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latest in aviation, medical and communications technology, the RFDS delivers extensive primary healthcare 
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Torres Strait Islander Australians. Our Reconciliation Action Plan (RAP) outlines our intentions to use research 
and policy to drive improvement. RFDS research and policy reports include Aboriginal and Torres Strait 
Islander data as part of a broader effort to improve health outcomes and access to health services for 
Indigenous Australians as a contribution to the ‘Close the Gap’ campaign. This research and policy report 
contributes to the aims of the RAP.
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feedback on the methodology employed in the project. 
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Use of the term ‘Indigenous’

The term ‘Aboriginal and Torres Strait Islander peoples’ is preferred in RFDS publications when referring 
to the separate Indigenous peoples of Australia. However, the term ‘Indigenous Australians’ is used 
interchangeably with ‘Aboriginal and Torres Strait Islander peoples’ in order to assist readability.1

Throughout this publication, the term ‘Indigenous Australians’ refers to all persons who identify as being 
of Aboriginal, Torres Strait Islander, or both Aboriginal and Torres Strait Islander origin.
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Foreword 
Christine Morgan 

Poor mental health literacy is a significant barrier to being able to access and receive support for 
mental health. Each year, one in five Australians aged 16–85 years experiences mental health 
distress. Less than half will seek help. 

There are many reasons for low rates of help seeking. 

Low recognition of mental distress, poor knowledge of available supports and treatments, and high 
levels of stigma and discrimination are all contributors. All can be addressed with better mental health 
literacy. 

This important report presents the results of a national mental health literacy survey of 2,576 
Australians, conducted by the Royal Flying Doctor Service in partnership with the Australian Catholic 
University.

This research helps to identify the Australians most likely to benefit from mental health literacy 
interventions. Population groups including men, Australians aged 60 years or older, Aboriginal and 
Torres Strait Islander Peoples, people without a bachelor’s degree or higher level of education, and 
people who have not previously been diagnosed with a mental disorder can all benefit. 

Improving mental health literacy is associated with early help seeking, which, in turn, is more likely to 
lead to improved long-term outcomes for individuals and across the community.

Mental health literacy campaigns that emphasise the positive outcomes of seeking help from mental 
health professionals, allied health workers and lived experience workers are critical. In addition to 
improving mental health literacy, we must work to improve access to both online and face-to-face 
mental health services. All these services are fundamental to good mental health and social and 
emotional wellbeing. 

The Royal Flying Doctor Service is a critical provider of mental health and social and emotional 
wellbeing services in rural and remote Australia. The further we move from major capital cities, the 
fewer the services available. It is so important to support health service providers in their efforts to 
improve long term mental health outcomes for people in regional, rural and remote parts of Australia.

Improving mental health literacy is one of the fundamental components of making this significant 
difference to the availability and accessibility of mental health services for all Australians.

Christine Morgan 
Chief Executive Officer / Commissioner 
National Mental Health Commission
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Executive summary 

 
Each year, one in five (20%) Australians aged 16–85 years experiences a mental 
disorder, and almost half (45%) of all Australians will experience a mental disorder 
at some point during their lifetime.2 Having a mental disorder is also one of a 
number of risk factors for suicide, which accounted for 3,046 deaths in 2018 
in Australia.3 

Despite the high prevalence of mental disorders, and high rates of suicide among selected age 
groups, more than half (54%) of all people with a mental disorder do not seek help.4 Although 
there may be several barriers to help-seeking, one body of research has highlighted the 
important role of mental health literacy (MHL).5 Previous research has indicated that poor MHL, 
comprising low recognition of mental disorders, poor knowledge of available treatments, 
increased levels of stigma and social distance, and perceived prejudice against people with 
mental disorders, is a significant barrier to receiving treatment for a mental illness.6,7 Improving 
MHL has been shown to promote positive help-seeking attitudes and is significantly positively 
correlated with help-seeking behaviour.8,9 Early help-seeking for mental disorders is important 
and has been shown to promote early intervention and treatment, which results in improved 
long-term outcomes.5,10

Through its primary healthcare platform, the Royal Flying Doctor Service (RFDS) delivers 
mental health services to residents of rural and remote Australian communities, who would 
not otherwise have access to these services. Additionally, the RFDS conducts aeromedical 
retrievals for people with acute mental disorders each year, and transports them to tertiary 
hospitals to receive definitive care. The RFDS is a therefore a critical provider of mental health 
services in rural and remote Australia. To better inform its role, in terms of prevention, early 
intervention, education and ongoing treatment for mental disorders, the RFDS sought to 
comprehensively understand the MHL of the communities it serves. The RFDS sought to 
identify whether any of the following factors were related to MHL: remoteness of residence, 
age, gender, sexual orientation, Indigenous status, education, previous experience of a 
mental disorder, and community belonging. Many of these factors have previously been 
shown to influence MHL.

The RFDS collaborated with the Australian Catholic University (ACU) to develop and distribute 
an online MHL survey. The survey incorporated the Mental Health Literacy Scale (MHLS), an 
Australian-developed, validated scale-based measure that assesses all aspects of MHL and 
enables researchers to identify areas of MHL where individuals and populations may require 
further support. The MHLS provides a methodologically robust and time-efficient means of 
assessing MHL.
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2,422 Australians completed the survey. Respondents were located across all remoteness 
categories including major cities (43.9%); inner (30.2%) and outer regional (18.5%) areas; 
and remote (3.9%) and very remote (3.5%) areas. More than half (50.5%) of respondents 
were aged over 50 years. Almost three-quarters of the study cohort were female (74.7%) 
which is significantly higher than the overall Australian population of the same age. 89.7% 
of respondents were heterosexual and the remainder self-identified as lesbian, gay, bisexual, 
transgender, gender diverse, intersex, queer, asexual and questioning (LGBTIQA+). Similar to 
the overall Australian population, 97.2% of respondents were non-Indigenous and 2.8% were 
Indigenous. Educational attainment ranged from ‘still attending school’ (1%) to ‘higher degree 
(Masters, PhD)’ (16.1%), with 33.2% holding a bachelor’s degree. The proportion of respondents 
with tertiary qualifications was significantly higher compared to the overall Australian population 
of similar age. More than half (52.3%) of all respondents had been diagnosed with a mental 
disorder, which is 2.6 times higher than the national prevalence (20.1%). Almost all respondents 
who were diagnosed with a mental disorder (96.9%) had received treatment for their disorder.

MHLS items were summed and scored according to the scoring protocol.11 The MHLS has a 
possible score range of 35–160. Higher scores indicate better MHL. 1,905 (73.9%) respondents 
completed all items in the MHLS with the mean (SD) score of 133.65 (12.4), range 85–159. 
This was higher than the mean score for community respondents from research conducted by 
the scale developers. The mean MHLS score of their community sample was 127.38, SD 12.63, 
range 92–155.

Several factors were identified as contributing to significantly higher MHLS scores and better 
MHL in our research, including:

 > Younger age (<60 years);

 > Being female;

 > Identifying as LGBTIQA+;

 > Being non-Indigenous;

 > Holding a bachelor’s degree or higher level of education; and

 > Having a previous diagnosis of a mental disorder.

As levels of MHL did not differ across remoteness categories, interventions to improve MHL 
are unlikely to require an approach that differs across remoteness areas. This is supported by 
previous research that found “no evidence to support the rollout of campaigns which are 
premised on the assumption that rural residents are less likely to recognise mental health 
problems, although the importance of recognition should not be ignored. Rather, such 
campaigns, at least in Australia, may be more appropriately and effectively focused on a 
message that emphasises which interventions are effective and the helpfulness of particular 
professionals such as psychologists and psychiatrists in the delivery of these”.12 Where there 
is poor access to services, MHL interventions should emphasise alternative methods of 
accessing services, such as through telehealth and the internet for the delivery of evidence-
based treatments.12

Although MHL did not differ according to remoteness, the results of the MHL survey suggest 
that interventions to improve MHL are still needed, and that such interventions should 
specifically target:

 > Males;

 > Older Australians (aged 60 years or older);

 > Indigenous Australians;

 > People without a bachelor’s degree or higher level of education;

 > Non-LGBTIQA+ Australians; and

 > People who have not previously been diagnosed with a mental disorder.
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There is consistent evidence that MHL interventions need to be contextually developed and 
applied, and should contain a number of core components around improving knowledge, 
attitudes or stigma, and help-seeking efficacies.13 There are several principles that should 
be considered when developing interventions to increase MHL. Interventions should be:13

 > Context-specific (e.g. developed and applied in everyday life situations);

 > Developmentally appropriate (e.g. tailored in its application across the lifespan);

 > Effectively integrated into existing social and organisational structures (e.g. schools, 
community organisations);

 > Implemented using valid and reliable psychometric tests;

 > Culturally appropriate, including for Indigenous Australians and LGBTIQA+ communities;

 > Locally led;

 > Developed in consultation with consumers and carers; and

 > Integrated into community health literacy initiatives.

In addition to interventions to improve MHL, it is vital that appropriate services are available to 
all Australians with a mental disorder. Around half of the respondents to the MHL survey had 
been diagnosed with a mental disorder and the majority had sought help. This suggests that 
help-seeking behaviour among respondents was high, and that services are accessed, 
when available.

However, appropriate services may not be readily available in some areas of Australia, especially 
in rural and remote areas, leading to delays in treatment.

The current research has also highlighted gaps in knowledge about mental health, and poorer 
MHL in some population groups. To ensure all people who would benefit from mental health 
services feel comfortable accessing them, a comprehensive strategy around improving MHL for 
groups with lower MHL should be implemented, in conjunction with improved access to mental 
health services.
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Chapter 1: Introduction

Facilitating good mental health among the Australian public is an important 
public health challenge. Each year, one in five (20%) Australians aged 16–85 
years experiences a mental disorder,a and almost half (45%) of all Australians 
will experience a mental disorder at some point during their lifetime.2 Having a 
mental disorder is also a risk factor for suicide, which accounted for 3,046 deaths 
in 2018 in Australia.3 In that year, suicide was the leading cause of death among 
people aged 15–44 years and the 14th leading cause of death in Australia.3

a The terms ‘mental disorder’ and ‘mental illness’ are used interchangeably throughout this report. A mental illness is 
a clinically diagnosable disorder that significantly interferes with a person’s cognitive, emotional or social abilities.
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Despite the high prevalence of mental disorders, and high rates of suicide among selected age 
groups, more than half (54%) of all people with a mental disorder do not seek help.4 Recent 
research has sought to understand the reasons for poor rates of help-seeking for symptoms of 
mental disorders.5 Although there may be several barriers to help-seeking, one body of research 
has highlighted the role of mental health literacy (MHL) in influencing help-seeking behaviour.5

Specifically, knowledge about mental health is essential in facilitating an understanding of, 
and addressing the needs of, individuals and communities.14,15 Improving MHL has been 
shown to promote positive help-seeking attitudes8 and is significantly positively correlated with 
help-seeking behaviour.9 Research from the United Kingdom demonstrated that that individuals 
with higher Mental Health Literacy Scale (MHLS) scores were more likely to seek help overall for 
their mental health problems.9

MHL was originally defined as “knowledge and beliefs about mental disorders which aid their 
recognition, management or prevention. MHL includes the ability to recognise specific disorders; 
knowing how to seek mental health information; knowledge of risk factors and causes, of 
self-treatments, and of professional help available; and attitudes that promote recognition and 
appropriate help-seeking”.16 More recently, the construct has evolved to include “knowledge that 
benefits the mental health of a person or others including: knowledge of how to prevent a mental 
disorder; recognition of disorders when developing; knowledge of effective self-help strategies 
for mild-to-moderate problems; and first aid skills to help others”.17 Two key constructs, stigma 
and social distance, are also important components of MHL. Stigma was originally derived from 
the work of Goffman (1968) who defined it as “an attribute that is deeply discrediting” and that 
a person with such an attribute is “reduced in our minds from a whole and usual person to a 
tainted, discounted one”.18 More recently, stigma has been defined as “the co-occurrence of 
its components—labelling, stereotyping, separation, status loss, and discrimination”, and for 
this stigmatisation to occur, “power must be exercised”.19 Social distance is defined as “the 
willingness to engage in relationships of varying intimacy with a person” and is a proxy 
measure of discrimination.16

MHL is an extension of the concept of ‘health literacy’, which is defined as the ability to gain 
access to, understand and use information in ways which promote and maintain good health.20 
Health literacy is recognised as important for social, economic and health development.21 
Good health literacy may help support health-promoting behaviours both at an individual 
and population level.21

Previous research has indicated that poor MHL, comprising low recognition of mental 
disorders, poor knowledge of available treatments, increased levels of stigma and social 
distance, and perceived prejudice against people with mental disorders, is a significant barrier 
to receiving treatment for a mental illness.6,7 Specifically, “if an individual has little capacity to 
recognise symptoms or has a negative view of mental health problems and mental health 
services, they are unlikely to refer themselves to a mental health service if they develop a 
mental health problem”.22

Early help-seeking for mental disorders is important and has been shown to promote early 
intervention and treatment, which results in improved long-term outcomes.5,10 Notably, “low 
levels of mental health literacy have been identified as an important contributor to the mental 
health treatment gap”.23 For example, in Australia, the United Kingdom and the United States, 
the prevalence of mental disorders ranges from 14.9% to 24.6%, but the treatment gap is 
40% to 65%.23-26 Previous research has demonstrated that one of the main reasons for this 
gap is low levels of MHL.23

Recent research has demonstrated that although there have been limited improvements in 
MHL in some developed countries, MHL is poorer amongst the general public, compared to 
health professionals.5 Poor MHL remains an urgent public health concern because it is known 
to influence the public’s decision making in relation to their mental health.5 Specifically, improving 
MHL “is an important consideration when promoting expedient and effective treatment seeking 
for psychological disorders”.27
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Improving MHL is especially important for people living in rural and remote Australia that 
are unable to access services through the Medical Benefits Schedule (MBS) and rely on 
organisations such as the Royal Flying Doctor Service (RFDS) to deliver mental health services. 
There is strong evidence that although rates of mental disorders are similar across remoteness 
areas, mental health acuity is higher for people living in rural and remote Australia compared to 
people living in major cities.28,29

Similarly, rates of suicide and self-harm are higher in rural and remote areas, and increase with 
increasing remoteness.30 In 2018, people living in rural and remote Australia were 1.5 times more 
likely to die from suicide than people living in major cities.3 The increasing rates of suicide with 
remoteness suggest that there are significant mental health issues that need to be addressed 
in remote and rural Australia.31 Improving the MHL of all Australians is one method of facilitating 
more timely help-seeking of evidence-based interventions for mental disorders.27

However, in order to identify the types of evidence-based interventions needed to improve MHL, 
and to implement interventions of appropriate dose and intensity that target mechanisms that 
are more likely to improve mental health outcomes in a given population,32 it is first necessary 
to measure the MHL of the population. Understanding the MHL of the population also facilitates 
understanding the types of services that are required in order to improve the mental health of 
individuals within the community.

Multiple studies have been undertaken in Australia and overseas to measure the MHL of 
the general public,16,33 as well as specific population groups, such as rural and remote 
Australians,12,34,35 police,36 young people,37 health professionals,38,39 etc. Studies have also 
included comparisons of MHL between groups, such as between health professionals and 
the general public,40 and across different cultures.41 Within these groups, studies have further 
investigated factors that impact MHL, including age, gender, sexual orientation and gender 
identity, education and previous experience with a mental disorder.

Until recently, there have been no validated scale-based measures that assess all aspects of 
MHL. In 2015, Australian researchers developed a scale-based measure of MHL, called the 
Mental Health Literacy Scale (MHLS).11 In addition to measuring all aspects of MHL, results from 
the MHLS enable researchers to identify areas of MHL where individuals and populations may 
require further support, and evaluate the effectiveness of interventions intended to improve MHL. 
The MHLS provides a methodologically robust and time-efficient means of assessing MHL.11
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1.1 Purpose statement

Through its primary healthcare platform, the RFDS delivers mental health services to residents 
of rural and remote Australian communities, who would not otherwise have access to these 
services. In 2017–2018 the RFDS conducted 13,488 mental health consultations in rural and 
remote Australia through the primary health platform.42 Additionally, the RFDS conducts around 
850 aeromedical retrievals for people with acute mental disorders each year, and transports 
them to tertiary hospitals to receive definitive care.29 The RFDS is therefore a critical provider 
of mental health services in rural and remote Australia. To better inform its role, in terms of 
prevention, early intervention, education and ongoing treatment for mental disorders, the RFDS 
needs to comprehensively understand the MHL of the communities it serves. Consequently, the 
RFDS sought to measure the MHL of a sample of the Australian general public, via an online and 
paper-based survey that incorporated the MHLS as part of its methodology.

In 2019, the RFDS commenced delivering additional mental health outreach services. These are 
delivered in areas of rural and remote Australia where there is the greatest need for evidence-
based mental health services, and where there are no services provided under the MBS. These 
services will continue for four years and have been funded under the Australian Government’s 
Stronger Rural Health Strategy. RFDS mental health professionals visit remote towns and 
properties to provide treatment, support and education about mental disorders for individuals 
and communities.

The current project was undertaken in partnership with the Australian Catholic University (ACU), 
and was developed to measure the MHL of a sample of the Australian general public and to 
identify factors that predicted MHL. The researchers sought to understand whether remoteness 
of residence was associated with MHL. Previous MHL research has yielded mixed findings, with 
some studies indicating that MHL does not vary according to remoteness of residence,12,34,35 
while others have found that people living in rural areas have poorer MHL than people living in 
major cities.5 The current study provided an opportunity to clarify this relationship via important 
methodological improvements in measuring MHL.

The researchers also sought to identify whether any of the following factors were related to MHL: 
age, gender, sexual orientation, Indigenous status, education, previous experience of a mental 
disorder, and community belonging. Many of these factors have previously been shown to 
influence MHL.5 This information is important for the RFDS and will enable the organisation to: 

 > Gain a comprehensive understanding of the MHL of a sample of the Australian population, 
including rural and remote Australians using the relatively new, methodologically robust, 
MHLS; 

 > Facilitate the development of targeted interventions to improve MHL, including in the rural and 
remote populations where RFDS services are provided;

 > Facilitate service planning for future mental health programs by the RFDS to ensure these are 
delivered in areas of greatest need and targeted appropriately;

 > Identify priority locations for future MHL interventions and provision of mental health services 
by the RFDS, or by the RFDS in partnership with other organisations serving these areas; and 

 > Recommend policy solutions to reduce the impact of mental disorders and suicide among the 
Australian public, including in rural and remote areas.
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Chapter 2: Aims

The aim of the project was to conduct a national MHL survey, which incorporated 
the MHLS, to:

 > Measure respondents’ demographic characteristics (remoteness of residence, 
age, gender, Indigenous status, sexual orientation, level of education);

 > Determine the MHL of respondents and identify their:

 — Ability to recognise mental disorders;

 — Knowledge of risk factors and causes;

 — Knowledge of treatments and where to seek information; and

 — Levels of stigma and social distance;

 > Determine the mental health of survey respondents, including whether 
a respondent had:

 — Been diagnosed with a mental disorder;

 — Sought treatment; and

 — Type of treatment accessed;

 > Identify which, if any factors, predict MHL; and

 > Identify which groups of Australians, if any, have the poorest MHL and 
recommend targeted interventions to improve MHL.

The survey also incorporated questions to enable the researchers to identify:

 > Whether respondents had previously received care from the RFDS for either 
a physical or mental illness;

 > How far respondents would need to travel to access care for a mental disorder;

 > How connected respondents were to their community;

 > Causal attributions made by respondents regarding mental disorders; and

 > Respondents’ beliefs about the role of clinicians in maintaining patient 
confidentiality.
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2.1 Hypotheses

It was hypothesised that some groups of Australians would have higher levels of MHL than other 
groups of Australians. It was hypothesised that the following factors would predict higher MHLS 
scores and better MHL:

 > Remoteness (people in major cities will have higher MHLS scores and better MHL than people 
in rural and remote Australia);

 > Age (younger people (<60 years) will have higher MHLS scores and better MHL than older 
people (60+ years);

 > Gender (females will have higher MHLS scores and better MHL than males);

 > Sexual orientation and gender identity (lesbian, gay, bisexual, transgender, gender diverse, 
intersex, queer, asexual and questioning (LGBTIQA+) people will have higher MHLS scores 
and better MHL than non-LGBTIQA+ people);

 > Education (people with a bachelor’s degree or higher level of education will have higher 
MHLS scores and better MHL than people without a bachelor’s degree or higher level of 
education); and

 > Experience with a mental disorder (people who have previously experienced a mental disorder 
will have higher MHLS scores and better MHL than those who have not previously 
experienced a mental disorder).

2.2 Structure of the report

The RFDS, in partnership with ACU, undertook a national MHL survey of a sample of Australians. 
The current report describes the research methodology and findings.

Chapter one introduces the research and describes its purpose. Chapter two presents the 
aims and hypotheses of the research. Chapter three provides the background to the research, 
including a definition of mental disorders and remoteness, and provides a brief review of 
previous MHL research. Chapter four includes a description of the methodology employed in 
the study. Chapter five presents the results of the MHL survey. Chapter six discusses the results 
and includes a comparison of findings from previous MHL survey studies. The final chapter 
summarises the research findings and outlines the clinical and policy implications of the findings.
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Chapter 3: Background

3.1 Mental health, mental disorders and social determinants of health

Mental health describes a positive state of wellbeing that includes feeling good 
and functioning well.43 When a person has high levels of mental health, they are 
able to cope with normal life stresses, work productively, contribute to their 
community and realise their potential.43,44 High levels of mental health are 
associated with confidence and self-esteem, increased learning, creativity, 
improved physical health and life expectancy, and enable people to 
enjoy and appreciate other people, day-to-day life and their environment.45-48

Conversely, lower levels of mental health can cause distress and may affect a 
person’s thinking, mood and behaviour.46 This can lead to adverse impacts on 
day-to-day functioning, relationships, and physical health, and is a risk factor for 
premature death.46

A person with a clinically diagnosable condition related to their mental health is 
said to be experiencing a mental disorder, mental illness or mental or behavioural 
disorderb—these terms are often used interchangeably.49

There are several factors that may exacerbate mental health issues—these are 
different for everyone and may change over the lifespan.50 Risk factors have been 
identified that may give rise to the onset and progression of a person’s mental 
disorder. These risk factors include: family history; stressful events or changes in 
life circumstances (e.g. death of a partner, retirement, finishing school, pregnancy, 
trauma); age (prevalence rates of the most common mental disorders are highest 
in the early adult years); gender (women have higher rates of anxiety and 
depression than men); socioeconomic status (such as low income, 
unemployment, income inequality, low education, low social support); 
neighbourhood factors (such as inadequate housing, overcrowding, 
neighbourhood violence); physical health problems (including chronic diseases, 
poor diet, inadequate exercise); substance use; personality factors; changes in 
the brain; loneliness or isolation; domestic and family violence; bullying; 
unemployment; ethnicity (for Indigenous Australians, day-to-day and systemic 
racism and discrimination, disempowerment, cultural stresses and inhibited 
access to country) and sexuality (e.g. being LGBTIQA+).29,50-55

b The terms ‘mental disorder,’ ‘mental illness’ and ‘mental and behavioural disorder’ are used interchangeably in this report.
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3.2 Prevalence of mental disorders

3.2.1 Australia

Each year, one in five (20%) Australians aged 16–85 years experiences a mental disorder. Of 
these people, 11.5% have one disorder and 8.5% have two or more disorders. Anxiety disorders 
(14.4%), affective disorders (such as depression) (6.2%) and substance use disorders (5.1%) are 
the most prevalent mental disorders.2,56 Each year, about 0.45% of Australians will experience a 
less common mental disorder, such as psychosis, schizophrenia or bipolar disorder.57 Around 
2–3% of Australians have a severe mental disorder, 4–6% of Australians have a moderate 
disorder and 9–12% have a mild disorder.58

In 2017–2018, 4.2 million Australians received a prescription for a mental health–related issue.58 
During the same time period, there were 286,985 hospital emergency department (ED) 
presentations for mental and behavioural disorders.56,59 The population-rate of mental health–
related ED presentations for males (121.7 per 10,000 population) was higher than the rate for 
females (110.0 per 10,000 population).56,59 More than half (53.5%) of mental health–related ED 
presentations had a principal diagnosis of either ‘mental and behavioural disorders due to 
psychoactive substance use’ or ‘neurotic, stress-related and somatoform disorders’.56,59 
More than one-third (34.5%) of patients who presented to the ED with mental and behavioural 
disorders were subsequently admitted.56,59

In 2017–2018, there were 336,000 separationsc for mental healthcare.60 More than half (58%) 
of these separations occurred in private hospitals.60 84% of mental healthcare separations in 
public hospitals involved a stay of at least one night.60 More than half of all mental healthcare 
separations were for females.60 The majority (95%) of mental healthcare separations had a 
principal diagnosis in the International Statistical Classification of Diseases and Related Health 
Problems, Tenth Revision, Australian Modification (ICD-10-AM) chapter mental and behavioural 
disorders, with 39% of these for mood (affective) disorders, which includes depression and 
bipolar disorder.60

c Separation is the term “used to refer to the episode of admitted patient care, which can be a total hospital stay (from admission 
to discharge, transfer or death) or a portion of a hospital stay beginning or ending in a change of type of care (for example, from 
acute to rehabilitation care). A same-day separation occurs when a patient is admitted to and separated from the hospital on the 
same date. An overnight separation occurs when a patient is admitted to and separated from the hospital on different dates. 
‘Separation’ also means the process by which an admitted patient completes an episode of care by being discharged, dying, 
transferring to another hospital or changing type of care” (47).
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3.2.2 Rural and remote mental health

The term ‘rural and remote’ is used to encompass all areas outside Australia’s major cities. 
This includes areas classified as inner regional (RA2), outer regional (RA3), remote (RA4) and 
very remote (RA5) under the Australian Statistical Geography Standard (ASGS)d (Figure 3.1).

Figure 3.1. Remoteness areas of Australia

The evidence suggests that the prevalence of mental disorders in rural and remote Australia 
is similar to that in major cities.2 While the prevalence of mental disorders is similar throughout 
Australia, rates of suicide and self-harm are higher in rural and remote areas, and increase with 
increasing remoteness.30 Farmers, young men, older people and Indigenous Australians in 
remote areas are at greatest risk of completing suicide.30,62 In 2010–2011, residents in very 
remote areas were almost twice as likely as those in major cities to die from suicide.30

Around two-thirds (65.6%) of mental health–related ED presentations in 2017–2018 were for 
people from major cities, with 3.7% for people from remote and very remote areas.56,59 
However, the rate of mental health–related ED presentations (per 10,000 population) for 
patients living in remote and very remote areas (203.6) was twice as high as for people living 
in major cities (101.3),56,59 despite the fact that accessing an ED is significantly more complex 
for people in rural and remote Australia.

People living in very remote (814.6 per 1,000 population) areas were almost twice as likely as 
people living in major cities (415.0 per 1,000 population) to undergo a separation for any illness 
in 2017–2018.60 In 2016–2017, patients living in major cities (68.3 per 10,000 population) were 
1.8 times as likely as people living in remote and very remote areas (37.2 per 10,000 population) 
to undergo an overnight mental health–related separation with specialised psychiatric care.56

d For more information on how the RFDS defines rural and remote Australia, go to: https://www.flyingdoctor.org.au/what-we-do/
research/defining-rural-remote/.

https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/
https://www.flyingdoctor.org.au/what-we-do/research/defining-rural-remote/
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Specifically, around 960,000 people in rural and remote Australia experience a mental disorder 
each year.63 Although people living in rural areas score better on indicators for happiness,64 
and report higher levels of civic participation, social cohesion, social capital, volunteering 
and informal support from friends, neighbours and the community,31 they experience unique 
circumstances that may impact on their mental health and wellbeing, including, for example, 
flood, fire, drought and economic variability, and these increase with increasing remoteness.29,63 
Despite greater exposure to some mental health risk factors, such as socioeconomic 
disadvantage, poor access to mental health services, high-risk occupations such as farming 
and exposure to environmental adversity, research has failed to consistently demonstrate 
higher rates of mental disorders amongst rural and remote Australians.29,65 However, there is 
strong evidence mental health acuity is higher for people living in rural and remote Australia 
compared to people living in major cities.28,29

Additionally, people in rural and remote communities are less likely to seek help than their 
counterparts in major cities, for a range of reasons, including: poor availability of, and access 
to, primary healthcare and hospital services; limited supply of specialist professionals and 
mental health services, including fewer psychiatrists, psychologists and mental health nurses 
per head of population; a reluctance to seek help for mental disorders; concerns about stigma 
and privacy; distance and cost associated with travel to access services; perceived relative 
importance of other events, such as harvest time; and cultural barriers, especially for 
Indigenous Australians.29,31,63,66

Analysis of data regarding access to Medicare-subsidised mental health–specific services in 
2016–2017 demonstrated that people living in inner regional areas were most likely to receive 
Medicare-subsidised mental health–specific services, followed by those living in major cities.58 
The rate of people receiving services decreased as remoteness increased, with people living in 
very remote areas least likely to receive Medicare-subsidised mental health–specific services.58

Poor access to mental health services is a well-recognised barrier to care for people in rural 
and remote areas. The National Mental Health Commission identified that “at a population 
level mental illness disproportionately affects those who already experience some level of 
disadvantage and who are often those with the least access to mental health support. 
Those living in rural, regional and remote communities have lower access to support for 
health problems compared with metropolitan areas”.67

3.2.3 Indigenous mental health

The mental health of Indigenous Australians warrants particular attention. Many Indigenous 
Australians conceptualise mental health differently to non-Indigenous Australians—they take 
a holistic view of overall health, with cultural, spiritual and social wellbeing acknowledged as 
integral components of overall health.29 The term ‘social and emotional wellbeing’ (SEWB) is 
the framework through which mental health of Indigenous Australians is often described.29,68 
Indigenous Australians are impacted by additional social determinants of health that may 
influence their mental health and SEWB. These relate to the loss of language and connection 
to the land, environmental deprivation, spiritual, emotional and mental disconnectedness, 
a lack of cultural respect, lack of opportunities for self-determination, poor educational 
attainment, reduced opportunities for employment, poor housing and negative interactions 
with government systems.29,68-70

In 2017–2018, Indigenous Australians, who account for 3.3% of the Australian population, 
accounted for 10.9% of mental health–related ED presentations.56,59 The rate of ED presentations 
for Indigenous Australians (455.9 per 10,000 population) was 4.3 times that of non-Indigenous 
Australians (106.8 per 10,000 population).56,59

Indigenous Australians (147.5 per 10,000 population) were 2.3 times as likely as non-Indigenous 
Australians (64.4 per 10,000 population) to undergo an overnight mental health–related 
separation with specialised psychiatric care in 2016–2017.56
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3.3 Mental health literacy (MHL)

When considered in the complexity of rural and remote and Indigenous mental health or 
SEWB, having contemporary data on MHL by remoteness is important. Similarly, identifying 
the additional factors that impact MHL is crucial. Understanding Australians’ knowledge of 
mental disorders has the potential to guide interventions to improve MHL. Such interventions 
aim to provide accurate, non-stigmatised information about mental disorders and recovery.71 
This knowledge also facilitates better targeting of services to improve mental health, for 
people experiencing a mental disorder.

A large number of mental health literacy studies have been conducted and reported on in 
the literature since the term ‘mental health literacy’ was first introduced in 1997. Results 
from these studies are presented at 3.4.

3.4 Measuring MHL

MHL is often assessed by presenting respondents with a questionnaire, which includes a 
case vignette depicting a person with a mental disorder (e.g. major depressive disorder, early 
schizophrenia, chronic schizophrenia, suicidal depression, anxiety), and asking them to respond 
to open-ended or forced-choice questions about the person in the vignette.72 This is also known 
as the vignette interview. Alternatively, studies may use diagnostic labels as a stimulus for 
determining beliefs about mental disorders. In the latter case, respondents are either provided 
with the diagnosis of the person in a vignette, or they are asked about a named mental disorder, 
and required to answer a series of questions related to the disorder.

Respondents are usually asked to identify the problem described in unlabelled vignettes and 
may be asked to nominate the best sources of help for a person in a vignette or with a labelled 
problem. They may also be asked to rate whether various treatments would be helpful, to 
indicate their beliefs about risk factors, to provide their views about prognosis, to indicate 
their willingness to relate to, and attitudes toward, a person with the problem, to describe any 
personal contact they may have had with persons with similar symptoms to those described 
in the vignette or labelled condition, and to say whether they themselves had experienced 
such a problem.72

However, there are limitations to these approaches. The vignette interview is time-consuming 
to administer and has no scale-based scoring system.73 It is therefore difficult to determine 
the extent to which respondents meet an established level of MHL.72 To address these 
limitations, the current project incorporated the Mental Health Literacy Scale (MHLS) as part 
of its methodology.

Although the MHLS does not have a ‘benchmark score,’ that enables researchers to determine 
whether a person has ‘good’ MHL, an overall MHL score is generated for each respondent, 
which enables comparison between groups of respondents.

The MHLS has substantial methodological advantages in comparison to existing measures 
of MHL such as the vignette interview.11 It has good psychometric properties and is easily 
administered and scored.11 It is methodologically robust and has demonstrated good internal 
and test–retest reliability, and good validity and sensitivity.11 It is a time-efficient means of 
assessing an individual’s level of MHL.113.5 Findings from previous MHL research



23NATIONAL MENTAL HEALTH LITERACY SURVEY:  F INAL REPORT

3.5 Findings from previous MHL research

3.5.1 MHL of the Australian general public

Multiple MHL surveys have been conducted in Australia, and internationally, since the construct 
was first proposed by Jorm and colleagues in 1997.16 Initial results from a survey of the 
Australian general public in 1995 demonstrated that the general public: 

 > Had gaps in their knowledge regarding the symptoms of mental disorders;5

 > Emphasised self-help over traditional and evidence-based medical treatments;5,16

 > More often rated standard psychiatric treatments, such as antidepressants, 
antipsychotics, electroconvulsive therapy, and admission to a psychiatric ward as 
harmful rather than helpful;16

 > Typically favoured psychosocial explanations over biological explanations in relation 
to the onset of a range of mental disorders;5

 > More strongly emphasised social, environment and life events rather than biological 
factors when explaining the causation of different mental disorders, such as depression 
and schizophrenia;5 and

 > Had a poor understanding of mental health that impeded them seeking, and receiving, 
treatment.5

However, national monitoring of MHL by the Australian government, through subsequent MHL 
surveys (e.g. in 2003–2004, 2006, 2011), has shown “substantial improvements in population 
mental health literacy since 1995”.33,74,75

For example, results of the 2011 survey of the general public in Australia33 demonstrated that:

 > Almost 75% of respondents used the correct label for depression;33,75

 > Around one-third of respondents correctly labelled the schizophrenia and post-traumatic 
stress disorder vignettes;33,75

 > Around 10% of respondents were able to correctly label social phobia;33,75

 > General practitioners (GPs), counsellors, antidepressants, antipsychotics (for schizophrenia) 
and lifestyle interventions such as physical activity, relaxation and getting out more were rated 
as helpful treatments for the disorders;33,75 and

 > Respondents were optimistic about recovery following treatment, although relapse was seen 
as likely.33,75

Analysis of results from the 1995 and 2011 surveys of the Australian general public 
demonstrated:

 > Increased rates of correct identification of depression between 1995 and 2011;75

 > Increased rates of correct identification of the early schizophrenia vignette as ‘psychosis’ 
or ‘schizophrenia’ between 1995 and 2003–2004 and between 1995 and 2011;75

 > Increased beliefs in the likely helpfulness of GPs, pharmacists, counsellors, social workers, 
telephone counselling, psychiatrists, psychologists and close friends between 1995 and 
2011;75 and

 > The general public moved closer to the beliefs of health professionals regarding the likely 
helpfulness of GPs, psychiatrists and counsellors, and regarding the likely helpfulness of 
medications, including antidepressants and antipsychotics, between 1995 and 2011.75

Analysis of results from the 2003–2004 and 2011 surveys of the Australian general public 
regarding stigma and social distance demonstrated:

 > Reduction in the desire for social distance from those with mental disorders;75 and

 > Increases in beliefs about dangerousness and unpredictability of people with 
mental disorders.75
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3.5.2 MHL of health professionals in Australia

Results from MHL surveys comparing the MHL of the Australian general public to health 
professionals demonstrated large differences in beliefs about the helpfulness of treatments 
for mental disorders between the groups.40 When compared with health professionals, the 
general public generally had poorer knowledge and beliefs about mental disorders,40 including 
less favourable beliefs about the helpfulness of evidence-based treatments, less favourable 
beliefs about the helpfulness of some healthcare professionals, and higher levels of stigma 
and discrimination.76

However, recent research has indicated that the gaps between public and professional views 
about mental disorders have considerably reduced, with the general public moving closer to the 
beliefs of health professionals,33,74 and demonstrating increases in beliefs about the helpfulness 
of GPs, psychiatrists and counsellors, and beliefs in the likely helpfulness of medications, 
particularly antidepressants and antipsychotics.75
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Chapter 4: Methods

In 2018, the RFDS, in partnership with ACU, sought to measure the MHL of a 
sample of the Australian general public. To achieve this, we developed an online 
MHL survey. The survey comprised 71 questions including:

 > Demographic questions;

 > The MHLS (35 questions);

 > Additional mental illness diagnosis and help-seeking questions;

 > Questions about care received from the RFDS;

 > Travel distance to nearest services for a mental disorder;

 > Respondent’s community connections; and

 > Revised Causal Dimension Scale (CDS-II).

The survey was developed using SurveyMonkey—a cloud-based online survey 
development tool that collects data and displays responses in real time (see 
Appendix 1). Paper-based copies of the survey were available to respondents 
who did not have access to the internet.

Sampling covered all states and territories and all remoteness categories. 
The postcode for each respondent’s place of residence was used to classify 
their location according to the 2011 ASGS.
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4.1 Survey questions

4.1.1 Demographic questions

In order to capture the potential impact of some of the social determinants of health on the MHL 
of respondents, respondents were asked several demographic questions regarding their age, 
sexual orientation and gender identity, Indigenous status, town of residence, postcode of 
residence, state/territory of residence and level of education.

4.1.2 Mental Health Literacy Scale (MHLS)

The MHLS11 was developed in 2015 by O’Connor and Casey11 and was used with permission. 
Respondents were asked to complete the 35 questions in the MHLS, which addressed:

 > Ability to recognise disorders (social phobia, generalised anxiety disorder, major depressive 
disorder, personality disorders, persistent depressive disorder (dysthymia), agoraphobia, 
bipolar disorder and substance use disorder) (8 questions);

 > Knowledge of where to seek information (4 questions);

 > Knowledge of risk factors and causes (2 questions);

 > Knowledge of self-treatment (2 questions);

 > Knowledge of professional help available (3 questions); and

 > Attitudes that promote recognition or appropriate help-seeking behaviour (16 questions). 
This included nine questions regarding stigma and seven regarding social distance.

All questions were forced-choice. Responses were rated on either a four- or five-point 
Likert scale, depending on the questions asked (Table 4.1).

Table 4.1. MHLS questions, measurement and response categories

Questions Response Measurement Response categories

Ability to recognise disorders  
(questions 1–8)

4-point Likert scale  > Very unlikely

 > Unlikely

 > Likely

 > Very likely

Knowledge of where to seek information 
(questions 16–19)

5-point Likert scale  > Strongly disagree

 > Disagree

 > Neither agree nor disagree

 > Agree

 > Strongly agree

Knowledge of risk factors and causes 
(questions 9–10)

4-point Likert scale  > Very unlikely

 > Unlikely

 > Likely

 > Very likely

Knowledge of self-treatment  
(questions 11–12)

4-point Likert scale  > Very unhelpful

 > Unhelpful

 > Helpful

 > Very helpful

Knowledge of professional help available 
(questions 13–15)

4-point Likert scale  > Very unlikely

 > Unlikely

 > Likely

 > Very likely

Attitudes that promote recognition or 
appropriate help-seeking behaviour 
(questions 20–35)

5-point Likert scale  > Definitely unwilling

 > Unwilling

 > Neither willing nor unwilling

 > Willing

 > Definitely willing
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Questions were scored based on responses. Total score was produced by summing all items 
(some questions were reverse scored).11 Questions with a 4-point scale were rated 1–very 
unlikely/unhelpful, 4–very likely/helpful; and for a 5-point scale were rated 1–strongly disagree/
definitely unwilling, 5–strongly agree/definitely willing. Reverse scored items included questions 
10, 12, 15 and 20–28. Scores could potentially range from 35 to 160. A higher score indicated 
better MHL.11

All vignettes provided in the survey were accurate representations of the mental illnesses stated 
in the vignettes.

4.1.3 Help-seeking by self and family/friends

Respondents were asked 10 questions regarding their help-seeking intentions for themselves, 
and family/friends, for a range of mental disorders.

4.1.4 Mental illness diagnosis and help-seeking

Respondents were asked about their previous experience with a mental disorder, including 
whether they had previously been diagnosed with a mental disorder (lived experience), whether 
treatment was sought and the type of treatment received.

4.1.5 Care received from RFDS

Respondents were asked whether they had received care from RFDS and for what kind of illness 
(physical, mental, both).

4.1.6 Travel distance to nearest care for a mental disorder

Respondents were asked how far they would need to travel to access care for a mental disorder. 
Responses categories were: less than 1 hour; 1 hour to less than 2 hours; 2 hours to less than 
3 hours; 3 hours to less than 4 hours; 4 hours to less than 5 hours; 5 hours or more.

4.1.7 Community connections

Respondents were asked three questions about their connection to the community, including 
whether they felt connected to their community, whether they would like to be more connected 
and whether there were options for them to be more connected.

4.1.8 Revised Causal Dimension Scale (CDS-II)

The CDS-II was incorporated into the MHL survey. It is a measure that was originally designed to 
assess how a person perceives the causes he or she has stated for an event.11 It included 
questions on causality, stability, personal control and external control for several mental 
disorders. Responses to the CDS-II were analysed by students from ACU for their fourth-year 
psychology course (Honours), and are not included in this report as they are reported separately.

4.2 Participant inclusion and exclusion criteria

All Australian adults with the capacity to consent to participating in the MHL survey were eligible 
to participate. Table 4.2 describes the inclusion and exclusion criteria.

Table 4.2. Participant inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

 > Aged 18 years or older

 > Capacity to consent to participate

 > May or may not have a mental disorder or previous 
experience with a mental disorder in self and others

 > May or may not be receiving treatment for a mental 
disorder at present

 > Access to the internet or attended an RFDS primary 
healthcare clinic, where paper-based versions of the 
survey were available

 > Aged <18 years

 > No capacity to consent to participate—low 
psychological resources, dementia
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4.3 Sampling procedure

The research team implemented snowball sampling across all remoteness areas. The survey 
was distributed through RFDS digital media channels, ACU digital media channels and other 
stakeholders’ digital media channels (e.g. National Farmers’ Federation; National Rural Health 
Alliance, primary health networks, Indigenous organisations, etc.).

People could also participate by completing a paper-based copy of the survey that was 
available from RFDS primary healthcare clinics.

The web link was sent to multiple organisations who were asked to place it on their social media 
and digital channels, with a description of the survey and an invitation for people to participate 
in the survey. The web link and associated details were also provided to internal staff within the 
RFDS, who were asked to distribute it within their networks.

Participation was voluntary and respondents were instructed to leave a response field blank if 
they did not wish to answer a question. Informed consent was required prior to completing the 
survey. Specifically, respondents were asked three pre-survey questions, regarding whether 
they had read and understood the participant information sheet and whether they wished to 
participate. Any respondents who answered ‘no’ to these questions were automatically 
redirected to the end of the survey and were unable to complete the survey.

No identifying information was collected regarding a person’s name, address or contact details.

Five $100 Coles charity gift cards were offered as an incentive to participate in the survey. 
Respondents who completed the survey, and wished to be included in the draw to receive one 
of the gift cards, entered their email address into a separate database. At the completion of the 
study, five people were randomly chosen and provided with the gift vouchers.

4.4 Resources to improve mental health

After completing the survey, respondents were provided with telephone contact details for 
Lifeline and BeyondBlue, as well as a link to the e-Mental Health in Practice (eMHPrac) website, 
which is funded by the Australian Government in partnership with the Black Dog Institute, 
University Centre for Rural Health North Coast, Menzies School of Health Research and 
Queensland University of Technology.77 eMHPrac lists evidence-based online resources (such 
as e-mental health interventions) and telehealth services aimed at improving mental health.77 
Some of the programs, services, tools or applications listed on the website are self-driven, 
while others may include real-time or delayed interaction or guidance with a clinician or other 
support person.77

Several online evidence-based interactive self-help programs, such as moodgym,e could be 
accessed by respondents immediately, at any time and from any place.

Evidence-based culturally appropriate resources were also accessible through eMHPrac. 
For example, the AIMhi Stay Strong App is an example of a culturally adapted e-mental health 
intervention for Indigenous Australians. Similarly, iBobbly is a suicide prevention app designed 
especially for use by Indigenous people on mobile phones or tablet devices.

e For more information, see: https://moodgym.com.au/.

https://moodgym.anu.edu.au/welcome
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4.5 Ethics

The ethical aspects of this study were approved by the ACU Human Research Ethics Committee 
(HREC) (Ethics Register Number 2018-108E). The study design conformed to the National 
Health and Medical Research Council (NHMRC) National Statement on Ethical Conduct of 
Research Involving Humans (2007) (see https://www.nhmrc.gov.au/guidelines-publications/e72).

4.6 Data analysis

Data were entered into Microsoft Excel 2016 and exported into IBM SPSS Statistics for 
Windows, Version 25.0, and Stata15 for further analysis and reporting.

Data from the 2016 Census and Socio-Economic Indexes for Areas (SEIFA) were extracted 
from the Australian Bureau of Statistics (ABS). Data cubes were used to extract relevant 
population statistics for the age-matched population (aged 18 years and over). Participants’ 
postcodes were used to identify areas with lower socioeconomic status, classified as the lowest 
quintile (first and second decile), based on SEIFA Index of Relative Socio-Economic Advantage 
and Disadvantage.

Data from the Australian National Health Survey (NHS) were examined to compare the 
prevalence of mental disorders among study respondents to the Australian population.

Descriptive statistics were used to summarise the responses and results were reported as 
number (n) and percentage (%), for categorical data, or mean (m) and standard deviation (SD) 
for continuous variables. Multivariate logistic and linear regression models were used to assess 
the impact of various demographic factors on MHL, stigma and other outcomes of interest. 
Levels of statistical significance were set at p<0.05.

All analyses used unweighted data and excluded missing cases (e.g. where age/gender 
was unknown).

Not all respondents answered all questions, therefore the number of responses to questions 
was variable.

https://www.nhmrc.gov.au/guidelines-publications/e72)
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Chapter 5: Results

The following section describes the results from the national MHL survey.

The survey was conducted Australia-wide, over a nine-week period between 
26 May and 31 July 2018. A total of 2,576 respondents participated. Of these, 
10 respondents answered ‘no’ to at least one of the three pre-survey (informed 
consent) questions, regarding whether they had read the participant information 
sheet, had understood the participant information sheet and whether they wished 
to participate. The 10 respondents who answered ‘no’ to these questions were 
automatically redirected to the end of the survey and were unable to complete 
the survey. A further 144 people consented, but did not answer any questions. 
The final sample size, excluding those who did not consent or did not provide 
any responses beyond the consent, was 2,422.
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5.1 Demographic data

Respondents from all states and territories participated in the study. The vast majority came from 
Queensland (22.1%), New South Wales (20.6%) and Victoria (19.0%) (see Figures 5.1 and 5.2). 
The remaining states and territories were also well represented.

Figure 5.1. State or territory of respondents

Figure 5.2. Usual place of residence of respondents
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Additional demographic data are presented in Table 5.1 and summarised below:

 > Respondents were located across all remoteness categories.

 — 43.9% were from major cities;

 — 48.7% were from inner (30.2%) and outer regional (18.5%) areas; and

 — 7.4% were from remote (3.9%) and very remote (3.5%) areas.

 > Respondents were aged 18 years or older, with 50.5% aged 50 years and over.

 > Almost three-quarters (74.7%) of the study cohort were female which is significantly higher 
than the overall Australian population of the same age (51.2%, p<0.001).

 > 89.7% of respondents were heterosexual and the remainder self-identified as LGBTIQA+.

 > Similar to the overall Australian population, 97.2% of respondents were non-Indigenous and 
2.8% were Indigenous.

 > Educational attainment ranged from ‘still attending school’ (1%) to ‘higher degree (Masters, 
PhD)’ (16.1%), with 33.2% holding a bachelor’s degree. The proportion of respondents with 
tertiary qualifications was higher compared to the overall Australian population (30.9%, 
p<0.001) of similar age.

 > More than half of all respondents had been diagnosed with a mental disorder (52.3%), which 
is 2.6 times higher than the national prevalence (20.1%).

 > Almost all respondents who were diagnosed with a mental disorder (96.9%) had received 
treatment for their disorder.
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Table 5.1. Demographic characteristics of MHL survey respondents (2018) 
compared to the general population from the 2016 Census, for adults aged 
18+ years

Characteristics Study cohort (n=2,422)
2016 Census data for those 
aged 18+ (n=18,190,220)

Number (n) Percent (%)* Percent (%)

State of residence

ACT 80 3.3 1.7

NSW 495 20.6 32.0

NT 45 1.9 0.9

QLD 531 22.1 19.5

SA 346 14.4 7.3

TAS 209 8.7 2.2

VIC 456 19.0 25.5

WA 244 10.1 10.5

Remoteness category

Major city 1,037 43.9 –

Inner regional 717 30.3 –

Outer regional 436 18.4 –

Remote 92 3.9 –

Very remote 83 3.5 –

Age group

18–19 56 2.3 3.2

20–24 207 8.6 8.6

25–29 159 6.6 9.1

30–34 156 6.4 9.4

35–39 161 6.7 8.6

40–44 179 7.4 8.7

45–49 279 11.5 8.7

50–54 276 11.4 8.4

55–59 325 13.4 8

60–64 287 11.9 7

65–69 186 7.7 6.5

70–74 97 4.0 4.9

75+ 51 2.1 8.8

Age group (consolidated)

<60 1,798 74.3 72.7

60+ 621 25.7 27.2

Indigenous status

Non-Indigenous 2,342 97.2 97.2

Aboriginal 59 2.4 2.4

Torres Strait Islander 3 0.1 0.1

Aboriginal and  
Torres Strait Islander

5 0.2 0.2

Indigenous status 
(consolidated)

Non-Indigenous 2,342 97.2 –

Indigenous 67 2.8 2.8

Gender

Male 597 24.7 48.8

Female 1,801 74.7 51.2

Other 15 0.6 –
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Characteristics Study cohort (n=2,422)
2016 Census data for those 
aged 18+ (n=18,190,220)

Number (n) Percent (%)* Percent (%)

Sexuality

Heterosexual 2,167 89.7 –

Gay 47 1.9 –

Lesbian 55 2.3 –

Bisexual 111 4.6 –

Other 36 1.5 –

Sexuality (consolidated)

Heterosexual 2,167 89.7 –

Non-heterosexual 249 10.3 –

Education

Still at school 24 1.0 –

Left school before 
completing year 12

211 8.8 –

Secondary school certificate 263 10.9 15.7

Trade certificate/
apprenticeship

145 6.0 15.8

Other certificate 262 10.9 –

Associate/Undergrad 
diploma

272 11.3 8.9

Bachelor’s degree 800 33.2
22.0Higher degree (Masters, 

PhD)
388 16.1

Other 44 1.8 –

Education (consolidated)

Higher education 
(bachelor’s or higher 
degree)

1,188 49.3 22.0

No 1,221 50.7 78.0

History of mental illness

Yes 1,255 52.3 –

No 1,077 44.8 –

Don’t know 70 2.9 –

History of mental illness 
(consolidated)

Yes 1255 52.2 –

No/don’t know 1,147 47.8 –

Treatment received  
(if diagnosed)

Yes 1,217 96.9 –

No 38 3.1 –

SEIFA (advantage–
disadvantage area)

Lowest quintile (0–20%) 474 20.2 –

Other 1,871 79.8 –

*Of those with available data. 
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In terms of gender differences, the results show clear differences in the educational 
qualifications, and diagnosis of a mental disorder, of males versus females.f 

There were significant gender differences in levels of education between males and females (p< 
0.05). Females were significantly more likely to hold a bachelor’s degree than males—36.7% 
versus 22.7%—while males were significantly more likely to hold a trade certificate/
apprenticeship than females—14.1% versus 3.2%.

There were significant gender differences in diagnosis of a mental disorder between males and 
females (p< 0.05). Females were significantly more likely to be diagnosed with a mental disorder 
than males—55.4% versus 42.3%.

5.2 MHLS

MHLS items were summed and scored according to the protocol developed by O’Connor and 
Casey.11 The MHLS has a possible score range of 35–160. Higher scores indicate better MHL.11

1,905 (73.9%) respondents completed all items in the MHLS with the mean (SD) score of 
133.65 (12.4).

The impact of demographic factors on MHLS score is presented in Table 5.2 and demonstrates 
that:

 > Respondents aged 60 years and over had significantly lower MHLS scores compared to those 
aged under 60 years (129.5 vs 135.0, p<0.001);

 > Females had significantly higher MHLS scores than males (135.2 vs 128.2, p<0.001);

 > Respondents who identified as LGBTIQA+ had significantly higher MHLS scores than  
non-LGBTIQA+ respondents (138.5 vs 133.1, p<0.001);

 > Indigenous Australians had significantly lower MHLS scores than non-Indigenous Australians 
(129.5 vs 133.8, p<0.05);

 > Respondents with a bachelor’s degree or higher level of education had significantly higher 
MHLS scores than respondents without a tertiary education (136.2 vs 131.0, p<0.05);

 > Respondents with a previous diagnosis of a mental disorder had significantly higher 
MHLS scores than respondents who had not been diagnosed with a mental disorder 
(136.1 vs 130.6, p<0.001); and

 > There was no impact of remoteness on MHLS scores.

f Due to the small number of respondents who identified as ‘other’ (n=15), they were excluded from all further analyses.
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Table 5.2. Impact of demographic factors on MHLS score

Demographic factors Number (n) MHLS score mean (SD) Regression

B (95%CI) p

Age

<60 1,441 135.0 (12.0) 01

60+ 461 129.5 (13.1) –3.1 (–4.4 to –1.9) <0.001

Gender

Male 449 128.5 (13.5) 01

Female 1,436 135.2 (11.5) 5.1 (3.9 to 6.4) <0.001

LGBTIQA+

No 1,693 133.1 (12.4) 01

Yes 209 138.5 (10.7) 4.6 (2.8 to 6.3) <0.001

Indigenous

No 1,845 133.8 (12.3) 0†

Yes 52 129.5 (13.1) –2.9 (–5.8 to –0.1) <0.05

Bachelor’s degree or 
higher level of education

No 935 131.0 (12.9) 0†

Yes 967 136.2 (11.2) 4.1 (3.0 to 5.1) <0.001

Remoteness

Major city 808 133.9 (12.0) 0†

Inner regional 572 134.3 (12.4) 0.6 (–0.7 to 1.8) 0.366

Outer regional 353 132.1 (12.7) –1.4 (–2.8 to 0.03) 0.055

Remote 76 136.0 (13.2) 1.8 (–0.8 to 4.5) 0.178

Very remote 73 131.3 (12.6) –2.1 (–4.9 to 0.6) 0.130

Previous diagnosis of 
mental disorder

No 872 130.8 (12.6) 0†

Yes 1,026 136.1 (11.6) 4.2 (3.2 to 5.3) <0.001

†Reference category. 
The results are based on multivariable regression analysis. Those with missing data were excluded.
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5.2.1 Recognition of mental disorders

As part of the MHLS, respondents were asked to identify the likelihood that the vignettes 
presented were representative of the conditions they described (Table 5.3). Almost one in five 
respondents (18.6%) thought that the depression vignette was unlikely to represent the stated 
disorder. Generally, respondents thought it was likely that the vignettes accurately represented 
the stated mental disorders (81.4%–98.3%). Around one in ten respondents thought that the 
social phobia (11.1%), agoraphobia (10.2%) and personality disorders (8.5%) vignettes were 
unlikely to represent the stated disorders.

Table 5.3. Percentage of respondents who thought the vignettes provided in the 
survey were unlikely (‘very unlikely’ or ‘unlikely’) and likely (‘very likely’ and ‘likely’) 
to represent the stated disorders

Disorder Unlikely (%) Likely (%)

Social phobia 11.1 88.9

Generalised anxiety disorder 3.1 96.8

Major depressive disorder 18.6 81.4

Agoraphobia 10.2 89.8

Bipolar disorder 1.7 98.3

Substance abuse disorder 3.2 96.8

Personality disorders 8.5 91.5

Dysthymia 3.7 96.3

Table 5.4 shows the odds ratios (ORs) from multiple logistic regression analyses predicting 
recognition of the eight mental disorders by survey respondents. Predictors of recognition 
for seven of the eight mental disorders were identified.

Using a significance level of p<0.05, the main predictors of recognition of different mental 
disorders were related to age, gender, sexuality, education, previous diagnosis of a mental 
disorder and remoteness of residence.

Respondents aged 60+ years were significantly more likely than respondents aged <60 years 
to recognise substance abuse disorder (OR 2.1) but less likely to recognise personality 
disorder (OR 0.6).

Females were significantly more likely than males to recognise generalised anxiety disorder (OR 
2.7), agoraphobia (OR 1.8), bipolar disorder (OR 2.7), substance abuse disorder (OR 2.1) and 
personality disorder (OR 1.6). Generally, females were 1.7 times more likely to recognise 
dysthymia compared to males, but this fell short of statistical significance (p=0.051).

Respondents who identified as LGBTIQA+ were more likely than heterosexual respondents to 
recognise major depressive disorder (OR 1.8).

Respondents with a bachelor’s degree or higher level of education were significantly more likely 
than those without a high level of education to recognise generalised anxiety disorder (OR 1.9) 
and substance use disorder (OR 1.7) and significantly less likely to recognise agoraphobia 
(OR 0.7).

Respondents with a previous diagnosis of a mental disorder were significantly more likely 
than respondents who had never been diagnosed with a mental disorder to recognise major 
depressive disorder (OR 1.3) and personality disorder (OR 1.4).

Respondents living in very remote Australia were significantly less likely than respondents in 
major cities to recognise social phobia (OR 0.4) and respondents in outer regional areas were 
significantly less likely than respondents in major cities to recognise bipolar disorder (OR 0.4).

Indigenous status did not predict recognition of mental disorders. 
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5.2.2 Knowledge of where to seek information

The majority of respondents agreed that they were:

 > Confident knowing where to seek information about mental illness;

 > Confident using the computer or telephone to seek information about mental illness; and

 > Confident they had access to resources (Table 5.5).

However, one in eight respondents (12.1%) disagreed that they were confident ‘attending 
face-to-face appointments to seek information about a mental illness’, such as visiting the GP.

Table 5.5. Percentage of respondents who disagree (‘strongly disagree’ or 
‘disagree’) and agree (‘agree’ or ‘‘strongly agree’) with a selection of help-seeking 
statements

Statement Disagree (%) Agree (%)

I am confident that I know where to seek information about 
mental illness

5.2 87.3

I am confident using the computer or telephone to seek 
information about mental illness

4.0 89.8

I am confident attending face-to-face appointments to seek 
information about mental illness (e.g., seeing the GP)

12.1 77.2

I am confident I have access to resources (e.g., GP, internet, 
friends) that I can use to seek information about mental illness

4.0 89.8

Note: ‘Neither agree nor disagree’ responses are not shown.

68.3% of respondents agreed (‘agree’ or ‘strongly agree’) with all four statements in Table 5.5 
and 30.5% agreed with at least one statement. Less than 1% (0.8%, n=16) disagreed (‘disagree’ 
or ‘strongly disagree’) with all four statements, none of whom were from the ACT or NT.

There was a strong correlation between level of education and confidence in finding the 
information described in the help-seeking statements. Specifically, 72.8% of those with a 
bachelor’s degree or higher level of education were able to find information using all four 
domains, compared to 63.6% of those with other forms of education (p<0.001).

Table 5.6. Percentage of respondents who thought the following statements were 
unlikely (‘very unlikely’ or ‘unlikely’) and likely (‘very likely’ and ‘likely’)

Statement Disagree (%) Agree (%)

To what extent do you think it is likely that in general, in 
Australia, men are more likely to experience an anxiety disorder 
compared to women?

60.7 39.3

To what extent do you think it is likely that in general in 
Australia, women are more likely to experience a mental illness 
of any kind compared to men?

40.8 59.2

Respondents who thought it was likely that ‘men are more likely to experience an anxiety 
disorder’ were more likely to be male (p<0.001) with no bachelor’s degree or higher level 
of education (p<0.001), and with a history of a mental health diagnosis (p<0.01).

At the same time, respondents who thought it was likely ‘that in general in Australia, women 
are more likely to experience a mental illness of any kind compared to men’ were likely to be 
female (p<0.001), aged under 60 years (p<0.001), with no history of a mental health 
diagnosis (p<0.001).
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5.2.3 Knowledge of self-treatment

In terms of self-treatment, the majority of respondents (95.2%) agreed that it would be helpful 
for someone to ‘improve their quality of sleep if they were having difficulties managing their 
emotions’ (Table 5.7). More than one in three (35.4%) respondents agreed that it would be 
helpful for someone to ‘avoid all activities or situations that made them feel anxious if they 
were having difficulty managing their emotions’.

Table 5.7. Percentage of respondents who believe the following interventions 
would be unhelpful (‘very unhelpful’ and ‘helpful’) or helpful (‘very helpful’ 
or ‘helpful’)

Statement Disagree (%) Agree (%)

To what extent do you think it would be helpful for someone to…

Improve their quality of sleep if they were having difficulties managing 
their emotions

4.8 95.2

Avoid all activities or situations that made them feel anxious if they 
were having difficulties managing their emotions

64.6 35.4

Respondents who were female (OR 1.9, 95%CI (1.2–2.9), p<0.01), or had a bachelor’s degree 
or higher level of education (OR 2.1, 95%CI (1.3–3.2), p<0.01), were more likely than males, 
or respondents without a bachelor’s degree or higher level of education, to agree that it would 
be helpful to improve quality of sleep if they were having difficulties managing their emotions.

Respondents who were female (OR 0.8, 95%CI (0.6–0.95), p<0.05), aged 60 years or older 
(OR 1.7, 95%CI (1.4–2.1), p<0.001), identified as LGBTIQA+ (OR 0.6, 95%CI (0.4–0.8), p<0.01) 
or had a bachelor’s degree or higher level of education (OR 0.5, 95%CI (0.4–0.6), p<0.001) 
were more likely to agree that ‘people should avoid all activities or situations that made them 
feel anxious if they were having difficulties managing their emotions’.

5.2.4 Knowledge of professional help available

Regarding knowledge of professional help, the majority (94.8%) of respondents thought that it 
was likely that ‘cognitive behavioural therapy (CBT) is a therapy based on challenging negative 
thoughts and increasing helpful behaviours’ (Table 5.8). The majority of respondents (98.4%) 
thought it was likely that ‘a mental health professional could break confidentiality if you are at 
immediate risk of harm to yourself or others’. One in five (22.2%) respondents thought it was 
likely that ‘a mental health professional could break confidentiality if your problem is not life-
threatening and they want to assist others to better support you’.

Table 5.8. Percentage of respondents who thought it was unlikely (‘very unlikely’ or 
‘unlikely’) and likely (‘very likely’ and ‘likely’) that the following statements are true

Statement Disagree (%) Agree (%)

CBT is a therapy based on challenging negative thoughts  
and increasing helpful behaviours

5.2 94.8

A mental health professional could break confidentiality … 
 if you are at immediate risk of harm to yourself or others

1.6 98.4

A mental health professional could break confidentiality …  
if your problem is not life-threatening and they want to assist 
others to better support you

77.8 22.2
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5.2.5 Attitudes that promote recognition or appropriate help-seeking behaviour

5.2.5.1 Stigma

The majority of respondents disagreed with the stigma statements (Table 5.9). Specifically, 
97.0% disagreed that ‘a mental illness is not a real medical illness’, 95.2% disagreed that 
‘a mental illness is a sign of personal weakness’, and 94.9% of respondents disagreed that 
‘people with a mental illness could snap out of it if they wanted to’. Almost one in five (18.3%) 
respondents agreed that ‘if I had a mental illness, I would not tell anyone’, while 29.6% neither 
agreed nor disagreed with the statement. Almost two-thirds (63.9%) of respondents disagreed 
that ‘people with a mental illness are dangerous’, while 3.1% agreed with the statement. One-
third (33%) of respondents neither agreed nor disagreed regarding perceived dangerousness of 
a person with a mental illness.

Table 5.9. Percentage of respondents who disagree (‘strongly disagree’ or 
‘disagree’) and agree (‘agree’ or ‘strongly agree’) with a selection of attitude 
statements about a person with a mental illness

Statement Disagree (%)
Neither agree 

nor disagree (%) Agree (%)

1. People with a mental illness could snap out 
of it if they wanted

94.9 3.7 1.4

2. A mental illness is a sign of personal 
weakness

95.2 3.4 1.4

3. A mental illness is not a real medical illness 97.0 2.2 0.8

4. People with a mental illness are dangerous 63.9 33.0 3.1

5. It is best to avoid people with a mental illness 
so that you don't develop this problem

96.9 2.2 0.9

6. If I had a mental illness, I would not tell anyone 52.2 29.5 18.3

7. Seeing a mental health professional means 
you are not strong enough to manage your 
own difficulties

88.4 5.7 5.9

8. If I had a mental illness, I would not seek 
help from a mental health professional

79.6 13.5 6.9

9. I believe treatment for a mental illness, 
provided by a mental health professional, 
would not be effective

80.8 14.0 5.3

43.2% and 47.7% of those who neither agreed nor disagreed with statements 4 and 6, 
respectively, had been diagnosed with a mental illness. In addition, 17.5% of those who 
had been diagnosed with a mental illness would not tell anyone about their condition, 5.5% 
would not seek help from mental health professionals and 14.0% were not sure about 
treatment effectiveness.
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5.2.5.2 Social distance

Willingness to have various types of social contact with people with a mental illness ranged from 
60.2% (move next door to a person with a mental illness) to 83.2% (make friends with a person 
with a mental illness) (Table 5.10). More than one in ten respondents would be unwilling to ‘vote 
for a politician’ if they had a mental illness and 8.1% of respondents would be unwilling to have 
a  person with a mental illness ‘marry into the family’.

Table 5.10. Percentage of respondents who would be unwilling (‘definitely 
unwilling’ or ‘probably unwilling’) and willing (‘probably willing’ and ‘definitely 
willing’) to have various types of social contact with a person with a mental illness

Social contact Responses

How willing would you be to … Unwilling (%)
Neither willing  

nor unwilling (%) Willing (%)

Move next door 5.3 34.5 60.2

Spend evening socialising 1.9 15.1 83.0

Make friends 2.0 14.8 83.2

Work closely 3.8 17.2 79.0

Marry into family 8.1 27.1 64.8

Vote for politician 10.9 27.4 61.7

Employ 5.4 24.9 69.7

Association between social distance and gender

The results demonstrated that compared to female respondents, male respondents would be 
less willing to move next door to a person with a mental illness (48.5% vs 64.1%, p<0.001), 
spend time socialising with a person with a mental illness (75.0% vs 85.6%, p<0.001) or 
make friends with a person with a mental illness (75.4% vs 85.8%, p<0.001). 68% of male 
respondents would be willing to work closely with a person with a mental illness, compared to 
82.5% of female respondents (p<0.001), and 57.5% of male respondents would be willing to 
employ someone with a mental illness, compared to 73.5% of female respondents (p<0.001). 
Only 49.0% of male respondents would agree to a person with a mental illness marrying into 
the family, compared to 69.9% of female respondents (p<0.001). Even though 61.7% of 
respondents would be willing to vote for someone with a mental illness, this was predominantly 
guided by female respondents (66.4%) with only 46.4% of male respondents willing to vote for 
a politician with a mental illness.

Association between social distance and age

Older respondents (aged 60 and over) were less likely to be willing to have any type of social 
contact with people with a mental illness (p<0.001).

The results demonstrated that compared to younger respondents, respondents aged 60 and 
over would be less willing to move next door to a person with a mental illness (49.1% vs 64.1%, 
p<0.001), spend time socialising with a person with a mental illness (74.5% vs 85.9%, p<0.001) 
or make friends with a person with a mental illness (77.4% vs 85.3%, p<0.001). 73.2% of older 
respondents would be willing to work closely with a person with a mental illness, compared to 
80.9% of younger respondents (p<0.001). 57.9% of those aged 60 and over would be willing to 
employ someone with a mental illness, compared to 73.7% of younger respondents (p<0.001). 
Only 46.6% of those aged 60 and over would agree to a person with a mental illness marrying 
into the family, compared to 71.0% of younger respondents (p<0.001). Older respondents would 
also be less likely to vote for a politician with a history of mental illness compared to younger 
respondents (46.1% vs 67.0%, p<0.001).
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Association between social distance and place of residence

No differences for the social distance questions were observed based on remoteness or the 
state in which a person resided, apart from the fact that those living in Queensland would be 
less likely to vote for someone with mental illness (52.0% vs 60.3% to 73.2% in other states 
and territories (p<0.001)).

No differences were observed based on the Indigenous status of study respondents.

5.3 Help-seeking by self and family/friends

The majority of respondents agreed that they would ‘seek help from a mental health 
professional’ if they had major depressive disorder (85.8%), social phobia (66.0%), substance 
use disorder (74.7%), borderline personality disorder (74.9%) or generalised anxiety disorder 
(76.3%) (Table 5.11). Respondents were more likely to encourage a friend or family member to 
seek help for major depressive disorder (95.4%), social phobia (89.3%), substance use disorder 
(91.4%), borderline personality disorder (91.2%) and generalised anxiety disorder (92.1%) than 
seek help themselves.

Table 5.11. Percentage of respondents who disagree (‘strongly disagree’ 
or ‘disagree’) and agree (‘agree’ or ‘strongly agree’) with a selection of  
help-seeking statements

If I had… Disagree (%)
Neither agree 

nor disagree (%) Agree (%)

Major depressive disorder I would seek help from  
a mental health professional

5.4 8.8 85.8

Social phobia I would seek help from a mental  
health professional

12.8 21.2 66.0

Substance use disorder I would seek help from  
a mental health professional

8.5 16.7 74.7

Borderline personality disorder I would seek help  
from a mental health professional

7.8 17.4 74.9

Generalised anxiety disorder I would seek help from  
a mental health professional

8.2 15.6 76.3

If I had a friend/family member with … Disagree (%)
Neither agree 

nor disagree (%) Agree (%)

Major depressive disorder I would encourage them to 
seek help from a mental health professional

1.7 2.9 95.4

Social phobia I would encourage them to seek help 
from a mental health professional

2.7 8.0 89.3

Substance use disorder I would encourage them to 
seek help from a mental health professional

2.5 4.4 93.1

Borderline personality disorder I would encourage them 
to seek help from a mental health professional

1.6 7.1 91.2

Generalised anxiety disorder I would encourage them 
to seek help from a mental health professional

1.8 6.1 92.1

The results also demonstrated that 98%–99% of respondents who would seek help for 
themselves would also encourage a friend/family member to do so. At the same time, 58.8%–
62.6% of those who would not seek help for themselves would encourage a friend/family 
member to seek help for the same condition, and 17.6%–25.2% would not do so. Similarly, 
the vast majority of those who were neutral about seeking help themselves would recommend 
that a friend/family member with the same condition to seek help (75.7%–83.3%).
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5.4 Mental illness diagnosis and help-seeking

52.2% of respondents indicated that they had been diagnosed with a mental disorder. 
Of respondents with a diagnosis, 97.1% had received help for their mental disorder.

5.5 RFDS health services accessed by respondents

Almost one in ten (8.1%) respondents had received healthcare from the RFDS for either a 
physical (n=168), mental (n=11) or both a physical and mental illness (n=27) with 59.3% living 
in outer regional or remote/very remote areas.

Respondents were asked an open-ended question about the types of professionals and/or 
treatments they had accessed for their mental disorder. Examples of professionals/treatments 
respondents said they had accessed for their mental disorder included: psychiatrist; 
psychologist; GP; mental health nurse; nurse practitioner; counsellor; community support 
service; community groups; Perinatal Anxiety & Depression Australia (PANDA); sexual assault 
counselling; peer support; peer worker; social worker; naturopath; school welfare worker; school 
counsellor; Crisis and Assessment Team (CATT); career coach; art therapist; mental health case 
worker; acupuncturist; chiropractor; massage/reiki therapist; kinesiologist; Christian counsellor; 
Anglicare; Royal Melbourne Hospital; emergency department; Headspace; Lifeline; public 
hospital admission; outreach support from Mind Australia; medication; cognitive behavioural 
therapy; complete bed rest.

5.6 Travel distance to nearest care for mental illness

Respondents were asked ‘how far would someone in your community have to travel to access 
professional help (e.g. from a GP, psychologist, psychiatrist, other health professional, RFDS 
etc.) for a mental illness?’ Responses ranged from less than one hour to more than five hours. 
Specifically:

 > 86.4% would need to travel <1 hour;

 > 7.9% would need to travel 1 hour to <2 hours;

 > 2.7% would need to travel 2 hours to <3 hours;

 > 0.9% would need to travel 3 hours to <4 hours;

 > 0.6% would need to travel 4 hours to <5 hours; and

 > 1.3 would need to travel 5+ hours.

No associations were found between the distance required to travel and willingness to seek help.
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5.7 Community connections

Respondents completed four questions regarding how involved they are in their local 
community Table 5.12 demonstrates that more than three-quarters (76.7%) of respondents 
‘feel a great sense of belonging to my community’, either sometimes, often or always. Similarly, 
76.9% of respondents indicated that ‘I actively contribute to my community’, either sometimes, 
often or always.

Belonging to the community (p<0.001) and actively contributing to the community (p<0.001) 
were associated with higher MHLS scores. However, belonging and contributing did not 
influence respondent’s willingness to have various types of social contact with a person with 
a mental illness, or their knowledge of where to seek information for a mental illness.

Table 5.12. Perceived belonging and contribution to the community 
by respondents

Response (%)
I feel a great sense of  

belonging to my community
I actively contribute  

to my community

Always true 12.6 15.1

Often true 27.0 29.0

Sometimes true 37.1 32.8

Rarely true 18.5 18.6

Never true 4.7 4.6

Around half (51.0%) of the respondents ‘would like to be more involved in my community’ 
while 29.6% would not. 70.4% of respondents indicated that ‘there are opportunities for me 
to be more involved in my community’, while 7.3% did not perceive opportunities for more 
community involvement.
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Chapter 6: Discussion

The aims of the MHL survey were to: measure respondents’ demographic 
characteristics; determine their MHLS scores and report on their ability to 
recognise mental disorders, identify risk factors, causes, treatments and where 
to seek information, and understand their attitudes towards mental disorders; 
determine the mental health of respondents and types of treatment accessed; 
identify factors that predict better MHL; identify interventions to improve MHL; 
and identify other community factors related to mental disorders and 
community belonging.

This section of the report discusses the results of the MHL survey.
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6.1 Demographic characteristics of respondents

6.1.1 Usual place of residence

Respondents to the MHL survey included residents from all states and territories, but the 
majority came from Queensland, New South Wales and Victoria. The proportion of responses 
from all states and territories, except WA, did not align with the proportions of people aged 
18 years or older from the 2016 Census. For example, 32.0% of Australian adults live in NSW, 
yet only 20.6% of respondents to the 2018 MHL survey resided in NSW. The anomalies may 
reflect the fact that the current survey was a convenience sample, which used snowball 
sampling methodology.

6.1.2 Remoteness of residence

Recent ABS data indicated that 72.0% of the Australian population live in major cities, 17.8% 
live in inner regional areas, 8.2% live in outer regional areas, 1.2% live in remote areas and 0.8% 
live in very remote areas.78 Data from the MHL survey indicated that respondents were located 
across all remoteness categories, with 43.9% living in major cities and the remainder living in 
rural and remote areas. As a proportion of the population, rural and remote areas were over-
represented in the current survey. This is unsurprising, especially since the RFDS and ACU 
sought comprehensive survey data on people living in rural and remote areas where the RFDS 
delivers services, by geo-targeting advertising material on digital media channels. In addition, 
many of the organisations that promoted the survey served a similar demographic to the RFDS 
in rural and remote areas, such as the National Rural Health Alliance, National Farmers’ 
Federation etc.

The strong interest from rural and remote service providers and their subsequent distribution of 
the survey, could potentially be explained by recent Australian research findings.79 This research 
suggests that while mental health prevalence per 100,000 population is similar to major city 
areas, rural and remote areas have significantly worse outcomes, including acute emergency 
mental health retrievals and increased suicide completion rates.79 

6.1.3 Age

Adults of all ages, from 18 to 75 years of age and older participated in the MHL survey. 
Around half (49.5%) of the respondents were aged 49 or younger.

6.1.4 Gender

Females were over-represented among survey respondents—three-quarters of respondents 
were female. This contrasts with the actual population where the proportion of males and 
females is approximately equal. Similar gender response bias has been reported in other 
surveys conducted by the RFDS, with rates of male responses significantly lower than female 
response rates.28

Some possible explanations for the gender inequality among survey respondents are that: 
females are more interested in health issues, and are generally more likely to complete online 
surveys;80 and that females are more likely to engage in online activity characterised by 
communication and exchanging of information than men, and that accessing an online survey, 
completing it and returning it, is a process of online information exchange.81

6.1.5 Sexual orientation and gender identity

More than one in ten respondents self-identified as LGBTIQA+. This accords with population 
estimates that indicate around 11% of Australians identify as LGBTIQA+.82
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6.1.6 Education

Results demonstrated a range of educational qualifications among respondents, from ‘still 
attending school’ to a ‘bachelor’s degree’ or ‘higher degree’. Previous MHL surveys of the 
general public have also demonstrated that respondents hold a range of educational 
qualifications.33,75 However, the proportion of respondents holding a bachelor’s degree or higher 
level of education was significantly higher in the current MHL survey than in previous surveys of 
the general public,33,75 and is higher than the Australian average, where 22.0% of the population 
have a bachelor’s degree or higher level of education.83

In the current MHL survey, females were more likely to hold a bachelor’s degree than males, 
and males were more likely to hold a trade certificate/apprenticeship than females. This 
concurs with current trends that indicate that over the last decade, women aged 18–64 years 
have been consistently more likely than men in this age group to have attained a bachelor’s 
degree or above.84

6.1.7 Indigenous status

Results demonstrated that 97.2% of respondents were non-Indigenous and 2.8% were 
Indigenous. Current Australian population data demonstrate that around 3.3% of the population 
is Indigenous.85 Although the proportion of Indigenous respondents was lower in the survey 
relative to their proportion in the Australian population, it was pleasing to have a significant 
level of engagement from Indigenous Australians.

Lower participation of Indigenous Australians in the survey may be a result of poorer access to 
computers and the internet, especially in remote areas—in 2011 around 80% of Australians had 
regular access to the internet, but only 6% of residents in some remote Indigenous communities 
had a computer.86

6.1.8 Previous experience of a mental disorder

More than half of the survey respondents indicated that they had been diagnosed with a 
mental disorder and the majority had sought professional help for their disorder. This is higher 
than community prevalence and help-seeking rates. Around one in five Australians experience 
a mental disorder in any one year2 and only around half of the people with a mental disorder 
seek help.4

However, results from the 2011 Australian MHL survey indicated that between 8.2% (chronic 
schizophrenia) and 33.0% (depression) of respondents had a problem similar to the problem 
described in the unlabelled vignette they received.33 Between 65.1% (social phobia vignette) and 
94.8% (chronic schizophrenia vignette) of respondents indicated that they had received 
professional help for their problem.33 Overall, 21.3% of respondents had received treatment for a 
mental health problem at some stage in their lives and, of these, 44.4% had received treatment 
in the past 12 months.33

National surveys of the Australian general public have demonstrated that the number of people 
disclosing experiences of mental disorders, such as depression and schizophrenia, and of 
having received professional help for a mental disorder, increased between 1995 and 2011.75 
However, rates of disclosure in the current survey were higher than in previous surveys of the 
Australian public, as were rates of help-seeking.

Increasing rates of disclosure for mental disorders are likely to be due to increased willingness 
to disclose rather than increased prevalence of disorders.75 The high rates of disclosure in the 
current MHL survey may also represent the fact that people with a lived experience of a mental 
disorder, or an interest in mental health, were more likely to complete the survey.
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6.2 MHLS

The mean MHLS score of respondents in the MHL survey was 133.65, SD 12.36, range 85–159. 
This was higher than the mean score for community respondents from research conducted by 
O’Connor and Casey, who developed the scale in 2015, but lower than the MHL of health 
professionals who completed the MHLS.11 The mean MHLS score of their community sample 
was 127.38, SD 12.63, range 92–155.11 However, their community sample comprised entirely 
undergraduate university students—94 male and 278 female first-year university students, with 
a mean age of 21.10 years, who lived predominantly in major cities (73.6%) and whose highest 
level of education was a secondary school certificate (76.1%).11

The mean MHLS score of the health professional sample in research conducted by O’Connor 
and Casey (2015) was 145.49, SD 7.19.11 The health professional sample comprised 37 female 
and six male mental health professionals, with a mean age of 33.09 years, who predominantly 
lived in major cities (88.4%) and whose highest level of education was a bachelor’s degree or 
higher level of education (95.4%).11

The results from the current MHL survey are also consistent with other MHL surveys that 
demonstrate higher MHL among health professionals compared to the general public, with 
the general public’s views moving closer to the views of health professionals between 1995 
and 2011.75

Several factors were identified as contributing to higher MHLS scores and better MHL, and 
are discussed below, including:

 > Younger age (<60 years);

 > Being female;

 > Identifying as LGBTIQA+;

 > Being non-Indigenous;

 > Holding a bachelor’s degree or higher level of education; and

 > Having a previous diagnosis of a mental disorder.

Remoteness of residence did not impact MHLS score or MHL.

Younger respondents (<60 years) had significantly higher MHLS scores than respondents aged 
60 years or older. This concurs with findings from previous research which has demonstrated 
poorer MHL among older adults, including less accuracy in identifying symptoms of mental 
disorders and endorsing fewer sources of treatment for a mental disorder, such as from a 
counsellor, telephone service or psychologist, with more considering treatment from a 
psychiatrist as harmful.72,87,88

Female respondents had higher MHLS scores than male respondents. Previous MHL surveys 
have also demonstrated that females have better MHL than males.5,89 Specifically, previous 
research has revealed that men are more likely to suggest self-help treatments for mental 
disorders,5,90,91 are less likely to be informed about the causes of mental disorders,5,91 and are 
less able to correctly identify symptoms of a mental disorder from an unlabelled case vignette.5,92 
Conversely, females are more likely to endorse psychological explanations for the causes of 
mental illness and are more likely to endorse evidence-based psychological interventions.5,91

LGBTIQA+ respondents had significantly higher MHLS scores than heterosexual respondents. 
Previous research has demonstrated that members of the LGBTIQA+ community experience 
higher rates of depression and anxiety than their non-LGBTIQA+ counterparts, due to 
experiences of sexuality- and gender-based discrimination.93 However, levels of MHL in 
LGBTIQA+ populations have not been previously directly assessed.94 This study, therefore, 
provides one of the first pieces of research considering the role of sexual orientation and 
gender identity in MHL.
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Non-Indigenous Australians had significantly higher MHLS scores than Indigenous Australians. 
There are currently no MHL or SEWB literacy scales that have been developed specifically for 
Indigenous Australians. Since Indigenous Australians often conceptualise mental health 
differently to non-Indigenous Australians,29 an appropriate SEWB scale that measures culturally 
relevant constructs around mental health may well yield different results. A SEWB literacy scale, 
whose development is Indigenous-led, would be a valuable tool to help researchers and 
policymakers understand the constructs around mental health that are important to Indigenous 
Australians. A SEWB scale, that enabled researchers to quantify the MHL of Indigenous 
Australians, could facilitate the development of targeted, culturally appropriate interventions to 
enhance MHL for Indigenous Australians. This could also support improved outcomes across 
several action areas identified in the National Strategic Framework for Aboriginal and Torres 
Strait Islander Peoples’ Mental Health and Social and Emotional Wellbeing,68 which emphasises 
the value of good MHL in assisting Indigenous Australians to recognise and provide initial help 
to a person with a mental health problem, including connecting them to appropriate treatment, 
and encouraging help seeking behaviour.68 

Respondents with a bachelor’s degree or higher level of education had significantly higher MHL 
than respondents who did not have a bachelor’s degree or higher level of education. Previous 
studies that have examined the influence of education on MHL have demonstrated better MHL 
among respondents with higher levels of education.5 

MHL survey respondents who had previously been diagnosed with a mental disorder had 
significantly higher MHL than respondents who had not previously been diagnosed with a 
mental disorder. This is unsurprising, and accords with multiple MHL studies that have found 
previous experience of a mental disorder predicts better MHL.5,11,72

One of our hypotheses was that respondents living outside major cities would have poorer 
MHL than respondents living in major cities, and that MHL would decrease with increasing 
remoteness. However, analysis of the data demonstrated that there was no effect of remoteness 
on MHL and that the MHL of major city respondents was similar to that of rural and remote 
respondents. This accords with previous Australian research that found MHL was similar across 
all remoteness categories.12

6.2.1 Recognition of mental disorders

The majority of respondents thought it was likely that the vignettes presented in the MHL 
survey accurately represented the stated mental disorders. This included for disorders that 
have a lower prevalence than depression and have rarely been included in MHL surveys, such 
as bipolar disorder, social phobia, personality disorders, dysthymia, agoraphobia and substance 
use disorder. Where these disorders have been studied, rates of identification have generally 
been low.95-97

For example, a survey of the general public in London demonstrated that only 2.3% of people 
recognised borderline personality disorder when presented with a vignette of the disorder, 
compared with 72.5% that recognised depression.95 A study of the MHL of 223 lay people, 
regarding 10 personality disorders, demonstrated poor rates of identification of personality 
disorders.97 Rates of correct labelling were less than 7% for seven of the 10 personality 
disorders presented to respondents.97

Similarly, a study on the identification of psychiatric problems demonstrated that British 
participants had low levels of identification of bipolar disorder (18%) and social phobia (2%).96 
The Australian general public were better at identifying social phobia from an unlabelled 
vignette, with 9.2% of respondents correctly labelling the disorder.33

Although rates of recognition of these disorders in the current MHL survey were high, this may, 
in part, be a result of the methodology employed. Specifically, respondents were presented with 
a vignette of the disorder, along with the name of the disorder, and asked to nominate the 
likelihood that the name of the disorder matched the vignette. 
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It is highly likely that if respondents had been presented with an unlabelled vignette of these 
disorders, rates of identification would have been much lower, and similar to findings from 
previous research.

However, good recognition of mental disorders by respondents in the current MHL survey may 
also reflect the impact of education campaigns, and campaigns and educational initiatives to 
improve MHL, by organisations such as beyondblue, SANE Australia, Black Dog Institute, 
Menta Health First Aid (MHFA) etc., as well as easier access to mental health resources, such 
as eMHPrac, which has both printed and online resources. Similarly, Australian MHL surveys 
have demonstrated increasing rates of correct identification of mental disorders such as 
depression from 1997 to 2003–2004 to 2011 and the results from the current survey may 
reflect increased recognition of disorders by the general public.76

Conversely, although the majority of respondents thought the depression vignette was likely to 
represent the stated disorder, almost one in five respondents thought it was unlikely to represent 
the stated disorder. Of all of the disorders described in the survey, depression was the one with 
the highest proportion of respondents who thought it was unlikely that the vignette represented 
the stated disorder. This is interesting, especially in light of national campaigns to increase 
awareness of depression. Regardless of this finding, it is clear that more than four in five 
respondents were able to identify the disorder, representing good recognition of depression.

Specifically, the results from the current MHL survey do not support the stereotypes of poorer 
MHL among rural and remote Australians.12 This suggests that interventions to improve MHL 
do not need to be specifically targeted to populations according to remoteness of usual place 
of residence. Based on the survey responses, interventions to improve MHL should be targeted 
towards older Australians (60+ years), males, heterosexual Australians, Indigenous Australians, 
people without a bachelor’s degree or higher level of education, and people who have not 
previously been diagnosed with a mental disorder.

6.2.1.1 Predictors of recognition of mental disorders

The results indicated that the main predictors of recognition of different mental disorders were 
related to age, gender, sexuality, education, previous diagnosis of a mental disorder and 
remoteness of residence.

Respondents aged 60+ years were significantly more likely than respondents aged <60 years to 
recognise substance abuse disorder but less likely to recognise personality disorder. The impact 
of age on MHL has been considered in several MHL studies which have found that, in general, 
older age is associated with poorer MHL.5,98 Better recognition of substance abuse disorder by 
respondents aged 60+ years is an interesting finding. It may reflect the fact that today’s baby 
boomers, who represent the 60+ cohort, used alcohol and other drugs at higher rates than 
previous generations,99 and are therefore more likely to recognise problematic substance abuse.

Females were significantly more likely than males to recognise five of the disorders presented in 
the survey. A review of MHL studies conducted in non-Western countries between 2000 and 
2014 demonstrated better recognition of mental disorders by females.100 Similar findings have 
been reported in studies conducted in Western countries, including Australia, with females 
generally having better MHL than males.5,90,91,101 Recent research suggested that females have 
greater awareness of symptoms, whereas males are less aware of health issues, and that these 
differences may explain better MHL of females.102

Respondents with a bachelor’s degree or higher level of education were significantly more 
likely than those without a high level of education to recognise generalised anxiety disorder 
and substance use disorder. In general, people with higher levels of education have better MHL,5 
and are more likely to accurately identify mental disorders. It is notable that that people with a 
bachelor’s degree or higher level of education were less likely to recognise agoraphobia than 
people without a bachelor’s degree or higher level of education. One potential explanation for 
this finding may be related to differences in the lived experience of agoraphobia. 
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Specifically, people with lower levels of education are more likely to experience agoraphobia 
than people who have higher levels of education, and given this is a very specific diagnosis, this 
may be a factor in recognition of this disorder.103 Regardless, this finding is interesting, given that 
overall, people with high levels of education are generally better at recognising mental disorders, 
and warrants further investigation.

Respondents with a previous diagnosis of a mental disorder were significantly more likely 
than respondents who had never been diagnosed with a mental disorder to recognise major 
depressive disorder and personality disorder. Recent research has consistently demonstrated 
that previous experience (or a ‘lived experience’) of a mental disorder results in improved 
MHL.5,11,72

Respondents living in very remote Australia were significantly less likely than respondents in 
major cities to recognise social phobia and respondents in outer regional areas were significantly 
less likely than respondents in major cities to recognise bipolar disorder. These findings are 
interesting and warrant further research to elucidate the reasons for these differences.

6.2.2 Knowledge of where to seek information 

The majority of respondents agreed that they were confident in knowing where to seek help for 
mental disorders, how to use the telephone or computer to access information about mental 
disorders, and that they had access to resources for mental disorders. This aligns with other 
surveys of MHL that have seen an increase in the use of the internet to access mental health 
information, and may also represent better availability of evidence-based online interventions 
and information, such as the information contained on the eMHPrac website.

There was a strong correlation between level of education and confidence in finding the 
information described in the help-seeking statements in the current MHL survey. Other MHL 
surveys have similarly found that respondents with a bachelor’s degree or higher level of 
education are better at finding, and using, information from a number of different sources, 
including knowing where to look for information generally, as well as through face-to-face 
and digital media channels.5,72

It was notable that 12.1% of respondents disagreed that they were confident ‘attending face- 
to-face appointments with a GP’. The GP is often the first point of contact for a person with a 
mental disorder, and the person most likely to refer people with mental disorders to specialised 
mental health services.56 The National Mental Health Commission acknowledged that “much of 
the clinical responsibility for providing mental health care sits with primary health care providers”, 
and that general practice “must be acknowledged and resourced as the clinical front line in 
tackling mental health issues”.104 The Bettering the Evaluation and Care of Health (BEACH) 
survey of general practice activity, which provides detailed information about GP encounters, 
reported that an estimated 12.7% of all GP visits were mental health–related encounters.105

Given the important role that GPs play in the care of people with a mental disorder, it is 
concerning that one in eight respondents were not confident attending face-to-face 
consultations to discuss mental health issues with their GP. Future MHL campaigns should 
seek to encourage people with symptoms of mental disorders to attend their GP. Additionally, 
such campaigns should consider interventions to upskill GPs on how to approach having 
conversations with patients about their mental health, and ways in which they could make 
their practice mental health friendly.
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6.2.3 Knowledge of risk factors and causes 

Around 40% of MHL survey respondents thought that ‘men are more likely to experience an 
anxiety disorder compared to women’ and 40% thought that it was unlikely that ‘women are 
more likely to experience a mental illness of any kind compared to men’.

This is contrary to the evidence that indicates that women are more likely to experience a mental 
disorder of any kind compared to men, including anxiety disorders. The 2007 National Survey of 
Mental Health and Well-being, which contains the most comprehensive data on the metal health 
of the Australian public, demonstrated that females (22.3%) were more likely than males (17.6%) 
to experience a mental disorder.2

When asked about six types of anxiety disorders, including panic disorder; agoraphobia; social 
phobia; generalised anxiety disorder; post-traumatic stress disorder; and obsessive-compulsive 
disorder, the results demonstrated that females (17.9%) experienced much higher rates of 
anxiety disorders than males (10.9%) in the 12 months prior to survey.2 Women experienced 
higher rates of all anxiety disorders compared to men (Table 6.1).

Table 6.1. Prevalence of 12-month anxiety disorders by anxiety disorder type 
and gender, 2007

Disorder Males (%) Females (%) Persons (%)

Panic disorder 2.3 2.8 2.6

Agoraphobia 2.1 3.5 2.8

Social phobia 3.8 5.7 4.7

Generalised  
anxiety disorder

2.0 3.5 2.7

Obsessive-compulsive 
disorder

1.6 2.2 1.9

Post-traumatic  
stress disorder

4.6 8.3 6.4

Any anxiety disorder 10.8 17.9 14.4

Note: Totals are lower than the sum of disorders as people may have had more than one type of anxiety disorder in the 12 months.
Source: Australian Bureau of Statistics (2008).2

Males, without a bachelor’s degree or higher level of education, and who had previously been 
diagnosed with a mental disorder, incorrectly thought it was likely that ‘men are more likely to 
experience an anxiety disorder’. It is possible that males, who have previously been diagnosed 
with a mental disorder, related this statement to their own experience of having a mental 
disorder. Specifically, if they have had a diagnosis of a mental disorder, then they may think 
that males are more likely to experience mental disorders. Previous research has also linked 
male gender and lower levels of education with poorer MHL.5,90,91,101

At the same time, respondents who thought it was likely ‘that in general in Australia, women 
are more likely to experience a mental illness of any kind compared to men’ were likely to be 
female, aged under 60 years and with no history of a mental health diagnosis. These results 
are most likely explained by better MHL among females and younger respondents, leading 
them to correctly identify that women have higher rates of mental disorders, compared to 
men and older respondents.5,90,91,98,101

These results suggest that efforts to improve MHL should focus on educating the general public 
about the prevalence of different mental disorders, as well as the specific mental disorders most 
likely to impact men and women. Awareness of base rates of mental disorders by the general 
public will aid in their recognition.
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6.2.4 Knowledge of self-treatment

In terms of self-treatment, most respondents thought it would be helpful for someone 
to ‘improve their quality of sleep if they were having difficulties managing their emotion’. 
Respondents who were female, or had a bachelor’s degree or higher level of education, 
were more likely to endorse improving sleep quality.

Health and psychological functioning are often linked to poor sleep-related outcomes,106,107 
and there is evidence that improving quality of sleep can assist in managing emotions. Sleep 
and emotions are closely linked, and the relationship between these two domains is complex 
and bidirectional.108 Previous research has found that sleep loss is associated with subjective 
reports of irritability and emotional volatility, along with impairments of attention, alertness and 
memory.109 “Without sleep, the ability to adequately regulate and express emotions is 
compromised at both a brain and behavioural level.”109 Sleep, especially rapid eye movement 
(REM) sleep, plays an important role in restoration of appropriate next-day emotion reactivity 
and salience discrimination.109 In particular, a good sleep routine in known to assist in the 
management of mental disorders, such as anxiety and other mood disorders.110

One-third of respondents agreed that it would be helpful for someone to ‘avoid all activities 
or situations that made them feel anxious if they were having difficulty managing their emotions’. 
Specifically, respondents who were female, aged 60 years or older, identified as LGBTIQA+ 
or had a bachelor’s degree or higher level of education were more likely to agree that ‘people 
should avoid all activities or situations that made them feel anxious if they were having 
difficulties managing their emotion’.

Evidence suggests that avoiding activities or situations that make a person feel anxious may 
reduce anxiety in the short term, but is likely to have some less helpful long-term effects. The 
reduction in stress and anxiety that occurs as a result of avoidance negatively reinforces these 
actions and perpetuates the maintenance of anxiety.111 Avoidance is therefore considered to be 
a maladaptive behavioural response to excessive fear and anxiety.112 Exposure therapy, where 
a person faces a feared situation or event, in the presence of fear or anxiety, is known to be an 
effective strategy for treating anxiety disorders.112

MHL interventions that address issues related to sleep and anxiety, and exposure therapy as a 
treatment for anxiety, by providing accurate, evidence-based information, would be of benefit 
to the Australian general public.

6.2.5 Knowledge of professional help available

More than 90% of MHL survey respondents thought that it was likely that ‘cognitive behavioural 
therapy (CBT) is a therapy based on challenging negative thoughts and increasing helpful 
behaviours’. Indeed, CBT has good evidence of efficacy for mood and affective disorders, 
such as depression and anxiety.113 CBT helps people recognise patterns in their thinking and 
behaviour that make them more likely to become depressed.113 It helps people learn how to 
replace negative and unrealistic thoughts with more realistic thoughts that promote good mood 
and better coping.113 It is one of the most effective treatments available for depression and its 
efficacy appears to have been well understood by the Australian general public.

Other research has demonstrated increases in beliefs about the helpfulness of GPs, psychiatrists 
and counsellors, and beliefs in the likely helpfulness of medications, including antidepressants 
and antipsychotic medications, among the general public.75 Although there were no questions 
about these sources of help in the current survey, they are included for discussion since they 
point to current trends in MHL research indicating increasing knowledge and beliefs about 
treatment over time.75
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The majority of respondents to the MHL survey agreed that a mental health professional could 
‘break confidentiality … if you are at immediate risk of harm to yourself or others’ and almost 
one-quarter of respondents agreed that a mental health professional could ‘break confidentiality 
… if your problem is not life-threatening and they want to assist others better support you’. 
There are clear guidelines governing the situations under which mental health professionals 
can break confidentiality. For example, the Australian Psychological Society Code of Ethics114 
sets out guidelines on privacy standards for its members. Psychologists may only disclose 
confidential information obtained in the course of their provision of psychological services in 
the following circumstances: “(a) with the consent of the relevant client or a person with legal 
authority to act on behalf of the client; (b) where there is a legal obligation to do so; (c) if there is 
an immediate and specified risk of harm to an identifiable person or persons that can be averted 
only by disclosing information; or (d) when consulting colleagues, or in the course of supervision 
or professional training”.114

Mental healthcare professionals are therefore legally bound to protect the confidentiality of their 
patients in Australia. They are unable to break confidentiality if a problem is not life-threatening 
and they want to help others support a person, unless the person has provided consent for the 
healthcare professional to do so.

MHL interventions for the Australian general public should include clear information regarding 
the situations under which clinicians can break confidentiality. Additionally, clinicians should 
provide this information to patients at the commencement of treatment for mental disorders.

6.2.6 Attitudes that promote recognition or appropriate help-seeking behaviour

6.2.6.1 Stigma

Personal stigma was assessed by presenting MHL survey respondents with a series of attitude 
statements about a person with a mental illness. Mental illness was predominantly seen as a 
‘real medical illness’, and not as a ‘sign of personal weakness’ or something people could 
‘snap out of’.

However, one in five respondents agreed that ‘if I had a mental illness, I would not tell anyone’. 
This indicates that a proportion of respondents remain uncomfortable in disclosing a mental 
disorder in themselves, which can be a barrier to seeking effective help. Recent research has 
indicated that disclosure related to mental disorders is linked to various positive outcomes, 
including better mental health.115

Stigma and labelling have been identified as disadvantages of disclosure,116 with perceptions of 
good social support linked to increasing willingness to disclose a mental disorder.115,116

There is evidence that willingness to disclose a mental disorder may also depend on the situation 
in which a person is disclosing. For example, disclosing a mental illness to an employer versus 
disclosing a mental illness to a family member, or disclosing a severe mental illness, such as 
schizophrenia, versus disclosing an experience with depression.117

Despite campaigns to reduce stigma around mental disorders, some people are still hesitant to 
disclose a personal experience of a mental disorder. Future interventions to improve MHL among 
the Australian general public should include stigma reduction campaigns and should incorporate 
information about the benefits to disclosing a mental illness, including better access to treatment 
and better health outcomes.

Almost two-thirds of respondents disagreed that a ‘person with a mental illness is dangerous’, 
while 3.1% agreed with the statement. One-third (33%) of respondents neither agreed nor 
disagreed regarding perceived dangerousness of a person with a mental illness. Previous 
research has demonstrated that a proportion of the general public perceives people with 
mental disorders as dangerous and unpredictable, and react with fear and increased desire 
for social distance.72
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It is notable that around one-third of respondents to the MHL survey neither agreed nor 
disagreed with the statement about perceived dangerousness. This could indicate that 
they don’t really have an opinion either way, or that they are genuinely unsure about the 
dangerousness of a person with a mental illness. If the latter is correct, future MHL 
interventions for the Australian general public should incorporate accurate information 
about the dangerousness of a person with a mental disorder.

Previous research has demonstrated that belief in the dangerousness of people is higher for 
schizophrenia compared with depression.72 Results from the 2003–2004 and 2011 MHL 
surveys of the Australian general public showed an increase in the general public’s perception 
about dangerousness of a person with depression and schizophrenia.75 Perceived 
dangerousness is a significant dimension of stigma and it is commonly assumed that people 
with schizophrenia are more dangerous than people without a mental disorder.118 However, 
the relationship between violence and mental disorders is complicated.119 The overall risk of 
violence may increase during an acute phase of psychosis, when people with the disorder 
remain untreated, if they are not taking medication for their illness, or if they have a comorbid 
substance use disorder. However, the level of risk of dangerousness appears to be 
overestimated by the general public who may benefit from stigma reduction programs aimed 
at dispelling the myths of dangerousness and unpredictability for all metal disorders.72

6.2.6.2 Social distance

Willingness to have various types of social contact with people with a mental illness ranged 
from 60.2% to 83.2% in the MHL survey, including a willingness to ‘move next door’, ‘spend 
an evening socialising’, ‘make friends’, ‘work closely’, ‘marry into the family’, ‘vote for a 
politician’ and ‘employ a person’ with a mental illness.

This compares favourably with the results from the 2011 survey, which demonstrated:

 > 45.1% respondents would not want a person with schizophrenia marrying into their family 
and 28.2% would not want someone with depression marrying into their family;33

 > 32.6% and 48.6% of respondents would avoid someone with a mental health difficulty;33 and

 > 37% of respondents would not employ a person with chronic schizophrenia and 23.4% would 
not employ someone with depression.33

Male respondents were significantly less willing than female respondents to have several types 
of contact with a person with a mental illness. They were less willing to ‘move next door’, 
‘spend time with’ or ‘make friends with’ a person with a mental disorder.

The current survey did not collect information on social distance for specific mental disorders, 
instead, it used the generic term ‘mental illness’. The results of the current survey may have 
been different, and included greater social distance, if responses were sought on individual 
mental disorders, such as schizophrenia or depression.

The current MHL survey showed the greatest social distance for ‘voting for a politician’ and 
‘marrying into the family’, with 10.9% and 8.1% of respondents (respectively), unwilling to have 
close social contact with politicians with a mental disorder and have a person with a mental 
disorder marry into the family. Previous Australian MHL surveys yielded similar results, with 
desire for social distance most common for the items relating to working closely with a person 
with a mental illness or having the person marry into one’s family.75

The results also demonstrated that male respondents and respondents aged 60+ years were 
significantly less likely than female respondents and respondents aged <60 years to have most 
types of social contact with people with a mental illness. Older respondents (60+ years) were 
also more likely to be to be neutral, and less likely to be ‘definitely willing’ than younger 
respondents to have social contact with people with a mental disorder. This was consistent 
across all questions. Data from the 2003 and 2011 Australian MHL surveys demonstrated that 
desire for social distance was higher in people aged 65 years and older for some beliefs.75
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Although the proportion of respondents unwilling to have social contact with people with a 
mental illness is relatively low in the MHL survey, there is an opportunity to include information 
about the harmful effects of social distance on people with mental disorders in future national 
MHL campaigns. Campaigns should specifically include information on the importance of 
social contact for people with mental illness and should be targeted towards males and 
older Australians.

Additionally, it would be useful to review, and include data on, the actual levels of social 
contact from the perspective of people with mental disorders in MHL interventions. This will 
provide a more comprehensive picture of how society treats people with a mental disorder and 
could assist in providing useful information on how stigma interventions could be developed 
and delivered at both an individual and community level.120

6.3 Help-seeking by self and family/friends

In general, MHL survey respondents indicated their intent to seek help for a range of mental 
disorders. Overall, help-seeking intentions were highest for depression. Interestingly, 
respondents would be more likely to encourage a family member or friend to seek help 
than seek help themselves.

The relationship between attitudes or intentions expressed in MHL surveys and actual behaviour 
of respondents has not been studied in detail due to the complexity of this type of research.121 
As a result, it is not known if the public’s beliefs and attitudes about mental disorders, such as 
treatment they would use, help-seeking behaviour, desire for social distance or stigmatising 
behaviour, is congruent with actual behaviour in the context of a mental disorder.121,122

One study of help-seeking for mental disorders, conducted across Belgium, France, Germany, 
Italy, the Netherlands and Spain, demonstrated that the perceived effectiveness of treatments 
for mental disorders was associated with receiving mental healthcare.33,122 People who perceived 
treatments as effective were more likely to seek, and adhere to, treatment.122 This suggests there 
may be a relationship between treatment beliefs and help-seeking and treatment adherence.33,122

MHL interventions for the general public should include information about the benefits of help-
seeking and of accessing evidence-based treatments to facilitate increased uptake of treatments 
for mental disorders.33

6.4 Mental illness diagnosis and help-seeking

More than half of the respondents to the MHL survey indicated that they had been diagnosed 
with a mental disorder. This contrasts with finding from the 2011 National Survey of Mental 
Health Literacy and Stigma that showed only about one-third of survey respondents revealed 
that they had experienced a mental disorder.33 However, the high rate of self-disclosure in the 
current survey accords with research from South Australia, which demonstrated an increase 
in the proportion of respondents acknowledging personal experience of a mental disorder 
(depression) over a 10-year period from 1998 to 2008.123,124

Female respondents to the MHL survey were significantly more likely to be diagnosed with a 
mental disorder than males. One potential explanation for higher rates of diagnosis among 
females is related to higher rates of help-seeking among females experiencing symptoms 
consistent with mental disorders.125-127 Females that seek help for symptoms of mental 
disorders are more likely to receive a diagnosis of a mental disorder.125-127 Males may have 
symptoms of mental disorders, but are less likely to seek help, therefore, less likely to receive 
a diagnosis of a mental disorder.

The majority of MHL survey respondents who had been diagnosed with a mental disorder had 
sought professional help for their disorder.
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The high level of help-seeking among respondents is surprising, since evidence suggests that 
more than half (54%) of all people with a mental disorder do not seek help.4 However, there is 
evidence that the general public’s attitudes towards help-seeking are changing. Specifically, 
between 1997 and 2011 the general public’s perception of health professionals has shifted, 
with health professionals being seen as more helpful and less harmful for depression in 2011, 
compared to 1997.33

The relatively high level of self-disclosure of a mental disorder and help-seeking may also be 
related to the voluntary nature of the survey and the fact that members of the general public 
interested in mental health chose to complete the survey. This may also reflect its dissemination 
through organisations aligned with improving mental health, such as the RFDS, ACU, Lifeline 
and Men’s Shed.

6.5 RFDS health services accessed by respondents

Results indicated that almost one in ten respondents had accessed the RFDS for either mental, 
physical, or mental and physical healthcare. This suggests the RFDS continues to play an 
important role in the provision of healthcare to people in rural and remote Australia. The RFDS 
has the opportunity to further develop its mental health services, to ensure the right care is 
delivered to the right people in the areas it serves. It also has the opportunity to work with 
individuals, communities and other organisations to develop and/or implement MHL 
interventions that increase the general public’s knowledge about mental disorders in the areas 
where it delivers services.

6.6 Travel distance to nearest care for mental illness

86.4% of MHL survey respondents would need to travel less than one hour to access 
professional help for a mental disorder. The reminder would need to travel anywhere from one 
hour to more than five hours to access professional help. Rural and remote Australians are often 
required to travel long distances to access care, which is an important barrier to receiving 
appropriate care for a mental disorder.28 Compared to people living in major cities, rural and 
remote Australians have poorer access to, and demonstrate lower usage of, health services.28,128 
For example, in 2011–2012, 7.6% of major city residents accessed MBS mental health services, 
compared to 3.0% in remote areas and just 1.5% in very remote areas.129 Other research has 
linked the poorer health status of remote and rural Australians, in part, to inequitable access to 
primary healthcare services,130 including longer travel distances to access care.

6.7 Community connections

A large proportion of respondents to the MHL survey indicated that they felt a great sense of 
belonging to, and actively contribute to, their community. More than half of the respondents 
wanted to be more involved in their community and more than 70% identified opportunities 
for greater community involvement.

Connection to one’s community may be a protective factor against anxiety and depression, and 
can provide people with happiness, security, support and a sense of purpose.131 There is 
evidence that community connectedness is also positively correlated with mental health among 
LGBTIQA+ people.93,127 Having community connections has also been found to be an enabler 
for men to seek help for mental disorders, while lack of community connections is a barrier.127 
Similarly, young people with serious mental illness value treatments that are focused on 
social inclusion.132
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6.8 Strengths and limitations of the research

There are both strengths and limitations to the research methodology employed for this study, 
which should be acknowledged. These are described below.

6.8.1 Strengths

The survey garnered responses from 2,574 respondents in a 9-week time period, indicating that 
close to 300 people completed the survey each week. This large number of responses likely 
reflects the reach of the RFDS and ACU digital media platforms, and that of the organisations 
that shared the survey link with their members.

The survey was voluntary, meaning that people were free to choose whether to participate. If 
they changed their mind at any time during the survey, they were able to discontinue the survey.

Developing the survey online, and primarily administering it via the internet, meant that it was 
cheaper, faster, more environmentally friendly and more convenient compared to other survey 
methods, such as face-to-face or telephone interviews. People were able to complete the 
survey from the comfort of their own home, at a time of their choosing, and were not required 
to participate in face-to-face interviews with a researcher. The provision of a small number of 
paper-based surveys via RFDS primary healthcare clinics enabled respondents who did not 
have access to the internet to participate in the survey.

It is possible that respondents were more likely to provide honest responses via the internet 
survey than they might have done in a face-to-face interview, due to the anonymity of the 
survey.133 Responses were also collected and displayed in real time, which meant that 
researchers were able to view individual responses and consolidate data as they arrived. In 
addition, researchers were not required to transcribe responses, thereby reducing the potential 
for errors in the transcribing process. Data were also quick to analyse, as there was no need to 
enter data into a database. Finally, developing and administering the survey via the internet was 
a good way to reach populations that may not otherwise have been able to participate. This 
methodology is especially relevant for remote and rural populations who may not normally be 
invited to participate in face-to-face research due to the large distances researchers may need 
to travel to survey them.
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6.8.2 Limitations

There are a number of limitations that are important to note.

The snowball sampling technique used in this survey is a non-probability sampling technique and 
therefore does not recruit a random sample—respondents did not participate in the survey by 
chance alone.134 As a consequence, conclusions “reached in a study that used a snowball 
recruitment strategy may be biased, e.g., the sample may include an over-representation of 
individuals with numerous social connections who share similar characteristics”.134

Answers to the demographic questions show that the demographic characteristics of survey 
respondents do not match the overall population of Australia—rural and remote Australians, 
females and non-Indigenous Australians were over-represented among respondents. Future 
research should seek to capture the views of males and Indigenous Australians—this may 
require a different approach to sampling, such as face-to-face surveys, focus group work and 
the development of a culturally appropriate Indigenous MHL or SEWB literacy tool designed in 
partnership with Indigenous communities.

The survey was biased towards people who had access to the internet. Sections of the 
community that may not have good access to the internet—for example, some very remote 
areas and some Indigenous communities—were unable to participate in the survey unless they 
had access to an RFDS primary healthcare clinic, where they could complete a paper version of 
the survey.

It is also possible that respondents may have completed the survey more than once, as the 
researchers did not limit surveys to one per internet provider address, recognising that multiple 
household members may wish to complete the online survey using the same computer.

Factors dissuading people from participating may have included people feeling insecure about 
whether their answers would be treated anonymously, or having slow internet connectivity.
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Chapter 7: Conclusion

7.1 Summary of findings

The MHL survey, conducted between May and July 2018 by the RFDS in partnership with ACU, 
provided comprehensive data on the MHL and mental health of 2,576 adult members of the 
Australian general public. Respondents were located across all states and territories and all 
remoteness categories. The sample included adults ranging in age from 18 to 85+ years, of 
diverse sexual orientation, gender identity and Indigenous status. Respondents possessed a 
range of educational qualifications from ‘still attending school’ to a ‘bachelor’s degree’ or ‘higher 
degree’. More than half of the respondents had been diagnosed with a mental disorder, and the 
majority of these respondents had received treatment for their disorder.

Responses to the MHLS were scored and analysed. Although remoteness of residence did not 
impact MHL, several factors were identified as contributing to higher MHLS scores and better 
MHL, including:

 > Younger age (<60 years);

 > Being female;

 > Identifying as LGBTIQA+;

 > Holding a bachelor’s degree or higher level of education; and

 > Having previous experience of a mental disorder.

As levels of MHL did not differ across remoteness categories, interventions to improve MHL 
are unlikely to require an approach that differs across remoteness areas. This is supported by 
previous research that found “no evidence to support the rollout of campaigns which are 
premised on the assumption that rural residents are less likely to recognise mental health 
problems, although the importance of recognition should not be ignored. Rather, such 
campaigns, at least in Australia, may be more appropriately and effectively focused on a 
message that emphasises which interventions are effective and the helpfulness of particular 
professionals such as psychologists and psychiatrists in the delivery of these”.12 Where there 
is poor access to services, MHL interventions should emphasise alternative methods of 
accessing services, such as through telehealth and the internet for the delivery of evidence-
based treatments.12

Although MHL did not differ according to remoteness, the results of the MHL survey suggest 
that interventions to improve MHL are still needed, and that such interventions should 
specifically target:

 > Males;

 > Older Australians aged 60 years or older;

 > Indigenous Australians;

 > People without a bachelor’s degree or higher level of education;

 > Non-LGBTIQA+ Australians; and

 > People who have not previously been diagnosed with a mental disorder.

While interventions to improve MHL may not require an approach that differs across remoteness 
areas, it is prudent for MHL interventions to be appropriately targeted to the intended audience, 
and to consider the different social determinants of health influencing the communities where 
these are delivered. For example, the content of campaigns to improve MHL among farming 
communities, may be different to the content of MHL interventions for health professionals. 
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7.2 MHL interventions

Jorm (2015) argued that the concept of MHL is an important component of health literacy, and 
its promulgation has resulted in policy impacts and led to the development of interventions to 
improve MHL that may not have otherwise occurred.74 Additionally, the concept of MHL has 
facilitated the development of assessments regarding interventions to improve MHL.74 It is 
important that MHL interventions delivered to the general public, or other groups, are 
measured and evaluated to determine their impact and efficacy.5

Indeed, there is compelling international and national evidence that training courses, as well 
as community education campaigns, can improve MHL. Examples include the MHFA training 
program and beyondblue.

MHFA was developed in 2000 to provide community members with first aid skills to support 
people with mental health problems.135 A systematic review of randomised controlled trials or 
controlled trials of the MHFA program in adults between 2000 and 2017 was recently 
completed.136 The program was evaluated in multiple settings, including workplaces, with 
university or healthcare students, members of the public, teachers, parents and the military.136 
MHFA is delivered in all Australian states and territories and has been adopted in 25 countries.137 
There are specialised MHFA courses, including a version for Aboriginal and Torres Strait Islander 
Australians and older Australians.136 “The standard adult course is 12 hours long and includes 
information on depression, anxiety problems, psychosis, substance use problems, and crisis 
situations (e.g. suicide and self-harm, panic attacks, drug/alcohol overdose).”136 Course content 
is evidence-based and contemporary.136

The systematic review supported the effectiveness of MHFA training in improving MHL and 
appropriate support for those with mental health problems up to six months after training.136 
MHFA participants demonstrated: improved mental health first aid knowledge; improved 
recognition of mental disorders; improved beliefs about effective treatments; small reductions 
in stigma; enhanced confidence in helping a person with a mental health problem; increased 
intentions to provide first aid; and improvements in the amount of help provided to a person 
with a mental health problem at follow-up.136 In the longer term, improved MHL may result in 
greater rates of help-seeking for mental disorders.5

Similarly, a study of the impact of beyondblue on the Australian public’s recognition of 
depression, and beliefs about depression treatment, demonstrated how public education 
campaigns can improve MHL and help-seeking.138 This study employed data from the Australian 
1995 and 2003–2004 national MHL surveys. The survey conducted in 2003–2004 included a 
question about respondents’ knowledge/awareness of beyondblue. Australian states that 
provided funding to beyondblue, and hence were likely to have been more exposed to its 
promotional campaign, were classified as ‘high-exposure states’ (although this term is now no 
longer used, it was an important distinction in the study reported, so is used to describe the 
findings).138 The remaining states were classified as low-exposure states. Respondents from 
high-exposure states were twice as likely as those from low-exposure states to recall and 
recognise beyondblue.138

More significantly, there were greater changes over time in beliefs about treatments for 
depression among respondents from the high-exposure states, especially with respect to the 
benefits of counselling, medication and general help-seeking.138 A greater decrease in the belief 
that it is helpful to deal with depression alone was also recorded in the high-exposure states.138 
In terms of antidepressant use, counselling and the value of help-seeking in general, the authors 
concluded that beyondblue may have brought the public’s views closer to professionals’ views 
about the benefits of these treatments.138
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7.3 Principles for MHL interventions

There is consistent evidence that MHL interventions need to be contextually developed and 
applied, and should contain a number of core components around improving knowledge, 
attitudes or stigma, and help-seeking efficacies.13

There are several principles that should be considered when developing interventions to increase 
MHL. Interventions should be:

 > Context-specific (e.g. developed and applied in everyday life situations);13

 > Developmentally appropriate (e.g. tailored in its application across the lifespan);13

 > Effectively integrated into existing social and organisational structures (e.g. schools, 
community organisations);13

 > Implemented using valid and reliable psychometric tests;13

 > Culturally appropriate, including for Indigenous Australians and LGBTIQA+ communities;

 > Locally led;

 > Developed in consultation with consumers and carers; and

 > Integrated into community health literacy initiatives.13

7.4 Recommendations for improving MHL in populations served by the RFDS

The MHFA program has demonstrated good outcomes since its inception in 2000 and 
incorporates the best practice principles for MHL interventions outlined in section 7.3. There 
is strong evidence for its efficacy and acceptability by the Australian general public. Around 1% 
of the Australian population has been trained in MHFA.137 In addition to training members of 
the general public, MHFA offers a 5-day intensive training course to enable suitable people to 
become accredited instructors. Instructors can then deliver the standard course to members of 
their community. This model would work extremely well in rural and remote communities, where 
access to training courses and MHL interventions may be limited.

The results from the current MHL survey also indicate that MHL interventions should be 
specific to the communities in which they will be implemented. Based on the survey results, 
any interventions to improve MHL in Australia should be wide-ranging, and delivered to people 
living in all remoteness areas. The groups most likely to benefit from targeted MHL interventions 
include males, people aged over 60 years, people who have not had a lived experience of a 
mental disorder, non-LGBTIQA+ Australians, Indigenous Australians and people without a 
bachelor’s degree or higher level of education.

In order to improve the MHL of the target groups in rural and remote areas of Australia, the 
RFDS could partner with organisations to deliver MHFA or other appropriate interventions. This 
could include partnering with organisations that deliver services to groups identified as having 
poorer MHL, such as men and older Australians. Organisations such as Ozhelp (provides mental 
health services to men in very remote areas), Men’s Shed (accessible to men with branches 
across Australia), Mission Australia (delivers services to people in need, including men and older 
Australians), Aboriginal Community Controlled Health Services (ACCHS), etc.
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7.5 Mental health services

In addition to interventions to improve MHL, it is vital that appropriate services are available to all 
Australians with a mental disorder. Around half of the respondents to the MHL survey had been 
diagnosed with a mental disorder and the majority had sought help. This suggests that help-
seeking behaviour among respondents is high and that services are accessed, when available.

However, appropriate services may not be readily available in some areas of Australia, especially 
in rural and remote areas, leading to delays in treatment.29 Rural and remote areas have fewer 
psychologists and psychiatrists per head of population than major cities.139 In 2017–2018, the 
proportion of people receiving mental health services through the MBS decreased as 
remoteness increased.140 Around 3.7% of the population in remote Australia, and 2.7% of the 
population living in very remote Australia, accessed mental health services through the MBS, 
compared to more than 10% of people living in major cities.140

A review of mental health programs and services undertaken by the National Mental Health 
Commission141 identified several groups of people with mental ill-health who face compounding 
disadvantage—including people living in rural and remote areas and Aboriginal and Torres Strait 
Islander Australians.141 Specifically, the review found that: mental health services in rural and 
remote areas are transient, face significant workforce shortages and in many cases are 
decreasing despite high demand; programs are given inadequate funding for the additional 
demands and costs of service delivery in regional, rural and remote areas; and that access to 
services could be improved by wider use of technology and increasing community capacity.29,141

The RFDS has previously conducted a thorough assessment of the mental health needs of rural 
and remote Australians, and developed a set of recommendations to improve mental health and 
reduce the impacts of mental disorders and suicide in remote and rural Australia.29 The RFDS 
recommends that mental health and SEWB services in rural and remote Australia should 
incorporate a number of components. Programs should be:29

 > Provided in identified areas of need and address;

 > Focused on prevention and early intervention;

 > Evidence-based and evaluated;

 > Locally relevant, addressing community risk factors and including input from the community, 
consumers, carers and members of targeted groups (e.g. Indigenous Australians, LGBTIQA+ 
Australians, etc.) in decisions about new services;

 > Underpinned by a social determinants of health approach and be holistic;

 > Implemented in collaboration with other organisations delivering mental health and SEWB 
services;

 > Implemented in collaboration with consumers, families and carers;

 > Culturally appropriate and safe;

 > Supported by a comprehensive primary health approach; and

 > Accessible to all members of the local community.

The current research has also highlighted gaps in knowledge about mental health and poorer 
MHL of some population groups. To ensure all people who would benefit from mental health 
services feel comfortable accessing them, a comprehensive strategy around improving MHL 
for groups with lower MHL should be implemented in conjunction with mental health services.
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