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Help-seeking by rural residents for 
mental health problems: the importance 
of agrarian values

Fiona Judd, Henry Jackson, Angela Komiti, Greg Murray, Caitlin Fraser, 
Aaron Grieve, Rapson Gomez

Objective: To examine the role of stoicism, self-efficacy and perceived stigma in
predicting help-seeking by rural residents, for mental health problems.
Method: A cross-sectional community survey was conducted with a sample of 467 rural
residents (58% female), who completed self-report questionnaires assessing current
levels of symptomatology, disability, perceived stigma, self-efficacy, stoicism, attitudes
towards and experience of seeking help for psychological problems.
Results: Overall, 27.6% (n = 129) of respondents had sought help from a general
practitioner and/or mental health professional for psychological problems or a mental
health issue. More women than men reported having sought such help. Lifetime help-
seeking for a psychological problem or mental health issue was positively associated with
higher levels of distress and lower levels of stoicism and, to a lesser extent, lower levels
of self-efficacy.
Conclusions: Efforts to improve help-seeking by rural residents for mental health
problems should focus on understanding and addressing attitudes, such as stoicism which
act as barriers to help-seeking.
Key words: attitude, help-seeking, mental, rural, stoicism.
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Understanding the factors which influence help-
seeking is an essential step towards improving the mental
health of the community. A variety of models have been
developed to systematize research which aims to identify
these factors. The Behavioural Model of Health Services
Utilization [1,2] proposes that people’s use of health
services is a function of their predisposition to use ser-
vices, factors which enable or impede use, and their need
for services [2].

Predisposing characteristics, or factors which influ-
ence self-recognition of problems and attitudes towards
treatment, include: demographics such as gender and
age; social structure measured by variables such as edu-
cation, occupation and ethnicity; and health beliefs. The
latter includes attitudes, values and knowledge that
people have about health and health services. Enabling
resources are the means and knowledge to get into
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treatment and include availability, accessibility and costs
of services, as well as awareness of which services exist
and what they can provide. Need includes the nature of
the illness and its severity.

There are inequalities in the use of mental health ser-
vices in Australia. Rural residents receive less help from
specialist providers than people living in urban areas [3],
and it has been shown that the rate of psychological
problems managed by general practitioners (GPs) per
1000 population is far lower for rural residents compared
with that in metropolitan areas [4]. Available data do not
suggest that mental health problems (i.e. need) are less
common in rural than in urban areas [5]. Thus, it is likely
that the inequity in the use of mental health services is
due to less availability or accessibility of services, or the
failure to provide services in a culturally appropriate way
(less enabling resources), and/or different predisposing
factors operating in rural areas.

Self-recognition of mental health problems and the
decision to seek treatment have been shown to be influ-
enced by age, gender, marital status, level of education
[3,6,7] and a variety of attitudinal factors such as per-
ceived helpfulness of service providers [8,9], perceived
stigma associated with mental illness [8–10], as well as
mental health literacy [11]. An individual’s willingness
to seek help for such problems is also likely to be influ-
enced by their willingness to adopt the sick role [12], and
their overall attitude towards help-seeking.

Although data are limited, it has been suggested that
rural residents are stoic and self-reliant [13], believe that
they should cope with their problems and suffer in
silence [14], define health as the ability to work or be
productive in one’s role [15], rely more on family and
friends than on health professionals [16], and assume
greater self-responsibility for health problems than urban
residents [15]. Of note, these studies exploring the atti-
tudes of rural residents towards help-seeking have gen-
erally focused on farming communities and/or residents
of small and isolated areas. Taken together, these ‘agrar-
ian values’ may influence both the definition of mental
health problems and the probability of help-seeking [10],
and thus mitigate against early and effective help-
seeking.

Furthermore, it has been suggested that stigma, one of
the most potent barriers to help-seeking for mental health
problems, maybe a particularly important barrier to men-
tal health care in rural communities [13,16]. Higher lev-
els of perceived stigma have been associated with more
negative attitudes towards help-seeking among rural res-
idents [8].This is likely to particularly be a problem in
small rural towns where social networks are often closely
enmeshed and privacy is lacking [17]. Consistent with
this, it has been shown that people living in the towns

with a population of less than 2500 were more likely to
hold stigmatized attitudes towards mental health care
than residents of larger towns, and such attitudes strongly
predicted willingness to seek help [10].

While several studies have shown that gender influ-
ences help-seeking, the effect of gender may be a more
potent factor in rural than in urban residents. Lower rates
of help-seeking have been documented for rural com-
pared with urban-dwelling men with mental disorders
[18], and rates of suicide are substantially greater in rural
compared with that in urban men [19]. The ‘agrarian
values’ described above are regarded by many as descrip-
tors of ‘maleness’ [20], perhaps accentuated in rural men.
Thus, help-seeking for mental health problems by men
may be particularly affected by attitudinal factors.

This study aimed to add to existing research by exam-
ining the role of a number of attitudinal factors to help-
seeking for mental health problems. Specifically, we
sought to examine the role of self-efficacy and stoicism
(reflecting purported ‘agrarian values’) and perceived
stigma, after controlling for need and sociodemographic
variables, and general attitudes towards seeking profes-
sional psychological help.

Method

Sample

Subjects were recruited from a larger sample of adults (n = 7615),
recruited randomly from the electoral roll, who had participated in a
survey of mental health and wellbeing in rural residents [21]. Sub-
jects in the original study who indicated their willingness to be
involved in further research, who lived on farms or in small towns in
adjacent geographical locations in Victoria and NSW, identified
through having road side mailbox (RMB) addresses (n = 822), were
sent a self-report questionnaire containing the measures described
below.

Measures

Sociodemographic details collected in earlier stages of the research
included age, sex, marital status, level of education attained and
whether a farmer or not.

Current symptomatology was measured using the following scales:
the Kessler Psychological Distress Scale (K-10) [22], the Centre for
Epidemiological Studies Depression Scale (CES-D) [23] and the state
component of the State-Trait Anxiety Scale [24]. Functional disability
was measured using the Medical Outcomes Study Short Form (SF-12)
[25], a 12-item scale designed to assess limitations or disability expe-
rienced over the past 4 weeks because of both physical and mental
health difficulties. The SF-12 comprises two subscales: the Mental
Component Score (MCS) and the Physical Component Score (PCS).

General attitudes were measured using:
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1. The Liverpool Stoicism Scale (LSS) [26], a 20-item self-report
questionnaire that is designed to assess popular views of stoicism,
including a lack of emotional involvement, a dislike of free emo-
tional expression and an ability to endure emotion (e.g. ‘I do not
get emotionally involved when I see suffering on television’, ‘I
tend to keep my feelings to myself’, and ‘Getting upset over the
death of a loved one does not help’). Responses were recorded on
a 5-point Likert scale ranging from ‘strongly disagree’ to ‘strongly
agree’. Ten items (1, 2, 5, 7, 9, 12, 13, 15, 17 and 18) are reverse-
scored. Higher scores on the LSS reflect greater stoicism.

2. The New General Self-Efficacy Scale (NGSE) [27], an 8-item self-
report questionnaire designed to assess general trait-like self-
efficacy, that is, the tendency to view oneself as capable or inca-
pable of meeting demands in a variety of situations (e.g. ‘I will be
able to achieve most of the goals that I have set for myself’).
Responses are recorded on a 5-point Likert scale ranging from
‘strongly disagree’ to ‘strongly agree’. Higher scores reflect
greater self-efficacy.

Attitudes towards mental illness and attitudes and experience of
treatment were measured using:

1. Perceived Stigma Scale (PSS) [8], a 16-item scale used to assess
people’s perceptions about the stigma associated with mental ill-
ness within their own community (e.g. ‘Most people believe that
a person who has been treated for a mental illness is dangerous’).
The PSS is based on the Devaluation and Discrimination Scale
[28], a 12-item scale designed to assess beliefs that most people
will devalue or discriminate against people with a mental illness.
Responses are recorded on a 4-point Likert scale ranging from
‘strongly agree’ to ‘strongly disagree’. Two items (6, 14) are
reverse scored. Higher scores reflect more positive attitudes
towards mental illness (i.e. less perceived stigma).

2. The Attitudes Towards Seeking Professional Psychological Help
Scale (ATSPPH) [29], a 29-item scale to measure general attitudes
about seeking professional help for psychological problems (e.g.
‘If I believed I was having a mental breakdown, my first inclination
would be to get professional help’). Responses are recorded on a
4-point Likert scale ranging from ‘strongly agree’ to ‘strongly
disagree’. Eleven items (2, 5, 7, 11, 12, 16, 18, 23, 25, 27, 29) are
reverse-scored. Higher scores reflect more positive attitudes
towards seeking professional psychological help.

3. The following question was asked to indicate experience of treat-
ment for mental illness: ‘Have you ever sought help from a GP
and/or mental health professional (i.e. psychiatrist, psychologist,
counsellor or mental health services) for a psychological problem
or mental health issue?’.

Statistical analysis

Age was recorded as a continuous measure, sex was coded as male/
female, marital status was coded into three categories: married or living
with someone/previously married/single or never married. Level of
education was coded into two categories: 12 years or less (of formal
education)/13 years or more (of formal education).

Independent samples t-tests were performed to compare men and
women on measures of symptoms, distress and attitudinal measures.
Significance was set at the 0.01 level to adjust for the multiple com-

parisons. Chi-squared analyses was performed to examine whether
there were any differences between men and women on help-seeking
behaviour for mental health problems.

The data were checked for normality, outliers, reliability of the scales
and the assumptions of multicolinearity and homoscedascity. While the
attitudinal scales (ATSPPH, NGSE, PSS and LSS) were correlated, the
correlations were not high enough to suggest problems with multicolin-
earity. The symptom and disability measures (CES-D, Speilberger State
Anxiety Inventory [STAI] and MCS), however, correlated highly
(r > 0.70) with the K-10 and among themselves, and were therefore
excluded from the logistic regression analysis to avoid problems with
multicolinearity.

A hierarchical logistic regression analysis was then performed to
assess the association between attitudinal measures and help-seeking,
after controlling for the influence of need and sociodemographic vari-
ables. Specifically, the logistic regression was set up to predict mem-
bership in the affirmative response to the item ‘Have you ever sought
help from a GP and/or mental health professional for a psychological
problem or mental health issue?’.

Predictor variables were entered into a hierarchical logistic regres-
sion analysis to predict whether help had ever been sought from a
GP, psychiatrist, psychologist, counsellor, or mental health services.
In the first step, need variables (distress and physical disability
scores) were entered, followed by sociodemographic factors (gender,
age, education level and marital status) in the second step. Attitudinal
variables (stoicism, perceived stigma, attitudes towards seeking pro-
fessional help, and general self-efficacy) were entered in the third
step.

Results

Questionnaires were returned by 467 individuals, yielding a response
rate of 56.8%. The sample comprised 196 men and 271 women.
Respondents were compared with non-respondents on sociodemo-
graphic details and a measure of distress (K-10 score) obtained in the
previous phase of the research. There were significantly more female
respondents than non-respondents and more male non-respondents
than respondents. Respondents also had lower K-10 scores than non-
respondents, suggesting that non-respondents had higher distress
levels, a finding that is consistent with existing literature However,
examination of the differences in scores show that there was only a
mean score difference of 1.01 between the two groups. There were no
other significant differences between the two groups based on age,
education level and marital status (see Table 1).

Current symptoms, disability and help-seeking

The mean score ± SD on the K-10 was 15.64 ± 5.58. A similar mean
score of 14.2 was reported by Andrews and Slade [30], using a norma-
tive Australian sample. The mean score ± SD on the CES-D was
11.09 ± 8.82. In a similar study of a small rural Australian community,
Wrigley et al. [8] reported a mean ± SD CES-D score of 11.78 ± 7.96.

The  mean  score ± SD  on  the  state  component  of  the  STAI  for
the current study was 33.56 ± 10.84. Wrigley et al. [8] reported a
mean ± SD STAI score of 32.65 ± 9.95 in their study.
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For the current study, the mean scores ± SD for the MCS and PCS
subscales of the SF-12 were 49.48 ± 10.47 and 46.30 ± 10.72, respec-
tively. Wrigley et al. [8] reported similar results in their study with a
mean ± SD MCS score of 50.75 ± 8.64 and a mean ± SD PCS score of
50.26 ± 8.12.

Overall, 27.6% (n = 129) reported having sought help from a GP
and/or mental health professional (i.e. psychiatrist, psychologist, coun-
sellor, or mental health services) for psychological problems or mental
health issues.

Attitudes

Mean ± SD score on the LSS was 54.71 ± 9.47. This compares
favourably with the mean ± SD score of 52.24 ± 13.22 reported by
Wagstaff and Rowledge [26] in their original study where 62 partici-
pants from the community completed the LSS.

The mean ± SD score on the (transformed) NGSE was 3.02 ± 0.75.
This compares with means ranging from 3.87 to 4.16 that Chen et al.
[27] reported in their original study investigating the validity of the
NGSE.

The mean ± SD PSS score in the current study was 40.10 ± 4.96.
Wrigley et al. [8] reported a slightly lower mean ± SD score of
37.51 ± 4.93 in their study.

The mean ± SD ATSPPH score in the current study was
42.98 ± 7.18. Wrigley et al. [8] reported a slightly higher mean ± SD
ATSPPH score of 49.88 ± 8.99 in their study.

Gender differences on symptom, disability, 
experience of help-seeking and attitudes

Gender differences on symptom, disability and attitudinal measures
were assessed using independent sample t-tests. Chi-squared analyses
were used to investigate potential differences between men and women
on help-seeking behaviour.

Gender differences in symptom, disability and attitudinal variables
are summarized in Table 2.

Men in this sample had higher stoicism scores than women. Wagstaff
and Rowledge [26] similarly reported that in their study of community
residents, men recorded higher stoicism scores than women. Of inter-
est, the male–female differences reported by Wagstaff and Rowledge
[26] were greater than those found in this study (mean ± SD LSS scores
59.5 ± 11.3 vs 45.4 ± 11.2). Women in this study scored higher than
men on the ATSPPH scale, indicating that women had more positive
attitudes towards seeking professional psychological help than men.
This result is similar to previous findings [e.g. 8].

Table 1. Comparing sociodemographic characteristics of respondents and non-respondents

Respondents
(n = 467)

Non-respondents
(n = 355)

c2/t-value

Sex (%)
Male 41.2 51.4 8.41**
Female 58.8 48.6

Mean age ± SD (years) 56.61 ± 12.89 54.92 ± 14.81 1.70
Marital status (%)

Married/defacto 82.1 83.2
Previously married 10.9 9.7 0.33
Single/never married 7.1 7.1

Education level (%)
12 years or less 59.0 57.5 0.18
13 years or more 41.0 42.5

Mean K-10 score ± SD 16.30 ± 5.16 17.31 ± 6.96 2.18*

*p < 0.05, **p < 0.01. SD, standard deviation.

Table 2. Comparing men and women on symptom, 
disability and attitudinal measures

Men Women t-value
Mean SD Mean SD

CES-D 10.67 8.33 11.67 9.37 1.16
STAI 33.73 10.40 33.60 11.41 0.12
K-10 15.44 5.30 15.93 5.96 0.89
MCS 50.60 9.75 48.35 11.07 2.23
PCS 45.09 11.17 46.84 10.74 1.67
LSS 59.48 7.90 51.11 8.97 10.13***
NGSE 31.64 4.22 31.08 4.54 1.33
PSS 39.57 4.56 40.54 5.39 1.96
ATSPPH 41.16 6.96 44.42 7.18 4.38***

***p < 0.001. ATSPPH, Attitudes Towards Seeking Profes-
sional Psychological Help; CES-D, Centre for Epidemiolog-
ical Studies Depression Scale; K-10, Kessler Psychological
Distress Scale; LSS, Liverpool Stoicism Scale; MCS, Mental
Component Score of the SF-12; NGSE, New General Self-
Efficacy Scale; PCS, Physical Component Score of SF-12;
PSS, Perceived Stigma Scale; STAI, Speilberger State
Anxiety Inventory.
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A significantly greater proportion of women (32.8%) than men
(20.4%) reported having sought help for a psychological problem in
their lifetime (χ2 = 8.79, p < 0.01).

Predicting help-seeking from a GP and/or mental 
health professional for mental health problems

At step 1, the model was significant χ2 (2, n = 350) = 48.11,
p < 0.001. The K-10 score significantly predicted the dependent vari-
able (odds ratio [OR] = 1.17, confidence interval [CI] = 1.11–1.23,
p < 0.001), with higher distress scores associated with a greater likeli-
hood of having sought help.

The addition of the sociodemographic variables at step 2 made a
significant contribution to the model, the block model was significant
χ2 (5, n = 350) = 14.57, p < 0.05. Gender was the only sociodemo-
graphic variable that was a significant predictor of the dependent vari-
able (OR = 2.39, CI = 1.36–4.22, p < 0.01). Compared with men,
women were twice as likely to have ever sought help for psychological
problems. The K-10 remained a significant predictor of the dependent
variable (OR = 1.16, CI = 1.11–1.23, p < 0.001).

The addition of the attitudinal variables in the final step made a
significant contribution to the overall model, the block model was
significant χ2 (4, n = 350) = 20.60, p < 0.001. Stoicism (LSS) and gen-
eral self-efficacy (NGSE) were the only attitudinal variables that were
independent predictors of the dependent variable. Lower stoicism and
lower self-efficacy scores were associated with a greater likelihood of
having sought professional help. There was also a trend for more
positive attitudes towards seeking help (ATSPPH) as a predictor of the
help-seeking. Distress (K-10 score) remained an independent predictor
of the independent variable. However, the effect of gender was rendered
non-significant after the addition of the attitudinal variables. To clarify
whether there was an interaction effect between gender and stoicism,
an interaction term sex X stoicism was added to the model in a fourth
step. The interaction term was not a significant predictor of help-
seeking, suggesting that the effects of gender and stoicism were main
effects only. However, addition of the interaction term rendered the
effect of stoicism score non-significant, although a trend remained
(OR = 0.94, CI = 0.88–1.00, p = 0.053).

The final model was significant χ2 (12, n = 350) = 83.35, p < 0.001.
Results of the logistic regression model at each of the four steps are
presented in Table 3.

Discussion

The sample for the current study was purposely
selected from rural inland regions in Victoria and New
South Wales. Rather than studying a heterogeneous rural
sample, which may include a range of locales such as
rural towns of various sizes, major regional centres, large
coastal regions and peri-urban communities, these areas
were selected in order to generate a sample of respon-
dents that were representative of small rural towns and
adjacent farming environs. The study focused on these
locales, as it is residents in these areas that have been

previously described in the literature as possessing the
‘agrarian values’ of interest in this study.

The focus of this paper was assessing the role of atti-
tudes in predicting help-seeking for psychological prob-
lems from a GP and/or mental health professional among
rural residents. Almost a third of respondents indicated
that  they  had  previously  sought  professional  help  for
a mental health problem. Consistent with previous
research, need (i.e. self-reported symptoms) did influ-
ence actual help-seeking with higher distress scores asso-
ciated with greater likelihood of having sought help.

Consistent with our expectations, more women than
men reported help-seeking. Women had more positive
attitudes towards seeking professional help for psycho-
logical problems, and scored lower on the measure of
stoicism. A gender difference in levels of stoicism has
been noted previously. Of interest, the gender difference
demonstrated here was less than that previously found in
a heterogenous community sample in Britain, perhaps
suggesting that the attitudes of rural women vary from
those of female residents in other locales.

Contrary to expectations, perceived stigma did not
influence lifetime help-seeking, nor did reported attitudes
towards seeking professional help for psychological
problems. The reasons for this are unclear, but one pos-
sible explanation is the organization of health services in
small rural towns. Given the lack of availability of spe-
cialist mental health services in these areas, it is likely
that most people who sought help did so from a GP or
at a local community mental health service. Seeking help
from these ‘local’ services and providers may be associ-
ated with less stigma than attending a specialist mental
health service or provider. Second, there has been signif-
icant community education, political activism and advo-
cacy directed towards reducing the stigma associated
with mental illness. The findings relating to stigma and
attitudes towards seeking help may reflect the effects of
these activities. Despite the clear gender differences
described above, sex did not remain an independent pre-
dictor of help-seeking after the addition of the attitudinal
variables. There were no effects of marital status and
education on help-seeking. The effects of marital status
and education have not been as consistent as the gender
effect reported in the literature. Higher levels of stoicism
were associated with less likelihood of having sought
help for mental health problems. There did not appear to
be an interaction effect between sex and stoicism, sug-
gesting that stoicism had a main effect on help-seeking.
A higher level of general self-efficacy was also associ-
ated with less likelihood of having sought help.

Denial, suppression and control of emotions are
regarded as key features of the modern concept of sto-
icism [26] and are expressed as lack of emotional
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involvement, lack of emotional control and the exercising
of emotional control [26]. Stoicism defined in this way
captures many aspects of attitudes and behaviours docu-
mented in rural residents [13]. High levels of stoicism
may influence help-seeking for mental health problems
in two important ways. First, individuals with such atti-
tudes may report fewer mental health symptoms simply
because they do not define such problems as illness. If
this is the case, rural residents are likely to delay seeking
help until symptoms are severe and disabling. This is
consistent with the ‘rural definition’ of health as ability
to work or be productive in one’s role [15]. Alternatively,

they may simply be reticent to admit that they have an
illness or that they need treatment [10].

Self-efficacy, also found to be a predictor of help-
seeking behaviour, is a second key component of fre-
quently described ‘agrarian values’. Of note, unlike sto-
icism, levels of self-efficacy as measured by NGSE scale
scores were not different for men and women. Our find-
ing that higher levels of self-efficacy were associated
with less likelihood of having sought help is consistent
with previous studies noting rural residents assume
greater self-responsibility for health problems than urban
residents.

Table 3. Summary of the logistic regression analysis predicting lifetime help-seeking from a GP and/or mental 
health professionals for psychological problems

Predictor B SE Wald statistic OR (95% CI)
Step 1

PCS 0.02 0.01 3.69 1.02 (1.00–1.05)
K-10 0.16 0.03 39.46 1.17 (1.11–1.23)***

Step 2
PCS 0.01 0.01 0.89 1.01 (0.99–1.04)
K-10 0.15 0.03 32.40 1.16 (1.10–1.22)***
Sex – female 0.87 0.29 9.11 2.39 (1.36–4.22)**
Age −0.02 0.01 2.42 0.98 (0.96–1.01)
Education – 13 years or more −0.25 0.28 0.80 0.78 (0.45–1.35)
Previously married† 0.37 0.45 0.66 1.45 (0.59–3.52)
Single/never married† −0.44 0.58 0.58 0.65 (0.21–2.00)

Step 3
PCS 0.02 0.01 1.88 1.02 (0.99–1.05)
K-10 0.13 0.03 19.47 1.14 (1.08–1.21)***
Sex – female 0.25 0.33 0.57 1.28 (0.67–2.44)
Age −0.01 0.01 0.73 0.99 (0.96–1.02)
Education – 13 years or more −0.21 0.29 0.50 0.81 (0.46–1.45)
Previously married† 0.47 0.48 0.96 1.60 (0.63–4.07)
Single/never married† −0.33 0.59 0.32 0.72 (0.22–2.29)
LSS −0.06 0.02 9.26 0.94 (0.91–0.98)**
PSS −0.02 0.03 0.27 0.99 (0.93–1.04)
ATSPPH 0.03 0.02 1.99 1.03 (0.99–1.08)
NGSE −0.08 0.04 4.76 0.92 (0.86–0.99)*

Step 4
PCS 0.02 0.01 1.80 1.02 (0.99–1.05)
K-10 0.13 0.03 19.43 1.14 (1.08–1.21)***
Sex – female −0.33 2.12 0.23 0.72 (0.01–46.41)
Age −0.01 0.01 0.72 0.99 (0.96–1.02)
Education – 13 years or more −0.21 0.29 0.49 0.81 (0.46–1.45)
Previously married† 0.47 0.48 0.96 1.60 (0.63–4.07)
Single/never married† −0.35 0.60 0.34 0.71 (0.22–2.28)
LSS −0.06 0.03 3.74 0.94 (0.88–1.00)
PSS −0.02 0.03 0.26 0.99 (0.93–1.04)
ATSPPH 0.03 0.02 1.98 1.03 (0.99–1.08)
NGSE −0.08 0.04 4.65 0.92 (0.86–0.99)*
Sex X LSS 0.01 0.04 0.07 1.01 (0.94–1.09)

*p < 0.05, **p < 0.01; ***p < 0.001. †The reference category for this variable is the married/defacto category. ATSPPH, Attitudes
Towards Seeking Professional Psychological Help; CI, confidence interval; K-10, Kessler Psychological Distress Scale; LSS,
Liverpool Stoicism Scale; NGSE, New General Self-Efficacy Scale; OR, odds ratio; PCS, Physical Component Score of SF-12;
PSS, Perceived Stigma Scale; SE, standard error.
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To date, efforts to improve help-seeking for mental
health problems have largely focused on improving men-
tal health literacy of the community [11] and reducing
the stigma associated with experiencing and seeking
treatment for a mental illness (e.g. [31]). The findings
here suggest that while these are important, at least in
some groups, these may not be sufficient areas for atten-
tion. For example, while stoic individuals tend not to
define problems as illnesses, they also may actively seek
to avoid situations where they will be encouraged to talk
about their problems, thoughts and emotions. For such
individuals, in addition to improving mental health liter-
acy, mental health services may also need to be framed/
described  in  such  a  way  as  to  alleviate  any  con-
cerns about admitting and dealing with emotions and
problems.

There are important limitations with this study. First,
the respondents are a selected group. They previously
participated in a mail-out survey and agreed to ongoing
involvement in the research. A comparison of respon-
dents with non-respondents in the study found that non-
respondents were more likely to be male and to have
slightly higher distress levels. Also, because participants
were deliberately selected on the basis of having RMB
addresses, the results in this study can only be applied to
small rural towns and adjacent farming environs. A
second important limitation is that the mean age of par-
ticipants was 56 years, so younger residents are under-
represented. Third, we used current distress levels to
predict lifetime help-seeking. Finally, respondents retro-
spectively reported lifetime help-seeking behaviours.

The findings of this study suggest that general attitu-
dinal factors are important determinants of help-seeking
behaviour. The factors examined here, self-efficacy, sto-
icism and perceived stigma were chosen as they seemed
particularly relevant to rural residents. Stoicism has
been widely written about in popular literature as well
as health literature relating to rural residents, but has
been neglected as a focus of systematic research. The
findings here suggest that this deficit needs to be
redressed.

Stoic attitudes together with high levels of self-efficacy
may not only mitigate against help-seeking, but also
make it difficult for health providers to detect problems
when an individual actually does present seeking help.
Further research is needed to explore more fully the
concept of stoicism, to determine how best to measure
this, to examine how it interacts with other important
attitudinal variables such as self-efficacy, to investigate
whether the effects are unique to or particularly impor-
tant in rural residents, and to develop means to enable
those who are stoic to seek help when experiencing
difficulties.
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