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Abstract

This study investigated the various factors that are involved in older adults’
decisions to seek mental health services. A quantitative cross sectional design
was utilised. Eighty older adults (24 Males, 56 Females) from Irish rural
community groups completed self-report questionnaires exploring their mental
health knowledge (Mental Health Knowledge Schedule (MAKS)(Evans-Lacko et
al., 2010), mental health stigmatisation (Inventory of Attitudes toward Seeking
Mental Health Services (IASMHS) (Mackenzie, Knox, Gekoski, & Macaulay, 2004
and the Reported and Intended Behaviour Scale (RIBS)(Evans-Lacko et al.,
2011),and help seeking behaviours for emotional problems and suicidal thoughts
(General Help-Seeking Questionnaire (GHSQ)(Deane, Wilson, & Ciarrochi, 2001).
Data was analysed using multiple regressions, paired sample t-tests and
independent t-tests. Analysis indicated that mental health stigmatisation and
suicidal thoughts were important in mental health help seeking. The role of help
seeking in medical doctors and mental health professionals’ usage was also
discussed. These findings support the feasibility for gerontological research in

rural mental health settings.
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Executive Summery and Implications

This study was conducted over a 6 month period assessing older adults in the
Monaghan region of Ireland. A number of psychometric questionnaires were sed
to see how older adults (over 65s) viewed mental health issues and the prediction
of seeking mental health services, if they felt these services were required for
themselves or those close to them. The results of the study have shown that there
may be a link between their knowledge and how older adults seek help. This
research proposes that centres provide education in how to recognise and
approach mental health issues, with special emphasis based upon having the
discussion as open and “normalised” as possible. This information should be
provided (where possible) by mental health experts. The information should also
be provided in language that can be understood by all attendees, along with
appropriately worded documentation. Please note that this report was based on a

small dataset and may not be generalizable.
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Introduction

“The age way is upon us.” This is the opening line of O’Connor & Bruner-
Canhoto's (2011) article “Elder Mental Health- The Next Frontier’. As medical
technology, nutrition and education improve, people are living longer. Average life
expectancy has grown consistently since 1900, after centuries of stagnation. This
has caused a huge increase in the need for gerontological research (Bongaarts,
2005). Rowe & Kahn (1997) have outlined a 3 dimensional model of positive
ageing. Their pillars of physical, psychological and societal wellbeing are the
cornerstones of positive ageing. This study is based on a similar triumvirate of
mental Health knowledge, help-seeking and stigmatisation. These disparate
modalities will be shown as three components of a trinity, which are of vital

importance to psychological research in rural Ireland.

The challenges of an ageing population are manifesting in Irish society. In
2006, the proportion of over 65s was 11%, by 2041 this will have doubled (Central
Statistics Office, 2007)(McGill, 2010). The increased strain on services such as
health, already insufficient for the needs of older adults, and welfare will inevitably
become more substantial (Kaskie & Estes, 2002). Commentators such as
Neuberger (2008) have compared the situation to “frightened rabbits caught in the
glare of a car’s headlights. We can see it but cannot react effectively” (P. 1744).
One of the prime avenues for interventions that can be explored is knowing when

older adults seek help for psychiatric services.
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Mental Health Knowledge

Jorm & Korten (1997, p.182) have defined mental health
knowledge/literacy* as “knowledge and beliefs about mental health disorders,
which aid their recognition and management”. Public mental-health literacy
knowledge is centred on the resemblance of the public’s views compared to
professional evidence in mental health practice (Office of the Surgeon General,
2001). Previous research has shown higher mental health knowledge is related
with improved outcomes, mental health stigma reduction and more appropriate
help-seeking (seeking professional help). (Goldney, Fisher, & Wilson, 2001; Fisher
& Goldney, 2003). Troyer (2001) found mental health knowledge can even modify
negative thoughts about mental health in older adults. Correspondingly, poor
mental health knowledge has been shown to impede early and appropriate help-
seeking (Burke & Burke, 1990). Irish mental health knowledge has been shown to
be above international norms (Lawlor, Breslin, & Renwick, 2008). The literature
has been insufficiently researched in gerontological psychology, especially in
connection with stigmatisation (Tartani, 2011; Evans-Lacko et al., 2010). No
literature regarding Irish older adults and mental health knowledge was located

during the literature search.

There are a number of interventions that can influence mental health
knowledge. Educational and awareness campaigns have been found to be
effective in their implementation. (Eisenberg, Golberstein, & Gollust, 2007; Ten
Have, Oldehinkel, Vollebergh, & Ormael, 2003). One issue is that this information

is frequently focused on carers rather than those most at risk of developing a

1 Both terms (mental health literacy/knowledge) are used interchangeably in the literature.
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mental health disorder, such as schizophrenia (Norrie et al., 2011). This can inhibit
those with a mental health disorder from noticing a change in their condition.
Some severe mental health disorders, such as schizophrenia, are more
recognisable than common mental-health problems like depression (Jorm et al.,
1997). However, having had a mental health disorder previously does not
enhance depression recognition (Dahlberg, Waern, & Runeson, 2008). This
illustrates that mental health knowledge is imperative for both past, present and

potential mental health service-users.

The urban/rural divide was a salient factor in the sample used in this study.
The sample was predominantly rurally based, who have lower mental health
knowledge (Griffiths, Christensen, & Jorm, 2009). Rural residents are more likely
to have more negative attitudes towards mental health help-seeking, according to
Hayslip, Maiden, Thomison, & Temple (2010). The region is situated close to a
prominent mental health hospital, which was a major employer and integral to the
area, which can confound results (MacLellan, Nic Ghabhann, & Bryne, 2014). This
was part of the rationale of the study and one of the reasons that this study was

original and can progress the literature.

Stigma
Stigmatisation is where a “attribute or characteristic that conveys a social
identity that is devalued in a particular social context” (Crocker, Major, & Steele,
1998, p.505). Corrigan (2004) postulated a dual model of “Public-stigma” (which
originates from other people) and “Private-stigma” (which originates in the
individual). Over time, this stigmatisation can lead to self-identification with a

“spoiled identity” (Goffman, 1963). This spoilt identity can subsume the
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interpersonal relationships and self-concept of the individual and initiate identity

confusion (Weinstein, 1982).

Stigmatisation plays a large part in mental health care, being common
throughout the world (World Health Organization, 2001) and often devastating to
those affected (Weinstein, 1982). Wahl & Harman (1989) found that those with
mental health problems were seen as “dangerous, weak and socially incompetent”
by the general population. Diagnosis can also lead to negative attitudes and
stigmatisation (Li, Cai, & Cram, 2011). These factors lead into ramifications in
mental health care. Delays in diagnosis [median of 11 years in mental health
(Kessler & Demler, 2005)] interferes with recovery and can lead to seeking inferior
pathways of treatment, that do not have an evidence base or could be harmful to a

service-user (Drake & Goldman, 2001; Lieberman & Fenton, 2000)

Various psychologists have theorised on the roots of stigmatisation.
Stephan & Stephan's (2000) Integrated Threat Theory has four distinctive
components (realistic threat, symbolic threat, intergroup anxiety and negative
stereotypes). Realistic Threat focuses on the perceived real and hypothetical
threats from an outgroup (Allport, 1954). Symbolic Threat is based upon the
perceived differences in values between groups. Katz & Glass' (1979)
Ambivalence Amplification Theory, where contradictory concepts of a group leads
to inconsistencies, is especially relevant in symbolic threat, as mental health
problems have a diverse variety of symptoms and treatments.. Negative
Stereotypes are beliefs that are unrepresentative of an outgroup and are closely
linked to intergroup anxiety. Intergroup Anxiety is the fear of interacting with an

outgroup. This leads to less interactions with this outgroup (Crisp & Turner 2009) .
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Crisp & Turner's (2009) study found that even imagining contact with an outgroup

member can increase positive perceptions and help reduce stigmatisation.

One main objective of this thesis is helping predict future intentions of those
with potential mental-health disorders. Intentions are the strongest determinant in
help-seeking (Ajzen, 1985). By evaluating the role of stigma on help-seeking
intentions from the older adult population, one can clarify who people turn to for
assistance. Research has indicated that many turn to peers for help, despite them
often being a poor source of information (Kalafat, 1997; Marcus, 1996). One of
the more extreme stigmatisation theories is particularly relevant to mental health.
Leyens' (2000) Infrahumanisation theory hypothesises that individuals see
outgroup members as lacking secondary emotions (love, regret), which helps

dehumanise and stigmatise them as an outgroup.

Specifically in older adults, mental health stigma has caused conflicts in the
literature. A number of studies such as Waxman (1984) and Hatfield (1999) have
presented stigma as a significant barrier to accessing mental health services.
Similarly, Birren & Renner (1979) and Lebowitz & Niederehe (1992) found that
older adults that sought mental health services were seen as having a “spiritual
deficiency or a personal failure”. The spiritual dimension is especially important in
a Irish rural context, due to the high number of practicing Christians, especially
older adults (Central Statistics Office, 2012; Normand & Barrett, 2011). Christianity
viewed mental illness as a sin for almost 2000 years (Arboleda-Fl6rez, 2003;
Walker, 2013). The issue of older adult's mental health stigmatisation remains
controversial. Robb, Haley, & Becker (2003) and Woodward & Pachana (2009)
found more positive attitudes towards those with a mental health disorder in older

adults than their younger counterparts. On the other hand, James & Buttle (2008),
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found that younger adults had more positive attitudes towards those with mental
health disorders. This conflict in the literature in age differences between older

adults and younger adults is consistent in mental health stigmatisation.

Help Seeking

As stated, many individuals with psychiatric symptoms, even severe, often
do not seek help (Bebbington & Meltzer, 2000). Over 66% of individuals don’t
seek the appropriate professional help for a mental health concern (Andrews,
Issakidis, & Carter, 2001). Seeking this help is perceived as “potentially difficult,
embarrassing and risky” by potential service-users (Kushner & Sher, 1989, P.253).
A number of demographic factors have been shown to affect help-seeking.
Gender differences in particular have been prominent. Men have consistently
been shown to have less positive attitudes to seeking mental-health services
(Addis & Mahalik, 2003; Vogel & Wester, 2003). One factor that influences this
gender difference is educational attainment. Male attitudes to help-seeking were
positively influenced by higher levels of education. In comparison, there was no
influence on education on female help-seeking (MacKenzie, 2007). However there
has been a widespread conformity in findings that higher educational attainment is
positively correlated with more positive mental health help seeking behaviours
(Knipscheer & Kleber, 2005; Sheikh & Furnham, 2000). Another factor found to
affect help-seeking was a person’s marital status. Non-married individuals were
found to be more likely to seek help for mental health problems than married
individuals (Kessler & Demler, 2005). The rationale from Kessler and Demler is
that not having spousal support means that these individuals are more likely to

seek professional than peer support.
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The various factors involved in help seeking behaviours have led to a wide
variety of theoretical discussion on the issue. (Hatfield, Walster, Walster, &
Berscheid's (1978) “Equity model” stresses the need for reciprocity as inhibiting
help-seeking. Older adults tend to lose independence as they grow older. Brehm's
(1966)’s “reactance theory” focused on how the loss of freedom is salient in an
individual’s mind when requesting/accepting assistance. All of these theories may
interact and affect different individuals in different ways. Aday, Fleming, &
Andersen (1984) have proposed an “elements of treatment” model that
incorporates the influences of need (for a service), predisposition (e.g. attitudes,
values and mental health literacy) and enabling factors (e.g. accessibility and
costs) as a dynamic system, which adapts for each discrete person. These models

help inform research into evaluating both perceiving a need for help and acting on

this need to receive appropriate care (Mechanic, 1966; Rosenstock, 1966).

There is a dearth of research into the help-seeking attitudes of older adults
(Westerhof, Maessen, de Bruijn, & Smets, 2008). The older adult population has
been found to be different than any other age. One issue is the controversy about
age differences have resulted in varying article conclusions. Crabb & Hunsley
(2006) and Wang & Lane (2005) have found a significant age difference, with
older adults less likely to seek mental health help than young adults. In contrast,
Robb et al. (2003) and Segal, Coolidge, Mincic, & O’Riley (2005) have found no
age differences. While Bystritsky et al. (2005) have found that older adults were
more willing to seek medication for psychiatric symptoms than younger adults.
Similarly, the higher prevalence of multi-morbidities in older adults, both physical
and psychological, has an influence. Approximately 20-50% of older adults with a

long term physical condition develops depression (Djernes, 2006). Van den Akker
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& Buntinx, (1998) found that 78% of those over 80 have developed medical multi-
morbidities. For many of these older adults, the role of the GP is vital. Many older
adults that seek professional help will contact primary care rather than mental
health services (Luoma, 2014). Research has indicated a large proportion of older
adults are unaware that many mental health disorders are now preventable and
treatable (Hogan, 2003). By researching these issues, it can help improve the
treatment of older adults in all types of service settings. Kaskie & Estes (2002)
have condemned the lack of treatment in the health services for older adults. This
cocktail of stigmatisation, lack of mental health knowledge and deficiencies in
seeking and accessing mental health care, coupled with the dearth of research in

the area provides a solid rationale for this thesis.
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Hypotheses

It is anticipated that the predictor variables (mental health knowledge,
intended behaviour regarding emotional/personal problems and suicidal
thoughts, psychological openness, indifference to stigma and level of
education) will be predictive of the criterion variable, help-seeking
propensity. Previous research by Jorm et al. (1997) in terms of mental
health knowledge and from Cauce et al. (2002) in terms of the other
predictors on help seeking propensity indicate a connection. The predicted
result is as the predictor variables score increases, the older adult will be
more likely to seek help.

It is anticipated that older adults will be more likely to seek a medical doctor
than a mental health professional for help with emotional problems and
suicidal thoughts. This has been shown to be contentious in previous
research by Adler (1992) and Landreville, Landry, Baillargeon, Guérette, &
Matteau (2001).

Older adults with a higher educational attainment level would report less
stigmatised views and possess more mental health knowledge than those
with lower educational attainment. This has previously been indicated by

Feinstein, Sabates, & Anderson (2006).
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Methods

Design
The research design was quantitative, cross-sectional survey based design.

This research involved the use of demographic information and questionnaires to

provide correlational data.

Demographics

A target population of older adults, (between 65 and 80 years old), were
recruited for this study. The sample consisted of 26 Males and 54 Females (Mean
age=77.7 years, S.D. = 4.6 years). All participants attended community based
organisations, specialising in older adults. Organisational permissions in
appendices 10-12. All participants were community-dwelling, whose cognitive
abilities were not significantly compromised. The researcher’s clinical judgement
and consultation with organisational staff were used to assess this. It was
expected a sample size of 167 (Appendix 13) was deemed necessary to conduct
the proposed study. 3 organisations allowed the research to commence in their

organisations. The survey was conducted between May and August 2015.

Ethical considerations were minimal in this study, despite older adults being
described as a vulnerable group in some literature. Permission was granted,
conditional to the participants being between 65 and 80 and not significantly

cognitively impaired.

Written consent was attained from all participants. Ethical approval was
granted for this project by the School of Psychology Research Ethics Committee,

on behalf of Ulster University on the 16/04/2015.
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Measures

There were a number of scales utilised in this study. They were provided
the same order for all participants. The initial questionnaire collected demographic
data on age, gender, educational attainment and mental health history. The other
scales were the Mental Health Knowledge Schedule (MAKS)(Evans-Lacko et al.,
2010), the Reported and Intended Behaviour Scale (RIBS)(Evans-Lacko et al.,
2011), the General Help-Seeking Questionnaire (GHSQ)(Deane, Wilson, &
Ciarrochi, 2001) and the Inventory of Attitudes toward Seeking Mental Health
Services (IASMHS) (Mackenzie et al., 2004). This was presented in booklet form.
(Appendices 2-9).

Mental health knowledge was assessed using Mental Health Knowledge
Schedule (MAKS) (Evans-Lacko et al., 2010). The MAKS comprises of 12 items.
Items 1-6 cover stigma-related mental health knowledge areas: help seeking,
recognition, support, employment, treatment and recovery .ltems 7—12 assess
opinions about which condition are types of mental iliness to help contextualize
the responses to other items. A 5-point Likert scale was used and response
options range from 1 =totally disagree to 5 = totally agree. “Don’t know” was
valued 3 for the purposes of determining a total score. The total score was
calculated by adding the response values for only items 1-6 and can range from 6
to 30. A higher score indicates more knowledge.(Li, Li, Thornicroft, & Huang,
2014). The MAKS has moderate test-retest reliability (r = .71, range 0.57- 0.87, p
<.05) and internal consistency (0.65) (Sara Evans-Lacko et al., 2010). The
Cronbach’s Alphas for the 6 MAKS items were .015. By excluding Q6, the
Cronbach’s Alpha would have been .458.

The Reported and Intended Behaviour Scale (RIBS) was used to assess
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mental health-related reported and intended behavioural discrimination among the
public (Evans-Lacko et al., 2011). It is an 8-item scale used to assess mental
health-related reported and intended behavioural discrimination among the
general public. Items 1-4 calculate the prevalence of behaviour. Iltems 5-8 were
used for assessing the willingness to engage in the stated behaviour and rated on
a 5-point scale anchored at 1 = totally disagree and 5 = totally agree. “Don’t know”
was coded as neutral (i.e. 3). The total score was calculated by adding the
response values for items 5-8 and can range from 4 to 20. A higher score
indicates greater willingness to contact people with mental illness (Li et al., 2014).
The RIBS has moderate/substantial test-retest reliability (r = 0.75, range 0.62-1.0,
p <.05) and internal consistency (0.85) (S. Evans-Lacko et al., 2011). The
Cronbach’s Alphas for the 6 RIBS (1-6) items was .712.

The General Help-Seeking Questionnaire (GHSQ) (F. P. Deane et al.,
2001) was developed to formally assess willingness to seek help for non-suicidal
and suicidal problems. Respondents are asked to rate the likelihood they would
seek help from a variety of people for each problem. Respondents were asked to
rate their willingness to seek help on a 7-point Likert scale (1 = extremely unlikely,
7 = extremely likely) for eight source: intimate partner, friend, parent, relative,
mental health professional, phone helpline, doctor/GP and religious leader. Higher
scores indicated higher willingness to seek help. An additional item asked
participants to indicate if they would not be willing to seek help from anyone for
each problem type. (Ciarrochi & Deane, 2001). The GHSQ has substantial test-
retest reliability (r =0.92, p < .05) and internal consistency (0.85)(C. J. Wilson,
Deane, Ciarrochi, & Rickwood, 2007). The Cronbach’s Alphas for the GHSQ for

personal/emotional problems and suicidal thoughts were .740 and .855
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respectively.

Mental health help-seeking was measured using the Inventory of Attitudes
toward Seeking Mental Health Services (MacKenzie et al., 2004).
The IASMHS is a measure to assess help seeking tendencies for professionals.
This scale includes 24 items, and participants indicated their agreement with each
statement on a 1 (disagree) to 5 (agree) Likert scale. The scale consists of three
subscales. The first subscale was Help Seeking Propensity (the extent to which
individuals believed they are willing and able to seek professional psychological
help). The second subscale was Psychological Openness (the extent to which
individuals were open to acknowledging psychological problems and to the
possibility of seeking professional help for them). The third subscale was
Indifference to Stigma (the extent to which individuals were not concerned about
what various important others might think should they find out that the individual
was seeking professional help for psychological problems) (Mojaverian,
Hashimoto, & Kim, 2013). The IASMHS has substantial test-retest reliability and
validity (Mackenzie et al., 2004). The reported test-retest reliability values and
Cronbach’s Alphas were: total IASMHS score (r = .85, p < .01); psychological
openness (r = .86, p <.01), a =.740; help seeking propensity (r = .64, p <.01),a =

.719; and indifference to stigma (r = .91, p <.01), a =. 495
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Procedure

The booklets were completed using two modalities. For some participants
the booklet was completed with the researcher verbally and the booklet was
written in by the researcher for the participant. This was due to lack of items such
as reading glasses and medical conditions, such as cataracts, meaning a
participant would otherwise be unable to partake. The remaining participants
received the booklets in envelopes to be completed and collected. This practice
was implemented to help individuals to complete the questionnaire at their own
pace. The questionnaires were all completed in the same order. All data collection
and analysis were completed by the author. To ensure confidentiality, the consent

forms were separated from the booklet after completion.

Data Analysis

Data was analysed using SPSS v22. Statistical methods included a general
description of the quantitative data. Multiple regression analyses, paired sample t-
tests and independent sample T-Tests were used in the analysis. The predictor
variables used were mental health knowledge, intended behaviour regarding
emotional/personal problems and suicidal thoughts, psychological openness,
indifference to stigma and level of education. The criterion variable was help

seeking tendency. The sample size was 80 (54 Females and 26 Males).
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The participant age range was 65-80 (M =70.7, S.D. = 4.6) years old.

Descriptive statistics are provided in table 1. Descriptive statistics were utilised to

make simple appraisals of the dataset.

Table 1: Demographic information for participant demographical information and

scale scores.

Mean S.D. Min Max
Age 70.7 4.6 65 80
Years of 13.7 4.2 6 25
Education
Mental Health 14.13 2.78 9 22
Knowledge
Intention to 4.33 1.11 1.22 7.00
seek help for
emotional
problems
Intention to 4.51 151 1 7
seek help for
suicidal
thoughts
Psychological ~ 2.84 .67 .83 4
Openness
Help Seeking ~ 3.18 75 1 4
Propensity
Indifference to  2.70 .62 1.25 3.5

Stigma
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A scatterplot was employed to determine if a linear line of strength was
present or absent between the predictor variables (level of education, indifference
to stigma, psychological openness, mental health knowledge and intended
behaviour regarding emotional/personal problems and suicidal thoughts) and
criterion variable (help seeking propensity). Descriptive and correlational analyses
was conducted to assess multicollinearity (Table 2). No condition reached the .8

or lower Tolerance threshold, therefore no two variables were closely related.
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Table 2: Pearson Correlations for predictor variables (mental health knowledge,
intended behaviour regarding emotional/personal problems and suicidal thoughts,
psychological openness, indifference to stigma and level of education).

Mental Intentionto Intentionto  Psychologic Help Indifference
Health seek help seek help al Seeking to Stigma
Knowledge for for suicidal Openness  Propensity
emotional thoughts
problems

Mental -

Health

Knowledge

Intentionto  -.113 -

seek help

for

emotional

problems

Intentionto  -.066 567** -

seek help

for suicidal

thoughts

Psychologic .074 .046 -.037 -

al

Openness

Help -.022 .097 .268 161 -

Seeking

Propensity

Indifference .030 .233 .067 232 .260 -

to Stigma

* p<.05 ** p<.001
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Hypothesis 1

A multiple regression was run to predict if the predictor variables (mental health
knowledge, intended behaviour regarding emotional/personal problems and
suicidal thoughts, psychological openness, indifference to stigma and level of
education) were predicative of the criterion variable (help seeking propensity). All
assumptions were validated. These were that all variables were continuous
variable and independent of observations. There were linear relationships
between the predictor variables and the criterion variable. The data was
homoscedastic, free from significant outliers and normally distributed. There was
no multicollinearity. Preliminary results indicated that two variables were significant
(Indifference to Stigma. and Suicidal Thoughts) (Table 3). A further multiple
regression with these two variables indicated that they explained 15.8% of the
variance, Adjusted r2=.133, F (2, 69) =6.454, p=.003. [Indifference to Stigma
(B=.245, p=.0.31 95% CI .027-.550) & Suicidal Thoughts (=.287, p=.012, 95%ClI
.032-.254). Therefore the hypothesis is partially supported, indicating that
stigmatisation and suicidal thoughts were significant factors in predicting help-

seeking propensity.
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Table 3: Summary of Multiple Regression analyses examining the following
variables (level of education, indifference to stigma, psychological openness,
mental health knowledge and intended behaviour regarding emotional/personal

problems and suicidal thoughts) on Help Seeking Propensity.

SE8 T
Mental Health Knowledge | -.131 -.996
Intention to seek help for | .287 .250
emotional problems
Intention to seek help for | .078 2.579*
Suicidal Thoughts
Psychological Openness | .154 1.216
Indifference to Stigma | .245 2.204*
Level of Education | -.061 -477

* p<.05

Table 4: Pearson Correlation Table for Multiple Regression with Variables: help
seeking propensity, level of education, indifference to stigma, psychological
openness, mental health knowledge and intended behaviour for

emotional/personal problems and suicidal thoughts
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Help Mental Intention to  Intention to Psycho- Indifference  Level of
Seeking Health seek help  seek help logical to Stigma  Education
Propensity Knowledge for for suicidal Openness
emotional thoughts
problems

Help -
Seeking
Propensity

Mental -.023 -
Health
Knowledge

Intention to | .287* -.052 -
seek help
for
emotional
problems

Intention to | .320* -.060 473% -
seek help

for suicidal
thoughts

Psycho- 154 .098 .288* .165 -
logical
Openness

Indifference | .372* .050 .402* .136 .205 -
to Stigma

Level of .025 -.190 146 .037 144 .069 -
Education

*P<.05 **p<.001
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Hypothesis 2

It was hypothesised that older adults are more likely to seek medical doctor
than mental health professional for help with emotional problems and suicidal
thoughts. To evaluate this, a paired t-test was conducted to determine any
statistically significant difference. All assumptions were validated including a
Shapiro-Wilk test to check normal distribution. The results indicated that older
adults had higher scores regarding seeking help from a medical doctor (M = 5.69,
S.D. = 1.58) than a mental health professional (M = 5.28, S.D. = 1.69) for an
emotional/personal problem. There was no observed differences between medical
doctor (M=5.44, S.D. = 1.78) and mental health professionals (M =5.26, S.D. =

1.91) if the older adult was seeking help for suicidal thoughts.

Therefore Older Adults were more likely to seek a medical doctor than a
mental health professional for an emotional/personal problem but older adults
were equally likely to seek a medical doctor or mental health professional for

suicidal thoughts.
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Hypothesis 3

It was hypothesised that older adults with a higher educational attainment
(based on whether they attended primary, secondary, degree-level or
postgraduate institutions) would have port higher mental health knowledge scores
and would score lower on mental health stigmatisation. However, due to the data
collected, was only possible to compare those who completed primary and
secondary school. Those with a degree or postgraduate were excluded in this
analysis. As a result, an Independent samples T-Test was conducted. The results
(Table 5) indicated that there was no significant differences between the groups in
either mental health knowledge [t (55) =1.56, p>.05] or stigmatisation [t (58) =

1.20, p>.05].

Therefore, one can conclude that the educational attainment of older adults has

no relationship to their mental health knowledge or level of stigmatisation.
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Table 5: Descriptive statistics comparing the educational attainment of those who
completed primary and second level education.

Educational Mean S.D.

Attainment
Mental Health Primary 14.89 3.06

Knowledge

Secondary 13.73 2.55
Mental Health Primary 2.73 .65
Stigmatisation

Secondary 2.53 .60
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Discussion

Hypotheses

Hypothesis 1

This study comprised of three initial hypotheses. The first hypothesis was
that level of education, indifference to stigma, psychological openness, mental
health knowledge and intended behaviour regarding emotional/personal problems
and suicidal thoughts would be predictive of help seeking propensity. The results
have shown partial support for this in regards to both stigmatisation and seeking
help for suicidal thoughts. In the literature, the role of stigmatisation (Eisenberg &
Downs, 2009) and suicidal thoughts (Deane & Todd, 1996) are well established
patterns concerning intentions of seeking help for mental health disorders. In
stigmatisation, Buckley & Malouff (2005) and Sharp & Hargrove (2006) have found
stigmatisation affecting help seeking attitudes. The literature findings indicate that
higher mental health stigmatisation leads to older adults not seeking help. Recent
research on younger people (Carlton & Deane, 2000; Wilson, 2007) have
previously shown that suicidal thoughts are a large impediment to mental health
help seeking, in conflict to this study’s findings which suggests that suicidal
thought help seeking changes over the life cycle. Some of the other variables in
the study are discussed hereafter. Knipscheer & Kleber (2005) and Sheikh &
Furnham (2000) have found that higher educational attainment is predictive of
higher levels of mental health service use. The uneven gender ratio in this study
leads to the incorporation of the findings of MacKenzie (2007) into the discussion.

MacKenzie found that while higher educational attainment had a large role in male
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mental health help seeking, there are no differences in MacKenzie’s female
cohort. The prevalence of females in this study may be a contributory factor to the
lack of a supportive finding, in regards education attainment. Gulliver, Griffiths,
Christensen, & Brewer's (2012) systematic review on help seeking and mental
health knowledge has indicated that mental health knowledge interventions
improve help seeking. Higher mental health knowledge was found to be related
with higher help seeking by Burke & Burke (1990). However Tartani (2011) has
noted the lack of studies regarding mental health knowledge and help seeking in
an older adult population. This study has indicated that the link between mental
health knowledge and help seeking may not be as strong in an older adult
population. Psychological openness is a relatively recent concept in behavioural
help-seeking research. Komiya, Good, & Sherrod (2000) have found preliminary
connections between psychological/emotional openness and help seeking in
college students. Finally, seeking help for emotional problems is one of the central
constituents of mental health help seeking. The majority seek informal sources of
help, such as friends and family, initially rather than professional sources, such as
medical doctors and psychologist, for both emotional problems and suicidal

thoughts,
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Hypothesis 2

The second hypothesis speculated that older adults were more likely
to seek a medical doctor than a mental health professional for both emotional
problems and suicidal thoughts. The results indicated that older adults were more
likely to seek help from a medical doctor for emotional problem supporting the
hypothesis. However, there was no difference in whom older adults sought help
from when they were having suicidal thoughts (medical doctors or mental health
professionals). One potential explanation is the confidence that many older adults
have in pharmacological solutions rather than therapy (Adler, 1992). Adler found
that older adults were more likely to accept drugs than psychotherapy, a
divergence from the attitudes of the younger cohorts. This was disputed by
Landreville et al., (2001), who found no differences in attitudes towards
pharmacological and psychological therapies in older adults. It is clear that further
research into the minutiae of the differences is warranted, investigating how
emotional/personal problem help seeking and suicidal thoughts interact. Itis
encouraging that older adults are likely to seek appropriate professional help for
both conditions, with the majority reporting that they were at least “likely” to seek
medical or psychological assistance for both emotional problems (55%) and
suicidal thoughts (61%). This was significantly higher figure than found in similar

studies such as Conner et al., (2010).
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Hypothesis 3

The final hypothesis predicted that older adults with higher educational
attainment would have lower stigmatisation scores and higher mental health
knowledge than those with lower educational attainment. The results indicated
that there was no difference between the two groups. This diverges from the
research of Ten Have et al. (2003), who found that less educated individuals
made less use of the mental health services. Similarly Feinstein, Sabates, &
Anderson (2006) found that education had significant effects on stigmatisation and
mental health knowledge. They reported that education decreased stigmatisation

and increased mental health knowledge.

Other result discussion

Throughout the data collection component, a number of trends arose. A
number of participants expressed concerns regarding the language in some of the
scales, which they found hard to understand. In hindsight, a pilot study should
have been the initial design stage. A large number of booklets were returned
uncompleted, accompanied with verbal reasoning indicating that the individual had
difficulties understanding the booklet. This is a pertinent in future gerontological
research. During the analysis, a number of non-hypothesised results were also
discovered. The religious aspects of rural Ireland are well researched by Normand
& Barrett (2011) but the percentage of older adults who would disclose an
emotional/personal problem or suicidal thought to a religious minister was found to

be lower than all other sources of help seeking provided. This was an interesting
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finding that was unexpected. Future studies could include religious status as a

variable, to further analyse this finding.

Research Design

Methodological Improvements

Evaluating the research design, a number of improvements could be
utilised in future investigations. A number of studies such as Gum, McDougal,
Mcllvane, & Mingo (2010) and Luty, Fekadu, Umoh, & Gallagher (2006) used
vignette instruments to asses mental health knowledge. Including a vignette in
addition to the Mental Health Knowledge Schedule (MAKS)(Evans-Lacko et al.,
2010) could provide a broader and more complete portrayal of older adults mental
health knowledge. Similarly, when exploring stigmatisation, employing measure
such as Loya, Reddy, & Hinshaw's (2010) Devaluation Discrimination scale in
concert with the Inventory of Attitudes toward Seeking Mental Health Services
(Mackenzie et al., 2004) could provide a clearer picture. Finally, as this study
failed to reach the appropriate G-power sample size, a larger sample size is vital.

Incorporating these improvements can depict a clear representation.

Methodological Strengths
The research contained a variety of methodological strengths and
innovative features. The application of the triumvirate, including mental health
knowledge, help seeking and stigmatisation, in gerontological research was
innovative. Westerhof et al (2008) have acknowledged a dearth of exploration in
gerontological research and this study contributes to further understanding in the
area. The role of this study was not to seek a solution to the issues but to identify if

a problem existed.
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Future Directions

In terms of future avenues of research, this study can help inspire an
assortment of future directions. The initial stages would involve expanding the
research into a larger scale in terms of both numerical and geographical
dimensions, such as a national study. One of the overriding concerns in the
literature, was the lack of gerontological specialists within mental health services.
This has been supported by Qualls et al.(2002) and Segal & Coolidge (2005).
Research investigating how mental health professionals’ attitudes towards older
adults can establish if an issue exists in Ireland. Finally, creating interventions that
can help older adults clarify the most appropriate pathway of treatment for a
mental illness is paramount to older adults better accessing mental health services
and better realising the three pillars of successful ageing, physical, psychological

and societal wellbeing (Rowe & Kahn, 1997).

Conclusions

In conclusion, this study has shed light on how mental health knowledge,
mental health help seeking and stigmatisation play a huge role in how older adults
access mental health care. The roles of stigmatisation and suicidal thoughts have
been shown to be related to help seeking behaviours and the
medical/psychological dichotomy has been evaluated. The scales used were
found to be reliable, except the MAKS which had a very low Cronbach’s Alpha
score. Finally, the study has outlined the role this piece can have on future

development.
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Participant information sheet

Study Title — Mental health seeking behaviour in older adults.

Researcher- Blain Murphy Supervisor- Dr. John Mallett

You are being asked to take part in a study on mental health seeking
behaviour and knowledge which will be carried out by a Master’s level Psychology

student, under the supervision of Dr. John Mallett.

Please read this information carefully, to ensure that you know what you are

completing.

Your participation in this study is completely voluntary and the information
received will be treated in a completely confidential manner and held in a secure
place. You may withdraw during any stage of the study and are not required to give
any reason for withdrawal. This study has been reviewed and approved by the

Ethics Committee for the School of Psychology in the University of Ulster, Magee.

The study consists of four parts; a mental health knowledge questionnaire,
two help seeking questionnaires and a final questionnaire on others with mental
health problems. Each test should take no longer than 5 minutes to complete.
Please feel free to ask if there is anything that is not clear or if you would like more

information and take time to decide whether or not you wish to take part.

Thank you for your participation.

Blain Murphy BSc MBPSs Researcher
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Participant Consent Form

Mental health seeking behaviour in older adults.

Name of participant

Researcher’'s Name- Blain Murphy Supervisor: Dr. John Mallett

Please tick each of the required points.

1.

I confirm that | have read and understood the Participant information sheet
for the above study. | have had the opportunity to consider the information

and, have received satisfactory answers to any questions | have.

| understand that the information | contribute in this research may be looked

at and analysed by the researchers named above.

| agree to participate in this research of my own free will.

| realise that | may withdraw from the study at any time without giving a

reason.

| have been given full information regarding the aims of the research and
have been given information with the Researcher’'s names, contact number

and address to enable me to gain further information if required.

6. | recognise that all personal information provided by myself will remain
confidential and no information regarding my identity will be made publicly
available.

Signed (Participant) : Date:

Signed (Researcher): Date:
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Personal Information sheet

Does mental health literacy affect mental health stigmatisation and help-seeking
behaviour in older adults?

1. Age years

2. Gender:

3. Years of Education:

4. Level of Education(Primary, Secondary, Degree, Postgraduate,

Other(Please clarify)

5. Medical Conditions:
Please circle yes or no to the following questions and provide brief details if
answered yes.

If more space is required please continue on question

7) Other relevant information.

Anxiety Y/N Give details:

Depression Y/N Give details:
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Any Hospitalisation in the Y/N Give details:
last 3 months?
Other mental health Y/N Give details:

illness

6. Medication

7. Other Relevant Information:

8. Inyour life, how often have you been in contact with mental health
services? Please circle your answer.

No Low
Contact Contact

Frequent
Contact

NoO

answer



Appendix 1: Mental Health Knowledge Schedule (MAKS)

Questionnaire 1 MAKS

nsiructions: Please

- K e -
G LN E DeD0f Y

Mental Health Problems here refer, for example, fo conditions for which

an individual would be z=en by Heakhcare staf.

Pl i v

B nor

Cisagnos

s aqna
Shphity

[ F Ty e
Snmgly

o'l
245 T

Most people with mental health
problems want to have paid
employment.

It a tmend had a mental health

problem, | know what advice to
give them to get professional

help.

Medicafion can be an effective

treatment for people with
mental health problems.

Psychotherapy [e.g. counselling
or talking therapy) can be an
effective treatment for people
with treatment for people with
mental health problems

People with severa treatment
for people with mental health
problems cam fully recover.

B

Most people with mental health
problems go to a healthcare
professional to get help.

Imstructions: Foriterms 7-12, ssy whather you think esch condition is 3 type of mental ilness.

7 Depression

a atress

q schizophrenia

10 Eipolar disorder’Manic
depression

11 Lrug Addiction

12 | Grief




Page |46

Appendix 2: Reported and Intended Behaviour Scale (RIBS)

[Buestionnaire 2 RIES
Instructions: Please Tick OME box only.

Instructions: The following questions ask about your experiences and views in
relation to people who have mental health prablems (for sxample, people seen by
healthcare staff). For each of the questions 1-4, please respond by ticking one box
only.

Cont

ik i [P

Are you currently living with, or have
1 | you ever lived with, someone with a
mental health problem.

Are you currently working with, or

2 | have you ever worked with, someone
with a mental health problem.

Ua you currently, or have you ever

3 | had, a neighbour with a mental health
problem.

Do you currently, or have you ever
4 | had, a close friend with a mental health
problem.

Insfructions: For each of the guestions 1-4, please respond by ticking one box
only.

Agme | Agee Pz e Disagre | Dsagre | pony

s et | B nor | @ 2
SPonaly | SO pecaee | gty | Stongy | 50

In the future | would be willing
1 | to live with someone with a
mental health problem.

In the future | would be willing
2 | to work with someone with a
mental health problem.

In the Tuture Twould be willing

3 | to live nearby to someone
with a mental health problem.
In the Tuture Twould be willing
4 to continue a relationship with
a friend who developed a
mental health problem.
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Appendix 3: General Help-Seeking Questionnaire (GHSQ)

Guestionnaire 3 GHSG

1. If you were having a personal or emotional problem, how likely is it that
you would seek halp from the following people?
Flease indicate your response by putting & line through the number that

best describes your infention to sesk help from each help source that is

listed.
1= Extremely Unlikely 2= Moderatehy Unlikely
3= Unlikely 4= Meither Likely nor Unlikehy
5= Likely id=Moderately Likely
T=Ezfremely Unlikely
Intimate Partner (e.g. Girlfriend,
1 boyfriend, husband, wife, 1 2 3 4 4] g
partmer)
2 Friend (Mot related to you) 1 2 3 4 3] i
3 Paremnt 1 2 3 4 2] s
4 Other relative/Family Member 1 2 3 4 5 i
Mental Health Professional (e.g.
il Fsychologist, Social worker, 1 2 3 4 5 i
Counsellor)
i Fhone Helpline {Lifeline) 1 2 3 4 A i
T DoctoriGP 1 2 3 4 2] s
Minister/Religious Leader
8 [{Priest, Rabbi, Chaplain) 1 e 3 4 5 .
g | would not seek help from ’ 5 = 4 5 &
anyone.
| would seek help from another
not listed abowe (please list in
10 | thie space provided, f no, leave |1 2 3 4 4] g
blank}
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Guestionnaire 3 GH5G

2. If you were expenencing suicidal thoughts, how likely is it that you would
seek help from the following people?

Fleasze indicate your response by putting a line through the number that
best describes your infention to s==k help from each help source thatis
listed.

1= Extremely Unlikely 2= Moderatehy Unlikaly
3= Unlik=ly 4= Meither Likely mor Unlikeby
= Likely d=Mloderately Liksly

T=Exzfreamely Unlikely

Intimate Partner (e.g. Girlfriend,

1 boyiriend, husband, wife, 1 2 3 4 L] i
partriar)

2 Friend (Mot related to you) 1 2 3 4 b i

3 Farent 1 2 3 4 L] i]

4 Other relative/Family Member 1 2 3 4 5 g
Mental Health Professional {e.g.

il FPsychologist, Social worker, 1 2 3 4 L] i
Counsellor)

L Phone Helpline (Lifeline) 1 2 3 4 L] g

T Doctor/GP 1 2 3 4 L] ]
MinisteriReligious Leader

s [Priest, Rabbi, Chaplain) 1 c 3 4 s 8

g | wwould not seek help from 1 5 = 4 5 5
anyone.
| would seek help from anocther
not listed above (please list in

10 | the space provided, ¥ no, leave |1 2 3 4 b i

blank)
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Appendix 4: Inventory of Attitudes toward Seeking Mental Health Services (IASMHS)

Questionnaire 4 IASMHS

For each item indicate whether you disagree (0), somewhat
disagree (1), are undecided (2), somewhat agree (3), or agree

(4):

1 There are certain problems which should not be discussed
outside of one’s immediate family .................... [01 2 3 4]

2 | would have a very good idea of what to do and who to talk to if |
decided to seek professional help for psychological problems

............................................................................ [01 2 3 4]
3 | would not want my significant other (spouse, partner, etc.) to

know if | were suffering from

psychological problems............cccceveeviiieeeccreenne, [01 2 3 4]

4 Keeping one’s mind on a job is a good solution for avoiding
personal worries and CONCEINS .........cccccccvveeennnn. [01 2 3 4]

5 If good friends asked my advice about a psychological problem, |
might recommend that they see a professional ...[0 1 2 3 4]
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8 If I were experiencing a serious psychological problem at this
point in my life, | would be confident that | could find relief in

PSYChOthErapy .......cccveveiiiiiiiiee e [01 2 3 4]

9 People should work out their own problems; getting professional
help should be a last resort............ccceeeveeeennennee. [01 2 3 4]

10 If | were to experience psychological problems | could get
professional help if | wanted to..........c...cccceeveenn. [01 2 3 4]

11 Important people in my life would think less of me if they were to
find out that | was experiencing psychological problems..........

12 Psychological problems, like many things, tend to work out by
theMSEIVES ... [01 2 3 4]

13 It would be relatively easy for me to find the time to see a
professional for psychological problems............... [01 2 3 4]

14 There are experiences in my life | would not discuss with anyone

151 would want to get professional help if | were worried or upset for
along period of time ..........cccoeiiiiiiiiee e [01 2 3 4]

16 | would be uncomfortable seeking professional help for

psychological problems because people
in my social or business circles might find
OUL @DOUL It [01 2 3 4]

17 Having been diagnosed with a mental disorder is a blot on a
person’s life v, [01 2 3 4]
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18 There is something admirable in the attitude of people who are
willing to cope with their conflicts and fears without resorting to

professional Nelp.........cccccvveviieiiie e, [01 2 3 4]

191f | believed | were having a mental breakdown, my first
inclination would be to get

professional attention...............ccccceeeeveeecieceenneen, [01 2 3 4]

201 would feel uneasy going to a professional because of what
some people would think....[0 1 2 3 4]

21 People with strong characters can get over psychological
problems by themselves and would have little need for

professional help  ...ccooiiiiiiii e [01 2 3 4]

22 1 would willingly confide intimate matters to an appropriate person
if | thought it might help me or a

member of my family...............coeeviiii i, [01 2 3 4]

23 Had | received treatment for psychological problems, | would not
feel that it ought to be “covered up”..........cccoene.. [01 2 3 4]

24 1 would be embarrassed if my neighbour saw me going into the
office of a professional who deals with psychological problems
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Appendix 5: Participant Debrief Sheet
A\

Ulster
University

Participant Debrief sheet

Study Title — Mental health seeking behaviour in older adults.
Researcher- Blain Murphy Supervisor- Dr. John Mallett

You were asked to take part in a study on mental health seeking behaviour
and knowledge which will be carried out by a Master’s level Psychology student,

under the supervision of Dr. John Mallett.

The study consisted of four parts; a mental health knowledge
guestionnaire, two help seeking questionnaires and a final questionnaire on

others with mental health problems.

These responses will be analysed by the researcher and used as
predictors to analyse what factors affect mental health help seeking, whom

older adults seek help from and the role of education on older adults.

Finally, thank you for your help in this study. It would not be possible with your
help.

Please take this home with you and if there are any questions please contact
murphy-b18@email.ulster.ac.uk or the staff in the centre where you completed

the booklet have contact details for both myself and my supervisor, Dr. John
Mallett.

Blain Murphy BSc MBPSs

Researcher
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