.51 1.30
… most people believe you must be crazy or manic 2.77 1.45
… most people think you are not normal 2.99 1.39
… most people think this is a sign of personal failure 2.67 1.38
… most people consider you unreliable 2.56 1.32
… most people consider you unpredictable and dangerous 2.27 1.28
… you have to feel ashamed about it in front of other people 1.62 1.06
… this is a stain on your life history that nobody should know about 2.30 1.41
… chances are smaller that you will find a partner 2.27 1.31

If you have mental problems, most people believe you should pull yourself together instead of calling on a psychiatrist 3.02 1.42
Most employers will pass over the application of someone seeing a psychiatrist for treatment and hire another applicant 3.92 1.25
Total scale 2.69 0.78

Answers are given on a five-point Likert scale from 1 = ‘‘do not agree at all’’ to 5 = ‘‘agree completely’’
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of depressive symptoms. Furthermore, a diagnosis of ‘‘major
depressive syndrome’’ or ‘‘other depressive syndrome’’ was estab-
lished according to the PHQ Office Coding Algorithm [39]. A major
depressive syndrome is diagnosed if five or more of the nine
depressive symptoms are reported to be present at least at ‘‘more
than half the days’’ (‡2), and one of the symptoms is depressed
mood or anhedonia. One of the nine symptom criteria (item ‘‘i’’:
‘‘thoughts that you would be better off dead…’’) counts if present at
all (‡1). Other depressive syndrome is diagnosed if only two, three
or four symptoms are indicated at least at ‘‘more than half the
days’’ (with item ‘‘i’’ counted if present at all), and one of the
symptoms is depressed mood or anhedonia. We found a prevalence
of 6.0% for any depressive syndrome during the last two weeks in
our sample (n = 136), which is very close to the previously re-
ported 4-week prevalence of depression in Germany [21].

We further asked respondents whether they knew someone who
had seen a psychiatrist or psychotherapist, or whether they had
ever seen a psychiatrist or psychotherapist themselves. We asked
about contact to both professions (psychiatrist and psychothera-
pist) to cover a broad range of specialized mental health services.
Drawing on the closest contact reported, we generated a score with
0 indicating ‘‘no previous contact to psychiatric treatment/psy-
chotherapy’’, 1 = ‘‘knows somebody treated’’ (n = 1,108, 48.1%),
and 2 = ‘‘personal contact to psychiatric treatment/psychotherapy’’
(n = 482, 21.0%). Although a direct comparison of differently
framed questions in different surveys is not possible, these num-
bers correspond broadly to the proportion of respondents found in
another representative German survey reporting life-time use
of any service because of emotions or mental health problems
(22.3%) [25]. In the depressive sub-sample, 67 respondents (49.3%)
reported personal treatment experience. Finally, age, gender,
and academic achievement were recorded. Before starting the
fieldwork, we pilot tested the interview on 30 randomly chosen lay
people.

j Statistical analysis

All items of both instruments on stigma were entered in a principal
component factor analysis with quartimax rotation. By using
quartimax rotation we generated unrelated (orthogonal) factors,
since our interest was to see whether our instruments measure
independent constructs that would be represented by independent
factors. Quartimax rotation maximizes the variance of the squared
factor loadings in each variable, i.e. each variable will only load on a
few factors. We computed factor scores for all factors with an
eigenvalue >1. We then conducted a linear regression analysis with
intention to seek help as dependent variable, regressed on factor
scores, depressive symptoms, previous contact to treatment, and
socio-demographic variables. A second regression analysis was
conducted for the sub-sample of those with depressive syndrome,
regressing help-seeking intention on factor scores, previous con-
tact, and socio-demographic variables. We further report test sta-
tistics for the two instruments on anticipated discrimination and
desire for social distance. All statistical procedures were computed
using STATA (version 9.2).

Results

Of all respondents, 23.9% were opposed to consulting
a psychiatrist for depression (combining the negative
answer categories 1–3 of the seven-point Likert scale),
7.2% were undecided, and 68.9% indicated being ra-
ther likely to seek psychiatric help (answer categories
5–7).

Tables 2 and 3 show item wording and item-level
statistics of the two stigma-instruments. Both scales
had good internal consistency [Cronbach’s alpha
anticipated discrimination when seeing a psychiatrist
(ADSP) 0.87, social distance from someone seeing a
psychiatrist (SDSP) 0.81].

To exemplify the extent of anticipated discrimi-
nation and desire for social distance among the
public, it is helpful to look at answer percentages of
some items, thereby combining the two affirmative
answer categories closer to ‘‘agree completely’’ in the
ADSP scale: for example, 68% expected discrimina-
tion when applying for a job, and 42% anticipated
disrespectful comments from other people. Combin-
ing the two answer categories closer to ‘‘definitely
not’’ in the social distance scale, 34% were opposed to
having someone who sees a psychiatrist take care of
their children, 18.8% were unwilling to sublet a room,
and 17.3% would not recommend someone for a job.

A post hoc, exploratory factor analysis of all items
used revealed four factors with an eigenvalue >1
(Table 4). All items of the SDSP scale loaded on factor
2, which we thus termed ‘‘desire for social distance’’.
The items of the ADSP scale loaded on three factors,
which we termed ‘‘anticipated discrimination’’ (factor
1), ‘‘anticipated job problems’’ (factor 3), and
‘‘anticipated shame’’ (factor 4). Factor 4 is the least
consistent, since ‘smaller chances to find partner’ in
terms of its content (social rejection) seems closer to
factor 1 than to factor 4. The four factors accounted
for a cumulative variance of 48.9%. Social distance
items had very low loadings on ‘‘anticipated dis-
crimination’’, and ADSP items did barely load on
‘‘social distance’’.

We computed factor scores for each factor [mean
0, standard deviation (SD) 1] and entered them into a
linear regression model with help-seeking intention as

Table 3 Item level statistics for the social distance from someone seeing a psychiatrist (SDSP) scale (n = 2,196–2,289)

SDSP item Mean SD

If you had a room to rent in your home, would you rent it to someone seeing a psychiatrist for treatment? 2.37 1.29
Would you accept someone seeing a psychiatrist for treatment as a colleague at work? 1.36 0.77
Would someone seeing a psychiatrist for treatment suit you as a neighbour? 1.59 0.95
Would you let someone seeing a psychiatrist for treatment take care of your children for a couple of hours? 2.93 1.34
Would you accept someone seeing a psychiatrist for treatment as a friend? 1.37 0.80
Would you acquaint someone seeing a psychiatrist for treatment with a friend of yours? 1.74 1.09
Would you recommend someone seeing a psychiatrist for treatment for a job working for a friend of yours? 2.31 1.25
Total scale 1.94 0.74

Answers are given on a five-point Likert scale from 1 = ‘‘definitely’’ to 5 = ‘‘definitely not’’
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a dependent variable in order to evaluate the relation
of different forms of discrimination to the willingness
to seek help (Table 5). In this linear model, coeffi-
cients represent the predicted differences in answer
scores, adjusting for all other variables. The constant
represents the predicted score if all independent
variables equal zero. Thus personal treatment expe-
rience predicted an increase of 1.10 points on the
seven-point Likert scale of the dependent variable,
while knowing someone treated still predicted a dif-
ference of 0.56 points. Greater desire for social dis-
tance, stronger anticipated shame, and higher age
were associated with weaker intentions to see a psy-
chiatrist, while female respondents tended to be more
willing to see a psychiatrist. An increase of the desire
for social distance of 1 SD predicted a decrease of 0.35
points of help-seeking intention. Anticipated dis-
crimination by others was unrelated to these inten-
tions. Depressive symptoms, academic achievement,
and anticipated job problems also had no statistical
influence on help-seeking intentions. The regression
model was significant (F11,1867 = 19.52; prob > F =
0.000) and accounted for 9.8% of the variance. We
exploratively calculated an extended regression model
including interaction effects of depressive symptoms
and the four factor scores, exploring whether any of
the factor scores became more relevant to help-seek-
ing intentions in those with more depressive symp-
toms. Interaction terms did not significantly relate to
help-seeking intentions, and the explained variance of
the model did not improve by including them
(F15,1863 = 14.48; prob > F = 0.000; adjusted R2 =

9.7%, data not shown). The same held true for a
regression model with interaction effects of contact
and the four factor scores, following the assumption
that in those with treatment experience, fear of future
discrimination could have been of less relevance for
help-seeking intentions, because labelling and the
resulting discrimination had already occurred at an
earlier occasion. No interaction term was significant
in this model, and model fit did not improve
(F14,1864 = 15.52; prob > F = 0.000; adjusted R2 =
9.7%, data not shown).

Table 4 Anticipated discrimination of and desire for social distance from someone seeing a psychiatrist

Item (paraphrased) Factor 1 ‘‘anticipated
discrimination’’

Factor 2 ‘‘desire for social
distance’’

Factor 3 ‘‘anticipated
job problems’’

Factor 4 ‘‘anticipated
shame’’

People talk badly 0.68 0.07 0.08 0.00
People give disrespectful comments 0.60 0.04 0.04 )0.08
People do not want to have anything to do with you 0.61 0.11 )0.03 0.30
People deal with you in a patronizing way 0.67 0.07 0.02 0.11
People no longer consider you sane 0.68 0.08 0.09 0.13
People believe you must be crazy or manic 0.73 0.02 0.04 )0.11
People think you are not normal 0.72 0.05 0.03 )0.11
People think it is sign of personal failure 0.62 0.02 0.14 )0.07
People believe you should pull yourself together 0.44 0.03 0.16 )0.24
People consider you unreliable 0.60 0.10 0.11 0.20
People consider you unpredictable and dangerous 0.64 0.10 0.00 0.26
Employers dismiss you first 0.33 0.06 0.64 0.11
Employers pass over your application 0.24 0.02 0.76 0.02
Have to feel ashamed in front of other people 0.34 0.19 )0.18 0.50
Stain in your life history 0.42 0.12 0.16 0.52
Smaller chances to find a partner 0.28 0.12 0.17 0.63
Sublet a room 0.06 0.73 0.20 0.07
Accept as colleague at work 0.10 0.69 )0.15 )0.04
Suit you as neighbour 0.13 0.70 )0.13 )0.01
Let take care for your children 0.12 0.63 0.27 0.06
Accept as friend 0.08 0.69 )0.21 0.04
Acquaint with friend 0.10 0.72 )0.02 0.04
Recommend for job 0.03 0.67 0.23 0.05
Eigenvalues 6.00 2.98 1.22 1.04
Percentage of variance accounted for 22.17 15.11 6.11 5.49

Rotated factor loadings on four identified factors with an eigenvalue >1. Highest factor loadings are in bold

Table 5 Intention to seek psychiatric help for depression regressed on factor
scores, age, gender, academic achievement, contact to psychiatric treatment or
psychotherapy, and depressive symptoms

B P

‘‘Anticipated discrimination’’ )0.036 0.439
‘‘Desire for social distance’’ )0.353 0.000
‘‘Anticipated job problems’’ 0.084 0.072
‘‘Anticipated shame’’ )0.136 0.004
Age (cont.) )0.008 0.004
Women 0.207 0.027
8/9 years of schooling (ref.)
10/11 years of schooling 0.123 0.308
12/13 years of schooling 0.176 0.139

No contact (ref.)
Knows someone treated 0.556 0.000
Treatment experience 1.100 0.000
Depressive symptoms (cont.) 0.001 0.962
Constant 4.829 0.000
Adjusted R2 (%) 9.8

Linear regression analysis (n = 1,879), non-standardized regression coefficients
(B)
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A second model was calculated for the sub-sample
with current depressive syndrome (Table 6). Overall,
coefficients were similar to those in the first model, but
due to the considerably smaller sample-size, less
reached statistical significance: only desire for social
distance, personal treatment experience and female
gender were significantly related to help-seeking
intention. Similar to the first model, anticipated dis-
crimination was unrelated to help-seeking intentions
in those with current depressive syndrome. This
model, too, was significant (F10,102 = 2.06; prob > F =
0.035) and accounted for 8.6% of the variance.

Discussion

Examining ADSP and the desire for social distance
from those who do so, we found evidence for both
forms of psychiatric treatment stigma in the general
population. Concerning the social distance scale,
attitudes towards those seeking help seem overall
more accepting than towards those with severe mental
illness: 39% of respondents were reluctant to sublet a
room to someone suffering from major depression in
a 2001 German survey [5], compared to 19% in our
study. However, the ranking of situations where
contact is avoided is similar to that found in severe
mental illness [3]: people were most frequently op-
posed to letting someone take care of their children,
while they rarely rejected friend or neighbour rela-
tions with someone seeing a psychiatrist.

Since we conducted an exploratory factor analysis,
the factor structure of our instruments remains a
preliminary finding that needs replication in other
samples. Both constructs—anticipated discrimination
by others and social distance from those seeking
help—were represented by distinct, unrelated factors.
The main finding of our study is that anticipated
discrimination by others is of far less influence for the

intention to seek psychiatric help than the personal
desire for social distance. In our regression models,
anticipated discrimination had no independent sta-
tistical influence on help-seeking preferences at all,
neither among the general population nor in the sub-
sample of those with current depressive syndrome.
This is remarkable, since our measure on anticipated
discrimination was carefully developed in a focus
group study with patients and healthy persons and
thus may claim to represent relevant fears and
expectations adequately. Since our study is based on a
large sample it would have shown even small statis-
tical associations.

One can speculate about the reasons for this
unexpected finding. First of all, it could be rooted in
the fact that we examined the general population,
most of whom had never experienced depression
themselves; hence the anticipation of discrimination
was purely fictional for most participants. In contrast,
the desire for social distance as a personal attitude
could have been of intuitive relevance to healthy
respondents. However, analysis of interaction effects
showed that an increase in depressive symptoms did
not accompany an increased influence of anticipated
discrimination (or any other of the four factors
inherent in our instruments) on help-seeking. Fur-
thermore, in the sub-sample of depressed respon-
dents, anticipated discrimination had no significant
effect on help-seeking either. Thus real life experience
of depressive symptoms does not seem to make
anticipated discrimination more relevant to help-
seeking intentions.

Our study seemingly contrasts with another study
that found perceived discrimination significantly re-
lated to help-seeking attitudes in a small Australian
rural sample. Wrigley and her colleagues [44] found
perceived discrimination and devaluation of mentally
ill persons (‘‘perceived stigma’’) related to Fischer’s
‘‘Attitudes Towards Seeking Psychological Help’’-
Scale [16]. However, this scale measures attitudes
(and not help-seeking intentions) and contains within
it items on anticipated stigmatization—and may thus
be confounded with their perceived stigma measure.
Similar to our results, they found perceived stigma
unrelated to the readiness to discuss mental health
problems with a general practitioner [44]. Along this
line, a recent study of a student sample in the United
States found perceived public stigma unrelated to
help-seeking intentions and past help-seeking in
those with current anxiety or depressive symptoms
[17].

A possible explanation for the relative unimpor-
tance of anticipated negative reactions of others could
be that people hope to avoid discrimination by
keeping their psychiatric help-seeking secret. In fact,
in a study among depressed patients, secrecy was by
far the most popular coping strategy to avoid stig-
matization [40]. When considering seeing a psychia-
trist, intended secrecy would thus neutralize the

Table 6 Intention to seek psychiatric help for depression regressed on factor
scores, age, gender, academic achievement, and contact to psychiatric treat-
ment or psychotherapy

B P

‘‘Anticipated discrimination’’ )0.007 0.969
‘‘Desire for social distance’’ )0.443 0.024
‘‘Anticipated job problems’’ )0.149 0.488
‘‘Anticipated shame’’ )0.143 0.382
Age (cont.) )0.009 0.407
Women 0.857 0.027
8/9 years of schooling (ref.)
10/11 years of schooling 0.137 0.767
12/13 years of schooling 0.208 0.681

No contact (ref.)
Knows someone treated 0.304 0.578
Treatment experience 0.983 0.045
Constant 4.548 0.000
Adjusted R2 (%) 8.6

Linear regression analysis of a sub-sample with current depressive syndrome
(n = 113), non-standardized regression coefficients (B)
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influence of anticipated discrimination by others. The
potential role of secrecy would also explain why,
different from our study, higher perceived stigma was
associated with reduced readiness to consult profes-
sional helpers for depression in a population-based
study in Australia [6]. In their measure of perceived
stigma, two out of three items asked about potential
discrimination by professional helpers them-
selves—here, secrecy would equal treatment avoid-
ance. However, since we did not measure secrecy in
our study, these considerations remain speculative
and require verification in future studies.

A factor inherent in the ADSP-scale that signifi-
cantly decreased the readiness to seek psychiatric help
in the general population was anticipated shame.
Shame is an emotional reaction of the stigmatized
person and thus presumably more difficult to avoid
by secrecy. It may not only represent fear of other
peoples’ negative reactions, but may also be regarded
as a result of self-stigmatization, as negative personal
beliefs about seeing a psychiatrist which turn against
the person himself [32]. Barney and her colleagues
have shown that anticipated embarrassment was more
important for the willingness to consult professional
help for a mental problem than perceived stigma [6].
A study with college students found higher self-stigma
associated with impaired use of psychological services
[41]. Overall, personal negative attitudes towards
those seeking psychiatric help seem a much stronger
hindrance to help seeking than worries about how
other people might react.

The particular importance of personal discrimi-
natory attitudes (and the relative unimportance of
anticipated discrimination) may help to explain why
previous studies could not find any influence of be-
liefs about discrimination by others on help-seeking
behaviour [17, 23, 24, 44]. So far, this has been
attributed to a weak relationship between behavioural
intention and actual behaviour [35]. Our study,
however, shows that it matters which form of dis-
crimination is examined. The distinction between
beliefs about discrimination by others and personal
discriminatory attitudes reflects different sets of atti-
tudes that have a differential effect on help seeking
intentions—and probably also on help seeking
behaviour. Hence future research on predictors of
help seeking should also address personal stigmatiz-
ing attitudes of the respondents, as well as potential
strategies to cope with anticipated discrimination.

j Implications for anti-stigma initiatives

Our main finding suggests that personal negative
attitudes towards seeking professional psychiatric
help seem a much stronger hindrance to help-seeking
than worries about how other people might react,
hence these personal attitudes constitute a promising
target for anti-stigma interventions. This is even more

so since these attitudes seem to have similar effect in
those currently depressed and in those without
depression, which indicates that changing attitudes in
healthy people could improve help-seeking in the case
of depressive illness. Our study further shows that
endorsing negative views on mental health care
actually constitutes a risk factor for negative out-
comes should the holder of the belief himself or
herself ever develop depression. Consequently, de-
stigmatising psychiatric care itself seems a promising
way to removing treatment barriers for depression.

We found both personal and indirect contact to
psychiatric treatment associated with greater willing-
ness to seek psychiatric help. Contact could be the
result of positive attitudes towards treatment, but it
could also shape attitudes and facilitate future help
seeking. Personal treatment or knowing someone
being treated may enhance knowledge and reduce
negative stereotypes about psychiatric care. The
question arises whether this potentially positive
influence could be utilized in programs aiming to
improve the readiness to seek psychiatric care. Since
personal experience may not easily be replaced by
public information programs, similar to anti-stigma
interventions that use contact to mentally ill patients
as a means to reduce the stigma of mental illness [30,
36], real contact to people having sought psychiatric
help could offer a way to improve help seeking
behaviour for mental illness. However, contact to
someone being treated is hindered by secrecy. Secrecy
could thus play an ambivalent role in psychiatric
help-seeking: while it is possibly an appropriate
means against anticipated discrimination by others, it
impedes the potentially de-stigmatizing experience of
contact to someone treated. It has to be noted, how-
ever, that in our model with depressed respondents
only personal treatment contact was significantly re-
lated to help-seeking. The role of contact for help-
seeking thus needs further definition in studies using
larger samples of depressed respondents.

j Limitations

Some limitations of our study need discussion. First,
we examined a sample of the general population and
did not focus on persons with untreated depression.
Although we adjusted our analysis for depressive
symptoms and studied a sub-sample of currently
depressed respondents, sample-size and available
information on personal history did not allow to
further differentiate and examine attitudes of those
with currently untreated depression. A study of per-
sons experiencing depression for the first time and
their real life choices remains a desideratum of future
research and would also overcome a second limitation
of our study: namely, that we did examine help-
seeking intentions in a virtual situation and not help-
seeking behaviour.
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Another concern is the role of personal treatment
contact for our analyses. Many respondents particularly
in the depressed sub-sample had treatment experience,
and, since labelling and the resulting discrimination
may have occurred at an earlier occasion, fear of future
discrimination could have been less relevant to them.
However, since we included treatment experience as an
independent variable in our regression analyses, the
present results are controlled for its influence. More-
over, by including interaction effects of contact and
stigma factors in an explorative regression model, we
excluded any differential effect of, e.g. anticipated dis-
crimination on help-seeking intentions in those with
and without previous contact to psychiatric treatment.

A further limitation is the small amount of variance
our models accounted for. Other attitudes not examined
in this study could be of major influence on help-
seeking intentions. Also, we have broken down stigma
on anticipated discrimination by others and personal
social distance, because we considered these most rel-
evant to the help-seeking person. However, other as-
pects of stigma could also be examined and
complement our results: for instance, effects of labelling
on the acceptance of psychiatric care, influence of cer-
tain stereotypes on the willingness to seek psychiatric
care, or the impact of structural realities (i.e. structural
discrimination) on the readiness to seek psychiatric
care. Furthermore, we examined help-seeking for
depression, and help seeking for other mental diseases
could follow different rules. Finally, our results are
representative only for the German public and may
differ in other national or cultural contexts, and since
they are based on a cross-sectional examination, con-
clusions on causal attributions are not possible.

Summarizing our study, there is a particular stigma
attached to seeking psychiatric help. Desire for social
distance from those seeking help and, to a lesser degree,
the anticipation of shame decrease the willingness to
see a psychiatrist. Our findings thus underline the
importance of discrimination qua self-stigmatization
for psychiatric help seeking. Anticipated discrimination
by others, in contrast, had no influence on help seeking
intentions, which allows speculation about secrecy as a
coping strategy that facilitates help-seeking. For anti-
stigma interventions, personal attitudes towards help-
seeking seem a more promising target than potential
negative reactions of others. Willingness to seek psy-
chiatric help in the general population was associated
with previous personal and indirect contact to psychi-
atric treatment, hence contact to people having sought
psychiatric help could offer a way to improve help
seeking behaviour should a mental illness develop.
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