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Detraditionalization, mental illness reports, and
mental health professional care use in Europe

loana Pop™'2, Femke Roosma and Peter Achterberg

Sociology Department, Tilburg University, PO BOX 90153, 5000 LE Tilburg, The Netherlands
*Corresponding author. Email: i.a.pop@tilburguniversity.edu

In this study, we address the question of whether individuals that live in more detraditionalized countries have higher levels of
mental illness and mental health professional care use. We argue that it is meaningful to consider the different facets of detradi-
tionalization, that is the level of secularization, the ethos of personal autonomy, and self-realization, the erosion of traditional gen-
der roles when understanding patterns of mental ililness reports and mental health professional care use. We use data collected
in 2010 in 25 European countries by Eurobarometer and find that, generally speaking, people living in more detraditionalized
countries are more inclined to use mental health professional care, and that they, on average, report less mental illness than
people in less detraditionalized countries. Furthermore, not all forms of adversity result in higher levels of mental health profes-
sional care use in the more detraditionalized countries. This is the case only for those experiencing financial strain while for those
experiencing unemployment or divorce this was not the case. Furthermore, in more detraditionalized countries, the experience of
divorce was related to fewer mental iliness reports, a result that could be linked to processes such as the erosion of the traditional

institution of marriage and the normalization of divorce in these societies.

Introduction

Detraditionalization encompasses broader institu-
tional and cultural aspects taking place in late-modern
western societies (Elchardus, 2009). The phenomenon
of detraditionalization has emerged principally as a
result of the shift from scarcity to economic security,
a shift that came about due to increasing wealth and
generous welfare states (Inglehart, 2018). Following
up, several processes unfolded: religion lost its role
as a moral compass, traditional roles, especially
within the family and between sexes, eroded, and a
decline in the acceptance of external authority was
observed. The result of this process is the rise of the
‘autonomous, self-directing, self-realizing individ-
ual’ (Elchardus, 2009: p. 152). These are not new
ideas: similar arguments are also found in the litera-
ture mapping cultural processes of individualization:
late-modern societies are characterized by increased
de-standardization of the life course, the expansion
of life choices with unpredictable outcomes, and the
increased responsibility put on individuals for their
lifestyle choices (Branaman, 2007; Inglehart, 2018).
All these changes, scholars argue, have profound
implications for mental health, and have also resulted

in the emergence of psychology as a social institution
(Rieff, 1966; Elchardus, 2009).

Regarding secularization as the first facet of det-
raditionalization, scholars have argued that religious
beliefs and ideas have been slowly eroded by a psycho-
logical view of the world, a vision in which the soul
was replaced by the psyche (Lasch, 1979; Moskowitz,
2001; Rakow, 2013). As the evidence-based model of
reality propagated by science gained more acceptance
against Christianity’s genesis model, the possibility of
salvation in the afterlife was replaced with the mundane
reality of here and now, and modern man was faced
with the task of finding happiness and self-realization
in this world. Scholars argue that psychological disci-
plines have emerged to help people to cope with the
task of navigating the complex and fast-changing con-
temporary world (Illouz, 2008; de Wachter, 2012) and
therapists have become the equivalent of modern-day
priests (Rieff, 1966). While scholars have traced the
diffusion of psychological ideas and practices in every-
day life (Berger, 1965) through the media, on the work
floor, or the educational setting (Moskowitz, 2001;
Illouz, 2008; Elchardus and De Keere, 2010), this is
not to say that the language of psychology has replaced

Received: January 2019; revised: November 2022; accepted: January 2023

© The Author(s) 2023. Published by Oxford University Press.

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://
creativecommons.org/licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided
the original work is properly cited. For commercial re-use, please contact journals.permissions@oup.com

€20z Aieniga4 90 uo Jasn Biung|iL ueA naNsieAlun Aq L02+869/220080(/1S8/€601 "0 | /I0p/a|oNIB-80UBAPE/ISS/WOD dNo oIWapeoeR//:sdny Woll papeojumoq


https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/0000-0003-0747-6581
mailto:i.a.pop@tilburguniversity.edu

religion; ‘the intertwinement of therapeutic approaches
and religious/spiritual concepts and practices in the
New Age spirituality’ (Rakow, 2013: p. 494) sug-
gest that this relationship is most likely bidirectional,
resulting in new forms of practices at the intersection
of psychology and religion.

Detraditionalized societies are also characterized by
the ethos of personal autonomy and self-realization,
which is closely related to the decline in the acceptance
of external authority and the erosion of traditional
roles (Elchardus, 2009). Facilitated by the expansion
of mass media, psychological research on topics such
as infant development, childrearing practices, or love
and relationships has spread in society at large (Berger,
1965) and has paved the way toward a critical discus-
sion and transformation of family and intimate rela-
tionships (Benjamin, 1988; Illouz, 1998; Perel, 2007;
Ryan and Jetha, 2011). An example comes from stud-
ies that documented the role of counseling and psy-
chology in the public recognition of family violence,
which was reflected in the public attitudes regarding
‘disciplinary’ practices toward women and children
(Benjamin, 1988; Wright, 2008). In turn, this could
have facilitated the erosion of traditional authoritar-
ian roles related to genders and generations within the
family.

The above arguments depict an image of late-mod-
ern societies where the institution of psychology is
influenced and influences back facets of detradition-
alization. Furthermore, the institutional and cultural
aspects encompassing processes of detraditionalization
as well as the associated diffusion of the psycholog-
ical model in society are argued to have had a deep
impact on how we think and talk about mental illness
and how we approach looking for mental health care
(Horwitz, 2011). For instance, Wright (2008) points
out that increased psychological knowledge and under-
standing have led to the public recognition of suffer-
ing. The author argues that the experience of suffering
was traditionally confined to the private sphere but
the emergence of a culture of disclosure has created an
opportunity for expressing pain publicly and for legit-
imizing the quest for physical and psychical safety and
well-being.

The immediate question is whether individuals liv-
ing in more detraditionalized societies will differ in
their accounts of mental illness' and mental health
professional care use, in comparison with individuals
living in more traditional societies. The scholarly work
in this field is limited, mostly theoretical, or based on
qualitative methodology (Furedi, 2004; Wright, 2008;
Anderson, 2009). This is precisely where this study
aims to make a first contribution, that is by taking a
cross-country comparative approach we acknowledge
that processes of detraditionalization differ between
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late-modern societies, with potential implications for
mental illness reporting and mental health professional
care use.

Furthermore, we also examine the potential dif-
ferential effects of detraditionalization for specific
groups who are confronted with social or material
adversity. Our choice for examining adversity rests on
two reasons. First, the literature shows that adversity
is related to worse mental health and higher men-
tal health professional care use (Pearlin et al., 2005;
Mandemakers, Monden and Kalmijn, 2010; Buffel,
Beckfied and Bracke, 2017). Second, the pressure to
do and be everything combined with the discourse of
equal opportunities and meritocracy is argued to result
in the centrality of individuals as the singular responsi-
ble and master of their lives (de Wachter, 2012; Lasch,
1979). Thus, adversity is more likely to be interpreted
as a result of own’s fault in more detraditionalized
countries and consequently, could result in different
patterns of mental illness reporting and mental health
professional care use.

The research questions that guide our study are the
following: (i) are there differences in the level of men-
tal illness symptoms reports and mental health pro-
fessional care use between European countries with
different levels of detraditionalization? and (ii) does
the relationship between social and material adver-
sity and level of mental illness symptoms reports and
mental health professional care use differ between
European countries with different levels of detradi-
tionalization? We will answer them by using data from
Eurobarometer 2010, including 24768 respondents
from 25 European countries, which we supplement
with a series of contextual measures that capture the
level of detraditionalization of these societies.

Detraditionalization, mental illness
reports, and mental health professional
care use

Regarding the relationship between the level of det-
raditionalization and mental illness reports, critical
theorists argue that in late-modern societies, the unpre-
dictability of life course trajectories, the expansion of
life choices, and the increased responsibility placed
on individuals for these choices create perfect condi-
tions for breeding depression and anxiety (Branaman,
2007). However, a conclusive body of empirical lit-
erature convincingly and repeatedly showed that in
wealthier societies, that is more detraditionalized, the
prevalence of mental illness in the population is lower
than in the less wealthy counterparts (Van de Velde,
2010; Levecque et al, 2011; Van Deurzen, 2015).
These findings are usually attributed to the overall bet-
ter quality of the living conditions, but some authors
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argued that individualistic cultures breed higher hap-
piness precisely because of the ‘cultural environment
where individuals make choices to maximize their hap-
piness rather than to meet social obligations’ (Ahuvia,
2001: p. 25). Empirical studies provide support for this
claim, that is individuals living in individualistic socie-
ties are happier than those living in collectivistic ones
(Veenhoven, 2015) and a possible explanation of this
finding is that the positive value attached to the possi-
bilities to make choices outweigh the costs associated
with the act of making a choice.

Regarding the potential link between the level of
detraditionalization and mental health professional
care use, the arguments from the literature suggest a
positive relationship. A consequence of the diffusion
of the psychological model in society at large through
mass media is a higher degree of mental health liter-
acy in individuals (Elchardus, 2009). Individuals living
in detraditionalized societies are likely more familiar-
ized with different types of mental health conditions
and their symptoms, and as a result, they could faster
determine whether their emotional struggles can be
described as mental illness, subject to treatment and
recovery. Next, the medicalization of everyday life
has resulted in the framing of an increased number
of conditions as illnesses that warrant medical atten-
tion (Furedi, 2004; Horwitz, 2011), a process reflected
in a higher usage of mental health professional care
use. Empirical evidence both from quantitative and
qualitative studies supports these ideas (Horwitz and
Wakefield, 2006; Buffel, Beckfield and Bracke, 2017).

This last argument also emphasizes that an increase
in mental illness reports might operate as a mediator
factor between the increasing level of detraditionaliza-
tion and increasing mental health professional care use.
However, given the contrasting explanations on how
detraditionalization relates to mental illness reports, it
remains an empirical question to what extent the rela-
tionship between the level of detraditionalization and
mental health professional care use still holds when
the level of mental illness reports in the population is
accounted for.

Based on the above we expect that the average
reports of mental illness will be lower (H1) and the
mental health professional care use will be higher
(H2) in more detraditionalized countries compared to
less detraditionalized countries and these effects are
expected to be observed even when controlling for the
level of country’s wealth and, for H2, also for the men-
tal illness reports.

Material and social adversity in
detraditionalized societies

The lack of resources needed to maintain a decent level
of living has been linked to an increased chance of

mental illness primarily through increasing exposure
to stressors that range from the daily hustles of having
to make ends meet due to financial strain (i.e. mate-
rial adversity) to an increased chance of experiencing
critical life events such as unemployment or divorce
(i.e. social adversity) (Whelan, 1994; Thoits, 2010).
Chronic exposure to material and/or social adver-
sity was related to mental illness reports and mental
health professional care use (Levecque et al, 2011;
Buffel, Beckfield and Bracke, 2017; Mandemakers and
Kalmijn, 2018). While these relationships seem to be
robust in every social context, we question whether
the experience of adversity has a different impact on
both mental illness reports and on mental health pro-
fessional care use in countries with different levels of
detraditionalization.

In relation to mental illness reports, the role of dif-
ferent material and social adversity indicators could be
different in countries with different levels of detradi-
tionalization. First, in line with the previous literature,
we expect that individuals that experience material
adversity will report higher levels of mental illness
compared to individuals who do not experience mate-
rial adversity, and the difference between these two
groups will be higher in more detraditionalized socie-
ties (H3). The argument behind this is that of increased
personal responsibility that is placed on individuals for
their own choices and the outcomes of these choices,
which is a cornerstone of both the medicalization and
individualization literature (Conrad, 1992; Branaman,
2007). In detraditionalized societies, it is more likely
that individuals are exposed to, and will accept the
meritocratic discourse stating that everything is achiev-
able and linked to personal effort and valour (Rusch ez
al.,2010).If this is the case, it implies that not living the
best life, that is facing adversity in the form of financial
strain, is a personal fault that cannot be attributed to
external circumstances. As a result, the internalization
of the causes of own success or failures will most likely
result in higher levels of mental illness reports.

The same argument can be raised when considering
unemployment: in more detraditionalized countries,
the pressure of living the best life and the meritocratic
discourse could result in higher reported levels of men-
tal illness as a result of this life event (H4). Furthermore,
in more detraditionalized countries gender roles are
more equal (Elchardus and de Keere, 2010), divorce is
more common and not seen as a ‘faux pas’ (Dronkers,
Kalmijn and Wagner, 2006). However, the institutional
arrangements meant to assist couples going through
marital dissolution (e.g., joint custody, income sup-
port) or individuals that experience an unemployment
spell (e.g., income support) are more available and
more generous in more detraditionalized countries.
As such, both divorce and unemployment could be
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less disruptive in more detraditionalized countries and
could result in lower levels of mental illness reports
compared to more traditional countries (H35).

In relation to mental health professional care use,
we derive expectations based on medicalization theory.
Research shows that especially the experience of unem-
ployment is highly medicalized, that is when controlled
for their level of mental illness, unemployed people in
all European countries have higher medical care use
than employed people (Buffel, Beckfield and Bracke,
2017). But the medicalization of everyday life is argued
to cover more and more other areas of life, for example
love relationships (Earp, 2015) as well as the experi-
ence of poverty (Hansen, Bourgois and Drucker, 2014;
Mills, 2015) which have become a focus of therapeu-
tic interventions. It is possible that especially in det-
raditionalized countries, individuals experiencing both
material and social adversity, will more likely frame
the related distress as treatable. This implies that indi-
viduals living in more detraditionalized countries will
report higher levels of mental health professional care
use when experiencing material and social adversity as
compared to individuals in the same situation but liv-
ing in less detraditionalized societies (H6).

However, a competing argument can be raised for the
case of divorce and unemployment that is if indeed as
argued above, in more detraditionalized countries divorce
and unemployment relate to lower mental illness reports,
this could also imply that the mental health professional
care use will be lower than in more traditional societies.
Next, there is a question of doubt whether in more tra-
ditional societies, people experiencing a divorce would
make use of mental health professional care due to the
stigma surrounding both mental illness and the act of
divorce. As such, we leave it to the data to shed light on
where the balance lies in this case.

Data and methods

To test our hypotheses, we wuse data from
Eurobarometer (73.2)22010, a multi-countries survey
that used a multi-stage, random (probability) sampling
design to collect cross-country comparative data from
27,304 individuals living in 25 European countries:
[Austria (AT), Bulgaria (BG), Cyprus (CY), Czech
Republic (CZ), Denmark (DK), Finland (FI), France
(FR), Germany (DE), Greece (GR), Hungary (HU),
Ireland (IE), Italy (IT), Latvia (LV), Lithuania (LT),
Luxembourg (LU), Malta (MT), the Netherlands (NL),
Poland (PL), Portugal (PT), Romania (RO), Slovakia
(SK), Slovenia (SI), Spain (ES), Sweden (SE), and United
Kingdom (UK)]. Belgium, Estonia, and Iceland had to
be dropped from the available sample because data
for explanatory variables were missing. As advised by
Eurobarometer, we apply population weights for the
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descriptive analyses. The working sample size included
information from 24,768 respondents.

Dependent variables

To construct our first dependent variable, mental
illness reports, we used the slightly modified version of
the Mental Health Inventory (MHI-5) scale (Ware and
Sherbourne, 1992), that is present in the data: ‘How
often during the past 4 weeks...2 Have you felt particu-
larly tense; Have you felt so down in the dumps that
nothing could cheer you up; Have you felt calm and
peaceful; Have you felt downbearted and depressed;
Have you felt happy’. All items were measured on a
scale from 1 to 5 (All the time/ never). We recoded
the items in such a way that a higher score indicates
a higher mental illness. People who answered ‘don’t
know’ were coded as missing (395 respondents). Based
on usual practice, we first created a sum scale that was
rescaled from 0 to 100 (Cronbach’s alpha reliability
coefficient was.82). The average score for mental illness
was 31.23 and the standard deviation was 17.58.

For our second dependent variable, mental health
professional care use, we used a variable that meas-
ures whether a respondent contacted a professional for
mental help. Respondents could indicate this for ten
types of professional help of which we selected the four
types of professionals that specialize in psychological
help: ‘In the last 12 months, did you seek help from a
professional because of a psychological or emotional
problem? Yes, a psychiatrist; a psychologist; a psycho-
analyst; a psychotherapist (not mentioned previously).
We did not include the following answer categories of
types of professionals: a general practitioner, a phar-
macist, a nurse, a social worker, another health profes-
sional, or someone else. 735 respondents contacted one
of these types of professionals in the last 12 months, 74
contacted two professionals, and 16 respondents con-
tacted three professionals. We constructed a variable
that measures whether or not the respondent contacted
at least one of these four types of professional help and
used it as a dummy variable in our analyses.

Table 1 presents the descriptive statistics for all the
individual-level indicators.

Independent variables

Our main context variable is our measure of detradition-
alization. We constructed this measure by using different
indicators that correspond to the previously discussed
aspects: the level of secularization, the ethos of personal
autonomy, and the erosion of traditional gender roles
associated with the decline in the acceptance of authority.

Processes of secularization and the ethos of personal
autonomy were captured using data from the European
Values Survey wave 4 (EVS, 2022): an aggregated
measure of church attendance in which we differentiate
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Table 1 Descriptive statistics of individual-level variables

Mean Stdvn  Min-Max N
Mental health 0.03 0.18 0-1 24768
professional care use
Mental illness 31.23  17.58  0-100 24373
reports
Unemployment 0.08 0.28 0-1 24768
Financial Strain 1.49 0.66 1-3 24234
Divorce 0.07 0.26 0-1 24729
Physical Health 3.81 1.18 1-5 24546
Stigma 0.27 0.45 0-1 22206
Education—Low 0.21 0.41  0-1 24254
Education—Middle 0.43 0.50 0-1 24254
Education—High 0.28 0.45 0-1 24254
Education—Still 0.08 0.27 0-1 24254
Studying
Age—Young (15-31 0.21 0.41  0-1 24768
years)
Age—Adult (32-65 0.57 0.50 0-1 24768
years)
Age—Old (plus 65 0.22 041 0-1 24768
years)
Woman 0.54 0.50 0-1 24768

between attendance (at least for a special occasion) and
no church attendance, and an aggregated measure of
autonomy that was constructed from a scale of three
indicators encompassing whether the respondents
agree with the statement ‘One does not have the duty
to respect and love parents who have not earned it by
their bebavior and attitudes’ (1), and from a list of qual-
ities which children can be encouraged to learn at home
chose independence (2), and did not choose obedience
(3). We constructed a sum scale and used the weighted
averages as country-level scores. To capture the erosion
of traditional gender roles, we used the gender inequality
index from the United Nations Development Program,
which covers gender inequalities in reproductive health
(maternal mortality ratio and adolescent birth rates),
empowerment (proportion of parliamentary seats occu-
pied by females and the proportion of adult females
and males aged 25 years and older with at least some
secondary education) and economic status (expressed
as labor market participation and measured by labor
force participation rate of female and male populations
aged 15 years and older). We took the average score of
the 2005 and 2010 index values. Supplementary Table
A1 gives an overview of the descriptive statistics of the
contextual indicators per country.

Similar to the strategy used by (Elchardus and
De Keere, 2010), we employed a principal compo-
nent analysis which resulted in one factor with an

eigenvalue of 2.01. All of the indicators have fac-
tor loadings higher than 0.750. Church attendance
and gender inequality load positively, while auton-
omy loads negatively on the factor, as expected. We
recoded the variable in such a way that a higher
score indicates a higher level of detraditionalization.
Supplementary Table A2 gives the full information
about the factor model.

To test our moderation hypotheses, we used one
individual-level measure for material adversity, that is
financial strain, and two measures for social adversity,
that is the experience of unemployment and divorce.
To measure financial strain, we used an item that asked
respondents how many times they had difficulties with
paying the bills, which contains three categories: most
of the time (3), from time to time (2), (almost) never
(1). Unemployment was measured with a dummy var-
iable indicating that a respondent was unemployed (1)
or not unemployed (0) (self-employed, managers, other
white collars, manual workers, house person, retired,
and students). People indicating divorce or being sepa-
rated on the item marital status were assigned a score
of 1, others [(re)married, single living with partner, sin-
gle or widow] a score of 0.

Control variables

At the contextual level, to account for possible eco-
nomic factors influencing mental illness, and mental
health professional care use, as well as our measure
of detraditionalization, we used GDP per capita in
purchasing power parity (PPP). The measure was
obtained from Eurostat for the year 2009. We also
controlled for the level of public stigma surrounding
mental health in our models predicting mental health
professional care use. The argument for including this
measure is that higher levels of public stigma act like
a barrier to accessing mental health professional care
(Bracke and Verhaeghe, 2019). We used an aggregated
measure of stigma constructed from one indicator
measuring whether respondents agreed with one of the
two statements: ‘You would find it difficult talking to
someone with a significant mental health problem’ (0)
or ‘You would have no problem talking to someone
with significant mental health problem’ (1). The scores
were reversed, such that a higher score indicated more
stigma, and the country-level averages were multiplied
by 100 to ease interpretation in the models. In the
models in which the aggregated measure was included,
we also controlled for composition effects by including
the individual-level variable.

Finally, in the models in which we estimated the
interactions with unemployment and divorce, we con-
trolled for the unemployment rate and divorce rate
respectively. In this way, we take into account the nor-
malization of unemployment and divorce in a country,
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normative aspects that may confound the influence
of detraditionalization on mental illness and mental
health professional care use. The unemployment rate,
that is the percentage of unemployed people of the
total labor force for the year 2009, was obtained from
the World Bank Development Indicators database. The
divorce rate measured as the divorces per 100 mar-
riages in 2009 (with exception of Malta for which the
most recent data was available for 2012) was obtained
from Eurostat. Since the number of observations
at the country level is limited to 25, we cannot take
into account all contextual factors at the same time.
Supplementary Table A3 provides a correlation matrix
of all the contextual-level indicators used.

At the individual level, we added control variables
for physical health, education, gender, and age. For
physical health we used the response to the state-
ment: ‘During the past 4 weeks how often have you
had any of the following problems in your day-to-day
life whether at work, at home, or elsewhere? You have
accomplished less than you would like as a result of a
physical bealth problem’. This was measured on a five-
point scale running from ‘all the time’ (1) till ‘never’
(5). For education, we used a measure of the years of
education. We divided it into four categories: no full-
time education, low education (less than 15 years),
middle education (16-19 years), high education (+20
years), and still studying. For gender, we used man as
the reference category. We used age split into three cat-
egories: young (15-30) adult (31-64), and old (65+)
(adult is ref.). In the models where the dependent var-
iable was mental health professional care use, we also
included the measure of mental illness.

Methods

In order to answer our research questions and test our
hypotheses, in addition to descriptive statistics, we
employed linear multilevel regression analysis for the
outcome variable mental illness reports and multilevel
logistic regression analysis for the outcome variable
mental health professional care use. We started with
a model in which all individual-level control varia-
bles were added, which allowed us to control for the
population composition (Model 1). In the next step,
we estimated the effect of our measure of detradition-
alization alone (Model 2). For our outcome variable
mental health professional care use, we also controlled
for public stigma and mental illness (Model 3) to
which we added GDP per capita in PPP in Model 4.
For the outcome variable mental illness, we only con-
trolled for GDP per capita in PPP (Model 3). In order
to test our hypotheses H3-H6, we estimated interac-
tion terms between the detraditionalization measure
with the measures of social and material adversity.
We included a random slope for the individual-level
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variables (Heisig and Schaeffer, 2019). In these mod-
els, we also controlled for the unemployment rate (for
the interaction with unemployed status) and divorce
rate (for the interaction with divorce status). The num-
ber of respondents that accessed mental health pro-
fessional care is relatively low in terms of percentages
(3 per cent of the sample) however, it is larger than
the rule of thumb of 200 cases (825 respondents), and
thus, following the discussion by Allison (2012) on the
matter, we do not think this poses a problem for our
analyses’.

Results

Before the formal tests of our hypotheses, we present
two scatterplots that illustrate the relationship between
the level of detraditionalization and the average level
of mental illness reports and mental health profes-
sional care use in our sample of 25 European countries.
Figure 1 shows that the relationship between detradi-
tionalization and the average level of mental illness
reports is negative and strong (correlation of -0.77).
As such, countries with the highest level of detradition-
alization and the lowest level of mental illness reports
are the Scandinavian countries and the Netherlands,
while Southern and Eastern European countries show
the opposite pattern. Figure 2 illustrates that in coun-
tries with higher levels of detraditionalization, a higher
percentage of respondents reported having used men-
tal health professional care (correlation of 0.56). For
instance, around 7 per cent of the respondents in
Denmark and the Netherlands reported having visited
a professional, while in Bulgaria and Romania this per-
centage lies around 1 per cent.

We now turn to the results of our multivariate anal-
yses. Table 2 summarizes the results for our dependent
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Figure 1 Average level of mental iliness reports and
detraditionalization in Europe’. ‘Note: The figures are weighed
using the weighs provided by Eurobarometer’.

€20z Aieniga4 90 uo Jasn Biung|iL ueA naNsieAlun Aq L02+869/220080(/1S8/€601 "0 | /I0p/a|oNIB-80UBAPE/ISS/WOD dNo oIWapeoeR//:sdny Woll papeojumoq


http://academic.oup.com/esr/article-lookup/doi/10.1093/esr/jcac077#supplementary-data

DETRADITIONALIZATION, MENTAL ILLNESS REPORTS, AND MENTAL HEALTH PROFESSIONAL CARE 7

@
8
= onL
S ®DK
s

™
s ®ES
ﬁ oLu
k)
3 oFT ®sE
= [ 14
591 oFR oFI
= ol ®ATeDE
< oMT oL
g .IT.IE 0sK GE’K.SI

®,

& ®GR
S |eRo
£
8
5 ®BG
o

®d

A 0 1 2 3
Detraditionalization (factor score)

Figure 2 Percentage mental health professional care use and
detraditionalization in Europe’. ‘Note: The figures are weighed
using the weighs provided by Eurobarometer’.

variable mental illness reports. Estimating a model
without independent variables showed that about 6.5
per cent of the variance in mental illness reports was
related to country-level differences. People that experi-
enced adversity in terms of unemployment, divorce, or
financial strain were more likely to report more symp-
toms of mental illness. Furthermore, individuals with
worse physical health, fewer years of education, adults,
and women had higher levels of mental illness reports.

In Model 2 we estimated the effect of detraditional-
ization and we found it to be in line with the bivariate
relationship presented in Figure 1, that is in more det-
raditionalized countries, the reported level of mental
illness reports was lower than in less detraditional-
ized countries. Model 3, in which GDP per capita was
added as a control variable, showed that this effect was
robust thus supporting our first hypothesis.

In Models 4, 5, and 6 the interaction effects of det-
raditionalization and our indicators of adversity were
added. We found one significant and negative cross-
level interaction with divorce status (Model 6), that
is the difference in levels of mental illness between
divorced and not divorced individuals in detradition-
alized societies was smaller than between their coun-
terparts living in less detraditionalized societies. The
predicted means of mental illness reports for this inter-
action is presented in Figure 3. The figure shows that
in the least detraditionalized countries in our sample,
the difference in the average predicted mental illness
reports between divorced and not divorced individuals
was around 7 points on our scale that ranged from 0
to 100, a difference that represents about 40 percent of
the observed standard deviation of this measure.

In Table 3, we present the results for the depend-
ent variable of mental health professional care use.
Using the variance decomposition of a model without

any independent variables added, we estimated that
around 6 percent of the variance in mental health
professional care use is due to countries’ differences.
In Model 1, we added all the individual-level varia-
bles, excluding mental illness reports. We found that
all our measures of adversity had a positive relation-
ship with mental health professional care use, that is
unemployed and divorced individuals and individuals
experiencing financial strain were more likely to have
sought help from a psychiatrist, psychologist, psycho-
analyst, or a psychotherapist. Regarding the effect of
the control variables, we found that the respondents
who reported worse physical health and were highly
educated had a higher likelihood to access mental
health professional care. Moreover, we found that
among older individuals the likelihood to access men-
tal health professional care was lower, and higher
for women compared to men. When we include our
indicator of mental illness in Model 2, we see that the
variable of mental illness reports mediates the effect
between the adversity measures and mental health
professional care use, that is the effects of unemploy-
ment and divorce rate became smaller and the effect of
financial strain not significant.

Our main variable of interest, detraditionalization
had a significant positive effect on mental health pro-
fessional care use, supporting the bivariate results and
our expectations (Model 2) and this effect was sub-
stantial and significant irrespective of respondents’
mental illness reports (Model 4). When we controlled
for the level of public stigma, the effect of our measure
of detraditionalization remains strong and significant
(Model 5). Furthermore, in line with evidence from the
literature that a higher level of public stigma acts as
a barrier to accessing mental health professional care
use, we also report a small negative effect for this con-
textual variable. When GDP per capita was added (in
Model 6), the effect of detraditionalization remains
robust. Overall, our results provide evidence for the
idea that individuals living in more detraditionalized
countries seek mental health professional care more
often than individuals living in less detraditionalized
countries.

In Models 7, 8, and 9 we estimated the interactions
between the level of detraditionalization and our meas-
ures of social and material adversity. We found only
one significant interaction supporting our expectation,
with financial strain, that is, in more detraditionalized
societies, people who experienced more financial strain
were more likely to access mental health professional
care. Figure 4 shows the predicted means of mental
health professional care use for individuals experienc-
ing high, medium, and low levels of financial strain
for different levels of detraditionalization. The figure
shows that in the most detraditionalized countries in
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Table 2 Estimated coefficients from OLS multilevel regression models for outcome variable mental illness reports (23,275 respondents

in 25 countries)

Model 1 Model 2 Model 3 Model 42 Model 5° Model 6
Coef. se Coef. se Coef. se Coef. se Coef. se Coef. se
Constant 42.51*** 0.81 44.51*** 0.80 44.55*** 1.46 43.47*** 1.35 44.76*** 0.75 44.94*** 1.48
Individual characteristics
Unemployment 3.43*** 0.37 3.43*** 0.37 3.43*** 0.38 2.93*** 0.71 3.37*** 0.37 3.41*** 0.37
Financial Strain 6.04*** 0.17 6.02*** 0.17 6.02*** 0.17 6.01*** 0.17 5.85*** 0.31 6.01*** 0.17
Divorce 2.47%** 0.38 2.48*** (0.38 2.48*** 0.38 2.48*** 0.38 2.47*** 0.38 4.42*** (.66
Physical Health -5.37%**% 0.09 -5.37*** 0.09 -5.37*** 0.09 -5.37*** 0.09 -5.37*** 0.09 -5.37*** 0.09
Education (low is ref.)
Middle -0.90** 0.29 -0.91** 0.29 -0.91** 0.29 -0.92** 0.29 -0.91** 0.29 -0.92** 0.29
High -0.89** 0.32 -0.88** 0.32 -0.88** 0.32 -0.88** 0.32 -0.86** 0.32 -0.90** 0.32
Still Studying -0.04 0.52 -0.04 0.52 -0.04 0.52 -0.01 0.52 -0.05 0.52 -0.02 0.52

Age (adult is ref.)
Young (15-31 years) -1.46*** 0.30 -1.47
Old (plus 65 years)  -2.72*** 0.27 -2.71
Woman (men is ref.) 2.33*%** 0.20 2.33
Contextual characteristic
Detraditionalization -2.11
GDP per capita in ppp
Unemployment rate
Divorce rate
Interaction terms
Detrad. * Unempl.
Detrad. * Fin. Strain

Detrad. * Divorce

#5030 -1.477% 030 -1.46%%% 0.30 -1.48%** 030 -1.44**% 0.30
B 027 Z2720%% 027 -2.71%%% 027 -2.71%%F 027 -2.71%%% 027

wxk () )()

2.33*** 0.20  2.33*** 0.20 2.33*** 0.20 2.33*** 0.20

*rE 043 -2.10%** 0.52 -2.11%*%% 0.43 -2.34*** 0.56 -1.91%** 0.50

-0.00

0.01
0.12 0.12
-0.01 0.03

0.55 0.53
0.15 0.25
-1.55%**% 0.43

*P <0.05; **P < 0.01; ***P < 0.001

“Results for the interaction effects are ro.bust if models are controlled for GDP per capita in ppp.
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Figure 3 Predicted means of mental iliness reports with 95%
confidence intervals for divorced and not divorced respondents
in countries with various levels of detraditionalization'.

our sample the difference in the predicted means of
mental health professional care use between individu-
als experiencing low and high financial strain standard
deviation.

Additional analyses

In order to test the robustness of our results, we esti-
mated a series of alternative models (Supplementary
Material). In Supplementary Tables A4 and A5, we
present estimates from our main models separately for
each of the contextual indicators of detraditionaliza-
tion as well as GDP per capita. Each component of the
detraditionalization index had a significant effect on
the two dependent variables while GDP per capita only
had a significant effect on mental health professional
care use. We also re-calculated the dependent variable
mental health professional care use to include ‘social
workers’” (Supplementary Table A6) in order to capture
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Figure 4 Predicted mean of mental health professional

care use with 95% confidence intervals for respondents
experiencing financial strain in countries with various levels of
detraditionalization'.

different institutional arrangements regarding mental
health professional care that could influence its use. In
addition, we show the results for the models for mental
health professional care use excluding from the sample
the respondents that used anti-depressants, to account
for differences across contexts based on the availability
of, and the culture surrounding the use of such medica-
tion (Supplementary Table A7). The effect of the detra-
ditionalization index remained the same in both cases,
while the significant interaction with financial adversity
was not significant anymore in the restricted samples.
Next, we found that the effect of detraditionalization
on mental illness reports controlled for individual and
public stigma was robust (Supplementary Table AS).
Furthermore, the interaction between detraditionaliza-
tion and mental illness reports on mental health pro-
fessional care use was not significant (Supplementary
Table A9). This suggests that individuals with similar
levels of mental illness do not make more use of men-
tal health professional care in countries that are more
detraditionalized.

Conclusion and discussion

In this paper, we studied differences in mental illness
reports and mental health professional care use in
Europe. We hypothesized that the level of detradi-
tionalization in a country is a relevant factor for these
individual-level outcomes, by itself and in combination
with the experience of social and material adversity.
Our results show that, generally speaking, people
living in detraditionalized countries are more inclined
to use mental health professional care, and that they,
on average, report mental illness less than people in
less detraditionalized European countries. We also

POP, ROOSMA AND ACHTERBERG

hypothesized that material and social adversity effects
are different in more or less detraditionalized coun-
tries. Our results do not provide a conclusive picture
of all indicators of material and social adversity that
we examined. We proposed that in more detradition-
alized countries the combination of the meritocratic
discourse with the internalization of the individual
responsibility for personal biographies results in higher
mental health professional care use when individuals
experience material and social adversity (Branaman,
2007). However, this argumentation only received sup-
port for the case of financial strain. Regarding mental
illness, we found that in more detraditionalized coun-
tries, individuals who were divorced reported fewer
mental illness symptoms compared to people who
did not experience this kind of adverse event. Taken
together, these results provide some support for argu-
ments derived from theories on medicalization, indi-
vidualization, and the emergence of psychology as an
institution in late-modern societies.

Another general conclusion that emerges from our
study refers to the relationship between the prevalence
of mental illness reports and mental health profes-
sional care use, that is in those countries where mental
illness reports were higher, mental health professional
care use was lower. Our findings suggest systematic
patterns of overuse and underuse of mental health pro-
fessional care between countries. Other explanations
could be linked to the measurement of the two var-
iables. First, the mental illness reports items refer to
the previous weeks, while the measurement of mental
health professional care seeking refers to the previous
year. Presumably, seeking care positively impacted
mental illness reporting.

Second, we used a measure of mental illness reports
that could suffer from desirability problems, that is
individuals would be less compelled to report mental
illness due to stigma but due to the availability and
extension of mental health professional care in more
detraditionalized countries, they would more easily
access such services. We were able to control for the
level of stigma both at the individual and contextual
level and the conclusion that in more detraditional-
ized countries individuals report less mental illness but
seek more mental health professional care still holds.
Furthermore, higher mental health professional care
use among more detraditionalized countries could be
explained by the culture of disclosure and the legitimi-
zation of seeking to achieve well-being as maintained
by scholars that focused on the emergence of psychol-
ogy as an institution (Wright, 2008). Still, the inverse
relationship with mental illness reports is not explained
by such arguments and remains open for investigation.

Two sets of findings evoke some discussion and can
lead to more research. First, we elaborated in the theory
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section that the generally more favorable living circum-
stances in detraditionalized countries are expected to
relate to lower levels of mental illness reports. This
expectation contradicted scholars who warned that lev-
els of anxiety and depressive symptoms could be higher
in late-modern societies due to processes of individu-
alization and medicalization (Horwitz, 2011; Furedi,
2004; Branaman, 2007). We found that in detradition-
alized societies the level of mental illness is lower, even
when we control for the country’s wealth. We did not
find a statistically significant and strong association
between GDP levels and mental illness reports in mod-
els where the two contextual measures are simultane-
ously accounted for. That wealth has ceased to play an
important role in health in rich societies is not a new
result, that is previous research has shown that other
contextual characteristics are more relevant in these
societies, for example income inequality (Van Deurzen,
2015), or trust and social cohesion (Jen et al., 2010;
Layte 2012). Our findings add to this body of literature
and show that the cultural aspects, as captured by our
measure of detraditionalization, are more important
for the level of mental illness in late-modern societies
than the overall level of societal wealth.

Second, we turn to the remarkable differences
between the effects of material and social adversity
in detraditionalized societies. While we found that
those experiencing financial strain use mental health
professional care more in detraditionalized countries,
they do not report more mental illness symptoms.
Since the measure of mental illness reports refers to the
last 2 weeks before the interview, while the questions
regarding mental health professional care use refer to
the previous year, these findings could be explained by
the potential effectiveness of therapy. It is also possible
that in more detraditionalized countries healthcare is
more affordable and therefore the difference in use is
particularly noticeable for this income bracket when
compared to more traditional countries where health
care access is stronger linked to material resources. We
also note that these results are derived from models
where mental illness reports are accounted for, a mod-
eling strategy that reflects previous operationalization
of medicalization (Buffel, Beckfield and Bracke, 2017).
Subsequently, our results also suggest the medicali-
zation of poverty in more detraditionalized societies.
Future research should be able to shed a light on the
tenability of these explanations.

When we turn to the differential effect of divorce,
one of our measures of social adversity, we found
that the difference in mental illness reports between
those who experienced divorce and those who did
not is smaller in more detraditionalized countries.
We note that this finding is robust when we control
for the societal divorce rates, as an indicator of the

normalization of divorce. We explain this finding by
referencing the ethos of finding happiness in the here
and now, the ethos that is characteristic of detradition-
alized societies. Even though leaving a marriage that
is not satisfying anymore is a stressful life event, it can
be interpreted as a step toward finding this happiness
and less as a sign of personal failure. In less detradi-
tionalized countries, however, the sanctity of marriage
is valued more strongly and not being able to live up
to this norm seems to cause more anxiety for divorced
individuals and be reflected in their levels of mental
illness.

An alternative explanation for this result points
toward the different institutional arrangements sur-
rounding the dissolution of marriage in late-modern
societies in comparison to the more traditional ones.
We refer here to the types and levels of income sup-
port available for the couple’s members or the types
of arrangements linked to child support after marital
dissolution. In more detraditionalized and wealthier
countries, such more advantageous and supportive
institutional arrangements could buffer the negative
impact of divorce on mental illness reporting, which
could explain our findings. Since we did not directly
measure such institutional arrangements (even though
to some extent they are captured by the measure of
the wealth of a country), future research is needed for
disentangling cultural and institutional mechanisms at
work.

This said it appears that the relationship between
adversity and mental illness reports and mental health
professional care use in countries with various levels of
detraditionalization has to be evaluated on a case-by-
case basis.

Two issues have limited our study and call for more
research. First, the measure of mental health profes-
sional care covers the previous year while the meas-
ure of mental illness reports covers the weeks before
the interview. As such, we do not know whether the
levels of mental illness reporting have to do with the
treatment received. However, if this is the case, actual
levels of mental illness reports in all countries in our
sample would be higher. Most likely our effects would
be stronger but the conclusions would still hold. Future
research should be able to shed light on this matter.
Second, our data does not include direct measures of
religiosity, autonomy, or gender values at the individual
level, so we cannot exclude compositional effects that
could weaken the contextual ones. However, we were
able to include important individual-level variables,
that is education and age, that were shown to be good
predictors of the values held by individuals (Halman
and Draulans, 2006; Sieben and Halman, 2014). In
addition, we also included additional contextual meas-
ures that accounted for the different cultural influences
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that could confound our results, that is the stigma
surrounding mental illness, normalization of divorce,
and unemployment. Future research endeavors using a
richer data with respect to religiosity and values reflect-
ing autonomy and self-direction can confirm that our
results are robust more directly than we did.

To sum up, we found evidence that in more detra-
ditionalized societies individuals report lower levels of
mental illness but higher mental health professional
care use. Furthermore, not all forms of adversity result
in higher levels of mental health professional care use
in the more detraditionalized countries, as scholars
that examine processes of the medicalization of society
caution. This seems to be the case only for financial
strain, while for unemployment and divorce this was
not the case.

Notes

1 Throughout the paper, when we use the terms “accounts of
mental illness” or “mental illness reports”, we refer to “self-
rated mental illness”. See “Data and methods” section for
an explanations on measurement.

2 Further information about Eurobarometer can be found at
https://europa.eu/eurobarometer (accessed 14 June 2021).

3 We performed a robustness check, using the Penalized
Maximum Likelihood Estimation available in STATA
(known as Joseph Coveney’s firthlogit) to assess if the low
number of cases of our dependent variable mental health
professional care use leads to biased results. We follow the
instructions from this handout about analyzing rare events
with logistic regression analysis: https://www3.nd.edu/~r-
william/stats3/RareEvents.pdf (accessed 8 November 2022).
The results of the fixed effects model show that this made
little to no difference to the effects compared to a ‘normal’
fixed effects logistic regression.

Supplementary Data

Supplementary data are available at ESR online.
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