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Improving Australians’ depression literacy

MANY AUSTRALIANS have limited knowledge and inaccu-
rate beliefs about depression, and stigma often attaches to
people who have suffered from depression.! These factors
have important consequences for prevention, early interven-
tion, and treatment of depression; they can lead to delays in
help-seeking, hinder acceptance of evidence-based mental
healthcare, and mean that depressed people do not receive
appropriate support from others in the community. Further-
more, preventive programs for depression are only possible
where there is community support for action.

One aim of beyondblue: the national depression initiative is to
promote community awareness and understanding of
depression, which we refer to here as “depression literacy”.
In this article, we examine how this aim is best achieved,
using evidence from depression literacy campaigns in other
countries and principles derived from health promotion
campaigns in other areas of healthcare.

Previous efforts

Australia is not the first country to attempt to improve
depression literacy. Internationally, four campaigns have
been conducted and reported in the peer-review literature.
The Defeat Depression Campaign was conducted across the
United Kingdom from 1992 to 1996.%3 Also in the UK, the
Changing Minds Campaign, which aims to reduce stigma
associated with mental health problems, began in 1998 and
finishes in 2003.* In the United States, the National Insti-
tute of Mental Health Depression Awareness, Recognition
and Treatment Program, established in 1988, supports
various community-based depression initiatives.” Since
1990, the US National Depression Screening Day has been
conducted annually.® These initiatives are summarised in
Box 1.

There is limited information from these campaigns to
assist in developing an effective Australian depression liter-
acy campaign, as these programs have not been fully
evaluated. Only the Defeat Depression Campaign has been
evaluated to assess whether it resulted in desired changes in
the community’s understanding of depression, its causes
and treatments:’> improvements of less than 10% were
reported in the public’s awareness of depression as a medical
condition and the value of antidepressant drugs as suitable
treatment for depression; 75% of people surveyed still saw
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Community awareness and understanding of depression
(“depression literacy”) underpins successful
implementation of prevention, early intervention and
treatment programs. Improving depression literacy is

a major goal of beyondblue: the national depression
initiative.

Although other countries have previously attempted to
address this issue, there is little evidence to indicate that
those attempts have achieved their aims.

Work in other areas of health promotion, such as the
widely used PRECEDE model, offers a useful framework
from which to develop effective depression literacy
initiatives in Australia. This model proposes that effective
health promotion strategies should focus not on health
actions per se, but on the knowledge and attitudes that
encourage or impede individuals from taking such
actions.

We identify the goals of an effective depression literacy
campaign and a range of educational strategies for
achieving change in each of these areas. Applying
these strategies may give a stronger basis for improving
depression literacy than previous initiatives.

medication as inappropriate. The effectiveness of commu-
nity education components of the other initiatives remains
unknown.

Applying a health promotion framework

Although there is limited evidence on how to improve
depression literacy, there is extensive experience in health
promotion in other areas, such as heart disease and asthma.
A strategy widely used to plan health promotion campaigns
is the PRECEDE model.” This model provides a framework
for systematically addressing factors that affect health-
related behaviours. The model’s creators argue that develop-
ment of effective health promotion initiatives around a
particular health problem needs to deal sequentially with
questions of:

whether individuals perceive desired health actions as
affecting their quality of life, and, if so, how;

how behavioural, lifestyle and environmental factors con-
tribute to choices to adopt those health actions;

how various predisposing, enabling, and reinforcing fac-
tors affect those behaviours, lifestyles and environments;
and

how health education initiatives take account of and
adjust predisposing, reinforcing and enabling factors to
encourage individuals to take up desired health actions.”
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1: Previous campaigns to improve depression literacy

Name

Where When

Community-based goals

Main strategies for achieving

community change Changes achieved

Defeat Depression
Campaign

Changing Minds
Campaign
Depression, Awareness,

Recognition and
Treatment Campaign

National Depression
Screening Day

UK 1992-1996

UK 1998-2003

us 1988,
ongoing

us 1991,
ongoing

Reduce stigma, improve
recognition and management
of depression

Reduce stigma, improve
understanding of depression

Increase acceptance and
knowledge of depression
symptoms and treatment

Encourage screening for
depressive disorder

Public education through various Improvements in attitudes of
media; Defeat Depression Action between 5% and 10%
Week

Public education through Web;
collaboration with key groups

Not evaluated to date

Public education through written Not evaluated to date
and electronic media

Public education through written Partly evaluated, but
and electronic media changes in attitudes not

assessed

Health policy initiatives may also be needed to improve
factors that enable individuals to adopt such changes.”

The PRECEDE model as applied to improving depres-
sion literacy is illustrated in Box 2. Although the diagram’s
causal flow is left to right, health promotion planning goes
from right (with the health promotion program goals) to left
(with educational strategies and policy changes needed to
achieve this).

Health and quality-of-life goals

Planning for a health promotion program begins by specify-
ing the health and quality-of-life goals of the program. The
major aims for the Australian population are reducing
modifiable risk factors for depression, preventing the con-
version of subsyndromal depressive symptoms into depres-
sive disorder, promoting rapid remission of depression,
reducing chances of relapse, and reducing disability associ-
ated with depression.

Behaviours leading to better depression outcomes

The next step is to specify the personal behaviours (and
behaviours of significant others) that can affect these out-
comes. Reviewing relevant publications, we have found
evidence that the following personal behaviours are related
to better outcomes.

Changing modifiable risk factors. Most risk factors for
depression are not readily modifiable by the individual. How-
ever, prolonged anxiety is a major risk factor for depression.®
This can be reduced by cognitive-behavioural techniques.’

Help-seeking. There is evidence that delayed help-
seeking leads to persistence of depression,!® and that lack of
treatment increases risk of recurrence.!!

Presenting symptoms as depression-related. GPs
are more likely to recognise depression if the patient self-
labels as depressed and consults specifically for psychologi-
cal symptoms.'>!? Although GP recognition of depression
alone may not improve patient outcomes,'? it is necessary
for effective medical intervention action.

Predisposing factors
* Knowledge of depression symptoms
* Knowledge of modifiable risk factors
* Belief in help-seeking

2: Application of the PRECEDE model of health promotion planning to depression literacy

Personal behaviours leading
to better depression outcomes

* Knowledge/attitudes to healthcare —) ) o .
professionals and treatments * Changing modlf_lable risk factors
« Knowledge/attitudes to effective self-help * Early help-seeking
* Presentation of symptoms as
Education depression-related Health goals
strategies |mm——)  Reinforcing factors ——) °Adherence to treatment « Prevention
« Societal attitudes to depression * Using effective self-help =) of depression
¢ » Family and friends' knowledge/attitudes * Rapid remission
to help-seeking, treatments and self-help . . of depression
Policy Behaviours of family and = .« Reduction in relapse
changes friends leading to better  Reduction in
ilitati N depression outcomes iated disabilit
facilitating Enabling factors associated disability
depression _) * Availability of information _> * Support from family
literacy * Availability of effective interventions * Encouragement of help-seeking
The causal flow is from left to right, but planning starts at the right and works left.
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Name First published

3: Models of attitude and behavioural change which can be applied to improving depression literacy

Description

Health Beliefs Model 1974

Elaboration Likelihood Model 1986

attitude change.
Transtheoretical Model/Stages 1983
of Change

Individuals’ readiness to take action to avoid disease requires recognition of susceptibility,
potential severity, benefits of action.

Persuasion by central route (ie, careful consideration of issue), or peripheral route (influenced
by peripheral cues [eg, attractiveness of presenter]). Central route produces more lasting

Five stages of change: precontemplation, contemplation, preparation, action, and maintenance.
Different types of interventions needed for individuals at each stage of change.

Adherence to treatment. Patients adhering to pre-
scribed treatments tend to have better outcomes. '’

Using effective self-help. Self-help treatments are com-
monly used for depression,'® but only some have empirical
support as effective.!”

Further, behaviours of significant others may be helpful
(eg, if the family is supportive and not critical, this can assist
recovery and reduce risk of relapse).!® Depressed people are
more likely to seek help if relatives or friends suggest it.!

Predisposing, reinforcing and enabling factors for
these behaviours

In the PRECEDE framework, health education is not
targeted at the behaviours leading to better outcomes, but at
the factors that predispose to, reinforce and enable these
behaviours.

Predisposing factors include knowledge, beliefs and atti-
tudes relating to the motivation to act. Relevant factors for
depression are:

Knowledge of depression symproms. If depressed people are
to correctly self-label and present to GPs as depressed, they
need knowledge of depressive symptoms. Many people in
the community cannot correctly recognise depression.’>!°

Knowledge of modifiable risk factors. People need knowl-
edge of risk factors to modify their personal risk. The
Australian public believes that the social environment con-
tributes to depression.! Knowledge of the association of
prolonged anxiety with depression has not been assessed.

Belief in professional help-seeking. Forty per cent of people
with a depressive disorder do not seek professional help.?°
To seek help, they must believe that seeking help is useful,
and know a source of help. Many Australians cannot name a
source of help they would use if they developed depres-
sion.b1?

Knowledge and artitudes towards healthcare professionals and
depression treatments. To get effective help, the public must
believe that healthcare professionals can help with depres-
sion, and that their treatments are effective. The Australian
public has favourable attitudes towards GPs treating depres-
sion, but rates psychiatrists and psychologists less highly.’
Many members of the public have negative attitudes towards
antidepressants, while viewing psychological treatments
more positively.>!® There is evidence that people are more
likely to use and adhere to depression treatments that they
believe are helpful.!5?!
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Knowledge of and artitudes to effective self-help. Self-help

requires knowledge of which actions are likely to be effec-
tive. When Australians were asked to rate various interven-
tions for likely helpfulness for depression, self-help
interventions rated highest.!"!° However, evidence indicates
that only some of these interventions (eg, exercise) are
effective.!”
Reinforcing factors determine whether the person
receives positive (or negative) feedback and social support
for their action. Important reinforcing factors for action on
depression are:

Societal attitudes to depression. People may be reluctant to
take action because they believe they will be stigmatised.
These beliefs can affect the willingness of depressed people
to seek help,?? and their treatment adherence.??

Significant others’ knowledge and attitudes to help-seeking
and treatments. Family and friends’ willingness to encourage
help-seeking will be limited by their own knowledge and
attitudes towards professional help and treatments avail-
able.!

Enabling factors are the environmental conditions that
facilitate performance of an action. Relevant factors for
depression are:

Availability of information. Promotion of depression liter-
acy requires the availability of high quality information.
Although considerable information is available, its accessi-
bility and quality may be limited, as recently shown with
depression websites.?*

Availability of effective interventions. Encouraging
depressed people to seek help and use effective treatments is
only worthwhile if the treatments are available and afforda-
ble. Some treatments (eg, psychological therapies) are not
always available from the healthcare system or are too
expensive.?’

Education strategies for changing predisposing,
reinforcing and enabling factors

We have argued that previous depression literacy initiatives
provide limited information on effective education strate-
gies. Theoretical models can provide guidance on how
people change their health attitudes and behaviours. Many
of these models have not been applied in mental health, but
can be extrapolated to depression literacy. Relevant models
are summarised in Box 3. From these models and related
research, we can derive the following strategies.
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Strategies for promoting action on risk factors, help-seeking,
self-help, and support for others

People differ in their readiness to change, and messages
must vary to allow for this. Those ready to act (eg, seek
help) need specific messages about what they can do,
whereas those not ready to act need to become aware of the
issue’s importance.?®

For people not ready to act, “experiential” approaches to
encouraging change are best. These might include providing
information about the high prevalence and disease burden
of depression, and describing the benefits of taking action.?%

People ready to act require “behavioural” approaches.
These might include information on help-seeking pathways
or teaching effective self-help approaches.?¢

People who are depressed are more likely to act if they see
their symptoms as posing a threat, and have strategies to
reduce that threat. For example, messages could emphasise
disability caused by depression, possibility of suicide, and
increased risk to physical health. Behaviours such as help-
seeking and treatment compliance should be presented in a
way that makes clear how they can reduce these threats.?”

Action is more likely if its perceived costs are small.
(People interpret “costs” to include factors such as per-
ceived stigma and treatment side effects, as well as financial
costs.) Messages can aim to reduce these perceptions of
costs (eg, perceptions that antidepressant medication is
addictive).?”

Strategies for improving knowledge and attitudes regarding
symptoms and interventions

Depression information is more likely to produce long term
change in attitudes if it induces people to relate the informa-
tion to other knowledge they have and to their past experi-
ences.?® For example, an advertisement might ask the
listener to think of someone they know who has experienced
depression, and what they did to help. It could then present
some simple action that could help in the future. This would
be more effective than presenting the action without relating
it to the audience’s personal experience.

Communications about depression that rely primarily on
associations with people who are seen as famous or attrac-
tive are less likely to produce long term change in atti-
tudes.?® However, such communication may be useful
where the target audience has little interest in, or previous
knowledge of, depression.

Messages about depression treatments should appeal to
various belief systems about treatment: medical, psychologi-
cal, and lifestyle.?° Messages focusing solely on the helpful-
ness of medication, for example, may be ignored by people
with strong lifestyle belief systems.

Depression information is more likely to be effective if it is
tailored to the unique interests and needs of particular
individuals.?® Information for middle-aged businessmen
(themselves at low risk) might focus on the impact on their
employees and lost productivity, or risks to family members.
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Strategies for changing societal attitudes to depression

Stigma can be tackled through various strategies, including
education, social protest (ie, suppression of negative atti-
tudes and behaviours towards depression) and promoting
contact with people who have experienced depression.
Contact appears to be the most effective.?! Education may
have only a limited effect because stereotypes are resistant to
change. With social protest, there is a danger of a rebound
effect.

The effect of contact is maximised when participants have
equal status, there is frequent contact with people who
mildly disconfirm stereotypes, and there are real-world
opportunities to interact, rather than contrived situations.>!
A public meeting involving a person talking about his or her
experience of depression is more likely to have a positive
effect if it is sponsored by a well-regarded organisation and
the person is not so exceptional as to be seen as atypical of
people who have experienced depression.

Policy changes facilitating depression literacy

According to the PRECEDE model, policy changes must
support efforts to improve depression literacy. Much has
already been achieved in Australia in this regard. The
National Action Plan for Depression includes as objectives
the raising of depression literacy and the reduction of stigma
and discrimination.>?

The Commonwealth, State and Territory governments
have supported the implementation of the action plan by
establishing beyondblue. To ensure that progress is realised,
the effectiveness of initiatives developed through this action
plan need to be evaluated thoroughly, although the non-
laboratory setting of health-promotion programs can make
such evaluations difficult.

Conclusion

The establishment of beyondblue has given the opportunity
to make major gains in Australians’ depression literacy, and
we need to use this opportunity well. The principles derived
from other areas of health promotion should provide a more
rational basis for action than existed previously. However,
these principles have not been specifically evaluated for
depression literacy and require rigorous testing, for both
short term effects on knowledge and attitudes, and longer-
term effects on health behaviours and depression outcomes.
Any gains in depression literacy would be expected to
produce benefits for prevention, early intervention, treat-
ment, and family support for people with depression.
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