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Abstract

Purpose Most people with mental health problems do not

use mental health services, resulting in poor psychiatric

outcomes and greater illness burden. Although perceiving

the need for mental health care was identified to be a key

factor for service use, factors that explain differences in

perceived need for mental health care are incompletely

understood. The present paper investigates the role of ill-

ness representations in predicting perceived need for

mental health care.

Methods In a community sample of 202 persons currently

distressed by symptoms related to mental illness, illness

representations were assessed using the Brief Illness Per-

ception Questionnaire and perceived need for mental health

care was measured by the Self-Appraisal of Illness Ques-

tionnaire. Multiple linear regression models were used to

determine the association between a person’s illness rep-

resentations and the level of perceived need for mental

health care.

Results Two illness representations were positively

associated with perceived need for mental health care: the

belief that treatment could improve the current mental

health problem and the attribution of experienced

symptoms to a mental health problem. Increased perceived

need for care was related to current mental health service

use.

Conclusions Interventions that aim to increase mental

health service use could focus on people’s attitudes toward

mental health treatment and enable people to recognize

symptoms as a mental illness.

Keywords Mental illness � Help-seeking � Perceived
need � Illness representations � Self-regulatory model

Introduction

Mental illness and substance use disorders are among the

leading causes of disease burden accounting for 7.3 % of

worldwide disability-adjusted life years (DALYs) and

12.3 % of DALYs in high-income countries [1]. This can

partly be attributed to widespread under-treatment due to

low help-seeking behavior [2–5]. Every year approxi-

mately 30 % of the European population suffers from a

mental illness, and even though treatment is available,

50 % of serious cases and 75 % of moderate or mild cases

go undiagnosed and untreated, resulting in more severe

outcomes and greater illness burden [6–11]. To reduce the

burden associated with mental illness, it is crucial to detect

factors that increase help-seeking behavior and adherence

to treatment.

Help-seeking for a health problem can be defined as a

‘‘problem-focused, planned behavior’’ [12]. The multi-

stage process starts when symptoms are first recognized by

the individual, followed by the definition of the health

problem and as a result, the intention to seek help to cope

with the health threat. Accordingly, previous research

identified low perceived need for mental health care as a
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key barrier for initiating help-seeking for mental health

problems [13–15]. But even if a person perceives the need

for treatment, attitudinal, structural, and stigma-related

barriers may hinder treatment seeking [13]. Perceiving a

need for mental health care is not only linked to psy-

chopathology but also associated with personal character-

istics and the social context [2, 15–18]. These previous

studies provide important insights into single variables as

correlates of perceived need for treatment. To increase

explanatory power, research has applied comprehensive

behavioral models to help-seeking for mental health

problems [19–25]. One of these behavioral models is the

self-regulatory model (SRM; [26]), which is particularly

useful for our purposes as outlined in more detail below.

The SRM has been used to explain differences in illness-

related behaviors and beliefs, including treatment seeking

and adherence among people with physical health prob-

lems [27, 28]. Moreover, first interventions designed to

change illness representations in order to improve illness-

related behavior were successful [29, 30]. In general, the

model is based on viewing an individual as an active

problem solver who will, when faced with a health threat,

try to identify and understand the problem, and conse-

quently find solutions for it. It describes a dynamic, itera-

tive process, which starts when first symptoms are

recognized and continues until a desired health state is

reached. The decision for a coping strategy (e.g., to seek

help or wait for the problems to solve themselves) is based

on illness representations, which are best described as an

individual’s understanding, interpretation and evaluation of

the health threat [26, 31]. While the original model inclu-

ded five cognitive illness representations, consecutive

research additionally identified two emotional illness rep-

resentations and two factors covering illness comprehen-

sibility and causal beliefs [26, 32, 33]. The cognitive

representations contain the identity of the illness (recog-

nition of symptoms and attribution to a mental illness),

perceived consequences, expected timeline, and the per-

ceived level of how and to what extent the illness can be

controlled (personal control and control through treat-

ment); emotional components are the level of concern and

experienced emotions due to the illness; the level of

understanding of the symptoms is covered by the illness

comprehensibility, and the belief of what caused the

symptoms is described by the causal representation [34].

Reviewing several illness behavior models, Lobban

et al. [32] found the SRM to be a promising framework to

be applied to mental diseases. Their statement was based

on the fact that the SRM considers cognitive and emotional

components, its successful application to a variety of

physical diseases, the conformity with previous mental

illness research, and the possibility of adapting the model

to a mental health context (e.g., by identifying additional

illness representations). In line with this, some studies

applied the SRM to people with different mental health

problems, including schizophrenia [35], psychotic disor-

ders [36–38], anorexia [39], and depression [40, 41]. These

studies found illness representations to be associated with

quality of life, emotional burden, medication adherence,

return to work expectations, and overall functioning. In

summary, sufficient evidence was found for the SRM being

applicable to mental illness. However, to date no study has

used the SRM to explain differences in treatment seeking

or perceived need for mental health care. Illness repre-

sentations could be a meaningful target in interventions

trying to increase help-seeking rates among people dis-

tressed by mental health problems.

Hypotheses

Using a community sample of people with elevated psy-

chiatric symptom levels and current distress due to a

mental illness, we expected the illness representations

identity, consequences, timeline, treatment control, con-

cern, emotions, and comprehensibility to be positively

associated with perceived need for mental health care,

while an inverse association was expected for personal

control (hypothesis 1). Higher perceived need was expec-

ted to be associated with current mental health service use

(hypothesis 2), and perceived treatment barriers (stigma

and non-stigma related) to reduce the positive association

between perceived need and service use (hypothesis 3;

Fig. 1).

Methods

Design and participants

All data were derived from the Epidemiology survey of the

ZInEP-study (Zurich Program for Sustainable Develop-

ment of Mental Health Services) which assessed the

prevalence of common mental diseases and mental health

service use in the Canton of Zurich, Switzerland (for

details on the study design see [42]). In a first step, a

random sample of people aged 20–41 years was drawn

from the Zurich population register, and telephone

screening interviews (N = 9.829) were conducted. During

the telephone interviews, the Global Severity Index (GSI)

score of participants was obtained using the Symptom

Checklist-27 (SCL-27; [43]). A 75th percentile cutoff of

SCL-27 scores was used to stratify the sample into low and

high scorers, resulting in two random samples (low scorers

N = 600, high scorers N = 900). This sample was inter-

viewed with regard to psychopathological syndromes/
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disorders in a comprehensive face-to-face interview. Sub-

sequently, a sub-sample (N = 227) was selected based on

paranoia and/or psychoticism scores assessed during the

telephone screening interviews. This sub-sample com-

prised one group with increased (top quintile) paranoia

and/or psychoticism symptoms (N = 190), and one group

with values below the top quintile for both paranoia and

psychoticism symptoms (N = 37). Both groups partici-

pated in additional examinations and assessments and form

the basis for our analysis. For the purpose of this paper,

participants reporting no current distress due to a mental

disorder (cutoff: \50 on a scale ranging from 0 to 100,

N = 12) were not included in the analysis. Additionally,

subjects with missing data (N = 13) were excluded,

yielding a final sample of 202 participants.

Measures

Illness representations

The Brief Illness Perception Questionnaire (B-IPQ) was

used to assess illness representations of a mental disease or

symptoms related to mental health problems [34]. The

scale comprises eight questions ranging from 0 to 10

capturing cognitive representations of the experienced

disease (item 1: consequences, item 2: timeline, item 3:

personal control, item 4: treatment control, item 5: iden-

tity), emotional representations (item 6: illness concern,

item 8: emotional response), and comprehensibility of the

illness (item 7). All 8 illness representations were used as

predictor variables (hypothesis 1).

Perceived need for mental health care

To assess perceived need for mental health care, the Need

for Treatment sub-scale of the Self-Appraisal of Illness

Questionnaire (SAIQ) was used [44]. Participants were

asked to rate six items on four-point Likert scales, with

higher mean scores indicating more perceived need for

mental health care (Cronbach’s alpha in our sample: 0.89).

Their mean score was firstly used as an outcome variable

(hypothesis 1), and secondly as a predictor variable (hy-

potheses 2 and 3).

Barriers to help-seeking

The Barriers to Access to Care Evaluation Scale (BACE), a

30-item questionnaire, was used to assess stigma- and non-

stigma-related barriers to help-seeking for mental illness

[45]. Participants were asked to rate the extent of agree-

ment toward 30 potential barriers to help-seeking regarding

a mental health problem from 1 (not at all) to 4 (a lot). All

answers within each of the two sub-scales (stigma/non-

stigma) were used to create two continuous variables

expressing the mean level of perceived stigma- (12 items,

Cronbach’s alpha in our sample: 0.89) and non-stigma (18

items, Cronbach’s alpha in our sample: 0.86)-related bar-

riers of help-seeking for mental illness. Both variables were

used as potential moderator variables (hypothesis 3).

Current service use

Participants were asked about their mental health treatment

status (yes, currently; yes, more than 12 months ago; no,

never). For the purpose of this paper, a binary variable of

current service use (yes/no) was created and used as an

outcome variable (hypotheses 2 and 3).

Covariates

Symptom severity, age, and gender were considered as

potential confounding variables. Symptom severity was

assessed during the screening interviews using the SCL-27

[43]. Participants were asked to rate symptoms associated

with mental illness during the last 7 days on a five-point

Likert scale. A global severity index (GSI) was created by

calculating the mean score across all items.

Statistical analysis

Data were checked for normality by visual inspection and

additional Kolmogorov–Smirnov tests, and non-parametric

Hypothesis 3

Hypothesis 2Hypothesis 1

Illness 
representations

Perceived need 
for mental 
health care

Current mental 
health service 
use 

Stigma and 
non-stigma 
related barriers

Fig. 1 Illness representations

as predictors of perceived need

for mental health care and

mental health service use
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alternatives were used if violations of normality were

found. First, descriptive statistics were conducted and

Pearson’s correlations between perceived need for mental

health care and the independent variables were calculated.

To assess internal consistency, Cronbach’s alpha values

were obtained for all included instruments. SPSS version

22 was used for all analyses.

To test hypothesis 1, three multiple linear regression

models were run to predict perceived need for mental

health care. The first block included the illness represen-

tations, and the second and third block additionally inclu-

ded symptom level, age, and gender as covariates. To

examine hypothesis 2, differences in perceived need for

mental health care between the two treatment groups

(current service use: no, yes) were compared using Mann–

Whitney U tests. To test hypothesis 3, differences in per-

ceived barriers (stigma and non-stigma related) between

the two treatment groups (no, yes) and a lower and a higher

perceived need for care group (75th percentile cutoff: 2.75)

were compared using Mann–Whitney U tests. A moderator

analysis was performed testing for an interaction between

perceived need and perceived barriers (stigma/non-stigma

related) with treatment status as the outcome variable.

Results

Descriptive and bivariate analysis

Table 1 presents the characteristics of participants and

the results of the bivariate analysis. Our study population

was two-thirds female, was aged 31.1 years on average,

and was roughly equally split in terms of current mental

health treatment. With regard to symptom severity, low

to moderate GSI-scores were observed. Perceived need

for mental health care was moderate, and perceived

barriers (stigma and non-stigma related) were low. Ill-

ness representations indicated moderate to high per-

ceived personal control, treatment control, and illness

comprehensibility. All illness representations, apart from

the comprehensibility dimension, were significantly

correlated with perceived need for mental health care,

with the highest coefficients found for consequences,

identity, concern, and emotions. GSI-scores, age, and

current service use were also related to perceived need

for mental health care. Increased stigma-related barriers

were associated with higher perceived need for mental

healthcare.

Table 1 Descriptive statistics

and bivariate correlations
Descriptive statistics Correlations with perceived need

Perceived need for mental health care 2.25 (0.72); 1–4 –

Illness representations

Consequences 4.35 (2.75); 1–11 0.63**

Timeline 4.99 (3.11); 1–11 0.55***

Personal control 7.52 (2.60); 1–11 -0.37***

Treatment control 6.36 (3.08); 1–11 0.48***

Identity 4.66 (2.76); 1–11 0.67***

Concern 4.32 (2.82); 1–11 0.60***

Illness comprehensibility 7.61 (2.86); 1–11 0.04

Emotions 5.51 (3.02); 1–11 0.59***

GSI 2.05 (0.50); 1–5 0.49***

Age 31.10 (6.65); 21–42 0.16*

Gender 0.08

Male (coded as 1) 39.0 %

Female (coded as 2) 61.0 %

Perceived barriers

Stigma related 1.53 (0.54); 1–4 0.16*

Non-stigma related 1.70 (0.44); 1–4 -0.04

Current service use 0.53***

No (coded as 0) 53.5 %

Yes (coded as 1) 46.5 %

Descriptive statistics presented as mean (SD); range or % frequency

Correlations as Pearson’s r and point-biserial (gender and current service use)

* p\ .05,** p\ .01, *** p\ .001
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Hypothesis 1—illness representations as predictors

of perceived need for treatment

More perceived treatment control and higher recognition

and attribution of symptoms to a mental illness (identity)

were significantly associated with increased perceived need

for mental health care (Table 2). Both illness representa-

tions remained significant predictors after controlling for

symptom level (GSI-score), age, and gender in the follow-

ing steps of the regression analysis. Higher symptom levels

were related to more perceived need for treatment. The

model explained about half of perceived need’s variance.

No indication of multicollinearity was detected in any of

models (variance inflation factor\5 and tolerance[0.10).

Hypotheses 2 and 3—differences in perceived need

levels by treatment status and moderator analysis

Significantly higher levels of perceived need for mental

health care were found among participants currently treated

for a mental health problem, compared with those without

treatment (Table 3). Participants who were currently in

treatment, compared to those who were not, reported lower

levels of non-stigma-related barriers at a trend level

(Table 3). Subjects perceiving high need for mental health

care, compared to those perceiving low need, reported

higher levels of stigma-related barriers at a trend level

(Table 4). Similar findings were obtained from the bivari-

ate analysis (Table 1) which found a significant positive

correlation between stigma-related barriers and perceived

need for mental health care.

In two logistic regression models, interactions of per-

ceived need for mental health care with stigma-related

barriers and of perceived need with non-stigma related did

not predict current service use (Table 5).

Discussion

In this study, we applied the SRM to a community sample

of participants with elevated symptom levels and current

distress due to mental illness to explain differences in

levels of perceived need for mental health care. Two illness

representations, namely the belief that treatment could help

to improve the current mental health problems and a higher

attribution of experienced symptoms to mental health

problems, were positively associated with perceived need

for mental health care. The hypothesized positive

Table 2 Linear regression

models predicting perceived

need for mental health care by

illness representations

(N = 202)

Model 1 Model 2 Model 3

R2
adj = 0.48, p\ 0.001 R2

adj = 0.53, p\ 0.001 R2
adj = 0.53, p\ 0.001

b p b p b p

Consequences 0.14 0.19 0.14 0.15 0.13 0.18

Timeline 0.12 0.14 0.04 0.64 0.05 0.53

Personal control 0.03 0.68 0.01 0.92 -0.00 0.99

Treatment control 0.16 0.011 0.15 0.010 0.14 0.020

Identity 0.37 0.001 0.27 0.008 0.27 0.008

Concern 0.09 0.37 0.12 0.18 0.10 0.29

Illness comprehensibility 0.00 0.98 0.01 0.83 0.00 0.98

Emotions -0.02 0.85 -0.01 0.95 0.01 0.90

GSI-score 0.26 <0.001 0.25 <0.001

Age 0.07 0.20

Gender 0.04 0.42

p values\ .05 are indicated in bold

Table 3 Perceived need and barriers toward help-seeking among people currently untreated/treated (N = 202)

Currently untreated (N = 108) Currently treated (N = 94) MWU test p

Perceived need: mean (SD) 1.93 (0.57) 2.64 (0.68) 7.18 <0.001

Barriers—stigma related: mean (SD) 1.52 (0.53) 1.57 (0.59) 0.34 0.73

Barriers—not stigma related: mean (SD) 1.75 (0.42) 1.64 (0.41) -1.76 0.08

p value\ .05 is indicated in bold

MWU Mann–Whitney U test
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association between perceived need for mental health care

and current service use was confirmed. No evidence was

found for the expected interaction effect of perceived need

for mental health care and perceived treatment barriers

(stigma and non-stigma-related) on service use.

Previous studies focusing on differences in perceived

need and treatment seeking are consistent with our findings.

In a recent review, Gulliver and colleagues [46] found that

deficits in symptom recognition reduced help-seeking

among adolescents and young adults. Another study found

negative previous treatment experience and a lack of con-

fidence in depression treatment to be associated with lower

levels of perceived need for mental health care in a sample of

young adults with moderate to severe symptoms of depres-

sion [18]. Other studies further highlight the importance of

positive treatment beliefs in order to increase perceived need

for mental health care [47, 48]. Interestingly, while previous

research found female gender to be associated with

increased perceived need for mental health problems, we

could not replicate this association in our study [16, 49].

Contrary to our third hypothesis, perceived treatment

barriers did not weaken the association between perceived

need for mental health care and mental health service use.

This finding differs from previous studies that found per-

ceived stigma and non-stigma-related barriers to be

important factors hindering help-seeking once the need for

mental health care is perceived [13, 14]. The relatively low

symptom levels among our study population could explain

our negative finding. Possibly, perceived stigma- and non-

stigma-related barriers become more relevant with

increased symptom severity. Our findings partially support

this by showing higher perceived stigma-related barriers

among people reporting high perceived need for mental

health care. Another consideration is the relative lack of

financial barriers to mental health services in Switzerland.

A major strength of the present study is the use of a

community sample of people currently distressed by

symptoms related to mental illness, rather than a clinical

sample. This design allowed us to study individuals with

elevated symptom levels and current distress, whether or not

they received current mental health care. In addition, we

applied a comprehensive behavioral model and controlled

for symptoms and socio-demographic variables in our

analyses. However, limitations of our study need to be

considered. First, the data are cross-sectional and causality

cannot be inferred. Second, we did not control for the onset

and duration of experienced mental illness. Illness repre-

sentations are likely to differ based on the length of time the

current problems are already present [33]. For example, a

person who suffers from mental illness symptoms for a

longer time period might have tried and failed with several

coping strategies, and thus might be more prone to perceive

a need for mental health care, compared to persons who have

just started to recognize their symptoms. Third, the measure

used to assess illness representations was initially designed

for people with a physical illness and thus the included ill-

ness representations might not be comprehensive [33].

Our findings can be interpreted in the context of mental

health literacy (MHL). First introduced by Jorm and col-

leagues, MHL is defined as ‘‘knowledge and beliefs about

mental disorders which aid their recognition, management

or prevention’’ [50], p. 182]. The correct recognition of

symptoms as a mental illness and a positive picture and

knowledge of treatment options are crucial parts of MHL.

Interestingly, similar to the two illness representation

identified in the present study, higher MHL was found to

positively influence help-seeking behavior among people

who experience mental illness [51, 52].

In conclusion, we found that both the positive belief in

effective treatment for the experienced symptoms and the

correct attribution of these symptoms to a mental illness

were associated with higher levels of perceived need, after

controlling for symptom severity, age, and gender.

Table 4 Means of stigma and non-stigma-related barriers toward help-seeking among people with high or low perceived need (cutoff: 75th

percentile) of mental health care (N = 202)

Low perceived need (N = 150) High perceived need (N = 52) MWU test p

Barriers—stigma related: mean (SD) 1.49 (0.53) 1.70 (0.59) 1.89 0.06

Barriers—not stigma related: mean (SD) 1.70 (0.42) 1.70 (0.41) -0.19 0.85

MWU Mann–Whitney U test

Table 5 Logistic regression models testing a moderation effect of

stigma/non-stigma-related barriers in the association between per-

ceived need for mental health care and current treatment status

(N = 202)

OR p 95 % CI

Model 1: stigma-related barriers as potential moderatora

Perceived need for mental health care 2.27 0.34 0.43–12.04

Barriers—stigma related 0.18 0.21 0.01–2.65

Perceived need 9 barriers 1.88 0.26 0.63–5.62

Model 2: non-stigma-related barriers as potential moderatora

Perceived need for mental health care 9.56 0.05 0.96–95.28

Barriers—not stigma related 0.84 0.91 0.04–17.45

Perceived need 9 barriers 0.72 0.62 0.19–2.66

a Models controlled for GSI-score, age and gender
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Interventions focusing on improving attitudes toward

mental health care and enabling people to correctly identify

symptoms as a mental health problem are therefore likely

to enhance mental health help-seeking.
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